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NEW CLIENT PAPERWORK

We ask that you complete a number of forms, all listed here. We at Presby Psych
want fo provide the highest quality service possible so we ask that you fill out
each form as completely as possible. Thank you!

Notice of Privacy Practices
Please keep for your records

Receipt for Notice of Privacy Practices
Please sign, date and return.

Informed Consent to Receive Psychological Services
Please complete, sign, date and return.

Informed Consent for In-Person Sessions during the COVID-19 Pandemic
Please complete, sign, date and return.

Proof of Vaccination
Please provide a copy of your vaccination card.

Credit Card Agreement
Please complete to leave your credit card on file for payment.

Client Information
Please complete and return.

Demographic Information
Please complete and return.

Insurance Guidelines for New Clients
Please complete, sigh, date and return if you plan to use your insurance
coverage to pay for your sessions.

Presby Psych welcomes all individuals regardless of age, gender, race, ethnicity,
faith, no faith or sexual orientation. We are a trauma-informed organization.
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NOTICE OF THE PRIVACY PRACTICES OF
PRESBY PSYCH

Infroduction:

The privacy of your Patient Health Information (PHI) is important to us and we do everything possible to
protect that privacy.

We have a legal responsibility under the laws of the United States and the state of North Carolina to keep
your PHI private except as allowed or mandated by law. Part of our responsibility is to give you this notice
about our privacy practices. We are also responsible for adhering to the practices herein described. This
notice takes effect September 15, 2016 and will be in effect until we replace it. We have aright to change
any of these privacy practices as long as those changes are permitted or required by law. When this
occurs, the new policy will be posted in the public area of our office.

When you are finished reading this notice, you may request a copy at no charge to you. If you have
questions or concerns about the material in this document, please ask us for assistance.

Privacy Protections:

Presby Psych complies with HIPAA guidelines relevant to the delivery of all our services.

Your PHI is accessed only by your providers and by other Presby Psych staff only fo the extent that it is
necessary fo schedule, provide, record, and bill for services.

We will not use or disclose your PHI in our marketing, development or public relations efforts without your
written permission.

We cannot use or disclose your PHI other than the ways detailed in this notice without your written
permission.

Limits of Privacy:

We may disclose all or some of your PHI as follows:

If you choose to use insurance or another third party payor o help pay provider fees, some PHI will be
released fo the insurance company or other third party payor as required by that company or payor.

To anyone required by federal, state, or local laws to have lawful access fo your PHI.

To anyone you give us written authorization to have your PHI. You may revoke that authorization at any
fime.

To a family member, or other person responsible for your care, or your personal representative in case of
an emergency. If you are present and capable of objecting, you may do so. If you object, are not
present, or are not capable of objecting, we will use our professional judgement in deciding whether or
not to release the extent of PHI that is in your best interest and necessary for your care at the time.

Under North Carolina law, we are mandated to report to the Department of Social Services, and/or to
law enforcement, and/or to the National Child Abuse Hotline known or suspected abuse, neglect, or
malireatment of a juvenile.



If you infend to take your own life, we will take steps to save your life, including disclosure of PHI to the
extent that it is in your best interest at the time.

If you intend to take the life of another person, we are mandated to take steps to save their lives, including
informing them, law enforcement, or other relevant third parties and we will disclose your PHI only to the
extent that is in the best interests of you and the infended victim.

If your PHI is subpoenaed properly under state or federal rules.

We are required by federal law to make and keep a copy of your driver's license to protect your identity.

Internal Use of PHI:

In order to provide the highest quality care, Presby Psych clinicians meet weekly to share their clinical
work. When clinical work is presented, all identifying data are disguised. If anyone present believes they
may know the person being presented, they leave the room for the duration of the discussion.

Some PHI may be included in professional presentations, journal articles, research, training, grant
applications, books, or development efforts. In these cases, all identifying data is disguised and the PHI
of a variety of individuals is combined in a fictionalized composite case study.

Your Righis: As our patient, you have these important rights:

1. With limited exceptions, you may request in writing that we protect your PHI.

2. You may request photocopies of PHI for a charge of $.75/page for pages 1-25; $.50/page for pages
26-100; and $.25/page for pages 100+.

3. You have aright o a free copy of this notlice.

4. You may request in writing that we communicate with you about your PHI through alternate means
or at an dlternate localion by specifying the alternate means and/or location.

5. You may request in writing that we otherwise restrict use or disclosure of your PHI. We may deny any
or dll of your requested restrictions.

6. You may request in writing a list of occasions on which we, or our business associates, disclosed your
PHI other than for freatment, payment, or Center operations. This can extend six years info the past.
If you make this request more than once in o twelve-month period, we may charge you a fee for this
service.

7. You have the right to restrict cerfain disclosures of PHI to a third party health plan if you pay out-of-
pocket for the services you receive at Presby Psych.

8. If you believe that we have violated your privacy rights, or if you disagree with a decision we have
made regarding your PHI, you may complain in writing to our HIPAA Compliance Officer, Patrick
Collins, LCSW, LCAS, Presby Psych, 5203 Sharon Road, Charlotte, NC 28210.

9. You may also submit a written complaint to the United States Department of Health and Human
Services. We will provide the address upon request.
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RECEIPT FOR NOTICE OF PRIVACY PRACTICES

l, . have received a copy

of Presby Psych's Notice of Privacy Practices.

Signature Date
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INFORMED CONSENT TO RECEIVE PSYCHOLOGICAL SERVICES
AT PRESBY PSYCH

lam the: o patient
o parent or legal guardian of the patient
o other (specify relationship)

CLINICAL PROCESSES AND DISCLOSURES

Clinical Emergencies: |t is not always possible for your provider or another Presby Psych provider to
respond fo you in an emergency situation. If you cannot reach your therapist and are experiencing an
emergency, you are to call 911 or proceed to your nearest Emergency Room.

Risks Associated with Treatment: In the course of receiving services, addilional psychological material
may surface which increases your level of distress for some period of fime.

Treatment Outcomes: While the services provided by Presby Psych are intended to benefit the patient,
no particular treatment outcomes can be guaranteed.

Right to Discontinue Treatment: You have the right fo discontinue tfreatment at any time. We recommend,
however, that you discuss these plans with your provider before making the decision to discontinue.

Complaints/Concerns: If you have complaints or concerns about the services being provided to you,
please contact our Executive Director, Mary Gail Frawley-O'Dea, Ph.D., at 704-554-9900, ext. 304,

Disability Claims: Our providers will not complete patient disability claim forms for patients.

Goals and Processes of Treatment: FEach therapist works with patients to improve mental health
functioning. Each freatment, however, is unique. Please discuss your goals with your therapist. You are
free to review at any time the progress you are making or any concermns you may have about the care
you are receiving.

CHILD CARE

Presby Psych cannot provide child care. If a child is not part of a scheduled counseling session and there
is no adult to care for the child, the provider may cancel the session and you are responsible for the fee
for the canceled session. Insurance cannot be billed in this situation.

FINANCIAL POLICIES

Farticipating Insurance Plans: Presby Psych participates with Aetna, Blue Cross Blue Shield (except Blue
Essentials, Blue Locdl, Blue Value and Value Options), Carolina Behavioral Health Alliance (CBHA),
Cigna, and United Healthcare health insurance plans.

Insurance Verification and Filing: Presby Psych verifies applicable in-network benefits, co-pays and
deductible status. We also file insurance claims with carriers with whom we participate. These are
courtfesies that do not guarantee coverage or payment. You are ultimately financially responsible for
the services you receive,

A copy of your primary and secondary (if applicable) insurance cards will be made. It is your
responsibility fo provide Presby Psych with current insurance information or changes.



All fees not covered by insurance are due af the time of service. We recommend that you provide us
with credit card information that allows us to bill your fees automatically. We will require you to do so if
you accrue o balance exceeding 60 days.

Stafements: Are sent af the beginning of each month.

Overdue Balances: Presby Psych is a non-profit mental health resource. Itis important to stakeholders
that we are responsible financial stewards. We therefore hold to the following policies regarding
overdue balances:

Over 30 days: If a balance is outstanding for more than 30 days and an additional statement must
be sent, a $10.00 fee will be added to the balance.

Over 60 days: We make every effort to make reasonable payment plans on accounts that exceed
60 days. When a balance exceeds 40 days, we require a signed payment plan and a credit card
on file in order for freatment fo continue. The agreed payment on the overdue balance and all
future charges will be processed on that credit card. If such a credit card is declined, the balance
must be paid in full at the next session.

Over 90 days: We reserve the right to report to all national credit bureaus any accounts that
exceed 90 days and for which no payment plan is in place. You will receive 30 days noftice prior to
reporting and you will have an opportunity during that time to pay the balance in full or to arrange
a payment plan.

Returned Checks: Returned checks are subject to a fee. If a check has been returned, we reserve the
right to refuse further payments by check and to have a credit card on file for future charges.

Exira-Session Services: Therapists may charge separately per guarter hour for telephone conversations,
consultations with school personnel, attendance at IEP meetings, off-site visits with other providers, or
other extra-session services you and your provider agree tfo.

Cancellation Fees: We commit to providing the best care possible for those seeking our services. To do
that, it is important that the individual(s) in our care attend every scheduled session; the success of
psychotherapeutic work depends on the consistency of the meetings. In addition, clinicians have
scheduled time for clients and cannot usually fill that time if there is a cancellation. Given the value we
place on the work we do and the regularity that it requires, there will be:

A $75 charge for any canceled appointment that has not been previously arranged with the
clinician.

The full session fee will be charged if you cancel the same day of the scheduled session, if you
leave a cancellation message over the weekend for a Monday appointment, or if you fail to
appear for a scheduled appointment.

Insurance cannot be billed for these fees nor can they be charged to any entity sponsoring your therapy.

Medical Record Copies: You will be responsible for fees associated with requests for copies of medical
records. Charges will be assessed based on NC General Statutes and records will not be released until
fee is paid.

ELECTRONIC COMMUNICATIONS/TELEPSYCHOLOGY

The governance, legalities, and ethics of electronic communication and provision of services through e-
mail, fext, Skype or other elecfronic means are sfill being discussed by professional bodies and various
legislative groups.

It is often helpful fo use electronic media o address scheduling issues or to communicate about limiled
clinical issues.

Privacy Safeguards: Clinician laptops, cell phones, ipads, or all other means of electronic communications
are password protected. Passwords are changed every 90 days. Clinicians delete all PHI from their



computers daily. Patients using electronic means to communicate with therapists should also password
protect their devices and delefe communications as soon as possible after the communication ends.

Risks:
Presby Psych cannot guarantee the same security, confidentiality and privacy as is provided in face-
to-face sessions.

There is an undeterminable risk that electronic communications may be intercepted by a third party
and shared with others without your permission or the permission of Presby Psych.

E-mails or texts should not be used for emergencies or urgent issues.

PHI that is particularly sensitive should not be sent by e-mail or text, e.g. HIV, drug abuse, sexually
fransmitted diseases, pregnancy test results, ete.

Your employer may be able to view e-mails or texts sent or received at work.

E-mails or texts may not be delivered correctly.

Presby Psych Policies:
Seme Presby Psych providers do not engage in electronic communications.

Presby Psych saves all e-mails addressing clinical issues that are sent by Presby Psych or are received
by Presby Psych. They become part of the permanent medical record, just like a clinical phone
discussion would. Skype sessions will be documented in the same way face-to-face sessions are.

Presby Psych is not responsible for breaches of privacy that occur if a patient allows a third party to
access his/her e-mail or texts to or from Presby Psych.

Presby Psych is not responsible if a third party intercepts and distributes a patient’s electronic
communications to or from Presby Psych.

Insurance carriers will not cover phone sessions, Skype sessions or clinical discussions conducted
through e-mail or text.

Please choose one:

o | do NOT want to communicate with my provider or anyone at Presby Psych via e-mail, texd,
Skype, or other electronic communications and do NOT grant permission fo my provider or
anyone at Presby Psych to do so with me.

o | DO want to communicate with my provider via electronic communications and DO give my
provider permission to do so with me.

Divorced or Separated Parents: The parent or other caretaker bringing a child or adolescent fo therapy
is responsible for paying the fees associated with that session.

| have read the preceding Informed Consent terms and agree to accept services at Presby Psych under
these conditions.

Patient Signature Date

Withess Date
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INFORMED CONSENT FOR IN-PERSON SERVICES DURING THE COVID-19 PANDEMIC
CLIENTS 12 YEARS OLD OR OLDER

This document contains important information about our decision (yours, mine and Presby Psych's) to
begin/resume in-person services in light of the COVID-19 public health crisis. Our decision is based in part
on the recommendations by the Center for Disease Control (CDC) and the NC Department of Health
and Human Services.

Please read this carefully and let us know if you have any questions. When you sign this document, it will
be an official agreement between you and Presby Psych.

All Presby Psych clinicians and staff members are at least two weeks past full vaccination and our
vaccination cards are on file. We will produce them upon request.

Decision to Meet Face-to-Face

Presby Psych clinicians will meet in-person only with clients 12 years old or older who are two weeks past
full vaccination. |If there is a resurgence of the pandemic or if other health concerns arise, however,
Presby Psych may require a return to telehealth.

If you decide at any time that you would feel safer staying with, or returning to, telehealth services, the
clinician will respect that decision as long as it is feasible and clinically appropriate. Reimbursement for
telehealth services is also determined by the insurance companies and applicable law, so we will discuss
any financial implications if needed.

Risks of Opting for In-Person Services

You understand that by coming to the office, you are assuming the risk of exposure to the coronavirus (or
other public health risk). This risk may increase if you travel by public transportation, cab, or ridesharing
service,

Your Responsibility fo Minimize Your Exposure

To obtain services in person, you agree to take certain precautions which will help keep you, the clinician,
your and our families, other Presby Psych staff members and other clients safer from exposure, sickness
and possible death. Initial each to indicate that you understand and agree to these actions:

General Guidelines

Presby Psych clinicians will meet only with individuals 12 years old or older who are two weeks past
full vaccination. You are submitting a copy of your vaccination card with this informed consent.
You will wait in the car outside the clinician's office until the clinician sends a text or beckons in
some other way to have you come info the building or to an outside session.

You will only keep your in-person appointment if you are symptom free.

You will only keep your in-person appointment if you have been fever free for a minimum of 10
days prior fo the appointment.

You will cancel your appointment if you have been in confact with someone who has tested
positive for COVID within the last 14 days.

If you have a job that exposes you to other people who are infected, you willimmediately let the
clinician know.



If aresident of your home tests positive for the infection, you willimmediately let the clinician know
and then treatment via felehealth will begin/resume.

You will take your temperature before coming to each appointment. Ifitis elevated (100 degrees
Fahrenheit or more), or if you have other symptoms of the coronavirus, you agree to cancel the
appointment or proceed using telehealth. If you wish to cancel for this reason, you will not be
charged our normal cancellation fee.

If you arrive for a session and the clinician believes you are showing a fever or symptoms that
could be related to COVID, the clinician will cancel the session and reschedule it for telehealth.
You will wash your hands or use alcohol-based hand sanitizer when you enter the building.

You will wear a mask in all common areas of Presby Psych offices — restrooms, stairways, hallls.
You will keep a distance of 6 feet and there will be no physical contact (e.g. no shaking hands)
with any member of the Presby Psych staff or the clinician.

You will take steps between appointments to minimize your exposure to COVID.

Presby Psych may change the above precautions if additional local, state or federal orders or guidelines
are published. If that happens, the clinician will talk with you about any necessary changes.

Presby Psych’'s Commitment to Minimize Exposure
Presby Psych has taken steps recommended by public health officials to reduce the risk of spreading the
coronavirus within the office. Please let the clinician know if you have questions about these efforts.

If the Clinician is Sick

You understand that Presby Psych is committed to keeping clients, the Presby Psych staff and all of our
families safe from the spread of this virus. If the clinician or any Presby Psych staff member working in the
building in which you are seen tests positive for the coronavirus, you will be notfified so that you can take
appropriate precautions.

Your Confidentiality in the Case of Infection

If you have tfested positive for the coronavirus, Presby Psych may be required to notify local health
authorities that you have been in the office. If we have to report this, we will only provide the minimum
information necessary for their data collection and will not go into any details about the reason(s) for your
visits, By signing this form, you are agreeing that Presby Psych may do so without an additional signed
release,

Informed Consent
This agreement supplements the general informed consent/business agreement that you agreed to at
the start of your work at Presby Psych.

Your signature below shows that you agree to these terms and conditions.

Client Printed Name Date

Client or Parent/Guardian Signature Date
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PROOF OF VACCINATION

Please return a copy of your vaccination card along with these forms.



l

47 PRESBY PSYCH

" WHERE HOPE MEETS HEALING

CREDIT CARD AGREEMENT

. hereby authorize Presby Psych to keep my

credit card information securely on file and apply fees to it as follows:

| authorize Presby Psych to apply fees or co-payments for services received.

| authorize Presby Psych to apply fees for any services missed and not

canceled within

24 hours of its scheduled time.

| authorize Presby Psych to apply any fees that are unpaid after 45 days.

| understand that | may revoke this agreement at any time.

We DO NOT accept American Express or Discover.

NAME

CARD TYPE

CARD NUMBER

EXPIRATION DATE

SECURITY NUMBER
(on back of card)

NAME ON CARD

SIGNATURE

DATE AUTHORIZED

STREET ADDRESS

CITY, STATE, ZIP
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CLIENT INFORMATION

Please complete this form as fully as possible. It is lengthy but generates information for
us to provide the best care possible. If you have difficulty with any items, or if you are
troubled by any items, please consult with your clinician when you come in for your first
session. We appreciate your patience.

GENERAL INFORMATION

Today's Date:

Name: What do you like to be called?

What pronouns do you prefer to be used in reference to you?

Street Address:

City:

State: Zip:

Cell Phone: May we leave a message? o YES oNO
Home Phone: May we leave a message? o YES oNO
Work Phone: May we leave a message? o YES oo NO

We will remind you of upcoming appointments. What phone number is best for us to contact you or leave
a message:

May we contactyouby email2 o YES oNO

Email:

Birth Date: | Age: Social Security Number:

Racial/Ethnic Identity: o Afican-American o Asian o Caucasian o Latino o Native American
o Other (list):

Marital Status: o Single o Maried/Remarried o Separated/Divorced o Living with a Partner

Referred here by: Relationship:

In case of emergency, we should contact:
Relationship:
Address:
Phone(s):

What brings you to us at this time?

RECENT TRANSITIONS

o Family Death(s) o Job Loss or Change: Self o Marital Separation or Divorce

o Other Death(s) o Job Loss or Change: Family Member o Significant Change in Finances
o Marriage o Serious lllness/Surgery: Self o Home Loss or Move

o Child Left Home o Serious lllness/Surgery: Family Member o Parent Moved in or Needs Care

o Other:
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FAMILY MENTAL HEALTH HISTORY

If any of the following biological relatives were diagnosed with a particular mental
health condition or experience, please check the applicable box.

Condition/Experience Mother | Father | Sibling/s | Grandparent/s | Aunt/Uncle/s

Schizophrenia

Bipolar Disorder/Manic Depression

Mdajor Depression

Post-Traumatic Stress Disorder

Alcoholism/Substance Abuse

Suicide attempt

Completed suicide

Psychiatric hospitalization

ADHD
Dementia
o | am adopted; my biological family history is unknown
PHQ-9
Over the last two weeks, how often have you been bothered by the following problems?
Not at | Several More than Nearly every
all days half the days day
0 1 2 3

Little interest or pleasure in doing things.

Feeling down, depressed or hopeless.

Trouble falling or staying asleep or sleeping foo much.

Feeling tired or having little energy.

Poor appetite or overeating.

Feeling bad about yourself — or that you are a failure
or have let your family down.

Trouble concentrating on things, such as reading the
newspaper or watching television.

Moving or speaking so slowly that other people could
have notficed? Or the opposite — being so fidgety or
restless that you have been moving around a lot more
than usual.

Thoughts that you would be better off dead or of
hurting yourself in some way.

If you have checked off ANY problems, how DIFFICULT have these problems made it for you to do your
work, take care of things at home, or get along with other people?

o Not difficult at dll o Somewhat difficult o Very difficult o Extremely difficult

GAD-7

Please read each statement and record a number 0, 1, 2, 3 which indicates how much the
statement applied fo you over the past two weeks. There are no right or wrong answers. Do not
spend too much time on any one statement.

Not at | Several More than Nearly every
all days half the days . day
0 1 2 3

Feeling nervous, anxious, on edge.

Not being able fo stop or control worrying.

Worrying too much about different things.

Trouble relaxing.

Being so restless it is hard to sit still.

Becoming easily annoyed or inritable.

Feeling afraid as if something awful might happen.
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MDQ

Please answer each question to the best of your ability

1. Has there ever been a period of time when you were not your usual self and ...

.. You felt so good or so hyper that other people thought you were notf your normal self | o YES o NO
or you were so hyper that you got into trouble?
.. you were so irritable that you shouted at people or started fights or arguments? nYES o NO
.. you felt much more self-confident than usual2 oYES o NO
.. you got much less sleep than usual and found you really didn't miss itg oYES o NO
.. You were much more talkative or spoke much faster than usual? oYES o NO
.. thoughts raced through your head or you couldn’t slow your mind down?@ oYES o NO
. you were so easily distracted by things around you that you had trouble oYES o NO
corwcemrcmng or staying on frack?
.. You had much more energy than usual? oYES o NO
.. you were much more active or did many more things than usual? oYES o NO
.. you were much more social or outgeing than usual, for example, you telephoned oYES o NO
friends in the middle of the night2
.. you were much more interested in sex than usual? oYES o NO
.. you did things that were unusual for you or that other people might have thought oYES o NO
were excessive, foolish, or risky?
.. spending money got you or your family in trouble? oYES o NO
2. If you checked YES to one or more of the above, have several of these ever o YES o NO
happened during the same period of time?
3. How much of a problem did any of these cause you - like being unable to work; having family,
money, or legal froubles; getting into arguments or fights2 Check one response only:
o No problem o Minor problem o Moderate problem o Serious problem
4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, oYES o NO
aunts, uncles) had manic-depressive illness or bipolar disorder?
5. Has a health professional ever told you that you have manic-depressive iliness or oYES o NO

bipolar disordere

AUDIT

Please place a check beside the answer fo each question that describes you best.

1. How often do you have a drink containing alcohol?

Never

Monthly or less

2 to 4 times a month

2 to 3 fimes a week

MW N = O

4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day?

1or2

3or4

S5oré

7,8 0r9

W = O

10 or more

3. How often do you have six or more drinks on one occasion?

Never

Less than monthly

Monthly

Weekly

Al W] —= O

Daily or almost daily
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PERSONAL TRAUMA AND MENTAL HEALTH HISTORY

Current or Past Experience of:

Current | Past | None Current | Past | None

Physical Abuse Witnessed Domestic Violence

Sexual Abuse Household member abusing drugs
or alcohol

Emotional/Psychological Abuse Household member with mental
illness

Physical Neglect Parents separated or divorced

Emotional/Psychological Household member incarcerated

Neglect

Bulimia ADD/ADHD

Anorexia Alcohol Abuse

Bulimarexia Drug Abuse

Compulsive Overeating Self-Harm - e.g. Cutting

Depression — Severe Wanting to Die

Depression — Moderate Attempting to Die

Depression — Mild Psychiatric Hospitalization

Anxiety — Severe (Panic Outpatient Psychotherapy

Attacks)

Anxiety - Moderate Being the Target of Bullying (racidl,
religious, gender, sexual
orientation, appearance, or other)

Anxiety — Mild Being the Target of Racism

Growing up in Poverty Sexual Harassment

Growing up in a Neighborhood Sexual Assault

where Violence was Common
Rape

SIGNIFICANT MEDICAL HISTORY AND PHYSICIAN CONTACT INFORMATION

Please list chronic medical conditions for which you are freated:

What was the date of your last primairy care visit2

Are you dllergic fo any medications?
o Yes — please list:
o No known medication allergies

Is there any reason fo believe that you are pregnant at this time2 o YES o NO

Please list the name and phone number of your physicians. In order to facilitate integrative healthcare,
we will provide your physicians with patient health information that is relevant to your medical care.

Primary Physician Name and Phone:

Other Physician Name and Phone:

Other Physician Specialty:

Other Physician Name and Phone:

Other Physician Specialty:

Please list current medications.

Medication Dosage Prescribing Physician

Please ask our receptionist or your therapist to make a copy of your driver's license, which we
are required by law to have on file.




DEMOGRAPHIC INFORMATION

Much of the funding for Presbyterian Psychological Services comes from grants. Often, a grant
application must be accompanied by demographic information about our patients. We would
appreciate it if you would complete this form. It is an anonymous form, it will not be placed in your
chart, and is used only to collect demographic information. Thank you.

Please place an “X" in the box that best answers the question.

AGE and GENDER of the PATIENT who will be seen here.

o Male o Female o Other

o0-9 ol0-19 0 20-29 030 - 39 D 40 - 49 0 50 - 59 0 60— 69 o 70+

RACE/ETHNICITY of the PATIENT who will be seen here.

o African-American o Asian o Caucasian o Hispanic o Native American o Other

ANNUAL HOUSEHOLD INCOME for your family.

0<$10,000 0$10,000-$24,000 o$25000-$49,000 o $50,000-3$74,000 o $75000-$99,000 o> $100,000

REFERRAL SOURCE A: How were you referred to Presby Psych@

o Therapist or Mental Health Resource o Insurance company or insurance website o Internet or Presby Psych website
o Pastor or church staff o Physician or physician's office* o Relative or Friend

o Psychology Today — Presby Psych o Psychology Today - Specific Therapist o Other

*REFERRAL SOURCE B: If referred by a physician or physician's office, which medical group?

o Afrium Health (formerly CMC) o Novant Healthcare o Other o Do not know

EARLY EXPERIENCES:

Did you experience any of the following BEFORE THE AGE OF 187

o Physical Abuse o Sexual Abuse o Emotional/Psychological Abuse o Physical Neglect
o Emotional/Psychological Neglect o Witnessed domestic violence o Household member abusing drugs/alcohol

o Household member with mental illness o Parents separated or divorced o Household member incarcerated

If you are now over 18, do you feel these experiences continue to have an impact onyou? nYes oNo

If yes, to what degree do they continue to impact you?

o A great deal in general o A great deal in certain areas of life

o Moderately in general o Moderately in certain areas of life

o Slightly in general o Slightly in certain areas of life
THANK YOU!

Presby Psych welcomes dll people regardless of age, gender, race, ethnicity, faith, no faith or sexual orientation.




247 PRESBY PSYCH

j
" WHERE HOPE MEETS HEALING

INSURANCE GUIDELINES FOR NEW CLIENTS

PLEASE NOTE: WE DO NOT PARTICIPATE AND/OR FILE CLAIMS
TO MEDICARE OR MEDICAID

Please make sure you have completed the following steps if you wish to use your insurance coverage at
Presby Psych):

1. Please contact your primary insurance company to determine your benefit coverage BEFORE your
first session and any additional policies in order of coverage. This is your responsibility, not that of
Presby Psych.

2. Ask the following questions, and write down the answers:
> Dol have Mental Health Benefits? 0O Yes QO No
» Ifthe answer is NO, then please ask your therapist about a sliding scale fee.
» Ifthe answer is YES, then share the following information with your insurance company:

1. My therapist is with the group of Presby
Psych, Tax ID 561061140.

2. Ask: Is he/she in or out of network?

a. If the answer is NO (or your therapist is OUT OF NETWORK and you do not have
Out of Network benefits), then please ask your therapist about a sliding scale fee.,

b. If the answer is YES (or your therapist is IN NETWORK or you do have Out of Network
benefits), then please ask the following:

1) Does my plan cover individual, marital and family counseling? UYes UNo
2) What is the time frame of the benefit year?
3) Do | have a deductible? O Yes O No
a) If YES, does my deductible apply to my mental health benefits2 UYes O No
b) What is the deductible amount?
¢) How much of my deductible has been met2
4) Whatis my co-paymentg
5) Whatis the address to file mental health claims?

6) Do | need an authorization or to pre-certify? O Yes O No
a) If YES, indicate authorization number:
How many visits does this authorization cover?
How many visits are allowed per year?
7) Name of person | spoke with:
8) Dafe:

» Please bring this completed form to your first visit,

| have read and understand the above information:

Name Date




