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ADULT HEALTH HISTORY AND SYMPTOM QUESTIONNAIRE - PSYCHIATRY


Last Name:___________________	First Name:_____________________   Date:_______________

(The following information will help your therapist and/or psychiatrist guide your treatment and make recommendations.)

A.  REVIEW OF SYSTEMS & MEDICAL INFORMATION
Please indicate whether you are currently having problems with any of the following:
	
	
	NO
	YES
	Notes/Description

	Constitutional
	i.e., sleep/appetite/energy
	
	
	

	Eyes
	i.e., vision
	
	
	

	Ears/Nose/Mouth, Throat
	
	
	
	

	Cardiovascular
	i.e., heart/blood pressure/cholesterol
	
	
	

	Respiratory
	i.e., breathing
	
	
	

	Gastrointestinal
	i.e., stomach/bowels/swallowing
	
	
	

	Genitourinary
	i.e., urinary/bladder/reproductive
	
	
	

	Muscular
	i.e., muscles/bones
	
	
	

	Integumentary
	i.e., skin problems
	
	
	

	Neurological
	i.e., brain/nerves/seizures/stroke
	
	
	

	Endocrine
	i.e., blood sugar/thyroid
	
	
	

	Hemotologic/lymphatic
	i.e., blood disorders/anemia 
	
	
	

	Allergies/Immune
	i.e., asthma/lupus/MS
	
	
	



List any other past or present medical problems/conditions, illnesses, or surgeries:________________
__________________________________________________________________________________
__________________________________________________________________________________

B:  Medications

	Prescribed Medication List
	Name of Prescribing Physician
	Purpose

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	Non-Prescription and Herbal Products
	Purpose

	
	

	
	

	
	

	
	

	
	



Please describe any medication side effects that you are experiencing:  ____________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

MedicationAllergies:   Yes____   No ____  
Describe:__________________________________________________________________________________________________________________________________________________________________

C. Vital Signs:

Blood pressure: ________________ Pulse:__________  Height:____________ Weight: _____________

D. LIFE CHANGES/STRESS (in the last year):  Check all that apply
	()
	Stress/Change
	()
	Stress/Change
	()
	Stress/Change

	
	Moving (personal, family)
	
	Job Change
	
	Separation/Divorce

	
	Marriage
	
	End of Relationship
	
	Major Illness

	
	Job/School/Home pressure
	
	Financial Problems
	
	Legal Problems

	
	Family Problems
	
	Sexual Problems
	
	Loneliness



Please describe any other personal loss (family, friend, job, belongings):  __________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

E.  PERSONAL

a. Interests/Hobbies (check all that apply):

	()
	Activity
	()
	Activity
	()
	Activity

	
	Reading
	
	Music
	
	Exercise

	
	Sports
	
	Drawing
	
	Walking

	
	Eating
	
	Drinking
	
	Shopping

	
	Gambling
	
	Traveling
	
	Driving

	
	Relaxing
	
	Meditating
	
	Praying



b. Personality Traits (check all that apply):

	()
	Trait
	()
	Trait
	()
	Trait

	
	Calm
	
	Nervous
	
	Impatient

	
	Neat
	
	Clean
	
	Rushed

	
	Worried
	
	Prompt
	
	In Control

	
	Hard-driving
	
	Suspicious
	
	



F.  PSYCHIATRIC HISTORY:

a. Psychiatric Hospitalizations:  

	Place
	Date of Admission
	Reason for Admission
	Date Discharged

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



b. Outpatient Treatment:

	Name of Doctor
	Medications Prescribed
	Date of Last Appt.

	
	
	

	
	
	

	
	
	

	
	
	



c. Suicide Attempt/Ideation, Trauma, and Abuse History:
	
	Yes
	No

	Have you ever tried to end your life?
	
	

	Have you ever felt that you would be better off dead?
	
	

	Do you have access to weapons?
	
	

	Have you ever felt that you wanted to harm someone?
	
	

	Did you act on those feelings?
	
	

	Have you ever been verbally abused?
	
	

	Have you ever been sexually abused?
	
	

	Have you ever been physically abused?
	
	

	Have you been exposed to a major traumatic/life-threatening experience?
	
	

	Have you ever had a prescribed treatment plan that you did not follow?
	
	



If yes to any of the above, please provide dates and/or details as appropriate:  ______________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________


G. SUBSTANCE USE/ABUSE:
(The following questions will help us to learn about your use of alcohol, caffeine, and tobacco, and other substances that may potentially interfere with treatment if used, or used to excess. Please answer all items that you can, even if you don’t have problems with substance abuse.)

Do you think you have a current substance-related problem?  Yes___   No___
Describe:_________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Substance Abuse, Cont’d.

Please estimate the number of alcoholic drinks you consume daily: ________
Please estimate the number of alcoholic drinks you consume weekly:_______
Please estimate the number of alcoholic drinks you consume monthly:______
Do you feel that you may have a problem with alcohol:   Yes____ No____
Have you had a problem with alcohol in the past?  Yes____ No____

PLEASE COMPLETE ANY APPLICABLE ITEMS BELOW:
Last drink: _________  Last detox: __________  Where: _____________________________
Years of use:________  Sobriety History:__________________________________________
History of DT’s:_______ Seizures:________________ Tremors:______ Blackouts:_______
Trouble with job or performance (repeated lateness; hangovers):  yes____  no____
Physical problems (the shakes, headaches, swelling, memory loss):  yes____  no____
Family problems (short-temperedness, frequent fights, irritability): yes____  no____
Legal problems (DWI, probation…):  yes____   no____
Does your personality change while drinking?  yes____  no____
Do you use illegal drugs?   Yes____  no____
Do you abuse prescription medication?  Yes____   no____
Please list any illegal drugs that you use or prescriptions that you abuse:

	Drugs Used
	Last Use
	Frequency
	Amount

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Drug-related family, social, legal, or financial problems:  yes_____  no_____
Describe:____________________________________________________________________________
____________________________________________________________________________________

	
	Quantity
	Frequency

	Cigarettes
	
	

	Other tobacco products
	
	

	Coffee
	
	

	Tea
	
	

	Other items containing caffeine
	
	





PATIENT FINANCIAL AGREEMENT
Our primary goal is to provide you with quality mental health care. In order to allow our staff to focus on your mental health care, we have developed the following policies regarding payment for services.
INSURANCE INFORMATION:
· It is your responsibility to ensure that we have accurate insurance information. If an insurance claim is rejected as a result of incorrect information you provided, you are responsible for payment. If you have multiple insurance policies, you must inform us of each and every policy for each family member. It is your responsibility to know which insurer is primary and to inform us.
·  Plaza Psychology & Psychiatry will submit claims to your insurance company on your behalf. You give us permission to provide your insurer(s) with any information necessary for payment. You give us permission to ask your insurer to pay us directly for care we provide.
COPAYMENTS/DEDUCTIBLES:
· It is your responsibility to understand any deductible/coinsurance  or copay that may apply to you under your insurance policy.
· If you have a copay, your insurance company requires it to be paid at the time of each visit. We accept cash, check or money order. If you are unprepared to pay a copayment at the time of your visit, you will not be seen by your provider. 
· You will be expected to pay ½ of any outstanding balance at the time of your visit.
· If your check is returned, a $25.00 returned check fee will be assessed. After two subsequent returned checks, you will be required to pay by cash or certified check only.
· If you do not have insurance coverage, you will be expected to pay the out of pocket cost at the time of your visit.
· Our billing department will send out billing statements for outstanding balances. If the balance is still unpaid after four statements, your account will automatically be sent to our collection agency. It is the policy of our collection agency to report delinquent accounts to credit bureaus. 
· Small balances can be collected at your visit, and may not generate a bill.
HOME ADDRESS/TELEPHONE:
· Please keep us informed of any changes in your phone number, address and insurance.
· It is important that we have accurate information on the guarantor. This is the person who is financially responsible for your bills.

PATIENT RESPONSIBILITIES:
· Our billing staff is available to provide you with assistance, but cannot resolve disputes between you and your insurance company.
· It is your responsibility to keep your scheduled appointments. Missed appointments may result in additional charges or dismissal from our practice. Please call our office at least 24 hours in advance if you are not able to keep an appointment in order to avoid a Late Cancellation or No-Show fee.
PLEASE SIGN BELOW TO INDICATE THAT YOU HAVE READ AND THAT YOU UNDERSAND OUR FINANCIAL AGREEMENT:

__________________________________       __________________________________
Signature					Date

_________________________________
Signature of Parent/Guardian





































PRIMARY CARE AUTHORIZATION

Name of Patient:  	______________________________________________________________
			(last)					(first)			(m.i.)
Date of Birth:		________________________________

Address:		________________________________

			________________________________

I/We hereby authorize Plaza Psychology & Psychiatry to contact, communicate with, send Protected Health Information (PHI) to, and obtain Protected Health Information that may be needed for assessment and coordination of care, from:


Primary Care Physician’s Name:  	__________________________________________

Address:				__________________________________________

					__________________________________________

Telephone:				__________________________________________

I understand that records are protected by federal privacy statutes (HIPAA) and applicable general laws of the State of Rhode Island, and that my protected health information cannot be released without my written consent. Any information released or received as a result of this consent shall not be further relayed to any other source without my written consent. This authorization may be withdrawn at any time in the future.

I hereby release Plaza Psychology and Psychiatry, Inc., and its duly authorized agents from all legal responsibility to liability for the release of information indicated and authorized herein.

THIS AUTHORIZATION EXPIRES IN ONE YEAR


______________________________________		__________________________
Signature of Patient (or parent/guardian if patient	Date
 is a minor)	
	
______________________________________		__________________________
Signature of Witness					Date












PRIVACY POLICY SUMMARY


Plaza Psychology & Psychiatry requires all clinical and administrative staff to protect confidential information. Confidential information that identifies you and your treatment is called Protected Health Information (PHI). We will use PHI to provide you with the highest quality mental health care possible. We will protect the confidentiality of your PHI to the highest degree possible. 
	In response to the new Federal Privacy Regulations, Plaza Psychology & Psychiatry has created this summary of our Privacy Policies.
	If you would like a complete copy of our policies, please ask at the reception desk.

· We will collect and use PHI as allowed by state and federal laws.
· We will share PHI within our practice when necessary.
· We will share PHI within our practice and outside of our practice as authorized by you.
· We will not release your PHI for any reason other than those listed above unless the patient or authorized representative signs a written authorization, or as otherwise permitted by law.
· We may use your PHI to remind you of appointments at the address and telephone numbers you have provided us.
· Although our practice legally “owns” your mental health record, you have a right to request a copy. We will charge a $25.00 fee for copying. You have a right to request an amendment to the mental health record if you believe information is inaccurate or incomplete.
· When we release the information from your mental health record, we will keep a record of each authorization. Routine releases of information for your treatment, payment for your treatment, or for efficient operation of our practice will not always be recorded.
· The clinical and administrative staff of our practice must adhere to this policy. Our practice will not tolerate violations of this policy. Violation of this policy is grounds for disciplinary action. 
· Our practice may revise this privacy policy at any time. Any revisions will be effective upon the release of a revised privacy policy and will be made available to patients upon request.
· A complete copy of our Privacy Policy is made available with this document.

Please sign below to indicate that you have read and understood our Privacy Policy:

__________________________________		________________________________
Patient Name (please print)				Date

__________________________________
Patient/Guardian Signature



	









September 20, 2013



UPDATE TO HIPAA REGULATIONS
(Omnibus Regulation)



Below you will find new regulations related to HIPAA policy:


A. Plaza Psychology & Psychiatry will notify you when there has been a breach of your PHI (Protected Health Information).


B. You, as the client of Plaza Psychology & Psychiatry, have the right to restrict the release of information to your insurance company for services you have paid out-of-pocket and in full.


C. If you submit a written request records, we will have 30 days to respond, and an option for a one-time only 30-day extension, if needed.  


D. Although our preferences is not to, PHI may be emailed to clients but if you choose to pursue this option, please be advised that there are risks to information security of sending PHI via unsecured networks.  








	












PATIENT INFORMED CONSENT
Last Name:________________________________ First Name:______________________________ 

1. I have chosen to receive treatment services at Plaza Psychology & Psychiatry, Inc. My choice has been 
voluntary, and I understand that I may terminate treatment at any time. 
2. I understand that there is no assurance that I will feel better. Because psychotherapy is a cooperative effort 
between me and my therapist, I will work with my therapist in a cooperative manner to resolve my difficulties 
3. I understand that during the course of my treatment, it may be necessary to discuss upsetting subject matters to 
help resolve my problems. 
4. I understand that confidentiality of records of information collected about me will be held or released in 
accordance with state and federal laws governing confidentiality of such records. 
5. I understand that state law requires that my therapist report to appropriate authority cases where a danger to self 
or others exists. 
6. I understand that there may be other circumstances that require my therapist to disclose confidential information. 7. I understand that my therapist may disclose any and all records pertaining to my treatment to my insurance 
carrier (and to my primary care physician), if such disclosure is necessary for claims processing, case management, coordination of treatment, quality of assurance or utilization review purposes. I understand that I can revoke my consent at any time except to the extent that treatment has already been rendered or that action has been taken in reliance on this consent, and that if I do not revoke this consent, it will expire automatically one year after all claims for treatment have been paid as provided in the benefit plan. 
8. I have been made aware that I may receive a copy of Patient Rights and Responsibilities and Plaza’s Financial 
Policy, upon request. Refusal to comply with Plaza’s policies may result in discontinuation of treatment. 
9. I have been made aware of the HIPAA Privacy Notice. I understand that this practice complies with HIPAA. 10. INSURANCE CLAIMS PROCESSING DISCLAIMER: 
I authorize the release of any medical or other information necessary to process claims. I also request payment of government benefits to either myself or to Plaza Psychology & Psychiatry, Inc. for any services provided to me by Plaza Psychology & Psychiatry, Inc. I authorize payment of medical benefits to the physician, psychologist or to other health care provider for services rendered to me by Plaza Psychology & Psychiatry. I give permission to release my insurance information for the sole purpose of filing claims to health insurance companies and related agencies. 
My signature below indicates that I have read and understood the above information, and that I have received the Patient Rights and Responsibilities, the Financial Policy, and the HIPPA Privacy Notice. Further, I understand that failure to comply with the Financial Policy will result in discontinuation of services. My signature below also indicates that I consent to the Insurance Claims Processing Disclaimer.

 ______________________________________ __________________________________ 
Signature of patient or guardian                                                                         Date Signed 










Telemedicine Informed Consent Form
I hereby consent to engaging in telemedicine at Plaza Psychology & Psychiatry. I understand that “telemedicine” includes the practice of mental health care delivery, diagnosis, consultation, treatment, transfer of medical data, and education using interactive audio, video, or data communications. I understand that telemedicine also involves the communication of my medical/mental information, both orally and visually, to Plaza Psychology & Psychiatry via an outside server.
I understand that I have the following rights with respect to telemedicine:
1. I have the right to withhold or withdraw consent at any time without affecting my right to future care or treatment nor risking the loss or withdrawal of any program benefits to which I would otherwise be entitled.
2. The laws that protect the confidentiality of my medical information also apply to telemedicine. As such, I understand that the information disclosed by me during the course of my treatment is confidential. However, there are both mandatory and permissive exceptions to confidentiality, including but not limited to: reporting child, elder, and dependent adult abuse; expressed threats of violence towards an ascertainable victim; and where I make my mental or emotional state an issue in a legal proceeding. I also understand that the dissemination of any personally identifiable images or information from the telemedicine interaction to researchers or other entities shall not occur without my written consent.
3. I understand that there are risks of telemedicine, including, but not limited to, the possibility, despite reasonable efforts on the part of my psychotherapist or physician, that: the transmission of my medical information could be disrupted or distorted by technical failures; the transmission could be interrupted by unauthorized persons (hacking); and /or the electronic storage of my medical information could be accessed by unauthorized persons.
4. I understand that I have a right to access my medical information and copies of medical records in accordance with Rhode Island law.

I have read and understand the information provided above.


Signature of Patient _______________________________________________
Printed Name____________________________________________________
Date____________________________________________________________







INFORMED CONSENT – PSYCHIATRY

Medications:
1. I understand that it is my responsibility to inform each clinician about all the medications I am taking and all new medical problems.
2. I understand that prescriptions written for me will include quantities sufficient to last through my next appointment and that prescriptions are not renewed in lieu of appointments.
3. I understand that requests for refills are accommodated only during office hours so that my chart can be accessed for accuracy.
4. I understand that medication refills will be accommodated in 2-3 business days.
5. I understand that certain medications which may be prescribed (such as benzodiazepine tranquilizers and stimulant medications such as Adderall and Ritalin) are potentially addictive and may result in a withdrawal syndrome if stopped abruptly. As these medications have the potential for abuse:
a. I will obtain them only from my treating physician at Plaza Psychology and Psychiatry, or by the covering physician, during his or her absence.
b. I will obtain these medications from just one pharmacy, whenever possible, and advise my physician of any changes in pharmacy.
c. I will not share, sell, or otherwise permit others to have access to my medications.
d. I will safeguard my medications from theft as I understand that prescriptions and bottles of these medications may be sought by others with chemical dependency.
e. I understand that these particular medications will not be replaced if they are lost, get wet, are left on an airplane, etc. If your medication has been stolen and you complete a police report regarding the theft, an exception may be made.
f. I understand that for these particular medications early refills will generally not be given.
g. I understand that I may be required to give a urine sample for drug screening at various times during my treatment.
h. I understand that failure to adhere to these policies may result in cessation of therapy with these substances or referral for specialty assessment.

Phone Calls:
1. I understand that messages left on the physician’s voice mail will be returned in a timely manner.
2. I understand that paging clinicians should be limited to genuine emergencies (e.g., feeling in danger of harming oneself or others, life-threatening adverse reactions to medications).
3. I understand that if I cannot wait for a clinician to respond to any life-threatening emergency, I will immediately call 911 or go to the nearest hospital emergency room.

My signature below indicates that I have read and understood the above information.

_____________________________ 		__________________________________
Signature of Patient or Guardian		Date Signed
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