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PATIENT INFORMATION

Please Print

	Name

___________________________________________________  

First                       MI                   Last
	Address    ________________________________

Street

________________________________

City         State                    Zip              



	Social  Security Number

________________________________
	Age

____________
	

	Date of Birth

Mo. ________ Date ____ Year ______
	Phone Numbers

Home _______________________  Work _______________

Mobile _________________________ Fax No _______________



	Internist / Pediatrician

Name ___________________________

Address _________________________

Tel. No. _________________________


	Emergency Contact

Name _____________________

Tel. No. ____________________
	Guarantor

Name _______________

Tel. No ______________

	Marital Status

__ Single                     __ Married

__ Divorced                __ Widowed
	Spouse 

__________________________
	Children 

_____________________

_____________________

_____________________

_____________________



	Current Employment

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________




0ffice Policies and Information

Directions: 
Directions from I-295: Exit at #40B/Moorestown and merge onto Rte. 38 West. Turn right at first turning lane onto Marter Avenue (rte. 615). Follow on Marter to Main Street (about 1/2 mile) and turn right. Go about a 10 th of a mile on Main Street to the "Times Square" office complex on the right (you'll see a large clock on the sign). Turn in and park. We're in the front building on the left as you come in the drive.

Directions from Cherry Hill: Take Rte. 38 East to Marter Avenue (rte. 615) in Moorestown. Turn left onto Marter Avenue and follow to Main Street (about 1/2 mile). Turn right onto Main Street and follow about a 10 th of a mile to the "Times Square" office complex on the right (you'll see a large clock on the sign). Turn in and park. We're in the front building on the left as you come in the drive.

Please enter the office and make yourself comfortable; I will be with you at your appointment time.

Privacy Policy:

This practice is committed to patient confidentiality. No material will be released to any

third party without your written consent. In the event of life-threatening events and emergencies,

such as planned suicide or homicide, New Jersey State Statutes are followed. Drug and alcohol treatment information is protected.

When a minor is the patient, information disclosed by the patient during their

sessions is not released to parents or guardians unless it is classifiable as life threatening.

Treatment summary or general information is conveyed to parents, when the child patient is

agreeable to the same.

If you are involved in any legal actions for which you desire psychiatric evaluation, consultation, or reports, this information must be disclosed in advance.

Practice Policies: 

Our psychiatric practice is outpatient. I do not follow patients in the hospital, or see

patients while hospitalized, rather, upon discharge. When hospitalization should occur/become

necessary, The Crisis Center, inpatient treatment facility, or hospital typically provides an in-patient psychiatrist.
When a minor is the primary patient:

· A minimum of 10 minutes per 2-3 sessions is required with the primary care takers.

___ (please initial)
· School consultations are often necessary. ______ (please initial)

Insurance:

Please note that all patients are responsible to make the payment online at the time of scheduling. We cannot provide direct insurance billing nor accept direct insurance compensation due to various reasons such as onerous delays, excessive paperwork, and the compromise of patient confidentiality. We will provide you with billing statements that may be submitted to your insurance company for reimbursement, at your discretion.
Fees:

Fee schedule is as follows:

· Initial consultation, 50-60 minutes


$370

· Medical psychotherapy, 45-50 minutes

$270

with/without medication management
· Medication management, 15-20 minutes

$180

· Telephone sessions, 
15-20 minutes


$180
30 - 45 minutes

$270

· Consented consultation with third party, 30 min.
$270

· School consultations, 15 -20 minutes

            $180

Extended, 45 minutes

$270

· Completion of external paperwork, fee per hour
$270

· Prior Authorizations, Pharmacy/Insurance calls,
$50
or paperwork, 15 min. 
· Legal Consultations




varies

Cancellations:

Please be sure to cancel 48 hours in advance whenever cancellation is necessary. This time is reserved for you and cannot be rescheduled on short notice. Patients are liable for

payment of appointments not cancelled within 48 work hours. Emergency cancellations may be
exempt, depending on frequency. __________ (please initial).

Medications:

When the use of medication(s) is recommended a thorough discussion of choices, side effects, risks, and benefits will be provided and shall constitute informed consent. ________ (please initial).

Please bring up any concerns you have about your medications at every visit. Medication refill requests via phone for established patients take 1-4 days for pharmacies/insurers to process, so please call early enough to avoid running out medications. Prior Authorization fees do apply.

Consent for Treatment: 
I have been informed of my rights and responsibilities, and sign below to indicate my consent for treatment.
____________________________



______________________
Signature 






Date
A Note for the Patients:
Please fill out this questionnaire as thoroughly as possible. The information you provide on this

form will be held in strict confidence. This information helps us better understand the issues

that have brought you for a consultation.

Age:
________
Birth Date: _________________________ Marital Status: ____________
Occupation: __________________________________________________________________
Briefly describe your reason for seeking help:

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Who referred you to us? ________________________________________________________
LIST BELOW ANY PREVIOUS MENTAL HEALTH HELP YOU HAVE RECEIVED:

(Indicate inpatient, outpatient, private psychiatrist, psychologist, counselor, etc.)

PLACE AND/OR PERSON 

DATE 


OUTCOME
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Please circle any of the following problems which pertain to you:

Nervousness 


Depression 



Fears

Shyness 


Sexual problems 


Suicidal Thoughts

Separation 


Divorce 



Finances

Drug Use


Alcohol Use 



Friends

Anger 



Self-Control 



Unhappiness

Sleep 



Stress




Work

Relaxation


 Headaches 



Tiredness

Legal Matters 


Memory 



Ambition

Energy



Insomnia 



Making Decisions

Loneliness 


Inferiority Feelings 


Concentration

Education 


Career Choices 


Health Problems

Temper 


Nightmares 



Marriage

Children 


Appetite 



Stomach Trouble

Bowel Troubles 

Being a Parent 


My Thoughts
List any major health problems for which you currently receive treatment:
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

List any medications you are taking:
Medication 

Dosage 

Frequency 

Length of Use
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

List any over-the-counter drugs:
Name 


Dosage 

Frequency 

Length of Use
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Are you allergic to any medications?      
NO


YES
If yes, name medications:
COMMENTS ABOUT YOUR PRESENT PHYSICAL HEALTH:

When was your last physical examination? _________________________________________
Reason:
________________________________________________________________
Outcome:
________________________________________________________________


________________________________________________________________



________________________________________________________________

Name of family physician: _________________________
Phone: _______________________
List any hospitalizations you have had:

REASON 



WHERE 



WHEN
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Have you had any injuries?


NO


YES
(Circle one)
(If yes, please explain.)
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Have you ever had surgery?


NO


YES
(Circle one)
(If yes, please explain.)

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

DO YOU SMOKE: 



How many per day?

For how long?
Cigarettes (packages)



_____



_____
Cigars





_____



_____
Pipe





_____



_____
Chewing Tobacco



_____



_____
Indicate amount of alcohol consumption:


How often 

How much 

For how long

When was your last drink
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Indicate the use of illicit drugs. if any:


NO


YES
(If yes, name drug, frequency, amount)

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Appetite - any changes? (i.e., more than before, .less than before; how long, etc.)
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

WEIGHT: 
Now _____________________ lbs. 
One year ago ____________________ lbs.

Maximum _________________ lbs. 
When? __________________________lbs.

HEIGHT:
_______________________________________________________________

Sleep disturbances. if any: (Indicate how long, how many hours sleep per night. at beginning of night or early in the morning, frequent awakening, restless sleep, dreams, nightmares, tired upon awakening in the mornings, etc.) ____________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
Sexual Changes. if any: (Desire, performance, etc.) _________________________________
___________________________________________________________________________
SUICIDE- any thoughts now? __________________________________________________

___________________________________________________________________________

Ever before? _________________________________
Any attempts? ________________
Marital History: (If married more than once, write last or present marriage first and first marriage last.)

Name of Spouse 
Date of Marriage 

If terminated, how? 

Present

(death, divorce, etc.)

Relationship
____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

