CONFIDENTIAL PATIENT INFORMATION

PLEASE PRINT









Date: ________________

Name:  (Last) _______________________________________  (First) ________________________________________ (MI) ______

Address:  ___________________________________________________________________________________________________




Number/Street



City


State

Zip

Mailing Address (if different):  __________________________________________________________________________________

	
	Ok to Call?
	OK to Leave Message?

	Home Phone:  (____)____________________
	( Yes (  No
	( Yes  (  No

	Work Phone:  (____)____________________
	( Yes (  No
	( Yes  (  No

	Cell Phone:  (____)_____________________
	( Yes (  No
	( Yes  (  No

	Which would you prefer us to call for appointment reminders? ( Home ( Work ( Cell                                           


Employer:  ______________________________________ ( Full-time  ( Part-time 

Last 4 digits of SS : _______________
Date of Birth:  _________________________

Email:  _______________________________

Gender: ( Male  ( Female

Marital Status: (Single  ( Married                                        (Separated  ( Other: ________
What is the patients race (required for lab work)​​ _________________

Referred by:  _________________________________  OK to acknowledge referral? ( Yes ( No

Name of Parents/Guardians (If patient is a minor):  (Father/Step-Father) ______________________________

          




           (Mother/Step-Mother)_____________________________






           (Other/Specify)__________________________________

Emergency Contacts



Name: __________________________________________ 



Address: ________________________________________



Home Phone:  (____)________________Work Phone:  (____)_______________ Cell Phone:  (____)_______________



Relationship to Patient:   _____________________   Email:  _______________________________________________



Name: __________________________________________ 



Address: ________________________________________



Home Phone:  (____) ________________Work Phone:  (____)_______________ Cell Phone:  (____)______________


Relationship to Patient:   _____________________   Email:  _______________________________________________






RESPONSIBLE PARTY INFORMATION
Person Responsible for Payment (if other than patient):



Name:  __________________________________________________ Social Security Number:  _____-_____-_______   



Address:   ________________________________________________________________  



Home Phone:  (____) ________________Work Phone:  (____)_______________ Cell Phone:  (____)______________


Relationship to Patient:   _____________________   Email:  _______________________________________________



Check if:  (Custodial Parent  ( Legal Guardian

INSURANCE INFORMATION

Primary Insurance Carrier:  _______________________________________________ Ins. Phone #:  _____________________________

Address:  ______________________________________________________________________________________________________

Policy Holder:
Name:  _________________________________________________________ Date of Birth:  ____________________



Address:   ________________________________________________________________ Gender: ( Male  ( Female



Home Phone:  (____) ________________Work Phone:  (____)_______________ Cell Phone:  (____)______________


Employer:   _______________________________________________  Email:  ________________________________



Social Security Number:  _____-_____-_______   Policy/ID Number:  _______________________________________



Group Number:  _________________________



Relationship of patient to insured:  ( Self  ( Spouse  ( Child  ( Other:  ____________________________________

Secondary Insurance Carrier:  _____________________________________________ Ins. Phone #:  _____________________________

Address:  ______________________________________________________________________________________________________

Policy Holder:
Name:  _________________________________________________________ Date of Birth:  ____________________



Address:   ________________________________________________________________ Gender: ( Male  ( Female



Home Phone:  (____) ________________Work Phone:  (____)_______________ Cell Phone:  (____)______________


Employer:   _______________________________________________ Email:  ________________________________



Social Security Number:  _____-_____-_______   Policy/ID Number:  _______________________________________



Group Number:  _________________________



Relationship of patient to insured:  ( Self  ( Spouse  ( Child  ( Other:  ____________________________________

PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE:  I authorize the release of any medical or other information necessary to process all claims.  I also request payment of government benefits either to myself of to the party who accepts assignment below.

SIGNED (If patient is under 18 years of age, parent sign):  __________________________________________________DATE:  ________________________________
INSURED’S OR AUTHORIZED PERSON’S SIGNATURE:  I authorize payment of medical benefits to Victoria VanScoy-McAllister NPP LLC
Signed

__________________________________________________Date:_______________________________
Victoria Van-Scoy McAllister, RN-NPP
79 Warren Street Suite 2B

Glens Falls, NY 12801

APPOINTMENT SCHEDULING/CANCELLATIONS

All appointments will be scheduled at a time that is most convenient for the client and the clinician. Should you be unable to attend a scheduled appointment, 48 business hours’ notice (excluding Saturday and Sunday) must be provided. You may call the office and leave a message 24-hours a day, 7 days a week on the reception voicemail. Reminder calls are provided as a courtesy only and failure to receive a reminder call does not excuse a missed appointment.  All appointments that are not cancelled according to the cancellation policy, will incur a $70 session fee which will be the responsibility of the client. Phone or video chat options may be available if you are unable to make it to the office and to avoid cancellation fees. Documented excuses for missed appointments will be considered if a patient is ill and must go to the doctor. Documented excuses must be submitted to the office within one week of the date of the missed appointment. All excuses will be reviewed before a decision can be made to waive a cancellation fee. If a client account accrues charges at/or in excess of $70, all future appointments will be cancelled and no further appointments will be scheduled until the balance is paid in full. For medication services, clients will be provided with prescription coverage for 30 days after being discharged from the practice. (FEES RESULTING FROM FAILURE TO ATTEND A SCHEDULED APPOINTMENT ARE NOT COVERED BY INSURANCE COMPANIES, THEY ARE THE RESPONSIBILITY OF THE CLIENT.) 

MEDICATION MANAGEMENT

Medication REFILL requests MUST be requested by the patient or the guardian by voicemail on the refill line. You must leave all necessary information such as: name, telephone number, pharmacy, medication and time of day that the medication is administered. You MUST allow at least 3 business days to have refills submitted. 

LATE ARRIVALS

Clients are requested to arrive on-time for all appointments.  Should you arrive more than 7 minutes late for your appointment, a $15 late arrival fee may be applied to the session, which will be the responsibility of the client.  If the time of your late arrival is significant enough as to hinder a proper session, you will be asked to reschedule and will incur a $70 session fee, which will be the responsibility of the client.

MISSED/CANCELLED APPOINTMENTS

If 2 consecutive appointments are missed it will be understood that the client wishes to discontinue treatment and will no longer be considered an active client. If 2 consecutive appointments are scheduled and cancelled (even with 48 business hours’ notice), there will be a $70 charge for each consecutive cancellation (even with 48 business hours’ notice) thereafter.

PHONE CALLS

I will gladly return phone calls, however, please keep in mind that any phone conversations may be billed to your insurance (resulting in a co-pay) or billed to you in full as a telehealth session. 

PAYMENT

All co-pay fees are due at the beginning of each session. Any co-pay charges that are not paid on the same day of service will incur a $5 late fee. For your convenience, you may pay with cash, a check or credit card. I will bill your insurance company for the remainder of the balance for those companies with which we participate. For all other insurance companies, I will assist clients in paperwork affiliated with filing a claim. Should the insurance company deny the claim for services for any reason, the client will be responsible for payment.

PAPERWORK: 

All paperwork resulting in more than 10-15mins of the clinicians time will result in a $25-$50 fee.

EMERGENCY/CRISIS

In the event that a crisis develops outside of normal business hours and I am unable to be reached immediately, please call the Glens Falls Hospital at 518-926-1000.  If the emergency is life threatening, dial 911 immediately.

TREATMENT AGREEMENT

Insurance Coverage is based on the insurance company’s determination of “medical necessity.” 
By signing this agreement I understand that any portion of psychological services that are not covered under my insurance policy is my direct responsibility (self-pay) and is to be paid in full. I will bill your insurance company for any predetermined authorized services. If your insurance policy or information should change at any time, it is your responsibility to provide our office with the new information immediately so that authorization for services can be obtained. If you fail to notify my office AND/OR provide your new policy information, you will be liable for any uncovered services. 

This document has been explained to my full satisfaction, and I understand its nature and effect.

________________________


________________________

Patient Name




Date of Birth

________________________


________________________

Signature 




Date
(If patient is under 18 years of age, parent or legal guardian sign)



Victoria VanScoy-McAllister, RN-NPP
I acknowledge that I have read the NOTICE OF PRIVACY PRACTICES, posted in the Waiting Room, which describes how my medical information can be used and disclosed under the guidelines of the Health Insurance and Portability Accountability Act (HIPAA).

This notice was provided to me by a representative of Victoria VanScoy-McAllister, RN-NPP prior to any treatment rendered.

________________________

Client Signature

________________________

Date

________________________

Witness

PSYCHIATRIC ASSESSMENT INTAKE
 Please note that these pages are confidential and to insure your privacy are to be given directly to the doctor.  

 Please fill out as accurately as possible. 

PRESENTING PROBLEM —in your own words, summarize in one to two brief sentences.  

PURPOSE OF VISIT —In your own words, please describe your goals for this assessment in one to two brief sentences.  

Please describe any current stressful event in your life (home. work family, social. etc):  

Past History of Head Trauma (please specify): 

Past Surgeries, Hospitalizations, or other Medical Problems (please specify with dates):  

Allergies        Allergies to medications (please specify):  

      Allergies (e.g. itchiness or hives) to specific kinds of soaps/laundry detergents/perfumes:  

     Allergies to food:  

Current Medications and Dosages (please list all names dosages. lengths of time, purposes of medication, results and side effects):  

Psychiatric:  

Psychiatric medications were prescribed by: __Psychiatrist __ Primary Care Provider   __Nurse Practitioner    __Other  

Medical:  

Over-the-Counter: 

Herbal: 

  Occasional Reason for Use (i.e., Tylenol for headaches, etc.):  

Females Only  

              Type of Birth Control (if applicable) and specify type, name, and dose (if pills):  

Are you pregnant?    __YES     __NO 

Are you breast-feeding? __YES  __ NO 

Number of previous pregnancies? ____ 

Number of previous live births: ____  

Number of living children:  _______ 

CHILDHOOD DEVELOPMENT 

Milestones       Were Motor/Walking Milestones met at appropriate age?  YES ___  NO ___      Were Vocalizations/Talking Milestones met at appropriate age?  YES ___   NO  ___      Did the patient have friends as a child?  MANY ___  FEW ___   NONE ___       Does the patient have friends currently?  MANY___   FEW ___   NONE ____ 

Abuse History       History of abuse as a child (please describe in detail):  

        Physical:  

        Sexual:  

        Emotional:  

     History of abuse as a teen and/or adult (please describe in detail):  

        Physical:  

        Sexual:  

        Emotional:  

Please describe any traumatic events you have witnessed or experienced if different than above abuse (such as witnessing a murder, being beaten or raped, etc.):  

     As a Child:  

     As a Teenager:  

     As an Adult:  

FAMILY STRUCTURE:  Family of Origin With whom did you grow up (please include family members and relationships)?  

Current Family Living Arrangements/Family Structure (please include relationships and ages):  

Please list any significant changes in your family/living arrangements that occurred as a child or teenager (such as divorce, deaths. etc.):  

DRUG AND ALCOHOL HISTORY 

Cigarettes/Tobacco       Do you currently smoke or chew? YES___ NO___          If yes:  Number of years: ___ Number of packs per day: ___ How long has it been since your last cigarette? _____      If you don’t currently smoke chew have you in the past? YES ___ NO ___ 

Caffeine        Do you drink coffee or other caffeinated beverages? YES___ NO____        Number of cups or 8oz. servings per day: _____     Type of beverage: ________________________ 

  Alcohol    Do you drink alcohol currently or have you within the past year? YES ___ NO ___   

      How many times per week?_____       Type of beverage: __________ Average amount consumed each week? ______        How long have you been drinking? _______        If not currently drinking, have you consumed alcohol in the past? YES___NO__ 

      Type of beverage: ______________________     How much and for how long? _______________________________ 

        How long since last use at this level?___________________  

Current Drug History  

Do you use drugs or illicit substances currently/past year? YES ___ NO ___ Type: ___________________________________ How Much / How Often / How Long? ________________________________________________________ 

Past Drug History  Have you used drugs in the past7 YES ___ NO ___ Type: ________________________________ How Much ?How Often? How Long? ____________________________________ How long since last use? ___________________________ Do you participate in any programs for remaining clean and sober7 YES ___ NO ___  

If yes, please identify programs: ______________________________________________________________________________________ Are you currently involved in a recovery program7 YES___N0 ___ If yes. please describe:____________________________________________ 

  Risk Assessment  Do you have thoughts of harming yourself?  YES___      NO___  Do you have a plan for how you would harm yourself? YES___     NO ___ Have you attempted to harm yourself in the past? YES ___ NO___  Have any relatives committed suicide7 YES___ NO___  Do you have thoughts of harming someone else? YES___ NO ___ Have you assaulted or threatened anyone recently? YES___ NO____  Have you ever been in trouble because of your temper/violence? YES___ NO ___ Does drinking/drugging ever lead you to become violent? YES___ NO___  Do you own a gun or a lethal weapon? YES ___ NO ___ Have you ever considered/planned harming yourself or others with this gun or other lethal weapon? YES _ NO __ 

FAMILY HISTORY:   

PAST PSYCHIATRIC HISTORY 

Psychiatric Hospitalizations (dates, locations, and length of time):  

Past psychotherapy / counseling (dates, length of time. and focus of treatment):  

Present occurring psychotherapy / counseling (dates, lengths of time and focus of treatment):  

Any current treatment by a Psychiatrist (dates, length of time, and focus of treatment):  

Any previous treatment by a Psychiatrist (dates, length of time, and focus of treatment):  

Any past psychiatric medications (names, dosages, length of time, purpose of medication, results, and side effects)? Please list all medications separately:  

Psychiatric medications were prescribed by: Psychiatrist___ Primary Care Provider____ 

 Nurse Practitioner ____ Other____(Specify)___________________________________  
[image: image1.emf]                  AUTHORIZATION FORM (HIPAA)   Authorization for Disclosure of Protected Health Information   Name of Patient :_ ________________   Date of Birth: ________   1.   I authorize the healthcare practitioner   : VICTORIA VANSCOY - MCALLISTER/NPP  - PLLC      and/or the administrative and clinical staff of the Practitioner to disclose /receive/exchange   my (or  my child’s or my ward’s) protected health information, as specified below, to /with   [name and  address of pers on/entity to receive release of information   :  PLEASE LIST the  persons/providers involved in the treatment.      _________________________________________________________________   ((primary care doctor)        _________________________________________________________________     ( parents, guardian, spouse , family  member )          __________________________________________________________________   (  any other persons providers involved in treatment )        2.  I am hereby authorizing the disclosure /exchange   of the following protected health information:      

Medical records for past 6 months 

        

Special Education Records/IEP/504 

     

Psychoeducational Evaluation

           

Educational records for current school year

     

Patient Information/Clinical Treatment

      Other:_______________________________________________________________________         2.   This protected health information is being used or disclosed for the following purposes:   At the request of the individual and for coordination of care.       4.  This authorization shall be in force and effect until one (1) year after the date below at which time  this  authorization to disclose  protected health information shall expire.     5.  I understand that I have the right to revoke this authorization, in wri ting, at any time by sending such  written notification to the Practitioner at the address above. I understand that a revocation is not effective to the extent  that the Practitioner has relied on my authorization or if my authorization was obtained as a con dition of obtaining  insurance coverage and the insurer has a legal right to contest a claim.     6.  I understand that information disclosed pursuant to this authorization may be disclosed by the recipient  and may no longer be protected by HIPAA or any other  federal or state law.     7.  The Practitioner will not condition my treatment on whether I provide an authorization for disclosure  except if  health   care services are provided to me solely for the purpose of creating protected health information for  disclosure to a third party.     _________________________________________                                              _______________   Signature of Patient,   or Parent of Minor Patient,       Date  


