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Paperwork to Be Completed For & Submitted TO
Stephanie Straeter, Ph.D.
Licensed Clinical Psychologist & Certified Health & Wellness Coach
[bookmark: _GoBack] Prior to First Session Via email (by scanning and Securely emailing to straeterPHD@Gmail.com) or fax to: 866-545-4568
· Please read the Telemedicine Informed Consent pages 3 - 5 and sign & date page 5 (These policies will be discussed in more detail at the beginning of our first appointment)
· Please read the Notice of Privacy Practices pages 6 – 9 and sign and date page 10, the Acknowledgement of Receipt of Notice page
· Please read and complete information requested in the Adult Comprehensive History and Questionnaire Forms, pages 11 – 27 and sign and date page 28
· If planning to use insurance to partially cover my services as an out of network provider now or in the future please complete page 29 to the best of your knowledge
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Telemedicine Informed Consent
Stephanie V. Straeter PhD.
FL license PY8570 CA License PSY19872 NY License  022290-1
Straeterphd@gmail.com
Mobile: 619-549-1465
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In cases of emergency, do not use Stephanie V. Straeter. Instead call 911 immediately. 
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I hereby authorize Stephanie V. Straeter to use telemedicine in the course of my diagnosis and treatment.
_____________________________________________			_______________________
Signature								Date

_____________________________________________
Printed Name

All appointments must be changed or cancelled 24 hours in advance to avoid a $75.00 charge.
Payment of Fees for Service:
1. Payment is due the day the services are rendered.
2. I accept cash, check or credit card via PayPal. 
3. If a check is returned for insufficient funds, you will be required to pay any bank service charges in addition to the check amount. 

_____________________________________________			_______________________
Signature								Date

_____________________________________________
Printed Name
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Stephanie V. Straeter PhD.
FL license PY8570 CA License PSY19872 NY License  022290-1
Straeterphd@gmail.com
Mobile: 619-549-1465
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_________________________________________		___________________________
Signature							Date

_________________________________________
Printed Name
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I certify that all information on the Adult Comprehensive History and Questionnaire Forms is true and correct to the best of my knowledge. I will notify Stephanie V. Straeter of any changes to my address, telephone numbers and any other relevant changes.
	
_____________________________________________			_______________________
Signature								Date

_____________________________________________
Printed Name
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- Live two-way audio and video
- Output data from medical devices and sound and video files

Electronic systems used will incorporate network and software security protocols to protect the confidentiality of
patient identification and imaging data and will include measures to safeguard the data and to ensure its integrity
against intentional or unintentional corruption. Since this may be different than the type of consultation with which
you are familiar, it is important that you understand and agree to the following statements.

Expected Benefits:

1. Improved access to medical care by enabling a patient to remain at a remote site while the Treatment
Provider obtains test results and consults from healthcare practitioners at distant/other sites.

2. More efficient medical evaluation and management.
3. Obtaining the expertise of a distant specialist.

Possible Risks:

Although rare, there are potential risks associated with the use of telemedicine. These risks include, but may not be
limited to:
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Information transmitted may not be sufficient (e.g. poor resolution of images) to allow for appropriate
medical decision making by the Treatment Provider and consultant(s);

Delays in medical evaluation and treatment could occur due to technical deficiencies or failures;

The transmission of patient’s medical information could be interrupted by unauthorized persons; and/or the
electronic storage of my medical information could be accessed by unauthorized persons; and

A lack of access to complete medical records may result in adverse drug interactions or allergic reactions or
other judgment errors.
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Necessity of In-Person Evaluation:

If it becomes clear that the telemedicine modality is unable to provide all pertinent clinical information during a
particular telemedicine encounter, the Treatment Provider must make it known to the patient prior to the conclusion
of the live telemedicine encounter. The Treatment Provider must also counsel the patient prior to the conclusion of
the live telemedicine encounter regarding the need for the patient to obtain an additional in-person medical
evaluation reasonably able to meet the patient's needs.
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By signing this form, | understand the following:

1

| understand that the laws that protect privacy and the confidentiality of medical information also apply to
telemedicine. | understand that the information disclosed by me during the course of my treatment is
generally confidential. However, there are both mandatory and permissive exceptions to confidentiality,
including but not limited to information demonstrating a probability of imminent physical injury to myself or
others; immediate mental or emotional injury to myself; and where | make my mental or emotional state an
issue in a legal proceeding. | 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
consent.

| understand that | have the right to withhold or withdraw my consent to the use of telemedicine in the
course of my care at any time, without affecting my right to future care or treatment.

| understand that | have the right to inspect all information obtained and recorded in the course of a
telemedicine interaction, and may receive copies of this information for a reasonable fee.

| understand that a variety of alternative methods of medical care may be available to me, and that | may
choose one or more of these at any time. | understand that | may ask my Treatment Provider about
alternative methods of care to telemedicine.

| understand that telemedicine may involve electronic communication of my personal medical information to
other medical practitioners who may be located in other areas, including out of state.
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| understand that it is my duty to inform my Treatment Provider of electronic interactions regarding my care
that | may have with other healthcare providers.

| understand that telemedicine based services and care may not be as complete as face-to-face services. |
also understand that if my Treatment Provider believes | would be better served by another form of service
(e.g. face-to-face services), | will be referred to a Treatment Provider who can provide such services in my
area. Finally, | understand that there are potential risks and benefits associated with any form of treatment,
and that despite my efforts and the efforts of my Treatment Provider, my condition may not improve, and in
some cases may even get worse.

| understand that | may expect the anticipated benefits from the use of telemedicine in my care, but that no
results can be guaranteed or assured.

| understand that in the event of an adverse reaction to the treatment, or in the event of an inability to
communicate as a result of a technological or equipment failure, | shall seek follow-up care or assistance at
the recommendation of my Treatment Provider.
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| have read and understand the information provided above regarding telemedicine and understand | have the

opportunity to discuss it with my Treatment Provider or such assistants as may be designated. | hereby give my
informed consent for the use of telemedicine in my medical care.

Furthermore, | agree that the Released Parties have no liability or responsibility for the accuracy or completeness of
the medical information submitted to them or for any errors in its electronic transmission.
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL/PSYCHOLOGICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

We understand the importance of privacy and are committed to maintaining the confidentiality of your medical information.
We make a record of the medical care we provide and may receive such records from others. We use these records to provide
or enable other health care providers to provide quality medical care, to obtain payment for services provided to you as
allowed by your health plan and to enable us to meet our professional and legal obligations to operate our practice properly.
We are required by law to maintain the privacy of protected health information and to provide individuals with notice of our
legal duties and privacy practices with respect to protected health information. In the event of a breach of your unsecured
personal health information, we are required to notify you. This notice describes how we may use and disclose your medical
information. It also describes your rights and our legal obligations with respect to your medical information. If you have any
questions about this Notice, please contact our Privacy Officer at the number or email address listed at the end of this Notice
of Privacy Policies. You will be asked to acknowledge receipt of this notice.




image10.png
A How We May Use or Disclose Your Health Information

We collect health information about you and store it in a chart. By law, we are required to ensure that your protected
health information (referred to in this Notice of Privacy Practices as “PHI,” “medical information” or “health
information”) is kept confidential. PHI consists of information created or received by us that can be used to identify
you. It contains data about your past, present or future health or condition, the provision of health care services to
you, or the payment for such services. Under the Health Information Portability and Accountability Act (“HIPAA”), we
can use or disclose your PHI under the following circumstances:

1. Treatment. We may use or disclose your PHI in order to provide, coordinate or manage your medical care.
For example, we disclose medical information to our employees and others within our practice who are involved in
providing the care you need. In addition, we may share your medical information with other physicians or other
health care providers who are not part of our practice and who will provide services to you and may provide you with
their Notice of Privacy Practices. Or, we may share this information with a pharmacist who needs it to dispense a
prescription to you, or a laboratory that performs a test. We may also contact you to discuss your treatment,
treatment alternatives or other health-related benefits or services we offer that may be of interest to you.

2. Payment. We may use and disclose PHI to obtain payment for the services we provide. For example, we
might send PHI to your insurance company if required to obtain payment for services that we provide to you.
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3. Health Care Operations. We may use and disclose your PHI as needed to operate our practice. For example,
we may use and disclose this information to review and improve the quality of care we provide, or the competence
and qualifications of our professional staff. We may also use and disclose this information as necessary for medical
reviews, legal services and audits (including fraud and abuse detection and compliance programs) and business
planning and management. Under HIPAA, we may share your PHI with our "business associates" that perform
administrative or other services for us. An example of a business associate is Breakthrough Behavioral, Inc., which
offers services in enabling the delivery of our mental health care services through the internet. We have a written
contract with each of these business associates that contains terms requiring them to protect the confidentiality of

your PHI.

4. Appointment Reminders. We will use the email address, and home and work numbers which you provide to
us in order to make or confirm your appointments. Unless you request otherwise, our staff will leave messages at
these numbers with either appointment information or requests to contact us.
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5. Notification and Communication with Family. We may disclose to a family member, your personal
representative or another person responsible for your care, the PHI directly relevant to that person’s involvement in
your care or about your location, your general condition or death. In the event of an emergency, we may disclose
information to public service organizations to facilitate your care. We may also disclose information to someone who
is involved with your care or helps pay for your care. If you are able and available to agree or object, we will give you
the opportunity to object prior to making these disclosures, although we may disclose this information in the event of
adisaster even over your objection if we believe it is necessary to respond to the emergency circumstances. If you are
unable or unavailable to agree or object, our health professionals will use their best judgment in communication with
your family and others.

6. Required by Law. As required by law, we will use and disclose your PHI, but we will limit our use or
disclosure to the relevant requirements of the law. For example, we may use or disclose PHI when the law requires us
to report abuse, neglect or domestic violence, respond to judicial or administrative proceedings, respond to law
enforcement officials or report information about deceased patients.

7. Public Health Activities. We may, and are sometimes required by law to, disclose your health information to
public health authorities for public health activities such as: preventing or controlling disease, injury or disability;
reporting child, elder or dependent adult abuse or neglect; reporting domestic violence, reporting communicable
disease or infection exposure, and reporting to the Food and Drug Administration problems with products and
reactions to medications. Such disclosures shall be made consistent with the requirements of applicable federal and
state law.
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8. Health Oversight Activities. We may, and are sometimes required by law to, disclose your health
information to health oversight agencies during the course of audits, investigations, inspections, licensure and other
proceedings, subject to the limitations imposed by federal and state law.

9. Judicial and Administrative Proceedings. We may, and are sometimes required by law to, disclose your PHI
in the course of an administrative or judicial proceeding to the extent expressly authorized by a court or
administrative order. We may also disclose information about you in response to a subpoena, discovery request or
other lawful process if reasonable efforts have been made to notify you of the request and you have not objected, or
if your objections have been resolved by a court or administrative order.

10. Law Enforcement. To the extent authorized or required by law, we may disclose your PHI to a law
enforcement official for purposes including (1) those required by law such as the reporting of certain types of wounds
or other physical injuries, (2) compliance with legal processes including requirements of a court order, warrant, grand
jury or administrative subpoena and other judicial or administrative summons, (3) limited information requests for
identification and location purposes, (4) pertaining to victims of a crime, (5) suspicion that death has occurred as a
result of criminal conduct, (6) where PHI constitutes evidence of criminal conduct that has occurred on the premises
of our practice, and (7) medical emergencies where it is likely that a crime has occurred. If you are an inmate of a
correctional institution or under the custody of law enforcement, we may release PHI about you to the correctional
institution as authorized or required by law.
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11. Coroners. Medical Examiners and Organ Donation. We may disclose your PHI to coroners or medical
examiners for identification purposes, determining cause of death or for the coroner or medical examiner to perform
other duties authorized by law. We may also disclose protected health information to a funeral director, as
authorized by law, in order to permit the funeral director to carry out their duties. We may disclose such information
in reasonable anticipation of death. Protected health information may be used and disclosed to organizations

involved in procuring, banking, or transplanting organs and tissues for cadaveric organ, eye or tissue donation
purposes.

12. Research Purposes. To the extent authorized by law, we may disclose your PHI to researchers conducting

research that has been approved by an Institutional Review Board that has reviewed the research proposal and
established protocols to ensure the privacy of your PHI.
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13. Public Safety. We may, and are sometimes required by law to, disclose your PHI to appropriate persons in
order to prevent or lessen a serious and imminent threat to the health or safety of a reasonably foreseeable victim or
victims and for other public safety purposes. We may also disclose your PHI if it is necessary for law enforcement
authorities to identify or apprehend an individual.

14. National Security/Protective Services. To the extent authorized or required by law, we may disclose your
PHI for purposes including (1) military and veteran activities, (2) national security or intelligence activities, (3)
protective services for the President or other authorized persons or foreign heads of state, (4) medical suitability
determinations such as national security clearance, (5) correctional institutions and other law enforcement custodial
situations, and (6) eligibility determinations for provision of public benefits under government programs.

15. Worker’s Compensation. We may disclose your health information as necessary to comply with worker’s
compensation laws.

16. Minors. If you are an unemancipated minor, there may be circumstances in which we disclose health
information about you to a parent, guardian, or other person acting in loco parentis, in accordance with our legal and
ethical responsibilities.

17. Change of Ownership. In the event that our practice is sold or merged with another organization, we will
transfer your medical records to the new owner, although you will maintain the right to request that copies of your
health information be transferred to another health care provider or group.
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Please note that although certain disclosures described above do not require your prior authorization under HIPAA,
under state law we may not be able to make certain disclosures listed above unless you authorize the disclosure.

B. When We May Not Use or Disclose Your Health Information

Except as described in this Notice of Privacy Practices, we will not use or disclose PHI without your written
authorization. Specifically, an authorization is required for any use or disclosure of your PHI for marketing purposes,
unless the communication is in the form of face-to-face communications made by us to you, or a promotional gift of
nominal value provided by us. An authorization is required for any disclosure that constitutes the sale of PHI. Most
uses and disclosures of psychotherapy notes require an authorization. If you do authorize us to use or disclose your
PHI, you may revoke your authorization in writing at any time.
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C. Your Health Information Rights

1. Right to Request Special Privacy Protections. You have the right to request restrictions on certain uses and
disclosures of your health information, by a written request specifying what information you want to limit and what
limitations on our use or disclosure of that information you wish to impose. We reserve the right to accept or reject
your request, unless you paid in full out of pocket for a healthcare item or service and you request that we do not
notify your health plan that you have obtained such items or services. In that case, we must comply with your request.
To the extent we have the right to accept or reject your request, we will notify you of our decision.
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2. Right to Request Confidential Communications. You have the right to request that you receive your health
information in a specific way or at a specific location. For example, you may ask that we send information to a post
office box or to your work address. We will comply with all reasonable requests submitted in writing which specify
how or where you wish to receive these communications.

3. Right to Inspect and Copy. You have the right to inspect and copy your health information, with limited
exceptions. To access your medical information, you must submit a written request detailing what information you
want access to and whether you want to inspect it or get a copy of it. We will charge a reasonable fee, as allowed by
state law. We may deny your request under limited circumstances. In such an event, we will notify you in writing of
the reason for the denial, whether you have the opportunity to have the denial reviewed and, if so, the process for
reviewing the denial. In most cases there is an opportunity to review the denial. We will comply with the outcome of
the review.
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4. Right to Amend or Supplement. You have a right to request that we amend your health information that you
believe is incorrect or incomplete. You must make a request to amend in writing, and include the reasons you believe
the information is inaccurate or incomplete. We are not required to change your health information. If we deny your
request, we will provide you with information about our denial and how you can disagree with the denial. We may
deny your request if we do not have the information, if we did not create the information (unless the person or entity
that created the information is no longer available to make the amendment), if you would not be permitted to inspect
or copy the information at issue, or if the information is accurate and complete as is. You also have the right to

request that we add to your record a statement of up to 250 words concerning any statement or item you believe to
be incomplete or incorrect.

5. Right to an Accounting of Disclosures. You have a right to receive an accounting of certain disclosures of
your health information made by us for a period of up to six years. We are not required to provide you with an
accounting of disclosures made to you for treatment purposes, made with your authorization and for certain other
purposes. To obtain an accounting of disclosures, you must submit your request in writing. You are entitled to one

accounting within any 12-month period. If you request a second accounting in a 12-month period, we may assess a
reasonable fee.

6. Paper Copy. You have aright to a paper copy of this Notice of Privacy Practices.

If you would like to have a more detailed explanation of these rights or if you would like to exercise one or more of
these rights, contact our Privacy Officer at the number or email address listed in Section E below.
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D. Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future. Until such amendment is
made, we are required by law to comply with this Notice of Privacy Practices. After an amendment is made, the
revised Notice of Privacy Practices will apply to all protected health information that we maintain, regardless of when
it was created or received. We will post the current Notice of Privacy Practices on our website and will keep a copy of
the current Notice of Privacy Practices posted in our reception area. We will offer you a copy at each appointment
whether through telemedicine or in our offices.

E. Contact Us.

If you have questions about any part of this notice, complaints or if you want more information about your privacy
rights, please contact

If you are not satisfied with the manner in which this office handles a complaint, you may submit a formal complaint
to:
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Department of Health and Human Services
Office of Civil Rights

Hubert H. Humphrey Bldg.

200 Independence Avenue, SW.

Room 509F HHH Building

Washington, DC 20201

(202) 619-0403

Youwillnot be penalized for fiing acomplaint.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE

| acknowledge receipt of this Notice of Privacy Practices.
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Instructions for the

ADULT COMPREHEN SIVE HISTORY AND QUESTIONNAIRE FORMS
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Some of the questions will seem quite personal; but it is important that they be answered
completely. Your health care professionals may wish to share this information with others involved in
your care to allow us to share it with other health care professionals who are treating you. You need to
know that they may not release any information about you without your written permission.

No one has a perfect memory; but do the best you can in answering the questions accurately. It
is especially important to have approximate dates for any previous treatment. For any psychiatric
medication that has been taken, start and stop dates as well as dosages are needed. Month and year
will do in most cases.

Try your best; most clinicians don’t expect perfection, but remember that the information
you give your clinician determines your treatment. You are the most important member of your
health care team.

You will notice that the instructions on the questionnaire ask if you have ever had any of the
symptoms listed. Psychiatric symptoms will come and go, so it is important to try to remember if you
have had any of these symptoms in the past, even as a child or adolescent

After you fill out each page, you go back through the symptoms and circle the number that
corresponds to symptoms you are presently experiencing.
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Example:

Please check the appropriate box if you have ever
experienced any of the following symptoms.

Please circle the number by any symptoms you have
now.

Never
Not at
Al

Sometimes
Justa Little

Often
Pretty
Much

Frequently
Very Much

() Ifeel discouraged a lot.

&/ Tieel down, low, or sad most of the time.

3_Tcry easily.

(@) T get mad easily & feel cranky O

@ Tfeel people are irfitating me. &4 | often feel
Tistrated. 0

B

(). blow up over litle things.

7. Thave lost interest in activities. (sports, going out,
shopping)

8. spend less (ime with famly

9_ 1 spend less time with friends.

10_ I get into fights with friends.

111 often don't feel like eafing.

12. T have lost weight. ( pounds)

||| 5<|><]

(D)1 skip meals

In this way, the health care professional gets a clearer picture of what you have experienced
and what you are experiencing at this time in your life. Then the appropriate diagnosis can be made
and the best treatment plan can be developed to fit your needs

Mental health symptoms come and go. What you have experienced in the past may be as
important to making the correct diagnosis as what you are experiencing now. You will notice that some

questions are repeated several times. This is purposeful

This information is essential for establishing a good understanding of your problems

and for developing a treatment plan to fit your needs.
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ADULT COMPREHENSIVE HISTORY

Name Date
Address city State ___Zip

Phone Numbers: Home Cell Work ss#

Date of Birth Age__ Male __Female __ Birthplace Raised

Marital Status: Married __ Single ___ Divorced __ Widowed__ Separated ___ Past Marriages: Number___
Occupation Current Employment How long?

Past Jobs or Line of Work (Last 5 years)

Family
Spouse / Significant Other Age __ Occupation Current Employment How long?
Children Age City /State Examples: 22/Boise, ID 8/ Dallas, Texas

Male

Female

Recent Moves (Last 5 years)

Mother Occupation City/State Age__ Age at Death

Father Occupation City/State Age __ Age at Death

Brothers Age/City/State

Sisters Age/City/State
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Education  Grades K—6 Average Grades (A F) Good Friendships: 1 2 3 4 More
Behavioral Problems? Academic Problems?
Grades7-9 Average Grades (A~ F)

College Years 12 3 4 Graduated Degree Major Advanced Degrees
TradefTechnical School Area(s) of Training

Miltary Service Branch Years Highest Rank Honorable Discharge Yes No
Financial Status.

Residence: Rent _ Own Home __ Subsidized Housing __  Income: Low__ Medium ___ High

Debt: Low ___ Medium High Credit  Poor __ Fair__Good Bankruptcy
Healthcare: Company Health Benefits __ Private Insurance ___ Medicaid ___ Medicare Self-Pay

Other Income: Alimony __ Child Support __Aid to Dependant Children _ SSI_ Retired __ Support from Relatives__
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Relationships.
Spouse: Poor__ Average___ Good
Brothers: Poor__ Average ___ Good ____
Children: Poor__ Average___ Good
Close Friends: | can call on if in trouble: Number

Acquaintances: Number

Parents Poor___ Average___ Good
Sisters Poor____ Average ___ Good ____
ExSpouse:  Poor___ Average __ Good

__ Visittimes: Weekly __ Monthly ___ Yearly

Visit times: Weekly Monthly __ Yearly
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Activities

Interests (fishing, sewing, reading, etc.) Activity Times per week Per Month
Activities with Friends Activity Times per week Per Month
Activities at Work Activity Times per week Per Month
Church Affliation Number of Times | Attend: Weekly ___ Monthly ___ Yearly

Environmental Stressors

Have there been any major changes in your lfe or your family? Please describe.

Death of friend or family member

Divorce

Moves

Significant Medical Problems

Il Health of Family Member

Financial Problems

Abuse in Family

Addiction in Family

Violence in Family

Other Stressors.

Past Psychiatric History andior Past Mental Health Counse
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Please include: Doctor/Counselor names, Diagnosis, Dates of treatment/counseling, any Medications with dosages
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Health Information Questionnaire

Yes

No

Yes

No

Yes

No

‘Abdominal pain, chronic

Gallstones

Menstrual cramps

‘Abnormal female bleeding

Gambling problems (ever)

Nail problems

Acne Glaucoma Nervousness
ADD/ADHD (ever) Gout Nightmares, chronic
AIDSHIV Gum prablems Osteoarthritis
‘Alcohol problem (ever) Hay fever Ovarian cancer

‘Allergy to medication (ever)

Headaches, chronic

Overweight (ever)

Allergies

Head injuries

Panic problems (ever)

Alzheimer's disease

Hearing problems

Phobias (ever)

Anemia Heart attack (ever) Physical abuse (ever)
Anger problems (ever) Heart beat, abnormal (ever) PIS/Premenstrual
‘Angina Heart disease Prostate cancer(ever)
‘Anxiety problems (ever) Heart failure Psoriasis

Arthritis Heart pains Rashes

Asthma Heart thythm problems Rectal problems

Athletic injuries, chronic

Heartbum

Rheumatoid arthritis

‘Autoimmune disease

Hepaitis

Schizophrenia (ever)

Back pain, chronic

Herpes infection

Sexual abuse (ever)

Baldness

Figh blood pressure

Sexual problems

Bipolar disorder (ever)

Figh blood sugar

Sexual infection/STD

Birth control, taking

High cholesterol

Shingles

Bladder cancer (ever)

Figh triglycerides

Sickle cell anemia

Bladder infections

Hives

Seizures (ever)

Bleeding. abnormal

Hodgkin's disease (ever)

Severe injuries

Blood cancer (ever)

Hyperactivity (ever)

Sinus problems

Bowel disease

Impotence

Skin cancer (ever)

Brain cancer (ever) Impulsive behavior (ever) Skin disease
Breast cancer (ever) Tnsomnia (ever) Sleep problems
Breathing problems Infections, chronic Snoring
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Broken bones

Infertilty problems

Stomach cancer

Bronchitis, chronic

Irregular periods

Stomach problems

Cancer (ever)

Irtable bowel problems

‘Smoking problems

Cataracts

Jaundice

Stress, abnormal

Crohn's disease

Joint pain, chronic

Stroke (ever)

Colon cancer (ever)

Kidney cancer (ever)

‘Sweating, abnormal

Constipation, chronic

Kidney failure

Teeth problems

Depression, severe (ever) Kidney problems Tendonitis
Diabetes Type | @ Type I D1 Leg pain Thin bones
Diarthea, chronic Liver disease Thyroid disease (ever)

Domestic violence (ever)

Liver, Cirthosis

Tiredness, chronic

Drug problems

Lung cancer (ever)

™I

Ear infections, chronic

Lung problems, chronic

Tuberculosis

Ear problems, chronic

Lymphoma

Ulcer problems

Eating disorder (ever)

Manic depression (ever)

Urinary infections

Emphysema

Melanoma (ever)

Urinary incontinence

Endometriosis

Menopause problems

Urinary problems

Eye problems

Muscle painDcramps0

Uterine cancer (ever)

Fears, abnormal (ever)

Mental health problems.

Uterine fibroids

Female pain, chronic

Migraine headaches

Vaginal infections

Fungal infections

Mood problems (ever)

Weight problems

Gallbladder problems

Multiple sclerosis

Yeast infections
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Medical History
If you checked any of the “Yes” boxes on the Health Information Questionnaire, please explain below.

Use separate sheet if necessary.

Hospitalization (Medical and Psychiatric with Dates and Reason for Hospitalization)
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Please list below all medications you are presently taking and the condition for which they are prescribed

Condition Medication Dosage _ Times per Day __Prescribing Doctor

Please list your present physician(s) and the condition(s) for which you are being treated

Physician Phone Number Condition Length of Treatment
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Family History

Have any of your biological relatives (mother, father, sisters, brothers, children, aunts, uncles, grandparents) suffered from
any of the following conditions? Please specify which family member and whether it is a paternal (father's side) or maternal
(mother's side) relative. (For example, maternal grandmother, paternal uncle.)

Depression Alcohol Problems
Hyperactivity (ADD) Drug Problems

Bed Wetting Schizophrenia
Bipolar Disorder (Manic Depression), Seizures

Attempted Suicide Completed Suicide
Physical Abuse Sexual Abuse
Problems with the Law Panic Aftacks
Learning Disability Anxiety

Tic Disorder Obsessive Compulsive Behavior
Thyroid Disorder Diabetes

Heart Disease Cancer

Overweight High Blood Pressure

Mood Swings Anger Problems
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Legal History

Arrests: Number Charges
Convictions: Number Charges

Driving Under the Influence: Charged Number of Times, Convicted Number of Times.
Probation: Present Past Probation Officer

‘What Offenses?

Suspended Driver's License: Present Past Number of Times
Are you a party to any lawsuits?. Is this causing stress for you?

Are you presently involved in: Divorce Proceeding Yes __ No___ Child Custody Dispute? Yes____ No____
Have you ever been involved in a bankruptey proceeding? Yes No If yes, when?

Please explain any positive answers
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Please check the appropriate box if you have ever
experienced any of the following symptoms. Please circle the
gquestion number of symptoms you have now.

Never
Not at All

Sometimes
Just aLittle

Often
Pretty Much

Frequently
Very Much

1.1 feel discouraged a lot.

2.1 feel down, low, or sad most of the time.

3_Tcry easily.

4T get mad easily O feel cranky.00

51 feel people are irritating me.O0 | often feel frustrated 01

6_I blow up over little things.

7_Thave lost interest in activities. (sports, going out, shopping)

I spend less time with family.

9. 1spend less time with friends.

10. 1 get into fights with friends.

11. | often don't feel like eating

12. I have lost weight. ( pounds)
13. I skip meals

14. I have gained weight recently. pounds)

15. [ eat or crave foods (sweets) when | feel sad

16. I have a hard time going to sleep. How fong? hours

17. Ilike to stay up late regularly.

18. I wake up in the middle of the night @ _early in the moming.01

19. I like to sleep a lot O take naps during the day.00

20_ | feel bored or blah a lot.

21| feel restless O can't sit still. O

22_ | feel tired.

231 don't have much energ

24. I don't like myself. (feel ugly or fat)

25_ | feel worthless.

26. | feel bad or guilty about things I have done or said

27_ | feel like there is not much future or | feel hopeless.

28. [ have problems daydreaming

29. I have problems paying attention O _concentrating.0
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30

I have a hard time making decisions

31. I don't care about life
32. 1 think about people dying

331 think about suicide.

34. 1 think about ways to commit suicide:

35. I have attempted suicide

36. My work performance has dropped at one point

371 have frequent headaches O_stomachaches O_other pains .0
38 I hear my name called when no one is around

39. I hear voices that seem to come from nowhere.

40. My mood changes quickly-0 | have mood swings .0

411 had problems learning at school. O _skipped school O

42. T have used alcohol or drugs to feel better.

43_ T have been depressed after my child was born

44._As an adolescent, | ran away from home. O _stole O lied O
5. I have hit someone O threatened to hit someone. 01

6. I have had post partum depression.

47T have more mood problems in the winter

48T get depressed in the Fall O_Feel better in the Spring O

Did you remember to circle your current symptoms?

EDM 1-48
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Please check the appropriate box if you have ever experienced any of
the following symptoms. Please circle the question number of symptoms
you have now.

Never
Not at
Al

Sometimes
JustaLitle

Often
Pretty
Much

Frequently
Very Much

I feel | came close to dying. (a severe accident/abuse)

| felt severely threatened or fearful at one time.

T'was severely injured or thought | would be.

T'saw someone be severely injured or hurt

Thave been abused physically.

Thave been abused psychologically/emotionally

I have been abused sexually.

Thave experienced upsetting memories of events. (abuse, accident, etc.)

Ifeel upset thinking about things that happened. (abuse, accident, efc.)

S| 0| eo|~| | en| | eo[ro| =

Thave dreams of things that have happened. (abuse, accident, etc.)

111 experience flashbacks of things that have happened. (abuse, accident, etc.)

12._Attimes, I feel like I'm reliving what happened. (abuse, accident, etc.)

13. | feel bad when reminded of an event. (abuse, accident, etc.)

14._1 feel upset when experiencing something similar.

15. 1 try to avoid thinking of the event. (abuse, accident, etc.)

16._1 avoid things that remind me of the event. (abuse, accident, etc.)

17._1 can't remember parts of the event. (abuse, accident, etc.)

18._1 have problems with my memory.

19. 1 have lost interest in normal activities. (sports, friends)

20._I can't enjoy participating in activities.

21| feel different from others.

22| feel numb inside.

23._ I try to avoid feelings

24| feel alone.

25 | feel helpless.

26. | feel there is no future.
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27

| have a hard time falling asleep.

28._I wake up in the middle of the night
29._ I getangry easily.

30._I feel irrtable.

31._I daydream at work

32._Ihave problems concentrating

33._I seem on edge all the time.

34._I startle very easily.

35._I sweat at times for no reason

36._I sweat when reminded of the event. (abuse, accident, etc.)
37._I fight with my spouse O my children.0

38._I feel people are trying to control me;

39._I have problems with my brothers O my sisters.00

40. I have problems with friends.

41._I feel like it's happening all over again. (abuse, accident, etc.)
42._I feel certain my negative thoughts will come true.

43 feel | will be hurt if | talk about my abuse

44 feel if  let go, my feelings will be out of control

Did you remember to circle your current symptoms?

DSTP 1-44
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Please check the appropriate box if you have ever experienced any
of the following symptoms. Please circle the question number of
symptoms you have now.

Never
Not at All

Sometimes
Just aLitle

Often
Pretty
Much

Frequently
Very Much

1. 1 often make careless mistakes O have difficulty with details. O

2.1 often have difficulty sustaining attention O focusing. O

3. | often have had a hard time listening

4. | often have had a hard time with instructions.

5.1 often have had a hard time organizing things.

| often haven't liked activities that require a lot of mental effort

1 often loose things. (keys, notes, etc.)

o|~|o

1 have often been easily distracted by activities around me.

9.1 have forgotten things quite often

10._People often say 'm fidgety O that | was fidgety when younger.0

11. | have difficulty staying seated. As a child O As an adult O

12. 1 often feel restless inside. O | ran and climbed as a child. O

13. People say | talk too loudly. O | talked out in class at school. O

14. 1 have to be on the go.O | feel driven.O0

15._People would say | talk too much

16. 1 often answer questions before they are completed

17. 1 often have had difficulty waiting my tum in traffic O lines.00

18. | often interrupt others. As a child O As an adult O

19. As a child in school, | avoided doing homework.

20. As a child in school, | would forget my homework.

21. As a child in school, | had a difficult time finishing schoolwork or chores.

22. As a child in school, | had to move my hands and feet all the time.

23. As a child in school, | had to get up and move around the room.

24__1 pay attention to unimportant things.
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25. | needed to be in the front of the line when | was younger.

26. I talked out in class when | was younger.

27. Asachild, | had to be told several times to do things.

28._As a child, my parents complained about my not paying attention

29. | can't complete tasks.

30. People have said I'm loud or excitable.

31._I can't keep my mouth shut

32. | butt into conversations.

33._I space things off

34._I can't get my work completed.

35. llike to take risks. O | am or was a daredevil. O

36._I would run away from my parents when | was younger.

37. I don't think about the consequences of my actions.

38. | do dumb things and don't know why.

39._Iam or have been hyper.

40._Tam or have been impulsive.

DHDA 1-40
Did you remember to circle your current symptoms?
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Please check the appropriate box if you have ever experienced
any of the following symptoms. Please circle the question
number of symptoms you have now.

Never
Not at All

Sometimes
Just a Little

Often
Pretty Much

Frequently
Very Much

1. 1 used drugs or alcohol as an adolescent

2. |1 missed school because of use as an adolescent.

3. | have had problems at work because of use.

4. 1 have had problems with my family because of use.

5. 1 have had problems with the law because of use

6. 1 have had a DUI charge. O | have had my license suspended. O

7. These problems did not cause me to stop using.

8.1 have had money problems because of use

9. 1 have borrowed money from friends to buy drugs or alcohol

10. | have blacked out while using.

111 have had shakes in the morning after using,

12. 1 have drunk more or used more than | wanted to

13._1 have gotten drunk or high when | did not expect to

14._1 have unsuccessfully tried to cut back on using

15. 1 have had to use more to get the same effect.

16. | have had an accident while using

17._1 have driven while drinking. O while using drugs O

181 can drink more than most people.

19. 1 use regularly.

20._1 quit using and started again.

21. 1 have been in treatment for use. O involved in AA or NA O

22. | have had medical problems because of use.

23. Most of my friends use.

241 use to deal with my feelings.
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25. 1 get into fights when I'm using. O argue when I'm using O
26._1 rarely have hangovers after drinking.

27._ 1 have gone without things to buy drugs or alcohol

28__I have skipped meals when | was using

29. I have used until everything was gone.

30. [ have sexually acted out when using.

31._I have a hard time getting up in the morning after using
32._I have neglected my children due to use.

33__[ have dealt drugs.

34. I need to use to have fun.

AD 134

Did you remember to circle your current symptoms?
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Substance

Your Drug and Alcohol Use

How much | use

How often | use

How long | have
used

How old | was
when | started

When | last
used

Cigarettes/Chew

Caffeine

Alcohol

Marijuana (Pot)

LSD (Acid, Fry)

PCP (Angel Dust)
Ketamine “Special K”

Cocaine (Coke)

Crack

Speed (Crank)

Crystal Meth

Heroin

Gasoline

Visine eye drops ( to hide
use of marijuana)
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EXAMPLE OF HOW TQ FILL OUT THIS PAGE

Substances HowmuchT | Howoftenl | Howlong I have | Howold Twas | When Ilast
Examples use use used when | started used
Alcohol T case a day Daily 14 years 2 Last night
Marijuana 10 bowls a day Every 16 years 10 2 weeks ago

weekend
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LSD (Acid, Fry)

PCP (Angel Dust)
Ketamine “Special K”

Cocaine (Coke)

Crack

Speed (Crank)

Crystal Meth

Heroin

Gasoline

Visine eye drops ( to hide
use of marjuana)

Abuse of cough syrup,
over-the counter drugs

Mescaline (“Shrooms”)

Ecstasy

OxyContin/Narcotic pain
medications, Morphine

Glue, Paint thinner, Spray
paint, “Huffing’

Dramamine
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Abused prescribed

medications

Other Substances
Abused
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Please check the appropriate box if you have ever experienced

any of the following symptoms. Please circle the question number
of symptoms you have niow.

Never
Not at
Al

Sometimes
Just aLitlle

Often
Pretty Much

Frequently
Very Much

| bully or threaten others.

Thave stolen from someone. (mugging)

As an adolescent, | ran away overnight

As an adolescent, | stayed out all night against my parents’ wishes.

As an adolescent, | lied to my parents regularly to get out of trouble

As a child or adolescent, | set fires.

As an adolescent, | skipped school more than once.

As an adolescent, | broke into a house O car O

As an adolescent, I destroyed property’

S|o|eo| ~[o| cn| s el

As a child or adolescent, | hurt animals.

11

I have forced someone to have sex.

12,

Tused a weapon in a fight

13

As an adolescent, | started fights.

14

As an adolescent, | stole from stores O cars O neighbors.O
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15,

| have been arrested.

16. I am cruel to people and don't feel bad about it
17 Tlose my temper often

18. [ often argue with people.

19 1 often defy rules.

20. I often refuse to do what | am asked

21._I often do things deliberately o annoy people.

22 often blame other people for my mistakes.

23__ I often feel annoyed by others.

241 often feel touchy.

25 often feel angry.

26._I often feel resentful

27__I often feel like getling back at people.

28._ have tried to kil myself but did not really want to die.

29._ At times I feel | can do aimost anything.O1 I have big plans.0
30._When | feel high or irritated, I am easily distracted.

31. I getirtitated O angry O for little or no reason.

32._My thoughts go very fast at times

33._There are times | get by on little sleep. (4 - 5 hours)

34. I sleep a lot at fimes. (12 hours or more)

35._At times I need to talk a lot O interrupt conversations.OJ
36._Sometimes people say | talk fast

37 When | feel angry or good, I drive fast. O _spend too much. O
38._When I feel good or angry, I party too much. O clean too much. O
39._Tam easily frustrated when I am high O irritable.0

40._When younger, | threw severe temper tantrums at times.

41._1 do risky things without thinking O _act impulsively.0

42 feel very good at times, O _on fop of the world.-0
43._Sometimes I feel super sexy O very interested in sexual activities. O
441 become aggressive easily O _have rage attacks O
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45. 1 get hyper attimes. O | have many projects when I feel hyper.0

6. T have big or drastic mood swings.

DC116 DDO17-27 DB 2546 2646

Did you remember to circle your current symptoms?
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Please check the appropriate box if you have ever experienced any of
the following symptoms. Please circle the question number of symptoms
you have now.

Never
Not at All

Sometimes
JustaLitle

Often
Pretty
Much

Frequently
Very Much

1._My worst fear is looking stupid or being embarrassed

2.1 do not do things or talk to people for fear of embarrassment.

3. lavoid activities in which | am the center of attention

4.1 feel short of breath or like | am smothering

5. Ifeel dizzy O lightheaded O unsteady O faint O

6.1 feel my heart pound or beat rapidly.

7. 1tremble or shake. O | sweat for no reason. O

8.1 get super anxious quickly. (5 — 15 minutes)

9. I feel panicky at times.

10._1feel unreal or detached from myself.

11._I feel numb or tingly. O [ feel like 'm choking. 01

12._ 1 have unexplained chills O hot flashes O

13 1 have chest pains O _discomfort in my chest O

141 fear that | might die O _go crazy.00

15._1fear being out of control

16.When anxious, | have an upset stomach O nausea O diarrhea. O

17__1 am afraid of snakes O dogs O spiders O heights O other O

18._1 fear social situations.

19._ I fear going to work

20. I fear going outside.

21. | feel anxious or worried a lot.

22._ T cannot control my worries.

23._Ifeel restless, keyed up, or on edge

24._I have | have difficulty paying attention @ my mind goes blank.00

25 | have a lot of muscle ache O muscle tension. O

26. |feel tired a lot.

27. 1 have a hard lime sleeping
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28

| sweat for no reason

29I feel really iritable.
30._My hands get cold and clammy.

31._My mouth gets dry a lot

32._Ifeel light headed:

33._I startle easily

34_Ifeel like | have a lump in my throat

35. I feel like I'm on the edge:

36. I have to urinate frequently.

37._I have disturbing thoughts O _impulses O _images.0

38._I try to push down disturbing thoughts O _impulses O images.00

39._I have thoughts O _impulses O _images.O that seem senseless
40._The thoughts O impulses O _images O are in my head

41._Thave a hard time ignoring disturbing thoughts O _impulses O images.0
42._Ifeel that | have obsessions O _thoughts I can't stop.01

43._I do things because of thoughts I can't stop. (washing O_checking )
44._1 do things to prevent feeling bad._(washing O checking O counting.0)
45. I can't stop doing some things. (washing O counting @ checking.0I)
46._Obsessions or thoughts cause me to feel bad

47._Obsessions or thoughts keep me from doing things

48._1 do things to prevent thoughts. (checking O washing O counting 0)
49T frequently wash my hands O check things O put things in order.0

50._I frequently pray O _count O repeat words.0

id you remember to circle your current symptoms? DAS 13

DP416 PS17-20

DAG 2136

DCO 37-50
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Please check the appropriate box if you have ever Often
experienced any of the following symptoms. Please circle the Never | Sometimes | o /" | Frequently

question number of symptoms you have now. NotatAll | JustaLitle Much | VeryMuch

| often feel abandoned

T get very upset when people leave me

| am unable to be alone.

I'am often disappointed by refationships

Toften idealize people.

I need to be close to people t00 quickh

Ifeel | give too much

I feel people don't give back

BN SIS ENRYNT

I feel people punish me for no reason.

10. 1 often feel bad or evil.

11. My feelings about myself change quickly.

12_1feel safer in a structured environment.

13. | often gamble too much

14 1 often spend more than | should!

15. | engage in unsafe sex at times

16. 1 often abuse substances (alcohol or drugs)

17_1 often drive reckless|

18. 1 often threaten suicide.

19. 1 have aftempted suicide.

20. I have frequently attempted sicide

21_I cut on myself when F'm upset.

221 pull out my hair when I'm upset

23_T hit myself when I'm upset

241 pick at myself when | am nervous.

25_1 bang my head when I'm upset.

26_ 1 often burn myself.

27 1 have extreme mood swings.
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28

I'am basically unhappy most of the time.

29| rarely feel satisfied or feel good.
30._I have frequent periods of unexplained despar
31. I have frequent periods of unexplained panic
32. I have frequent periods of unexplained anger.
33. I feel empty most of the time.

34. I feel bored a lot

35. I have a hard time controlling my anger

36. | am often sarcastic

37_ At times | feel paranoid when stressed.

38_v doctor tells me 1 do not weiah enouah

39. | alwavs think I'm too fat

40_I'm afraid of gainina anv weiaht

41_Since | lost weiaht_mv periods have stobped
42_Parts of mv bodv are alwavs t00 bia

43_ I lose weiaht but still feel fat

44_When | eat too much. | throw up

45_1f 1 feel too heavy. | exercise a lot

46| use diuretics or laxatives to lose weight.

47_| like to fast or diet a lot

48 | often binge eat

Did you remember to circle your current symptoms?

DPB 137

NA 38-48
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Please check the appropriate box if you have ever experienced
any of the following symptoms. Please circle the question number of
symptoms vou have now.

Never
Not at All

Sometimes
Just a Litle

Often

Pretty
Much

Frequently
Very Much

1 often feel people are out to get me.

1 think people are watching me.

People want to persecute me.

Songs or books are written about me.

People are trying to steal my thoughts.

| feel that | have been taken over by aliens.

1
2
3
4
5. Sometimes shows on TV are about me.
6.
7
8.

| hear my name called when there is no one around.

9. At times, | hear voices that threaten me.

10 At times, a voice will call me names.

11._Attimes, I hear conversations in my head

12. Sometimes | see things that are not there.

13._My thoughts often change rapidly.

14. People tell me | don’t make sense.

15._1 have a hard time sticking to a topic.

16._My thoughts are often disorganized

17__1 often get off track.

18. Sometimes | do weird things.

19. People say | dress funny.

20. Sometimes | yell and scream for no reason.

21._Sometimes | do sexual things in public.

22. Sometimes it feels like | can’t move for long periods.

23._ get s0 excited other people get scared.

24| look flat most of the time.

25__It's hard to look people in the eye

26._People say | am not very expressive.

27. Most of the time, | don’t have much to say.
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28

My answers to questions are usually short

29._Itis hard to maintain a thought when | talk.
30._1 just don't care about anything

31._Ihave severe problems at work

32._It seems | can't get along with anyone.

33__It's hard to keep clean

34._People say | am very capable.

35._People say, “If you would only apply yourself.”

36._ At times, | eat a lot at once.

37 When | eat a lot, | eat very fast

38._I feel guilty when | eat a lot

39._I eat when I'm depressed

40._I feel out of control when I eat a lot.

41 When I eat a lot, | throw up.

42__Itis very easy for me to vomit

43._Sometimes | stick my fingers down my throat.
44._After [ eat, | frequently use laxatives O_diuretics.0l
45._Iam very concerned about my weight

46._ eata lot when I'm angry.

47_1 eata lot when | feel lonely.

48._ When | eat a lot, for a short while, | feel less depressed
49. Whenever | think about what | have eaten, | am self-critical O depressed. 00

Did you remember to circle your current symptoms?

HCS 135

NB 3649
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IF OUT-OF-NETWORK
Do you have out-of-network benefits to see a Licensed Psychologist? Yes No Not sure

1f so, what percentage do they cover?

What is the deductible, and how much of the deductible have you met?

What is your co-pay for a session if you see an out-of-network provider?
s

How many sessions are covered, and in what time period?

Do you need to obtain pre-authorization for sessions? Yes No It Depends, please

explain:
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Introduction:
Please read this document thoroughly and completely.

To better serve the needs of the community, health care services are now available by interactive video
communications and/or by the electronic transmission of information. This process is referred to as “telemedicine.”
Telemedicine involves the use of electronic communications to enable physicians and other healthcare professionals
(“Treatment Providers”) at different locations to share individual patient medical information for the purpose of
improving patient care. Treatment Providers may include, but are not limited to, psychiatrists, psychologists, nurses,
counselors, clinical social workers, and marriage and family therapists. The information may be used for healthcare
delivery, diagnosis, treatment, transfer of medical data, therapy, consultation, follow-up and/or education, and may
include any of the following:

- Patient medical records

- Medical images




