BETHESDA WOMEN’S MENTAL HEALTH

 REGISTRATION FORM
Patient Name: _________________________________     Date of Birth:  _______________________
Address: ______________________________________     SSN (last 4 digits): ____________________ ______________________________________________     Phone Number: (____)_______-________


    
Please advise our office of any changes in your name, address or phone number.

Primary Care Physician: _________________________     Phone Number: (____)_______-________ 
Ob-Gyn: ______________________________________     Phone Number: (____)_______-________

Therapist: _____________________________________     Phone Number: (____)_______-________

Pharmacy: _____________________________________    Phone Number: (____)_______-________

Current medications: ___________________________
     Allergies: ___________________________

______________________________________________     ___________________________________  


Emergency Contact Name: ______________________     Relationship: ________________________
Preferred Phone Number: (____) ______-__________ 
What brings you to see us today? _______________________________________________________

How did you hear about our Practice? ___________________________________________________
I voluntarily consent to treatment and understand that I have the right to make informed decisions regarding my care.  

I understand that I am responsible for payment for psychiatric services rendered at the time of my appointment.  I am responsible for the full cost of any appointments I cancel within 24 hours (one business day) of my appointment.

I acknowledge that I have received or declined the Notice of Privacy Practices.  I understand that this Notice is available for me to keep.
_______________________________________________
     ________________________________________
Signature of patient



 
     Date
OFFICE POLICIES AND PROCEDURES
INITIAL CONSULTATION – CONSENT TO ENGAGE IN TREATMENT

Initial appointments are consultation appointments.  They are designed as such for both you and your provider to decide about working together.  If you both agree on further treatment together, this provider will become your treating psychiatrist.  If either one of you feels that you would be better served by someone else, this will be discussed and referrals will be provided.
CONFIDENTIALITY

The foundation of the doctor-patient relationship relies on confidentiality.  You should feel comfortable to discuss whatever you want to in treatment without fear of inappropriate sharing of your information.  

There are certain situations, however, in which physicians are mandated to breach confidentiality.  The following are examples of such situations:  Child or elder abuse and danger to self or others

BILLING/PAYMENTS

Payment is due in full at the time of service via credit card or cash.  We accept Visa, MasterCard, American Express and Discover.

We do not participate in healthcare insurance and do not directly file insurance forms.  We are happy to provide you with a “superbill” (receipt), which contains the information necessary to submit the claim for out-of-network reimbursement, should you choose to do so.  

APPOINTMENTS

It is your responsibility to pay for the services scheduled if you have an appointment, unless it is cancelled within 24 hours (one full business day).  Please note that insurance plans do not reimburse for missed visits.

You will not be seen if there are less than 10 minutes remaining for your appointment.  You will be charged for the session and the appointment will need to be rescheduled. 

MEDICATION REFILLS

When calling about a refill, please leave your name, date of birth and your phone number, along with the medications requested, their dosages and the phone number of your pharmacy.  If accepted by the provider, please allow 2-3 business days for medications to be refilled.  

CONTACT INFORMATION

Please call us at 301-910-8220 and your call will be returned at our earliest convenience within one business day.  Providers do not use text messages or e-mail to communicate.  Phone calls that require more than a quick response will be charged at our prorated hourly rate.  

In the event of a medical or psychiatric emergency, please call 911 or go to your nearest emergency room.  

I have read and understood the policies as stated above.  I have had the opportunity to discuss my questions and concerns.  I agree to comply with the office policies and procedures as noted.

_______________________________________________
     ________________________________________
Signature of patient



 
     Date
_______________________________________________
Printed name of the patient

CREDIT CARD AUTHORIZATION
It is the policy of this office to keep a credit card on file.  

I, __________________________________________________, hereby authorize Bethesda Women’s Mental Health to keep this form and my signature on file and charge my credit card the full amount for any of the following:

1. Initial evaluation

2. Psychotherapy sessions, medication management sessions and other related services

3. Appointments where I do not cancel within 24 hours (one full business day) of the scheduled appointment

4. Additional and/or future services that I verbally approve
Name (as it appears on the credit card):  _________________________________________________

( ) Visa

( ) MasterCard

( ) American Express

( ) Discover

Credit Card Number: ________________________________
Expiration Date: __________

Credit Card Billing Address:  __________________________
Security Code: ____________
___________________________________________________  Phone Number: (____)______-______



I agree not to dispute charges for any of the terms outlined above.

I understand the terms of this form and agree that it is valid for five (5) years unless treatment is terminated or I cancel this authorization through written communication with my provider at Bethesda Women’s Mental Health.  

_________________________________________________    _________________________________
Cardholder’s Signature




Date Signed
_________________________________________________

Printed Name
MENTAL HEALTH RECORDS RELEASE AUTHORIZATION TO DISCLOSE OR OBTAIN                          PROTECTED HEALTHCARE INFORMATION
Patient name: _________________________________


DOB: ___________________
I authorize Bethesda Women’s Mental Health to do the following with my protected health information:

    Disclose and obtain protected healthcare information with those individuals/entities listed below

    Provide a complete copy of my healthcare records to those individuals/entities listed below

    Provide only part of my healthcare records, limited to the following information, to those individuals/entities listed below:

Name of Person/Entity: ______________________   Name of Person/Entity: ___________________


Address: ___________________________________   Address:_________________________________

___________________________________________   ________________________________________
Phone: ____________________________________   Phone: _________________________________
Fax: _______________________________________  Fax: ____________________________________

I understand that this authorization is valid for one year from the date signed, unless I revoke/withdraw this authorization through written communication to my provider at Bethesda Women’s Mental Health or unless an earlier date is specified here: ___________________________.

I understand that the medical information released may contain information related to HIV/AIDS status, sexually transmitted diseases, mental health and drug and alcohol abuse.

I understand that once my healthcare information is disclosed at my request, it may no longer be protected under federal and state privacy laws and could be re-disclosed by the person/entity receiving it.

I understand that there may be a fee for a copy or written treatment summary of my healthcare information.  I understand that all fees will be in compliance with applicable law.   I agree to pay this fee.
_________________________________________________    _________________________________
Patient Signature




         Date Signed
_________________________________________________

Printed Name
[image: image1.png]PATIENT QUESTIONNAIRE - PHQ-9

Patient Name:

MRN

Physician:

Date:

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Notat Several More than Nearly
all days half the every day
days
0 1 2 3
1. Little interest or pleasure in doing things. [m] [m] [m] [m]
2. Feeling down, depressed, or hopeless. [m] a ] ]
3. Trouble falling/staying asleep, sleep too much. m] a [m] [m]
4. Feeling tired or having little energy. ] ] ] ]
5. Poor appetite or overeating. ] ] ] ]
6. Feeling bad about yourself — or that you are a a a a a
failure or have let yourself or your family down.
7. Trouble concentrating on things, such as reading O O O O
the newspaper or watching television.
8. Moving or speaking so slowly that other people O O O O
could have noticed. Or the opposite — being so
fidgety or restless that you have been moving
around a lot more than usual.
9. Thoughts that you would be better off dead or of 0 0 0 0
hurting yourself in some way.
0

A. How difficult have these problems made it for you to do your work, take care of things at home,

or get along with other people?

[ Not difficultat all ~ [J Somewhat difficult [J Very difficult [ Extremely difficult

B. In the past two years have you felt depressed or sad most days, even if you felt okay sometimes?

O Yes O No

Symptoms

IHC DEP-601/ 8-02

Severity Score





[image: image2.png]Generalized Anxiety Disorder 7-item (GAD-7) scale

Over the last 2 weeks, how often have you been ~ Notat ~ Several — Over half Nearly

bothered by the following problems? all sure days the days  every day
1. Feeling nervous, anxious, or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3
3. Worrying too much about different things 0 1 2 3
4. Trouble relaxing 0 1 2 3
5. Being so restless that it's hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 1 2 3
7. Feeling afraid as if something awful might 0 1 2 3
happen
Add the score for each column + + +

Total Score (add your column scores) =

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

Not difficult at all
Somewhat difficult
Very difficult
Extremely difficult

Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety
disorder. Arch Inern Med. 2006;166:1092-1097.





[image: image3.png]Mood Disorder Questionnaire (MDQ)

Name: Date:

Instructions: Check (@) the answer that best applies to you.
Please answer each question as best you can. Yes No

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

...you felt so good or so hyper that other people thought you were not your
normal self or you were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

...you got much less sleep than usual and found you didn't really miss it?

...you were much more talkative or spoke faster than usual?

...thoughts raced through your head or you couldn’t slow your mind down?

...you were so easily distracted by things around you that you had trouble
concentrating or staying on track?

...you had much more energy than usual?

...you were much more active or did many more things than usual?

...you were much more social or outgoing than usual, for example, you
telephoned friends in the middle of the night?

...you were much more interested in sex than usual?

...you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

...spending money got you or your family in trouble?

2. If you checked YES to more than one of the above, have several of these ever
happened during the same period of time? Please check 1 response only.

OO0 OO0 00 000000l O
OO0 OO0 00 0000000

3. How much of a problem did any of these cause you — like being able to work;
having family, money, or legal troubles; getting into arguments or fights?
Please check 1 response only.

ONo problem O Minor problem O Moderate problem OSerious problem

4. Have any of your blood relatives [ie, children, siblings, parents, grandparents, O O
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness O O
or bipolar disorder?

This questionnaire should be used as a starting point. It is not a substitute for a full medical evaluation.
Bipolar disorder is a complex illness, and an accurate, thorough diagnosis can only be made through
a personal evaluation by your doctor.

Adapted from Hirschfeld R, Williams J, Spitzer RL, et al. Development and validation of a screening instrument for bipolar spectrum
disorder: the Mood Disorder Questionnaire. Am J Psychiatry. 2000;157:1873-1875.




NOTICE OF PRIVACY PRACTICES
(Effective 10/15/15)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  THE PRIVACY OF YOUR MEDICAL INFORMATION IS IMPORTANT TO US.

Our Responsibilities 

Your protected health information includes records that we create and obtain when we provide you care, such as a record of your symptoms, examination, test results, diagnoses and treatments.  It also includes payment information related to your care.  The law requires us to keep your health information private in accordance with this Notice of Privacy Practices.  We are also required to provide you with a copy of this document, which contains our privacy practices, our legal responsibilities, and your rights concerning your health information.

Permitted Uses and Disclosures

Under federal law, we may use and disclose your health information without authorization for treatment, payment or health care operations.  Examples of such potential uses or disclosures are provided below:

· Treatment: Your health information may be used by or disclosed to any physicians or other health care providers involved with the medical services being provided to you.  We may also use your health information to manage or coordinate your treatment.

· Payment: Your health information may be used or disclosed in order to collect payment for the medical services provided to you.

· Health Care Operations: Your health information may be used or disclosed as part of our internal health care operations, such as quality of care audits, training programs, accreditation, certification, licensing or credentialing activities.

Other Uses and Disclosures without Authorization

While the following disclosures can be made without your consent or authorization, we will make our best effort to inform you when a disclosure is being made or there is an intention to do so.  

· Abuse, Neglect, or Domestic Violence: As required by law, we may disclose your health information to report suspected abuse, neglect, or domestic violence.

· Judicial and Administrative Proceedings: We may disclose your health information in the course of a judicial or administrative proceeding, in response to a subpoena or other orders required by law.

· Notification: We may use or disclose your health information to notify a family member or other person identified by you who is involved in for your care about your location, about your general condition, or about your death.  We will provide you an opportunity to object before disclosing any such information.  

· Public Safety: We may disclose your health information for public health purposes such as a serious and imminent threat to the health or safety of a person or the public.

· Required by Law: We may be required by federal, state, or local law to disclose your health information.

· Third party: We may disclose your health information to third parties with whom we contract to perform services on our behalf. If we do so, we will have an agreement with them to safeguard your information.

We will not disclose your health information for any reasons, except those described in this Notice of Privacy Practices, unless you provide us with written authorization to do so.  We may request an authorization to use or disclose your health information for any purpose, but you are not required to give authorization as a condition of your treatment.  Any written authorization from you may be revoked by you in writing at any time, but such revocation will not affect any prior authorized uses or disclosures.

Patient Rights

You have the following rights with respect to your protected health information.

· Requesting Restrictions: You have the right to request a restriction on limiting our use and disclosure of your health information.  We are not required to agree to your request, but if we do agree to it, we will abide by your request except as required by law, in emergencies or when the information is necessary to treat you.  To request a restriction, it must: 1) be in writing 2) describe the information that you want restricted 3) state if the restriction is limited to use or disclosure and 4) state to whom the restriction applies.

· Confidential Communications: You have the right to request that we communicate with you about your health information in a particular way or at a certain location, to maintain your confidentiality.  To request confidential communication, it must: 1) be in writing and 2) specify how or where you wish to be contacted.  We will accommodate all reasonable requests.  You do not have to give a reason for your request.

· Inspect and Copy: You have the right to inspect and obtain a copy of your health information.  To request to inspect or obtain a copy of your health records, it must be in writing.  We may charge a fee for record retrieval, copying costs, mailing and other supplies.  

· Amendment: You have the right to request amendment of your health information, if you believe that it is incorrect or incomplete.  To request an amendment, it must: 1) be in writing and 2) include a reason to support your amendment request.  Your request may be denied if it was not created by us, if we believe that the information is complete and accurate or if the information is not part of the medical information that you would be permitted to inspect or copy.  

· Accounting of Disclosure:  Under federal law, you have the right to request a list of the disclosures that we have made of your health information over the previous six years.  This right applies to disclosures other than treatment, payment, or healthcare operations as described in this Notice of Privacy Practices.  Your first request within a 12-month period is free, but we may charge for additional lists within the same 12-month period.  To request an accounting of disclosure, it must be in writing.

· Paper Copy of This Notice: You have the right to keep a paper copy of this Notice of Privacy Practices.  

· File a Complaint: If you believe that your privacy rights have been violated, you may file a complaint directly with us in writing.  You may also file a complaint with the Secretary of the Department of Health and Human Services.  You will not be penalized for filing a complaint.

This Notice of Privacy Practices and its terms may be revised as permitted or required by law.  We have the right to make the revised notices effective for information that we already have about you, as well as information we obtain in the future.  The updated Notice of Privacy Practices will be provided to you in paper copy.  

