Nowlin Psychiatric Clinic, P.C.
Adult Intake Information

Name_____________________________Date________Gender____Age____DOB________
Address__________________________________City/State/Zip______________________
Phone Home____________________Work___________________Cell__________________
SS#_____________________________Employer____________________________________
Occupation _________________________________Marital Status_____________________
Email Adddress_______________________________________________________________
Emergency Contact Name ___________________________Relationship________________
Phone Home_____________________Work________________________________________
Primary Care Physician______________________Phone_____________________________
Last seen by Physician.  Month/year ________________for__________________________
Current Medical Conditions_____________________________________________________
CurrentMedications/dosages______________________________________________________________________________________________________________________________________________________________________
Who Referred you to this office: __________________________________________

Insurance Information
Name of Policy Holder ____________________________Policy Holder birthdate________
ID #_____________________________Employer____________________________________
SS number of Holder___________________________________________________________
Insurance Carrier______________________________________________________________
Address of Insurance Carrier_______________________________________________________________________
Phone # on Insurance Card_____________________________________________________

I understand that appointments are my responsibility and that I will be charged for missed appointments and appointments not canceled at least 24 hours in advance of the appointment.  I also understand that my insurance company cannot be billed for missed appointments.

Treatment Consent:   I consent to psychiatric consultation/evaluation and treatment (including medication, if indicated.)  Treatment, if indicated will be discussed and accepted by me.  If I have any questions or concerns, I will discuss them with my provider:

Signature_______________________________________ Date_______________________
Assignment of Benefits   I authorize payment of insurance benefits for services rendered to Nowlin Psychiatric Clinic, P.C

Signature _______________________________________Date _________________________
NOWLIN PSYCHIATRIC CLINIC P.C.

INFORMED CONSENT

I understand that care is a cooperative effort between me and my provider.  I will work with my provider in a cooperative manner to resolve my difficulties.

I understand that confidentiality of records and information about me is protected by state and federal laws.  I also understand that state and local laws require the provider to report all cases of physical or sexual abuse or neglect of minors or elderly and cases in there exists a danger to self and/or to others.

I understand that I have chosen to receive services voluntarily and that I may terminate care at any time.  I will discuss any concerns I have with my provider.

I understand that during my care, material may be discussed which will be upsetting in nature and this may be necessary to help me resolve my problems.
I have read and understand the HIPPA Notice of Privacy Practices

______________________________________________   ____________________________________
Signature of Patient/Legal Guardian                              Date

FINANCIAL INFORMATION

AS OF 08/26/16, IF YOU MISS AN APPOINTMENT WITHOUT CANCELLING BEFORE 4:00 PM THE BUSINESS DAY PRIOR TO YOUR APPOINTMENT YOU WILL BE CHARGED A $60 FEE. MISSED APPOINTMENTS ARE NOT COVERED BY INSURANCE COMPANIES THEREFORE THE CHARGES WILL BE YOUR RESPONSIBILITY.

Some managed mental health programs involve a co-payment.  It is your responsibility to determine whether services are covered under your plan and to pay any charges not covered.

In addition, current insurance guidelines state that the duration of standard office visits vary with the services provided, and their reimbursements are based on that length of time. Should additional time be needed, you may be subjected to additional charges.

The following services are generally not covered by insurance benefits: extended telephone calls (over 5 minutes), letters, reports, copies of medical records and faxes.  Should you require any of these services, you will be charged an additional fee.  The fee may vary depending on the request.

ALL COPAYS MUST BE PAID AT THE TIME OF THE APPOINTMENT
I HAVE READ AND UNDERSTAND THE ABOVE:

________________________________________________  _____________________________
Signature of Patient/Legal Guardian                                Date
