ARKANSAS PSYCHOTHERAPY CENTER
PATRICIA A. SCOTT, MSW, LCSW, PA

NEW PATIENT INFORMATION
PLEASE FILL OUT COMPLETELY
DATE: _________________  Who may we thank for referring you? ___________________

NAME: ___________________________________ AGE: _________ DOB: ______________

SSN: ____________________________ GENDER: MALE/FEMALE

ADDRESS: ___________________________________________________________________

CITY/STATE/ZIP: ____________________________________________________________

HOME PHONE: _______________WORK: __________________CELL: _______________

YOUR DRIVER’S LICENSE NUMBER & STATE: ________________________________

REFERRING PHYSICIAN AND PHONE: ________________________________________

FAMILY PHYSICIAN AND PHONE: ____________________________________________

EMPLOYER: __________________________________ PHONE: ______________________

EMPLOYER ADDRESS: _______________________________________________________

SPOUSE’S NAME (or parent if minor child): ______________________________________

SPOUSE’S SSN (or parent if minor child): _________________________________________

SPOUSE/PARENT’S EMPLOYER: ______________________________________________

SPOUSE/PARENT’S EMPLOYER ADDRESS: ____________________________________

CITY/STATE/ZIP: ____________________________________________________________

NEAREST RELATIVE (not living with you): ______________________________________

ADDRESS: ___________________________________________________________________

CITY/STATE/ZIP: ___________________________ PHONE: _________________________

IN CASE OF EMERGENCY, CONTACT: ________________________________________

ADDRESS: ___________________________________________________________________

PHONE: _________________________________ RELATIONSHIP: ___________________

INSURANCE COMPANY: _____________________________________________________

POLICY NO: ___________________________ GROUP NO:__________________________

NAME OF INSURED: ____________________________ DOB: _______________________
SECONDARY INSURANCE: ___________________________________________________

POLICY NO: ___________________________ GROUP NO: _________________________

NAME OF INSURED: ____________________________ DOB: _______________________
RESPONSIBLE PARTY INFORMATION:

NAME OF RESPONSIBLE PARTY:______________________________________________

RELATIONSHIP TO PATIENT: ________________________________________________

ADDRESS: ___________________________________________________________________

CITY/STATE/ZIP: ________________________ PHONE: ____________________________

DRIVER’S LICENSE NUMBER & STATE: _______________________________________

DOB: ____________________________ SSN: _______________________________________
NAME OF BANK: _________________________ Account no: ________________________

IS THIS A WORK RELATED ILLNESS?  Yes/no   DATE of ACCIDENT: _____________

WORKER’S COMP CARRIER: _________________________________________________

MOTOR VEHICLE ACCIDENT:  yes/no DATE of ACCIDENT: ____________________

NAME OF INSURANCE CARRIER: _____________________________________________

POLICY OR CLAIM NUMBERS:________________________________________________

CONTACT PERSON: ___________________________ PHONE: ______________________

Arkansas Psychotherapy Center
Patricia A. Scott, LCSW, PA
Acknowledgment of Receipt of Notice of Privacy Practice
(to be filed in patient's medical records)

1 have been presented with a copy of the Notice of Privacy Practices, detailing how my health information may be used and disclosed as permitted under Federal and State law, and outlining my lights regarding my health information.
SIGNED: __________________________________________Date: _________________________
Relationship (if.not signed by patient): ______________________________________________
I wish to place the following restrictions on disclosure of my health information: ___________

___________________________________________________________________________
Internal Use Only
If patient/patient's representative refused to sign acknowledgment, please document date and time notice was presented to patient and sign below.
Presented on (date):

By (name and title):

New Patient Consent to the Use and Disclosure of Health Information for    Treatment, Payment, or Healthcare Operations for Patricia A. Scott, 

                  LCSW, PA (dba Arkansas Psychotherapy Center)      
I, 
, understand that as a part of my health care, Patricia A. Scott, LCSW, PA originates and maintains paper and/or electronic records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as:
· A basis for planning my care and treatment,
· A means of communication among the many health professionals who contribute to my
care,
· A source of information for applying my diagnosis and surgical information to my bill
· A means by which a third-party payer can verify that services billed were actually
provided, and
· A tool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals
I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures. I understand that I have the following rights and privileges:
•
The right to review the notice prior to signing this consent,
•
The right to object to the use of my health information for directory purposes, and,

      •    The right to request restrictions as to how my health information may be used or
disclosed to carry out treatment, payment, or health care operations
I understand that Patricia A. Scott, LCSW, PA is not required to agree to the restrictions requested. I understand that I may revoke this consent in writing, except to the extent that the organization has already take action in reliance thereon. I also understand that by refusing to sign this consent or revoking this consent, this organization may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.
I further understand that the Patricia A. Scott, LCSW, PA reserves the right to change their notice and practices and prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations. Should the Arkansas Psychotherapy Center change their notice, they will send a copy of any revised notice to the address I've provided (whether U.S. mail or, if I agree, email).
I wish to have the following restrictions to the use or disclosure of my health information:

_______________________________________________________________________________       I understand that as a part of this organization's treatment, payment, or health care operations, it may become necessary to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, including disclosures via fax.

I fully understand and accept / decline the terms of this consent.

PATIENT'S SIGNATURE: _________________________________________
Date: _________________________
FOR OFFICE USE ONLY   [   ] Consent received by:
[   ] Consent refused by patient, and treatment refused as permitted
[   ] Consent added to the patients medical record on
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Arkansas Psychotherapy Center 

    Patricia A. Scott, LCSW, PA
               Phone contact form
Date: _________________________________
Name: __________________________________________________________
Phone number/s: ____________________________________________________________
I understand that Patricia Scott, LCSW, PA may leave messages for appointment purposes and/or to reach me, or to return my calls at the above numbers.
SIGNATURE: ________________________________________________________

MEDICAL HISTORY
Pneumonia/Tuberculosis:  YES/NO

When: ____________________________________

Gallstones: YES/NO

When: ________________________________________________

Kidney Stones:  YES/NO       When: ________________________________________________

Back pain:  YES/NO
What kind? __________________________________________________

Back injury:  YES/NO  When: ________________ Ulcers:  YES/NO   When: _______________   

Heart Attack/Heart Disease:  YES/NO
When: ____________________________________

High Blood Pressure:  YES/NO


Low Blood Pressure:  YES/NO

Epilepsy/Seizures:  YES/NO

When: __________________________________________

Strokes:  YES/NO     When: ________________  

Mental/Nervous Disorders:  YES/NO
When: ____________________________________

Alcoholism:  YES/NO   Actively Drinking? _______________When: _____________________

Cancer:   YES/NO
What kind? ________________
When: ________________________

Asthma/COPD/Chronic Bronchitis:   YES/NO 
When: ______________________________

Concussion/Head Injury:   YES/NO
    How? _________________ When: _________________

Migraines:  YES/NO
   How often: _______________ Age began? _______________________

Hypoglycemia: YES/NO  When: ______________  Diabetes:  YES/NO   When: _____________

Hypothyroidism:  YES/NO

Hyperthyroidism:  YES/NO

Liver Disease:  YES/NO
What kind? _________________ When: ____________________

Irritable Bowel Disease:   YES/NO
When: __________________________________________

Sexually Transmitted Diseases:  YES/NO   What kind? ______________  When: ____________

Arthritis:  YES/NO
What kind? _________________  When: __________________________

Other (describe): _______________________________________________________________

SURGICAL HISTORY:
Please list all surgeries you have had, including the date of surgery, or any you are scheduled to have: ______________________________________________________________________________________

HABITS/HOW MUCH PER DAY:
Sleep (describe):________________________________________________
Tobacco (list type used): ___________________________________________
Alcohol (list type used): ______________________________________________

Coffee:________________________________________________________
Tea: ________________________________________________________________
Soft Drinks:____________________________________________________
Controlled Substances (list type used): ________________________________

_______________________________________________________________

ALLERGIES:

List all allergies you have had to any medications, including the medication and your reaction to it:
_________________________________________________________________________________________________
MEDICATIONS (INCLUDE OVER-THE-COUNTER):
MEDICATION:         LENGTH OF USE:         TAKEN FOR:         HOW OFTEN?
1.__________________________________________________________________________
2.__________________________________________________________________________
3.__________________________________________________________________________
4.__________________________________________________________________________
5. _________________________________________________________________________
6. _________________________________________________________________________
7. _________________________________________________________________________
Arkansas Psychotherapy Center
Patricia A. Scott, MSW, LCSW, PA
Informed Consent for Treatment
I give consent for evaluation and treatment to be provided for myself/my child:

I am aware that the practice of Psychotherapy is not an exact science and that results cannot be guaranteed. No promises have been made to me about the results of treatment.
The risks, benefits, side effects, and alternatives of treatment as well as the consequences of non-compliance with treatment have been discussed with me and I have had the opportunity to ask questions.
I understand that I need to provide accurate information about myself to my clinician so that I will receive effective treatment. I also agree to play an active role in my treatment process.
I understand that I may terminate treatment at any time.
My signature below shows that I understand and agree with all of the above statements. I have had the opportunity to ask questions about the treatment process. If the client is a minor or has a legal guardian appointed by the court, the client's parent or legal guardian must sign this consent.
SIGNATURE of Patient or Parent/Guardian:__________________________________

Printed Name: _______________________________ Date: __________________
Relationship to Patient (if applicable): ___________________________________
Witness Signature: _______________________________Date: ______________
Arkansas Psychotherapy Center
Patricia A. Scott, MSW, LCSW, PA
Date:

Name:
_____________________________
Current Medications: ___________________________________________

______________________ Family Physician:________________________
Marital Status (Circle): M  W  D  S  Children/ages:  PLEASE CHECK ALL THAT APPLY


_______ LOW ENERGY LEVEL/FATIGUE
______ TROUBLE FALLING/STAYING ASLEEP
_______ SLEEPING TOO MUCH/TOO LITTLE
______ RECENT LOSS OF LOVED ONE
 ______ ANXIETY
______ EXCESSIVE WORRY 
______ FEELINGS OF HIGH OR LOW 

______ PROBLEMS WITH CONCENTRATION OR MEMORY
______ IRRITABILITY 

______ HOPELESSNESS

______ CRYING/HOW OFTEN:  DAILY_______ WEEKLY_______
_______ RECENT WEIGHT LOSS/GAIN 
_______ LOSS OF INTEREST IN HOBBIES/ACTIVITIES
_______ EASILY DISTRACTED
______ LOW SELF-ESTEEM
______ COMPULSIVE SPENDING/GAMBLING
______ RACING THOUGHTS/RUMINATING (thinking of same things over & over)
______ ALCOHOL USE PER WEEK _____________
_______ DRUG USE PER WEEK __________

______ SHORTNESS OF BREATH  

______ POUNDING HEART  

______ CHOKING SENSATIONS  

______ PANICKY FEELINGS      

______ DISCOMFORT IN SOCIAL SETTING  

______ FEAR OF CROWDS, SMALL AREAS, LEAVING THE HOUSE
______  REPETITIVE BEHAVIORS, SUCH AS CHECKING, WASHING HANDS 
 ______ INTRUSIVE OR UNWANTED THOUGHTS  

_______ NIGHTMARES OR FLASHBACKS

_______ ANGRY OR HOSTILE FEELINGS
_______ FEELINGS OF BEING OUT OF CONTROL
_______ PREOCCUPATION WITH BODY IMAGE
_______ FEAR OF DEATH OR DISEASE 

_______ RECENT ILLNESS
_______ SUICIDAL THOUGHTS
_______ ABUSE: PAST OR PRESENT
_______   RECENT OR PAST TRAUMA
_______ FAMILY HISTORY OF DEPRESSION, ANXIETY, OTHER MENTAL DISORDER
AUTHORIZATION, RELEASE OF INFORMATION, RELEVANT POLICIES
By signature below, I certify that I have read and understand the following questions and have answered them truthfully and correctly to the best of my knowledge.
1) I hereby authorize the release of any information necessary, contained in the records of
Patricia A. Scott, LCSW, PA (DBA AR Psychotherapy Center or APC), including the diagnosis, any and all records of treatment or examination rendered to me or my child, to third parties and/or relevant health practitioners. I authorize and request that my insurance company pay all benefits directly to APC. I understand that my insurance carrier may pay less than the actual bill for services rendered and agree to be responsible for payment of all services rendered on my behalf, or behalf of my dependents, regardless of their payment.
2) Further, I understand that my agreement with my insurance company is between myself
and the insurance company and that I am responsible for any/all charges incurred by the
provider, including but not limited to: all co-pays, co-insurances, unmet deductibles, denied
insurance payments/claims, disability/other paperwork written on my or my child's behalf.
3) In the event that I’m unable to make my scheduled appointment, I agree to provide a 24 hour cancellation notice with the following exceptions (by noon on Friday if the appointment is Monday & noon on day prior to appointment if you’re appointment is noon or later & noon on Thursday if your appointment is on Saturday). I understand that a $75.00 broken appointment fee will be charged and expected by my next appointment. ______________ INITIAL PLEASE.
4) Should you have any concern regarding services provided at AR Psychotherapy Center,
please feel free to contact any staff member for assistance, or set up an appointment to speak
directly with Patricia Scott. We will make every effort to resolve your concern quickly.
If you wish, please print the name of any of the following individuals you authorize to communicate and/or release information to/with our office. THIS FORM MUST BE SIGNED IN ORDER TO BE SEEN.
Spouse: ____________________________________________________________________________
Parent/Stepparent/Grandparent: _____________________________________________________
Doctor/Clinic:__________________________________________________________________
Non Custodial Parent: ______________________________________________________________
Employer/Other:__________________________________________________________________
________________________________________________________________________________
PATIENT/CLIENT/PARENT/RESPONSIBLE PARTY SIGNATURE

DATE


Patricia A. Scott, LCSW,PA (DBA AR Psychotherapy Center) Notice of Privacy Practices Effective April 11, 2005 (4/13/03)
This notice describes how medical information about you may be used and how you can get access to this information. Please review it carefully.

Our Promise to you, Our Patients: your information is important and confidential. Our ethics and policies require that your information be held in strict confidence.
Introduction:
We maintain protocols to ensure the security and confidentiality of your personal information. We have physical security in our building, passwords to protect databases, compliance audits, and virus/intrusion detection software. Within our practice, access to your information is limited to those who need it to perform their jobs.
At the office of Arkansas Psychotherapy Center, we are committed to treating and using protected health information about you responsibly.   This Notice of Privacy Practices describes the personal information we collect, and how and when we use or disclose that information. It also describes your rights as they relate to your protected health information. This Notice is effective April 14, 2003, and applies to all protected health information as defined by federal regulations. Understanding Your Health Record:
Each time you visit AR Psychotherapy Center, a record of your visit is made. Typically, this record contains your symptoms, examination and test results diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, serves as a: basis for planning your care and treatment; means of communication among the many health professionals who contribute to your care; legal document describing the care you received; means by which you or a third-party payer can verify that services billed were actually provided; tool in educating health professionals; sources of data for medical research; source of information for public health officials charged to improve the health of the state and nation; source of data for our planning and marketing; and tool by which we can assess and continually work to improve the care we render and outcomes we achieve. Understanding what is in your record and how your health information is used helps you to ensure its accuracy; better understand who, what, when, where, and why others may access your health information; and make more informed decisions when authorizing disclosure to others. Your Health Information Rights:
Although your health record is the physical property of Patricia Scott, LCSW, PA, the information belongs to you. You have the right to: obtain a paper copy of this notice of privacy policies upon request; inspect and obtain a copy of your health record as provided by 45 CFR 164.524 (reasonable copy fees apply in accordance with state law); amend your health record as provided by 45 CFR 164.526; obtain and accounting of disclosures of your health information as provided by 45 CFR 164.522(b); and request a restriction on certain uses and disclosures of your information as provided by 45 CFR164.522(a) (however, we are not required by law to agree to a requested restriction). Our Responsibility:
Our practice is required to: Maintain the privacy of your health information; provide you with this notice as to our legal duties and privacy practices with respect to information we collect and maintain about you; abide by the terms of this notice; notify you if we are unable to agree to a requested restriction and; accommodate reasonable requests you may have to communicate your health information.
We reserve the right to change our practices and to make the provisions effective for all protected health information we maintain. We will keep a posted copy of the most current notice in our facility containing the effective date in the top, right-hand comer. In addition, each time you visit our facility for treatment, you may obtain a copy of the current notice in effect upon request.
We will not use or disclose your health information in a manner other than described in the section regarding Examples Of Disclosure For Treatment, Payment, And Health Operations, without your written authorization, which you may revoke as provided by 45 CFR 164.508(b)(5), except to the extent that action has already been taken. For More Information Or To Report A Problem:
If you have questions and would like additional information, you may contact our practice's Privacy Officer, Patricia Scott, LCSW, PA at (501) 834-2727. If you believe your privacy rights have been violated, you can either file a complaint with Patricia Scott, LCSW, PA or with the Office for Civil Rights, U.S. Department of Health and Human Services (OCR). There will be no retaliation for filing a complaint with either our practice or the OCR. The address for the OCR regional office for Arkansas is as follows:
Office for Civil Rights
U.S. Department of Health and Human Services 1301 Young Street, Ste. 1169 Dallas, TX 75202
Examples Of Disclosures For Treatment, Payment, And Health Operations: We will use your health information for treatment
We may provide medical information about you to health care providers, our practice personnel, or third parties who are involved in the provision, management, or coordination of your care. For example:
Information obtained by a nurse, physician, or other members of your health care team will be recorded in your record and used to determine the course of treatment that should work best for you. Your medical information will be shared among health care professionals involved in your care. We will also provide your physician(s) or subsequent health care provider(s) (when applicable) with copies of various reports that should assist them in treating you.
We will use your health information for payment We many disclose your information so that we can collect or make
payment for the health care services you receive
For example: if you participate in a health insurance plan, we will disclose necessary information to that plan to obtain payment
for your care.
We will use you health information for regular health operations.
We mat disclose your health information for our routine operations. These uses are necessary for certain, administrative,
financial, legal, and quality improvement activities that are necessary to run our practice and support the core functions. For
example: Members of the quality improvement team may use information in your health record to assess the care and outcomes
in your case and others like it. This information will then be used in an effort to continually improve the quality and effectiveness
of the healthcare and service we provide and to reduce healthcare costs.
Appointment Reminders- We may disclose medical information to provide appointment reminders (e.g., contacting you at the
phone number you have provided to us and leaving a message as an appointment reminder) precedents- Consistent with
applicable law, we may disclose health information to a coroner, medical examiner, or funeral director.
Workers Compensation-We may disclose health information to the extent authorized by and necessary to comply with laws
relating to workers compensation or other similar programs established by law.
Public Health- As required by law, we may disclose your health information to public health or legal authorities charged with
preventing or controlling disease, injury, or disability.
Research- We may disclose information to researchers when their research has been approved and the researcher has obtained a
required waiver from the Institutional Review Board/Privacy Board, who has reviewed the research proposal.
Organ Procurement Organizations- Consistent with applicable law, we may disclose health information to organ procurement
organizations or other entities engaged in the procurement, banking, or transplantation of organs for the purpose of donation and
transplant.
As Required By Law-We may disclose health information as required by law. This may include reporting a crime, responding to
a court order, grand jury subpoena, warrant, discovery request, or other legal process, or complying with health oversight
activities, such as audits, investigations, and inspections, necessary to ensure compliance with government regulations and civil
rights laws.
Specialized Govt Functions- We may disclose health information for military and veterans affairs or national security and
intelligence activities.
Business Associates There are some services provided in our organization through contacts with business associates. Some
examples are billing or transcription service we may use. Due to the nature of business associates' services, they must receive
your health information in order to perform the jobs we've asked them to do To protect your health information, however, when
these services are contract we require the business associate to appropriately safeguard your information.
Practice Marketing- We may contact you to provide information about treatment alternatives or other health-related benefits and
services that may be of interest to you (for example, to notify you of any new tests or services we may be offering).
Food and Drug Administration FDA)-We may disclose to the FDA health information relative to adverse events with respect to
food, supplements, product defects, or post marketing surveillance information to enable product recalls, repairs, or
replacements.
Personal Representative-We may use or disclose information to your personal representative (person legally responsible for your
care and authorized to act on your behalf in making decisions related to your health care).
To Avert A Serious Threat To Health/Safety- We may disclose your information when we believe in good faith that this is
necessary to prevent a serious threat to your safety or that of another person. This may include cases of abuse, neglect, or
domestic violence.
Communications With,Family
Unless you object/.health professionals, using their best judgment, may disclose to a family member or close personal friend health information relevant to that person's involvement in your care or payment related to your care. We may notify these individuals of your location and general condition.
Disaster Relief Unless you object, we may disclose health information about you to an organization assisting in a disaster relief
effort.
..  - •„_-—•"   '
For all non-routine operations, we will obtain your written authorization before disclosing your personal information. Ir addition, we take great care to safeguard your information in every way that we can to minimize any incidental disclosures.
Effective Date April 11, 2005
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