The Haymount Institute for Psychological Services

Thank you for choosing the Haymount Institute.  Please fill out this packet out completely.  Do not leave any blanks. If something does not apply, please write NA.  
DEMOGRAPHICS
First Name: ____________________ MI: _____ Last: ______________________ Preferred Name: _______________
Street Address: ____________________________________________________________________________________ 
City_______________________________               State __________________                   Zip Code: ______________
Main Phone #: _____________________ ext. ______  (circle one)  home ~  work ~ mobile  Other: ________________
Sex:   Female     Male 


  
   Marital Status: Single ~ Married ~ Separated ~ Divorced ~ Widowed   
Race: Indian ~ Asian ~ Black ~ Hispanic ~ White ~ Other: ___________________   Ethnicity:  Hispanic ~ Non-Hispanic
SSN: ______-_____-_______  Date of Birth: _____/_____/______      Height:__________             Weight:__________ 
Smoking Status:  (  ) Never Smoker   (  ) Former Smoker  (  ) Current occasional smoker    (  ) Current every day smoker
Student Status: Full Time ~ Part Time ~ N/A       Does patient have an IEP?  Yes  ~  No         Grade: ____________

School Name: ______________________________________________________       Phone #: ___________________
Education Level: Less than HS Diploma ~ HS graduate/No college ~ Some college/Assoc degree ~ BA degree or higher 
Employer: ___________________________________________Status:  Full Time ~ Part Time ~ Self- Employed ~ N/A

Preferred Language: ________________________    
Home Email: ______________________________________ Work Email: ____________________________________
Emergency Contact: _________________________________ Relationship: ____________ Phone #: ______________

Who referred you?: _________________________________________________  Phone #: ___________________
Primary Care Physician: _________________________________________ Phone #: _______________________

Pharmacy: _____________________________________________________ Phone #: ______________________
Address: _____________________________________________________  City:  ___________________________
How would you like to be contacted for appointment reminders? (circle all that apply)

Email: __________________________         Phone:  ____________________
    Text: _____________________ 

NONE  (you will receive NO appointment reminders)
Any known Drug Allergies: ________________________________________________________________________

________________________________________________________________________________________________
The Haymount Institute for Psychological Services
GUARDIAN INFORMATION:
(Person/s Legally Responsible)

Child/ patient resides with:  Mother     Father      Both 
Other: ____________________________
Mother/ Guardian First Name: ___________________________ MI: _____ Last: ___________________________ 
Address: ________________________________________________________________________________________

DOB: _____/_____/________

SSN: ______-_____-______                  Cell # : ______________________
Father/ Guardian First Name: ____________________________ MI: _____  Last: __________________________
Address: ________________________________________________________________________________________

DOB: _____/_____/________

SSN: ______-_____-______                  Cell # : ______________________
If one parent does NOT have the right to access the patients information, we MUST have the court order on file that specifically states such. 

If you are not the biological parent but are the legal guardian, you MUST provide a copy of the court order stating such to be kept on file in the patients chart.

Thank you for your understanding. 
INSURANCE INFORMATION:
Please list all insurance policies that the patient carries.  Failure to do so may result in denial of your claims.  You will be billed for any services denied due to lack of providing your current insurance information.
Primary Insurance: ___________________________ Subscriber ID: _____________________ Group #: _________
Policy Holder Name: ____________________________________ SSN: _____-____-______  DOB: ____/____/_____
Address: ______________________________ Phone #: _______________  Relationship to patient: ______________
Secondary Insurance: _________________________ Subscriber ID: ____________________ Group #: ___________

Policy Holder Name (if different than above): __________________________________________________________
I have completed this document to the best of my knowledge.  All information is true to the best of my knowledge.  I agree to inform The Haymount Institute for Psychological Services of any changes that may occur to any of the above information before my next scheduled appointment.

____________________________________________________


_______________________________
Signature of Patient or Legally Responsible Person



Today’s Date

The Haymount Institute for Psychological Services
CONSENT FOR TREATMENT

I, _____________________________________, agree to undergo psychological evaluation and/or treatment at the offices of The Haymount Institute.  I understand that, with several exceptions, results of such evaluation and treatment are strictly confidential and will be released only to agencies or individuals specifically by me in writing.

All of our communication becomes part of the clinical record.  Most of our information is confidential, but may be disclosed without consent and reasons for disclosure; the following limitations and exceptions do exist; a) we are using your case records for the purposes of supervision, professional development, and research.  In such cases, to preserve confidentiality, we will identify you by your first name only; b) If we determine that you are a danger to yourself or someone else; c) You disclose abuse, neglect, or exploitation of a child, elderly, or disabled person; d) You disclose sexual contact with another mental health professional; e) If we are ordered by a court to disclose information; f) You direct us to release your records; or g) We are otherwise required by law to disclose information.

The Haymount Institute has permission from you to seek emergency care from a hospital or physician if needed

We assure you that our services will be rendered in a professional manner consistent with accepted legal and ethical standards.  If at any time for any reason you are dissatisfied with our services, please let us know.  If you wish to file a complaint against a North Carolina Licensed Professional Counselor, you may do so by placing that complaint in writing and sending it to the NCBLPC.  You may place your concerns in writing, citing the ACA ethical codes you believe to have been broken, and submit your letter to the board.  The address to send the complaint to is North Carolina Board of Licensed Professional Counselors, PO Box 1369 Garner, NC 27529.  For further information please refer to the website; http://www.Ncblpc.org/complaints.html
I have been offered a copy of The Haymount Institutes Privacy Practices and Client Rights prior to signing this document.  The Notice of Privacy describes the types, uses, and disclosures of my protected health information that may occur in my treatment or payment of my bills. Client Rights informs me of my rights as a patient.
A copy of the Notice of Privacy Practices and Client Rights for The Haymount Institute is located at the receptionist’s desk or in the waiting room.

The Haymount Institute reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised Notice of Privacy Practices by calling the office and requesting a revised copy be sent in the mail or asking at the time of my next appointment.

I do____ I do not_____ give permission to receive contact regarding appointment reminders
____________________________________________________________________________

Signature of Patient/Legal Guardian

               Printed Name of Patient/Legal Guardian

_______________________________________

Today’s Date

The Haymount Institute for Psychological Services, PLLC
ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES and CLIENT RIGHTS

By my signature below I, 





, acknowledge that I received a copy of the Notice of Privacy Practices and Client Rights for The Haymount Institute for Psychological Services, PLLC.
Signature of client (or personal representative)


Date

If this acknowledgment is signed by a personal representative on behalf of the client, complete the following:

Personal Representative’s Name:  


Relationship to Client:  


For Office Use Only

I attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

· Individual refused to sign

· Communications barriers prohibited obtaining the acknowledgement

· An emergency situation prevented us from obtaining acknowledgement

· Other (Please Specify)

This form will be retained in your medical record.  

(This Form is educational only, does not constitute legal advice.)
The Haymount Institute for Psychological Services
FINANCIAL POLICY
Thank you for choosing The Haymount Institute as your mental health provider.  We are committed to your emotional health and wellbeing.  Please understand that payment of your bill is considered a part of your treatment.  The following is a statement of our Financial Policy which we require you to read and sign prior to any treatment.  All patients must complete our Information and Insurance form before seeing the assigned provider.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE

We accept: Cash, Personal Checks, Debit Cards, MasterCard, Visa, American Express, and Money Orders.

Regarding Insurance:  We may accept assignment of insurance benefits, however, we do request deductibles, co-insurance and co-payments to be paid at the time of service.  The balance is your responsibility whether your insurance company pays or not.  We cannot bill your insurance company unless you give us your current insurance information.  Your insurance policy is a contract between you and your insurance company, we will require a pre-approved payment plan or a credit card with authorization to bill that account for the balance.  If your insurance company has not paid your account with 30 days, you will be requested to call them to have your claims processed.  Please be aware that some, and perhaps all, of the services provided may be non-covered services and not considered reasonable and necessary under the Medicare Program and/or other medical insurance.

Usual and Customary Rates:  Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area.  You may be responsible for payment regardless of your insurance company’s arbitrary determination of usual and customary rates. Haymount Institute offers an optional Expedite Fee which will allow patients with a need for reports to be generated under stringent time constraints the ability to receive the report within 2-5 days.  This is an optional fee, and is not required to receive a copy of the report.  Rather, it is intended to give each patient equal priority with regard to completion of test reports.  Currently, the Expedite Fee is $100, and cannot be billed to your insurance. .  It must be paid on or before the patients last date of testing.    If you wish to have a report expedited, this optional fee can be paid to the front desk upon your request. 
Minor Patients:  Minors (for purposes of this paragraph, minors are those persons under the age of 18) will not be seen unless (a) accompanied by a parent or guardian, (b) we have a pre-authorized payment agreement, (c) under certain specific mental health treatment plans required by law.  The parents (or guardians) are responsible for the payment of services provided.

Missed or Late Cancelled Appointments:  Unless cancelled 24 hours prior to your appointment, our policy is to charge for missed or late cancelled appointments at the rate of $50.00 for counseling appointments.  If the appointment was for Psychological Testing the rate will be $50.00 per hour. If three or more appointments are missed or late cancelled, you may be required to obtain services from another provider.   Please help us serve you by keeping your scheduled appointments.

Check Policy:  A $27.00 return check fee will be assessed to your account for every check returned to The Haymount Institute for insufficient funds.  Patients who issue two checks that are returned for “non-sufficient funds” will be required to make all payments by cash, money order, credit or debit card.

Collections Policy:  We reserve the right to turn any patient over to a collection agency if it is deemed that the account is in default of payment obligations or for noncompliance with this policy.  Should your account be turned over to a collection agency, you will be responsible for a $35.00 collection fee.  Patients who have previously been in collections will be required to pay old balances in full for all future visits at the time of service.  Patients who do not comply with this policy may be dismissed from the practice.  Only emergency care will be provided for a 30 day grace period following dismissal from the practice.

Thank you for understanding our Financial Policy.  Please let us know if you have any questions or concerns.
I have read the Financial Policy.  I understand and agree to this Financial Policy:

________________________________________

______________________________

Signature of Patient







Date

(If patient is a minor, Parent/Guardian Signature)
The Haymount Institute for Psychological Services
INSURANCE POLICY

All insurance receipts must present their current insurance card and picture ID at the time of service.  If you do not have your insurance card, you will be considered a self-pay patient.

If you have insurance that is primary with Medicaid or Medicare as secondary, you must provide this information at the time of service.  If you fail to disclose your primary insurance, your claim will be denied.  Patients will be responsible for all charges incurred prior to the presentation of their insurance card.  We do NOT file claims for services provided after the services have been rendered.  (All services not covered by your insurance company will be due at the time of service.  It is your responsibility to know the provisions of your policy.)  Please notify this office as soon as possible of any changes in your insurance coverage or change of insurance carriers.  If your insurance company has not paid their portion of your claim within 30 days, we request that you contact them to avoid further delays in payment.  Picture identification utilized for ID purposes only.
I fully understand the Insurance Policy and agree to abide by these policies.

_____________________________________________
______________________________

Signature of responsible party





Date
APPOINTMENT POLICY
This office has a 24 hour cancellation policy.  By signing this form you understand and agree to the following policy:

1. As a courtesy to you, our staff will attempt to confirm your scheduled appointment 24 to 48 hours prior to the appointment.  It is your responsibility to provide this office with correct telephone numbers where we can reach you.

2. Unless cancelled 24 hours prior to your appointment, our policy is to charge for missed or late cancelled appointments at the rate of $50.00 for counseling/ medication management appointment.  If the appointment is for Psychological testing the rate will be $50.00 per hour.  If three or more appointments are missed or late cancelled, you may be sent a termination letter.

3. You agree to telephone at 24 hours in advance if you are unable to keep your appointment.

4. If you arrive more than 15 minutes late for a scheduled appointment you may be asked to reschedule.

____________________________________________________________________________

Patient or Guardian’s Signature





Date

*** PLEASE NOTE: Patients under the age of 18 will only be seen when accompanied by a parent, legal guardian or another adult with a letter giving us permission for treatment of the minor from the parent/guardian.

          The Haymount Institute for Psychological Services
I understand that it is the policy of The Haymount Institute that a minor (a child under the age of 18) be accompanied to every appointment and that a parent or guardian remain on the premises during the time that the child is being seen by a doctor or therapist. I agree that if I am unable to remain on site during my child’s appointment, I will make arrangements or have a responsible adult stay on the premises while my child attends his/her appointment. In addition, if I am at The Haymount Institute to see a doctor or therapist and I bring minors with me, I understand that I must make arrangements to have a reliable adult stay in the waiting room with my child while I attend my appointment. 

____________________________

_____________________

Signature of Parent/Legal Guardian


Date

     THERAPEUTIC/ GROUP 

HOME CHILD REGISTRATION
(This section must be completed if child is in a Therapeutic/Group Home)

Name of Therapeutic/Group Home: ____________________________________________


Phone No for Home: ___________________________________________________

Contact Person at Home: ____________________________________________________


Cell No for Contact Person: _____________________________________________

Current School Child is Attending: _____________________________ Grade: _________

Name of Residential Agency: _____________________________ Phone No: ___________

Name of DSS Worker: __________________________________County: _____________


Phone No: ___________________________________________________________

Mental Health Case Manager: ____________________________ Phone No: ___________

Probation Officer: _____________________________________ Phone No: ___________

Guardian AdLitem: ____________________________________ Phone No: ___________

The Haymount Institute for Psychological Services
CONFIDENTIAL

Name of Client:  __________________________________________________ Age: ___________________

Presenting Problem(s): _____________________________________________________________________

_________________________________________________________________________________________

When and how the condition started: _________________________________________________________

_________________________________________________________________________________________

Current Symptom Checklist (Rate symptoms currently present)
0- Not at all
1- Once or Twice
2- Several Times
3- Often
4- Most of the Time
5- Always
	Feeling Depressed:

	
	Feeling a pressure to keep talking:
	

	 Difficulty in falling asleep
	
	Hearing voices when no one else is around:
	

	Frequent waking up
	
	Seeing things that are not there:
	

	Feeling unusually tired:
	
	Paranoia:
	

	Lacking interest in things previously enjoyed
	
	Memory problem:
	

	Difficulty focusing on task:
	
	Obsessions/ Compulsions:
	

	Feeling guilty:
	
	Bingeing/ Purging:
	

	Feeling hopeless:
	
	Laxative/ Diuretic abuse:
	

	Excessive Anxiety:
	
	Anorexia:
	

	Panic Attacks:
	
	Behavior problems/ Acting Out:
	

	Social Anxiety:
	
	Sexual Dysfunction:
	

	Excessive mood changes:
	
	Self-Mutilation:
	

	Easily irritated:
	
	Dream about Abuse/ Trauma
	

	Getting angry easily:

	
	Easily Startled
	

	Feeling a lot of energy as if no need to sleep:
	
	Vivid recall/ Relive previous trauma/abuse
	


Suicidal thoughts:     {    }  yes     {    } no
If yes, any plan:  {    } yes    {    } no

Appetite:   {    } decreased     {    } increased
Weight:    {    } loss     {    } gain; How much: _____lbs.
Dream about Abuse/Trauma 
{    }  yes      {    } no
Vivid recall/Relive previous trauma/abuse

{    }  yes      {    } no
Any family member that has mental illness or drug problems: ____________________________________

_________________________________________________________________________________________

Any delay in walking or talking in childhood:  {    }  yes      {    } no

Any diagnosis of ADHD in childhood:    {     }  yes      {    } no

Attended special education class:     {    }  yes         {    }  no

Any abuse:
{    } physical

{    } emotional 
{    } verbal

{    } sexual


If yes, any   {    } nightmare

{    } flashback
{     } avoidance behavior
Goal in life: ______________________________________________________________________________

Any major medical condition(s):  {    } Heart Disease
{    } Diabetes

{    } High Cholesterol

{    } Liver Disease
{    } Eating Disorder

{    } Major Head Injury
{    } Seizure Disorder

{    } Thyroid Disorder
{    } Sleep Apnea
{    } Others: ____________________________________

Use of Alcohol:  {    }  yes      {    } no
If yes, how much? ______________ How Often? ____________

{    } shakes
{    } blackouts
{    } DWI
{    } DT
{    } any rehab treatment

Use of Illicit Drugs:  {    }  yes      {    } no
If yes, how much? ______________ How Often? ____________

Abuse of Prescription Medications:  {    }  yes      {    } no   If yes, what medication? ___________________

Use of Tobacco:  {    }  yes      {    } no
If yes, how much? ______________

List all Medications:


__________________________
_____________________________

_________________________
__________________________
_____________________________

_________________________
__________________________
_____________________________

Anything else that you think your Physician/ Therapist should know about you:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

