WASHINGTON BEHAVIORAL HEALTH, PC
1954 Opitz Blvd      Woodbridge,  VA     22191

                                                                                 Ph:  (703) 492-2924     Fax: (703) 492-2925

All information on this form is strictly confidential
	PATIENT INFORMATION

	Patient’s last name:      
	
	
	First:      
	M:      

	Social Security no.:
	Birth date:
	Sex:    M  FORMCHECKBOX 
     
            F  FORMCHECKBOX 

	Marital status :  S  FORMCHECKBOX 
     M FORMCHECKBOX 
      D FORMCHECKBOX 
     W FORMCHECKBOX 
  

        Non-married committed relationship   FORMCHECKBOX 
                                  

	 Occupation:       
	Employer:          

	Street address:
	City      
	State:  
	ZIP Code:      

	Home phone no.: (     )      
May we leave a message on this phone:  Y  FORMCHECKBOX 
    N FORMCHECKBOX 
      
	Cell phone no:  (     )      
May we leave a message on this phone:  Y  FORMCHECKBOX 
    N FORMCHECKBOX 
      
	Work phone  no: (     )      
May we leave a message on this phone:  Y  FORMCHECKBOX 
    N FORMCHECKBOX 
      

	IN CASE OF EMERGENCY

Name of local friend or relative:

Relationship to patient:

Contact phone no.:

     
     
(     )      


	INSURANCE INFORMATION

(WE WILL NEED TO COPY YOUR INSURANCE CARD.)

	PRIMARY Insurance Company Information

	Primary Insurance Company Name:     
	Identification No:     
	Group No:     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	IF SUBSCRIBER IS OTHER THAN PATIENT:

	Subscriber Name:     

	Subscriber’s S.S. no.:     
	Birth date:     
	Sex:
	Relationship:     

	SECONDARY Insurance Company Information

	Secondary Insurance Company Name:     
	Identification No:     
	Group No:     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	IF SUBSCRIBER IS OTHER THAN PATIENT:

	Subscriber Name:     
	Subscriber’s S.S. no.:     
	Birth date:     
	Sex:
	Relationship:     

	Assignment of Benefits. I authorize my insurance benefits be paid directly to Washington Behavioral Health, PC.  I understand that I am financially responsible for any balance.  Release of Information. I also authorize Washington Behavioral Health, PC  to release any information required to process my claims as allowed by Law.

	
	The above information is true to the best of my knowledge.

	
	
	

	
	Patient/Guardian signature
	
	Date
	


We thank you for choosing Washington Behavioral Health and look forward to working with you. Our goal is to provide a high level of quality care and would like to take this opportunity to acquaint you with our practices and policies. Understanding our practices and policies is an essential element in your care, eliminating confusion and additional billing costs. 

APPOINTMENTS
Your appointment time is reserved exclusively for you. Each appointment requires advance preparation on our behalf to ensure a high level of attention and care specific to your needs. Therefore, if you are unable to keep your appointment, our practice requires a minimum of a 48-hour notice to cancel or reschedule. This will ensure that those patients on the waiting list will have access to any available appointments. 
We will make an attempt to contact you to confirm each appointment. This call is a courtesy and our failure to reach you will not relieve you of your responsibility for any missed appointment charges. Failure to provide a 48-hour notice will result in a charge of $50, which is not covered by your insurance. 
PRESCRIPTIONS

Please request renewal prescriptions at the time of your appointment. You will be provided enough refills to last until your next expected appointment. If you miss or reschedule your appointment and require a refill prescription, you will incur a prescription fee of $25. You will be provided enough medication to last until your follow-up appointment, which must be made within one-week’s time.
RETURNED CHECKS

There is a $25 fee applied to all returned checks. 
PRIVATE PAY

Charges for services are due and payable at the time services are rendered. We accept Cash or Check. As a direct courtesy to our patients, we accept Discover, Mastercard, or Visa. 

CONTRACTED INSURANCE.

If you have health insurance, it is extremely beneficial and to your advantage to be aware of the coverage and details of your insurance benefits coverage. Your health insurance coverage is an agreement between you and your insurance company to pay certain amounts for your care and treatment. Your physician’s bill, on the other hand, is an agreement between you and your physician. You are responsible for the payment of your doctor’s bill(s). 
This practice directly contracts with carriers to provide behavioral health services for some insurance companies. As a convenience to you, our practice will verify your benefits and coverage eligibility. If you are enrolled with one of these companies, you are financially responsible for any co-pays or deductible fees, which are predetermined by your insurance group or employer. You will be asked to pay any co-pays, deductibles, and co-insurance at the time of service. 

BILLING

 Balances are due within thirty (30) days of the billing settlement date. Any delinquent balances will incur a 1.5% late payment charge per month. If unusual financial circumstances exist, please call our practice to discuss payment options. This will avoid any misunderstandings and enable you to keep your account in good standing. 

COLLECTIONS

 Except when previous payment arrangements warrant otherwise, accounts ninety (90) days past due are referred to a collection agency. Any collection costs or attorney fees necessary for the collection of any outstanding debt of this practice will be charged to and paid by the debtor.
DISCHARGE FROM CARE

We reserve the right to discharge any patient from this practice at any time for failure to comply with treatment recommendations or office policy responsibilities. We will suggest referral options in this event. 

Please sign and date this form, acknowledging that you have read and understood our policies. Thank you.

I hereby certify that I have read and understand this statement. 
Signature:  
______________________________________________________________

Printed Name:
__________________________________________________


Date:  _______________________
Credit Card Authorization Consent
For your convenience, this practice provides the added benefit of securely keeping credit cards on file for our patients. Patients can transfer any balances from co-payments, deductibles, or repeated amounts directly to the credit card on file. This service will keep your account in good standing and prevent any late payment charges from accruing. 
I agree that, rather than having my account sent to collection if I fail to pay within sixty (60) days, I would prefer that my account balance be charged to my VISA or MASTERCARD. This card is only to be charged if I fail to pay my balance within sixty (60) days.

Credit Card: Number:
_____________________________________________________________________________________

Expiration Date:

________/__________

Signature:

 ________________________________________ 

Account Billing Address: 
______________________________________________________________________________________
______________________________________________________________________________________

Informed Consent for Treatment

I _____________________________________  hereby give my consent for services for myself or my child/legal dependent with Washington Behavioral Health, PC and associated members of the professional staff to include evaluation, psychotherapy, medication management, testing (if indicated) and involvement in the treatment planning process. I may at any time decline specific recommendations. 
_________________________________________            

______________________________________
Signature              


Date                    

Printed Name           
	List the problems for which you wish to be seen today:
	What are your goals for treatment?

	· 
	· 

	· 
	· 

	· 
	· 

	PSYCHIATRIC HISTORY

	Do you have a history of mental health problems or hospitalizations?                                  Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  (If no, skip to the next question)

	Diagnosis:      
	Dates Treated:      
	By Whom:      


	Diagnosis:      
	Dates Treated:      
	By Whom:      


	Diagnosis:      
	Dates Treated:      
	By Whom:      


	Are you currently receiving professional counseling or any kind of psychotherapy?                       Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  (If no, skip to the next question)

	             If yes, by whom:      
	Phone:      

	Has any family member been treated with a psychiatric medication?                                                                          Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

	If yes, what medication(s)?
	How effective were they?

	Substance Use:

	Have you ever been treated for alcohol or drug use or abuse?                                                         Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  (If no, skip to the next question)

	         What Substances:      

	        Where were you treated?      
	When?      

	How many alcoholic drinks do you consume each week?       

	In the past three months, what is the largest amount of alcoholic drinks you have consumed in one day?      

	Have you used any street drugs in the past 3 months? Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  (If no, skip to the next question)
	Which ones?      

	Have you ever felt you ought to cut down on your drinking or drug use? 

Have people annoyed you by criticizing your drinking or drug use? 

Have you ever felt bad or guilty about your drinking or drug use? 

Have you ever had a drink or used drugs first thing in the morning to steady your nerves or to get rid of a hangover? 

Do you think you may have a problem with alcohol or drug use? 

	Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

	Check if you have ever tried the following:

	 FORMCHECKBOX 
 Methamphetamine    
	Last use:
	  FORMCHECKBOX 
 Methadone             
	Last use:
	 FORMCHECKBOX 
 Marijuana  
	Last use:

	 FORMCHECKBOX 
   Pain killers (not prescribed)
	Last use:
	 FORMCHECKBOX 
 Cocaine                     
	Last use:
	 FORMCHECKBOX 
 Alcohol                 
	 Last use:

	 FORMCHECKBOX 
  LSD /Hallucinogens
	Last use:
	 FORMCHECKBOX 
 Ecstasy                   
	Last use:
	 FORMCHECKBOX 
 Stimulants (pills)     
	 Last use:

	 FORMCHECKBOX 
Tranquilizer/sleeping pills  
	Last use:
	Other:                                                                                                             
	Date of Last use:      

	Suicide Risk Assessment

	Have you ever had feelings so bad that you have had thoughts that you didn’t want to go on, or that you might want to kill yourself? 
Is this unhappy feeling so strong you ever wish you were dead?          
 Have you ever thought about how you would kill yourself ? 
Is the method you would use readily available? 

Have you planned a time for this? 

Have you ever tried to kill or harm yourself before? 

Did things change as a result of these attempts? 
	Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  (If no, please skip to family history)
Y  FORMCHECKBOX 
    N FORMCHECKBOX 
 
Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

	Has anything happened recently to make you feel like this?
	 How often have you had these thoughts?      

	On a scale of 1 to 10, how strong is your desire to kill yourself? 
	What would it take to move you one point down the scale?

	Is there anything that would stop you from killing yourself?
	If you could look into the future, what do you feel you could look forward to? 

	MEDICAL HISTORY

	Allergies:

	Name of your Primary Care Provider:
	Phone No:

	Date of Last Physical Exam:
	Have you ever had an EKG? Y  FORMCHECKBOX 
    Date:                                                           N FORMCHECKBOX 
   

	Current prescription medications and how often you take them: (if none, write none)
	Current over-the-counter medications or supplements

	
	

	
	

	
	

	Current medical problems:



	Past medical hospitalizations/surgeries:

	Dates:
	Hospital:
	Reason:

	Dates:
	Hospital:
	Reason:

	Dates:
	Hospital:
	Reason:

	 Tobacco History 

	Do you Smoke Cigarettes: Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  
	How many per day on average? 
	For how many years? 

	In the Past: : Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  
	When did you quit?

	Pipe, cigars, or chewing tobacco?  Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  
	How many per day on average?
	In the Past: : Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

	For Women Only:

	Date of Last Period:
	Birth control method

	Are you currently pregnant or do you think you might be pregnant?    Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  
	Are you planning to get pregnant in the near future?  Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

	SOCIAL HISTORY


	Marital History and Current Family:

	How would you identify your sexual orientation:      straight/heterosexual   FORMCHECKBOX 
             lesbian/gay/homosexual   FORMCHECKBOX 
                   bisexual   FORMCHECKBOX 
                         transexual  FORMCHECKBOX 


	Do you have concerns related to your sexual orientation?                                         Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  

	Are you currently dating, sexually active, or in a relationship(s)? Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  
	What is your significant other’s occupation?      

	Describe your relationship with your spouse or significant other:      


	Have you had any prior marriages? Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  
	If so, how many?      
	For how long?      

	Do you have any children? Y  FORMCHECKBOX 
    N FORMCHECKBOX 
  
	Ages:      

	Describe your relationship with your children:      



