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Mirjam Quinn and Associates
CLIENT INTAKE FORM
	(Please Print)

	Today’s Date:

	Appt. With:


	Whom may we thank for referring you?



	CLIENT INFORMATION

	Last Name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Street Address:
	City:
	State:
	ZIP Code:

	
	
	
	

	Home phone no.: Can leave message?
	Cell no.:  Can leave message?
	Social Security no.:
	Birth Date:
	Sex:

	(          )
	
	(          )
	   
	       /          /
	(M 
	( F

	Employer:
	Occupation:
	Work phone  no.:

	
	
	(          )

	Street Address:
	City:
	State:
	ZIP Code:

	
	
	
	

	Referring Doctor (if required by insurance):
	

	Notify Primary Care Physician?
	Name of Primary Care Physician
	Contact no.:

	              ( YES        ( NO
	
	(          )

	IN CASE OF EMERGENCY

	Emergency Contact Name:
	Home phone no.:
	Cell phone no.:

	
	(          )
	(          )

	INSURANCE INFORMATION

	Insured’s  Last Name (if different):
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Street Address (if different)
	City:
	State:
	ZIP Code:

	
	
	
	

	Home phone no.: (if different)
	Cell no.:
	Social Security no.:
	Birth Date:
	Sex:

	(          )
	
	(          )
	   
	       /          /
	(M
	( F

	Insurance Company:
	Insurance Billing Address:
	Insurance phone no.:

	
	
	(          )

	ID number:
	Group no.:
	Relationship to Insured:
	( Self
	( Spouse
	( Dependent

	
	
	
	
	
	

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the doctor. I understand that I am financially responsible for any balance. I also authorize Mirjam Quinn, Ph.D.,  and the insurance company to release any information required to process my claims.  Furthermore, I have reviewed the Notice of Privacy Practices provided.  I fully understand and accept the terms of this practice.

	
	
	
	

	
	Client signature
	
	Date
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Mirjam Quinn and Associates
History Form

What are your current concerns and/or what prompted you to seek services at this time?

1. _____________________________________________________________________

2. _____________________________________________________________________

3. _____________________________________________________________________

When did you first notice these issues, or when did they first become a problem?

_____________________________________________________________________

Is this the first time you have noticed these concerns, or have they been an issue before?

_____________________________________________________________________

Who currently lives in your house?

	Name
	Age 
	Relationship to you
	Occupation or grade in school

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


History Form 2 of 4
What is your highest level of education?  _______________________________________________

Are you currently employed?  

Yes

No

Current place of employment: _______________________________________________________

Job Title: _____________________________________________________________________

Who is your primary care physician? ___________________________________________________

Date of last visit to primary care physician: ______________________________________________

Do you have any chronic health concerns? If so, please list below: ______________________________

______________________________________________________________________________
Do you or anyone in your family have any history of the following (please check if applicable):

	
	Self
	Family member (please specify)

	Alcoholism 
	
	

	Anxiety 
	
	

	 Autism Spectrum Disorder
	
	

	AD/HD
	
	

	Bipolar Disorder
	
	

	Borderline Personality Disorder
	
	

	Depression
	
	

	Diabetes
	
	

	Drug Addiction 
	
	

	Eating Disorder
	
	

	Emergency Room Visits
	
	

	Headaches
	
	

	Head injury 
	
	

	Heart problems 
	
	

	Obsessive Compulsive Disorder
	
	

	Posttraumatic Stress
	
	

	Seizures
	
	

	Stroke
	
	


History Form 3 of 4
Have you had treatment with a therapist, psychologist, or psychiatrist before?
Yes 
No

If yes, please indicate the type of treatment and dates:

	Service
	Professional’s name
	Location 
	Dates of service (e.g. June 2010 – September 2011)
	Why did services end? 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Which of these major experiences have occurred in your life in the past year (please check all that apply)?

	Death of a spouse or life partner
	

	Death of a child
	

	Serious illness of spouse or life partner
	

	Serious illness of child
	

	Divorce 
	

	Separation from your partner
	

	Chronic illness (self)
	

	Losing a job
	

	Reconciliation with life partner
	

	Getting married
	

	Birth of a child
	

	Pregnancy 
	

	Starting a new job
	

	Retirement 
	

	Starting or finishing school
	

	Moving 
	

	Job change 
	

	Child leaving the home
	

	
	


Bottom of Form

History Form 4 of 4

Please list any medications that you are currently taking:

	Medication
	Dose
	Date started
	Prescribing physician
	Treating what condition?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


How much free time do you have each week? _________________   hours
What do you like to do in your free time? ____________________________________________________

__________________________________________________________________________________

Is there anything else about you that you think is important for your therapist to know?

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
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Mirjam Quinn and Associates
Practice Information Sheet

Welcome!

Thank you for entrusting us with your care. We strive to create a safe, comfortable environment in which to provide clients with empathic, state-of-the-art care for a variety of concerns. This information sheet is designed to familiarize you with our practice and to answer frequently asked questions. 

Locations and Logistics

Our office is located at 10522 S. Cicero Ave., Suite 305, in Oak Lawn, IL, 60453.  For patient privacy and confidentiality, we do not have a receptionist area. When you arrive for your appointment, please take a seat in the waiting area, where we will meet you at your scheduled time.  We attempt to offer regularly scheduled appointment times for all clients insofar as this is possible.  At our first meeting, you will be provided with a login and password for an online scheduling tool. You may either make your next appointment with your doctor at the end of each session, or schedule several appointments in advance using the online tool.  We make every attempt to regulate our client load so that we can accommodate clients’ busy schedules; however, client flow can be unpredictable and we make it a practice never to turn former clients away. Therefore, our schedules can get very busy some weeks and the best way to ensure access to preferred appointment times is to use the online scheduler to make appointments well in advance (we recommend 4 weeks).  

Contacting Us

Please feel free to contact Dr. Quinn, the practice owner, at 773-474-9840 with any concerns or questions you may have. You may also email Dr. Quinn at mirjam.quinn@gmail.com; however, please be advised that email is not a secure mode of communication and thus you may want to restrict its use to scheduling questions only. Dr. Quinn will typically return your call or respond to your email within 24 hours on business days.   
Practice Information Sheet 2 of 2
Confidentiality
Please note that all information you share with us will remain confidential and secure, unless: 

1. said information is subpoenaed by a court, 

2. failing to disclose this information would put you or another person at risk, or 

3. your prior approval has been obtained to share this information with another person (please note that, in order to file your insurance claims, I must disclose some information, including any diagnoses, with your insurance provider).  
Fees
The initial diagnostic session is billed at $225. Thereafter, sessions are billed at $150 for 45-minute sessions, and at $200 for 60-minute sessions. There is a BCBSIL PPO rebate. 

We also offer comprehensive neuropsychological testing for adults and children. This testing can help with differential diagnosis (e.g., for AD/HD, dyslexia (reading disorder), autism spectrum disorder) and treatment planning (you will receive a written report including a detailed list of helpful interventions that can be used at home, at school, and at work). A full battery may include rating scales (self/parent/teacher as applicable), an intelligence test (WISC-IV or WAIS-IV), neuropsychological testing (NEPSY-2), a continuous performance test (IVA+), achievement testing as appropriate (WJ-III), personality testing (MMPI-2), a semistructured interview, and a school observation (if applicable). Charges vary depending on the comprehensiveness of the battery but typically range from $1400 - $2500. 

Other services include attendance at school meetings (e.g., IEP meetings) as a support person (charged at $200 per hour), and court appearances (charged at $2000 for a half day or $4000 for a full day). School and court meetings are not covered by insurance and must be fully paid in advance.  
Financial Policy

Please note that your copay is due in full at the time of service. Payments may be made via cash, check, or credit cards.  If you choose to pay by checks, please make your check out to Mirjam Quinn, Ph.D.  Jenny Presa at Netsource Billing, LLC is our contact person for billing. Please contact Netsource Billing at 1-866-441-1591 with any questions  about the billing process.
Cancellation Policy

If for any reason you need to cancel or reschedule an appointment, please provide your doctor with at least 24 hours notice (48 hours on weekends) by either calling her cell phone or emailing her . Cancellations or changes to appointments with less than 24 hours’ notice will be charged to the client at the full session fee ($150). Missed neuropsychological testing will be charged per hour that was originally blocked out for the testing (typically three to four hours), so if a testing session must be cancelled, it is very important that you do so in a timely manner.   

Please provide your signature below to indicate that you have reviewed and understand the practice policies and procedures, and have had the opportunity to review them with your doctor.  Thank you! We look forward to working with you!                 

 ___________________________________
Mirjam Quinn and Associates

10522 S. Cicero Ave, Ste 305

Oak Lawn, IL 60453

Authorization to Secure Payment

I, _________________________________________________ authorize Mirjam Quinn PhD. to process payment on my Visa, MasterCard, or Discover Card for services and/or for any balance due that has not been paid 30 days after it is received.
I understand that if the appointment is missed and I do not follow the cancellation policy as specified, Mirjam Quinn PhD. is authorized to charge my credit card the same as the missed appointment.  
You will receive a one-time credit card authorization e-mail from my billing company, NetSource Billing, LLC, to confirm this credit card.  Upon receipt of this confirmation, charges will appear for services rendered.
I have read and understand this form.  I attest that the information below is true and accurate.





__________________________________________






Signature of Card Holder

My credit card information is as follows:

_________________________________

______________________________

Cardholder’s Name




Client’s Name

_________________________________

______________________________

Credit Card Account Number



Expiration Date

Is this a debit card?

( Yes
    ( No




______________________________








Today’s Date

Please indicate if you would like your session Co-pay automatically charged to your

Credit Card.        ( Yes
    ( No       Amount of Co-Pay __________________

E-Mail Address_______________________________________________________ 

The above mentioned charges on your card will appear from NetSource Billing, LLC.


