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Anthony T. Machi, M.D.
7257 Hawkins View Dr
Fort Worth, TX 76132
#817-423-8708

New Patient Registration
Established Patient Update
PATIENT REGISTRATION FORM- ADULT  
Date: ______________________ 
Who referred you to this office? __________________________________________________________ 
PATIENT INFORMATION 
Name: __________________________________________________________  Gender:   M     F 
 	First  	 	      	Middle  	 	 	Last   
Address: _____________________________________________________________________________ 
City/State/Zip Code: ___________________________________________________________________ 
Phone: ____________________/______________________E-mail:______________________________            	           Home 	 	 	   Mobile  	 	 	                  
At what numbers may we contact and/or leave you a voice mail message for you? 
[bookmark: _Hlk31802024]	Home 	 	Work 	 	Mobile  	 E-mail 
Date of Birth: ____/____/____  	 Age: ________           Social Security#____-____-______ 
Employer:____________________________________________________________________________ 
Address: _____________________________________________________________________________ 
Work Phone#: _____________________________ Work Hours: ________________________________ 
Occupation: _______________________________ Length of Employment ________________________ 
Marital Status (Circle One):  M  S  D  W 
Name of party responsible for this account: _________________________________________________ 
SPOUSE/PARTNER INFORMATION 
Name: __________________________________________________________  	Gender:   M     F 
 	First  	 	      	Middle  	 	 	Last   
Address: _____________________________________________________________________________ 
City/State/Zip Code: ___________________________________________________________________ 
Phone: ____________________/______________________E-mail:______________________________            	           Home 	 	 	Mobile   
At what numbers may we contact and/or leave you a voice mail message for you? 
	Home  		Work 	 	Mobile	E-mail  
Date of Birth: ____/____/____  	 Age: ________           Social Security#____-____-______ 
Employer:___________________________________________________________________________ 
Address: ____________________________________________________________________________ Work Phone#: _____________________________ Work Hours: _______________________________ 
Occupation: _______________________________ Length of Employment _______________________ 
Marital Status (Circle One):  M  S  D  W 

EMERGENCY CONTACT (not within your home)
Name: __________________________________________________________  Gender:   M     F 
 	First  	 	      	Middle  	 	 	Last   
Address: _____________________________________________________________________________ 
City/State/Zip Code: ___________________________________________________________________ 
Phone: (___)______________________/(___)________________________/(___)__________________            	           Home 	 	 	             Mobile   	 	                  Pager 
Relationship to patient: ________________________________________________________________ 



 
AUTHORIZATION FOR RELEASE OF INFORMATION TO FACILITATE PATIENT REIMBUMRSEMENT:  
 
I authorize Anthony T. Machi, M.D., to release any information to my insurance company necessary to assist me in reimbursement for the fees paid by me for evaluation and treatment.  I understand that this authorization will remain in effect until I revoke this release in writing.  
 
 
_________________________________________________ 	 	___________________________________ 
Signature of Patient 	 	 	 	 	 	Date 
****TURN OVER TO COMPLETE****
[bookmark: _GoBack]Health Assessment 
 
Name: __________________________________
Date of Birth:  ______/______/________ 
 
HEALTH HISTORY:
 
Please list any hospitalizations (Dates and Reasons): __________________________________________________________________________________________________________________________________________________________________________
Please check any of the following medical disorders for which you have received care: 
 
	 Allergies 
	 Vision Problems 
	 High Blood Pressure 

	 Asthma 
	 Dental Problems 
	 Menstrual Problems 

	 Arthritis 
	 Epilepsy or Seizure Disorder 
	 Skin Problems 

	 Cancer 
	 Headaches 
	 Ulcers 

	 Chronic Pain 
	 Thyroid Disorder 
	 Diarrhea 

	 Hearing Problems 
	 Heart Disease 
	 Constipation 


 
Do you have any allergies?  NO [   ] YES  [   ]  To What? ________________________________________ 
_____________________________________________________________________________________ 
 
Are you currently under the care of a Doctor? NO [   ] YES [   ]  If yes, please list reason for 
treatment:____________________________________________________________________________
_____________________________________________________________________________________ 
Name of Physician______________________________ City____________________________________ Please list month and year of last physical exam______________________________________________ Please list any medications you are presently taking and indicate dosage and time: 
_____________________________________________________________________________________



****TURN OVER TO COMPLETE****
  
Please list all prior mental health services received:        
 
WITH WHOM? YEAR? HOW LONG?
_____________________________________________________________________________________
_____________________________________________________________________________________ _____________________________________________________________________________________ 
CURRENT PYSCHIATRIC STATUS
Please check any area where you think you may have a problem: 
	 Anxiety, Nervousness, Panic 
	 Hallucinations 
	 Alcohol Abuse 

	 Anger, Irritability 
	 Delusions 
	 Other Drug Abuse 

	 Depression, Sadness, Suicidal Thinking 
	 Obsessions, Compulsions, Ruminations 
	 School or work 

	 Trauma, Injury 
	 Hyperactivity 
	 Family Relationships 

	 Sexuality 
	 Attention Difficulties 
	 Friendships 


 
Other: ____________________________________ 
HEALTH BEHAVIORS
Briefly Describe your: 
1. Eating Habits: __________________________________________________________________ 
2. Sleep/Rest Patterns: _____________________________________________________________
3. Physical Exercise: _______________________________________________________________
4. Alcohol: ______________________________________________________________________
5. Caffeine: _____________________________________________________________________
6. Smoking: ______________________________________________________________________
7. Other Drugs: ___________________________________________________________________
8. Family History of Psychiatric, Psychological, Alcohol, and/or Drug Problems: ______________________________________________________________________________________________________________________________________________________________________



___________________________________ 
Patient/Parent Signature 	Date 




Anthony T. Machi, M.D., L.F.A.PA.
Policy Regarding Medication

In prescribing medication, Dr. Machi will discuss the rationale for the medication as well as the common side effects. Often written explanation will be provided.  Dr. Machi invites questions at the time of prescription.  Thereafter, he is available to respond to concerns and questions through this office,      (817) 423-8708.  If not an emergency, messages may be left on Dr. Machi’s voicemail.  If an emergency occurs and Dr. Machi is not immediately available, he may be reached through his pager (800) 204-6693.

It is imperative that each patient and family be aware of the specifics for medication refills:  names of medications, dosing, frequency and required refill dates.  It is the obligation of each patient and family to make appointments with Dr. Machi in a timely manner in order to minimize a lapse in medication.  Prescription refill requests that allow a prescription by telephone may require more than one day.  Medications that are controlled by Federal or State Regulation may require a handwritten prescription.  If Dr. Machi is out of town, refill requests for such controlled medication will require his return to the office. 



_________________________________                           _________________________    ________      
Patient Name (Please print)                                             Patient Name Signature             DATE               		

______________________________                          _______________________          _______
Parent/Legal Guardian (Please print)		       Parent/Legal Guardian Signature      DATE		


AUTHORIZATION FOR RELEASE AND/OR RECEIPT OF INFORMATION

Patient Name: ________________________________  Date of Birth: __________________
		First		Middle			Last
Address: _____________________________________________________________________	
		Street			City		State			Zip code
Authorizes Anthony T. Machi, M.D., to disclose or obtain the following information:

_______  Psychiatric Findings			_______  Recommendations
_______  Psychological Findings			_______  Final Diagnosis
_______  Family History				_______  Lab Studies
_______  Physical Findings 				_______  Telephone Conversation
_______  Progress Reports				_______  Other (Specify): __________
							________________________________
 
Please provide contact information (name and address) of the individual/practice that referred you to Dr. Anthony T. Machi. We will send a thank you letter to the referral below. 
______________________________________________
______________________________________________
______________________________________________

This authorization is for services that were acquired during evaluation and/or treatment and is for the following purpose:

_______   Continuity of Care
_______   Other (Specify)  ___________________________________________

This authorization shall remain effective unless revoked in writing.  I understand that I have the right to revoke this authorization by providing written revocation to the office from which the disclosed information is sent.  I also understand that any information which has been disclosed in accordance with this authorization, before it is revoked by me, may be used for the purposes listed.  No information is disclosed without the signed consent and authorization of this form.  I release the providing facility from all legal responsibilities or liability that may arise from this act.
_____________________________________          _________________________________
Patient/Person Authorized to Consent for Patient       Date		Print Name

_________________________________________   _________
Witness						 Date






Anthony T. Machi, M.D. 
Office Policy Statement  
 
Dr. Machi may be reached at his office by calling #817-423-8708. If not at his office or residence, Dr. Machi is usually available by pager and responds to calls on that day, if possible.  
Requests for prescriptions refills require adequate time for Dr. Machi to respond. Because Dr. Machi is treating patients throughout the day, prescription requests are filled only as time allows through the workday and may not be completed as quickly as you wish. If Dr. Machi has given you a prescription with multiple refills, after receiving your last refill, contact the office for your next appointment. Please contact your pharmacy before going to pick up your prescription to be certain that it is ready as you requested. Please do not expect new medications to be prescribed over the telephone.  
Based on the circumstances regarding your prescription request, there may be a charge of $40.00. You cannot receive reimbursement from your insurance company for the charge.  
For cancellations within 24 hours of an appointment, there will be 50% charge. For failed appointments, there will be a full charge. We require that these charges be paid prior to the next scheduled appointment.  
You must be aware of any changes affecting your reimbursement by your insurance company. Please be aware of any prior authorization requirements. It is your responsibility to know the benefits and terms of your policy. Dr. Machi does not bill insurance companies. Personal payment is due at the time of the appointment. Dr. Machi accepts cash, check or credit/debit cards. Please be prepared to pay at the time services are rendered.   
Copies of your records are made available for the use of clinicians, insurance companies and other professionals with proper authorization for release of records signed by you. There may be a charge for this service. 
A copy of the fee schedule will be available for your perusal by request and at the initial visit.  
Office policies may change without advance notice. Please feel free to clarify this office policy with Dr. Machi.   
I understand this policy: 
 
_____________________________                                                   ______________________________ 
Signature                        DATE                                                              Patient Name (Please Print)          
 
_____________________________                                                   ______________________________ 
Print Name  	 	 	 	 	 	 	      Relationship to Patient 
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