                 Klarien Mental Wellness
                     1996 Schertz parkway Suite 202
                             Schertz, Texas 78154
        PATIENT DEMOGRAPHICS

NAME: ________________________________________________________________________

DATE OF BIRTH: ________________________	SS NUMBER: _________________________

ADDRESS: _____________________________________________________________________

PHONE: _______________________________________________________________________

EMAIL ADDRESS: ________________________________________________________________

PREFERRED METHOD OF CONTACT: ________________________________________________

NEXT OF KIN: ___________________________________________________________________

RELATIONSHIP TO PATIENT: _______________________________________________________

CONTACT NUMBER: _____________________________________________________________



PAYMENT INFORMATION

PAYER/INSURANCE: _____________________________________________________________

GUARANTOR: __________________________________________________________________

RELATIONSHIP TO GUARANTOR:    _____ SELF     _____ GUARDIAN/PARENT

INSURANCE ID: _________________________________________________________________

GROUP: _______________________________________________________________________

CLAIM ADDRESS: ________________________________________________________________

CLAIMS PHONE NUMBER: ________________________________________________________

COPAY/DEDUCTIBLE AMOUNT: ____________________________________________________



POLICIES & CONSENT TO TREATMENT
CONFIDENTIALITY: All information is kept confidential.  Klarien Mental Wellness will not share any information pertaining to your records unless authorized by you, as necessary in continuity of care (ER visits, etc.), and for insurance claims/payment.  Exceptions include disclosure of intent to harm yourself and disclosure of abuse.

APPOINTMENTS/LATENESS/NO SHOWS: Appointments are made via telephone (210- 461-8415).  If you cannot make an appointment, please call at last 24 hours in advance to your appointment time to cancel.  If you do not cancel prior to 24 hours of scheduled appointment (regardless of reason) and/or do not show up, a fee of $60 will be assessed (excludes Medicaid).  To ensure that you have adequate time with your provider and as a courtesy to others, please arrive to your appointment on time.  If you are more than 10 minutes late, you will not be seen, will need to reschedule your visit, and will also potentially be charged a $60 no show fee (excludes Medicaid).  Continued lateness, excessive cancellations and no shows will result in discharge from services.  If you have not been seen for more than 4 months, you will be discharged from services.  In this event, the provider will assist you with referrals to another mental health provider for continued services.

FINANCIAL RESPONSIBILITY: Co-pays and deductibles are due at the time of service.  Some insurances (as listed on the website) are accepted and you authorize Klarien to submit insurance claims for services provided.  In the event the insurance does not cover charges for services that were provided to you, you will be financially responsible for paying the owed balance.  If you have a large balance and have not paid it in full or set up/adhered to an arranged payment plan, then you will be discharged from services.

MEDICATIONS: By signing this form, you consent to treatment rendered by your provider, including the prescription of appropriate medication(s) to treat target symptoms of the presenting illness.  You understand that this writer does not prescribe medications to treat physical illnesses.  You understand that you have the right to refuse medications and understand that doing so could potentially result in poor prognosis.  At any time, you have the right to ask questions and will make sure that you clearly understand the risks/benefits of medications that may be prescribed to you.  At the provider’s discretion, prescription refill requests may/may not be accepted.  If you have not been seen for 3 months, no refills will be provided.  You will have to be seen before any further prescriptions are provided.  If you are prescribed controlled medications, you agree that you will not share the medication with others, that you will not take more than prescribed, that you will inform the prescriber if you are prescribed any other controlled medications from any other providers, that you will comply with random urine screens and checks in the DEA regulation system. You agree that if any of these terms are breeched, that the medication will be immediately discontinued, and you could face discharge from services.

CONDUCT: Disorderly, threatening, sexual, and abusive behavior will not be tolerated and will result in immediate discharge.

I have read, asked questions, and agree with the policies noted above.

Name									Date 

HIPPA PRIVACY AUTHORIZATION FORM

I authorize Bernadette Horton APRN, PMHNP-BC to use and disclose the protected health information described below to _____________________________ (individual seeking the information).

This authorization for release of information covers the period of healthcare:
[ ] from _______________ to _______________.
[ ] all past, present, and future periods.

I authorize release of my complete health record except for the following information:

___ Communicable disease (including HIV and AIDS).
___ Other (please specify)

This medical information may be used by the person I authorize to receive this information for medical treatment or consultations, billing or claims payment, or other purpose as I may direct.

This authorization shall be in force and effect until __________, at which time this authorization expires.

I understand that I have the right to revoke this authorization in writing at any time.  I understand that a revocation is not effective to the extent that any person or entity has already acted in reliance on my authorization or if my authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.

I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on whether I sign this authorization.

I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law.

__________________________________________________________
Signature of patient or personal representative

__________________________________________________________
Printed name of patient/personal representative

__________________________________________________________
Relationship to patient                                                           Date



HEALTH INFORMATION

PRIMARY CARE PHYSICIAN: _____________________________________________________________

ADDRESS: ___________________________________________________________________________

PHONE NUMBER: _____________________________________________________________________

MEDICAL CONDITION: _________________________________________________________________

CURRENT MEDICATIONS: ______________________________________________________________

LAST PHYSICAL EXAM: ________________________________________________________________

MAY WE CONTACT THIS PROVIDER: ______________________________________________________





PREVIOUS MENTAL HEALTH PROVIDER: ___________________________________________________

ADDRESS: ___________________________________________________________________________

PHONE NUMBER: _____________________________________________________________________

PAST DIAGNOSIS: _____________________________________________________________________

CURRENT MEDICATIONS: ______________________________________________________________
 
PAST MEDICATION TRIALS: _____________________________________________________________

MAY WE CONTACT THIS PROVIDER? _____________________________________________________

PSYCHIATRIC HOSPITALIZATIONS: _______________________________________________________



