PATIENT REGISTRATION INFORMATION

Patient’s Full Name:

Last First Middle/Maiden
Dol3: Age: Sex: M/F  Race: Social Security No.:
Mailing Address: : :
Street City ‘ State Zip Code

Telephone Number:

Martial Status:

Alternate Telephone Number:

Lmployment Status (Check what

Pharmacy Name:

Spouse/Partner Name (if applicable):

appties): _ Unemployed _ Disability  Employed _ Refired __ Student  Other

Phone:

Fmergency Contact Information {or parent/guardian if patient is a minor):

Name:

Telephone Number:

Referred By:

Reason for Referral:

Insurance Information

Nedicare Number:.

o
\
¥
i
;

Is Medicare your primary insurance? Y./N~

Medicaid Number:,

Primary Insurance Company:

“Address/Phone Number:

Policy #:

Group #:

Insured’s Name:

]ns_uréd’s Date of Birth: ‘

lnsured's Rcla{ionship to Patient:

Secondary Insurance Company:

Address/Phone Number:

Paolicy #:

Group #:

tnsured’s Name:

Insured’s Date of Birth: _

insured’s Relationship to Patient:




Psychiatric Services of Carolinas, PC

PAST MEDICAL HISTORY

Do you, now or have you ever had, any of the following:

Endocrine: . .. |

Infectious/Inflammato ry:

Neurological:

f—Iypo/I—Eyperthyroid ism

HIV/AIDS

Epilepsy/Seizures

Hypo/Hyperaldosteronism

Systemic Lupus Eryvthematosus

Huntington’s Disease

Hypo/Hyperparathyroidism

Tuberculosis

Wilson’s Disease

Diabetes ' Mononucleosis Head Trauma

Vitamin B Deficiency Fibromyalgia Parkinson’s Disease

Hypoglycemia | Temporal Arteritis Stroke/ TIAs

Cushing’s Disease Chronic Fatigue Syndrome Dementia

Porphyria Cancer: ' [nner Far Problems

Folate Deficiency Group A Strep/Scarlet Fever Multiple Sclerosis

Addison’s Disease’ Syphilis Encephalitis
Cardiovascular: Gastroinfestinal: Respiratory:

Heart Attack IBS Pulmonary Embolism

Hypertension , Crohn’s Disease Asthma

Mitral Valve Prolapse Ulcerative Colitis Pneumonia

Coronary Artery Disease Ulcers COPD

Congestive Heart Failure Pancreatitis Sleep Apnea

Heart Arrhythmia Liver Disease

High Cholesterol Gallstones Eyes/Ears/Nose/Throat:

Heart Murmur Jaundice Seasonal Allergies

Pacemaker/Deftbrillator Hepatitis Glaucoma

' : ‘ ' Vertigo

Reproductive: idney/Bladder: Ear Infections

Prostate Disease Uremia

Polyeystic Ovaries -

Chronic Kidrey Disease

Other:

Problems with Menstruation

| Kidney Failure

Electrolyte Imbalance

Erectile Dysfunction

Dialysis

Pernicious Anemia

Last Menstrual Period:

Urinary Tract/Bladder Infections

Pellagra

Please check as appropriate. If other than what is listed, add to the bottom.

Drug Aliergies:

Surgeries:

Chart #

Reviewed by Provider:




Psychiatric Scervices of Carolinas, PC-

Sacial History

Do vou use tobacco products? Past: Current: Never
Da vou drink/use colfee/calfeine products? ‘Past: Current: Never
Do you drink alcohol? - Past: Current: Never
Do you abuse H‘ltdibﬂli()nc;/‘»lltct dzug::r’ Past: Current: Never
Do you exercise? Yes: How often? No
Do vou use any form of birth control? Yes: No

Health Maintenance Sereening Tests

Test

Date

Office That Ordered Test

Result

Cholesterol/Lipids

JFasting Blood Sug:m

Fove Fxam

Physical Exam

Mammogram

Colonoscopy

Prostate Exam

Bone Density Test

Family Medical/Psychiatric History (’gtﬁndparents, |

parcits, siblings. children)

Family Member(s)

Family Membei(s)

Fleart Discase | Depression
Figh Blood Pressurc Bipolar

Sudden Cardiac
! Peath

Anxiety/Panic Attacks

Stroke/TIA

Schizophrenia/Psychosis

Epilepsy

ADHD

COPD/Emphysema

Obsessive-Compulsive

Cancer

Dementia

Parkinson’s Disease Mental Retardation
Diabetes Autism -
Thyroid Disease Alcoholism

kidney Disease

| Substance Abuse

N

High Cholestero] | Fibromyalgia
Anemia/Blood O_ith,er':
Disorders

Current Doctors/Providers Office Name- - Last Appt. :Rgasolzi"Ifélll;see_’mg:

% ]mrt #

Reviewed by Provider:




Psychiatric Services of Carolinas, PC

REVIEW OF SYSTEMS -

In the past month, have you had any of the following problems?

GENERAL NERVOUS SYSTEM -

U Recent weight gain; how much [ Headaches

(I Recent weight loss: how much_ O Dizziness

O Fatigue U Fainting or {oss of consciousness
U Weakness ‘ _  Numbness or tingling

Q Fever . U Memory loss

3 Night sweats

MUSCLF/JOINTQZ/BONES B  STOMACH AND INTESTINES

- PSYCHIATRIC

U Depressicn

(1 Excessive worries

U Difticulty falling asleep
Ul Difficulty staying asleep
O Difficulties with sexual

arousal

U Poor appetite

Ul Food cravings

U Frequent crying
U Numbness ' ‘ J Nausea O Sensitivity
Ll Joint pain U Heartburn A Thoughts of suicide / attempts
2 Muscle weakness . O Stomach pain ] Stress
U Joint swelling = : U Vomiting W [eritability
Where? ‘ o Q Yellow jaundice J Poor concentration
I Increasing constipation U Racing thoughts
EARS U Persistent diarrhea U Hallucinations
U Ringing in ears U Blood in Stools L) Rapid speech
(J Loss of hearing ‘ ' 01 Black stools L Guilty thoughts
A . d Paranoia
EYES T " SKIN ] Mood swings
Q Pain : _ - Redness . O Anxiety '
01 Redness ' O Rash &d Risky behavior
I Loss of vision ' - Nodules/bumps
O Double or blurred vision O Hair loss
[ Dryness - - ‘ U Color changes of hands/feet OTHER PROBLEMS:
THROAT : _ BLOOD
U Frequent sore throats O Anemia
O Hoarseness . - Q Clots
U Difficulty in swallowing : '
O Pain in ]aw RRRRE - KIDNEY/URINE/BLADDER
) ‘ [ Frequent or painful urination
HEART AND LUNGS O Blood in urine
U Chestpain - T
U Palpitations : - Women Only:
U Shortness of bleath - U Abnormal Pap smear
O Fainting o Q Irregular periods
U Swollen legc; or fe(,t 1 Bleeding between pulods
L Cough B o R PMS
Chart # Reviewed by Provider:




Current Medications

(Including preseribed. over

Psychiatric Services of Carolinas, PC

MEDICATIONS

the counter. and herbal medications, vitamins, and supplenents)

Dose/Frequency

Name

Prescribed By

Past Psychiatric Medications

(Medications taken in the past for depression, bipolar, anxiety, efc.)

Name

Dose/Frequency

Response R
(Dld it help? Did you hwe Slde
) effectsr? etc) '

Chart#

Reviewed by Provider:




Psychiatric Services of Carolinas, PC

CONSENT AND AUTHORIZATION FORMS AND POLICIES

Funderstand and agree that (regardiess of my insurance status) I am ultimately responsible for the balance on my account
for any professional services rendered. | certify this information to be true and correct to the best of my knowledge. |

agree to notify the oftice of-any changes in my health or health insurance status or any of the above information. 1also
grant permission to Psychiatric Services of Carolinas office to remind me of my scheduled appointments with the

provider,

Patient/ Guardian Signature, _ Date/Time

AUTHORIZATION TO RELEASE MEDICAL INFORMATION
" {To your insurance company for payment)

[ autharize Psychiatric Services of Carolinas, PC to release my medical records and information needed for the purpose of
insurance payments and authorizations. '

Patient/ Guardian Signature _ Date/Time

AUTHORIZATION TO PAY

Patient's Full Name:

Last First Middle/Maiden

Relationship to Patient: - Responsible Party:

Insurance Company:

All professicnal services rendered are charged to the patient. As a courtesy, we will file with your insurance company
regardless of whether or not we participate with your insurance plan to help expedite the payment. However, the patient
(Guarantor) is responsible for all costs regardless of'the insurance coverage. [t is also expected that copayment be made at
the time the services are rendered,

I hereby authorize Psychiatric Services of Carolinas, PC to furnish my information to my insurance carriers concerning
my or my dependant’s examinations and treatments and 1 hereby assign to the physician all payments for medical services
rendered. [ understand-that I am ultimately respansible for all the charges as well as any and all amounts not covered by
my insurance company, -

Partient/ Guardian Signature : , Date/Time
Witness Signature - - ' : , Date/Time

Chart # S Reviewed by Provider:



Psychiatric Services of Carolinas, PC

ATTENDANCE POLICY

CANCELLA’ FIO\I OF AN APPOINTMENT:

[ arder to he rcqpu:tlul of the nmclica! needs of our patients, please be courteous and call Psychiatric Services of
Carolinas, PC promptly. il you are unable to attend an appointment. In order to best serve the needs of our patients, this
time will be I&,ﬂ”(‘lbaitd to someone who is in urgent need of treatment. If it is necessary to cancet your scheduled '
appointment, we require that you call within 24 hours of your scheduled appointment time. Appointments are in high
demand. and vour early cancellation will give another person the possibility to have access fo timely medical care. Late
cancellations will be considered as a “Na Show™. Failure to be present at the time of a scheduled appointment will be
recorded in the patient’s chart as a “No Show™. After 3 “No Shows", you may be discharged from the practice and
referred to the local mental health facility. A copy of the letter ta this effect will be placed in the patient’s file.

LATE ARRIVALS TO.APPOINTMENTS:

Due fo the busy schedules of our providers in the office, for anyone who checks in late for his/her scheduled
appointnieint, we will make every effort to accommodate you with the first available appointment. Be aware
though, that you may.not be seen by the provider that day and may be rescheduled. Late arrivals affect
everyone involved, and are an mcom'mnence {0 rhep(menm wlo arrive pi ampﬂ} and thepmwr!em who are
delayed in wamo rl;cm. . :

Patient/ Guardian Signature . ' - o Date/Time

MFD!CATIO'\I(S) CONSENT FOR'\/I

3y becoming a p"mcnt ofa pnowdu af Ps)chlatuc Selvu,e‘: ofCalo{mas PC B undetstand L]mt medlcatmn(s) can bt L
prescribed to m myc;elf or. - : a person f01 whom 1 amt 16 [cgql
gnardian and [ cons®r he plescnhcd med:catton

it is recommended that WOImen wh are pxemmnt who are bleastleedmg or who are hymc' to become pr eﬁmnt dlscuss
this with their doctor before taking aiti 1edlcat10ns g : T : v

It is recommendled that patients become educated_on ILPO[t] ng all SIde cffects they c\perlcnce mc!udmg'but not lnmted to
which side effects to report. muncclmteiv foa healt e plovsdcr' :

It is recommended that any pmvulu plcsci ibing med[catlon _ btain a thorough pagtie;nt lli$t0ry th_glt;s‘lj._g)l;_l_q.jnclyd_,c,abgt

may not be limited to: S . o
! Wh'\l medications (plESCI :bcd and over the countc: ) the vk ICﬂt is.0r. has been takmo
2. What feod/drug allergies the patient has. R : :
3. What medical conditions the patient has.

Those patients who are prescribed controfled substances, including but not limited to bcl diazepines, stimulants, and/or
Suhaxone may be required to complete a drug screening on a routine or random basis. Theswgtients may alsq be
required to see the provider more frequently as these medlmtlons haVe a high po’{entlal for depen e ancl abusc and -

must be closely momto:cd

Patient/ Guardian Signature | _ - : Date/Time

Date/Time

Pravider Signature

Chart # Reviewed by Provider:



Psychiatric Services of Carolinas, PC

CONSENT FOR TREATMENT

I hereby, voluntarily grant authorization for such treatment, procedures and other therapies that may be deemed necessary

and recommended by my attending physician,

[ consent for myself or on behalf of the patient named above the selection and assignment of a physician and/or clinician
and agree to make ar l‘mgemenls with the physician and/or clinician for obtaining a complete diagnosis and continuation

of treatment as needed.

[ certify that | have read the above consent for patient tl"_@:a‘t:n‘ent and fully understand it. I also certify that no guarantee or
assurance has beeri made to me as to the results that may be obtained from this treatment.

Patient/Guardian signature_ Date

PATIENT’S RIGHT TO REFUSE TREATMENT

Patients must be notified the right to refuse treatment per [0A NCAC 27D .0303 (INFORMED CONSENT), Each
voluntary client or legally responsible person has the right to consent or refuse treatment/habilitation in accordance with
Genera! Statute 122C-57 (RIGHT TO TREATMENT AND CONSENT TO TREATMENT). A voluntary client's refusal
of consent shall not'be used as the sole grounds for termination or threat of termination of service unless the procedure is
the only viable treatment/habilitation option available at the facility. Per G.S. 122C-57 each voluntarily admitted client or
the client's legally rE:pOﬂbIb]e person {including a health care agent named pursuant to a valid health care power of
attorney) has the right to consent to or refuse any treatment offered by the facility. Consent may be withdrawn at any time
by the person who gave the consent. If treatment is refused, the qualified professional shall determine whether treatment
in some other modality is possible. If ali dppl‘Opl iate treatment modalities are refused, the vo]untan!y admitted client may

be discharged,

Per .5, 122C-51 (CLIFNTS' RIGHTS AND ADVANCE INSTRUCTION), it is the pollcy of the State to assure basic
human rights to each client of a facility. These rights include the right to dignity, privacy, humane care, and freedom From
mentzl and physical abuse, neglect, and exploitation. Each facifity shali assure to each client the right to 1|ve as normatly
as possible whlle reccmntT care and treatment

[t is further the pol;cy of this State that each client who is '1dm1tted to and is :ecelvmcr services from a facility has the right
to treatment, including access fo medical care and habilitation, regardless of age or deﬂrce of mental illness, '
developmental disabilities, or substance abuse, Each clieat has the right to an individualized written treatment or
habilitation plan setting forth a program to magimize the development or restoration of his capabilities.

Patient/Guardian Signature: : : ‘ ‘ : Date:_

Chart # ' | Reviewed by Provider: i



Psychiatric Services of Carolhias, PC (Psycliatric & Counseling Services)

MEDICATION(S) CONSENT FORM

By becorning a patient of a provider at Psychiatric Scrvices of Carolinas, PC, 'understand that medication{s} can be
prescribed to me, myself, or . __. a person for whom I am the legal
guardian and ] consent to be prescribed medication. '

It is recornmended that women who are pregnant, who are breastfeeding, or who are trying to become pregnant discuss
this with their doctor before taking any medications. ,

It is recommended fha't paticnté' become educated on reporting all side effects they r:xperif:ncé, including but not limited to
which side effects to report immedjately to a health care provider. '

It is recommmended that any provider prescribing medications obtain a thorough patient history that should include, but
may not be limited to: - , o : —

1. Whatmedications (prescribed and over the counter) the patient is or has been taking.

2. What food/drug allergies the patient has. T

3. What medical conditions the patient has:

Those patients who are prescribed controlled substances, including but not limited to benzodiazepines, stimulants, and/or
Suboxone may betequired to complete a drug sereening on a routine or random basis. These patients may also be
required to see the provider more frequently as these medications have a high potential for dependence and abuse and
must be closely monitored. : '

Patient/ Guardian Signature ‘ Date/Time

Providar Sig;namirc : N Date/Time

CCONSENTFOR TREATMENT INCLUDING EMERGENCY.
) MEDICAL TRE ATMENT '

[ hereby, voluntarily grant authorization for such treatment, procedures and other therapies that may be decmed necessary -
and recommended by my attending physician. I also grant permission to seek emergency medical care from.a bospital .o
physician as well as the Mobile Crisis Units which may be deemed necessary and appropriate by my attending physician.
I consent for myself or on behalf of the patient named above the selection and assignment of a physician and/or clinician =
ard agree lo make amangements with the physician and/or clinician for obtaining a complete diagnosis and contimiation -
of tréatment as needed. - o ' e T L

 certify that T have read the above consent for patient treatment and fully unde;sfand' it. Ialso fct:jr_{ify‘,‘ft_}j;;i't’ﬁjSgga}-gnxc_c..o_xj i
assurance has been made to me as to the results that may be obtained from this freatment. - . 0o oo

Patient/Guardiansignaturs 7 Date -

Chart#__ , Reviewed by Provider:



Psychiatric Services of Carolinas, PC

AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name: R L DoB3:

Many of our paticnts alIow family members such as spouse, parents, or others to call and request appointment dates/times
bifling information, and/or medication information Under the Health Insurance Portability and Accountabl[lty Act
(TIIPAA) requirements. we are not allowed to give this information to anyong without the patient’s consent. If you wish
to have your appointment dales/times. bitling information, and/or medication information released to family members you
must sign this form, Youn signing this form will only give rnfonnallon to quilv 111embcm md[catecl bciow

¥

Additicnally, the HIV//\IDS related conditions statue for p1oteLtion mfmdatcs that the information will only be released in
accordance with G.S. 130A-143 (CONFIDENTIALITY OF RECORDS) and the statues for Substance Abuse include
"Onee information is d sclosed pursuani to this signed authorization, | understand that the Federal Health Privacy Law 45
CTR Part 164 (PRIVACY OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION) may not apply to the
recipient of the information and, therefore, may not prohibit the recipient of the information from re-disclosing it”. Other
lasws, however, niay prohibit re-disclosure. When information is released from this agency protected by state law (NC
G.S.122C) or substance abuse treatment information protected by federal law 42 CFR, Part 2 (CONFIDENTIALITY OF
RUHS TANCE USE DISORDER PATIENT RECORDS), the recipient of the information is i informed oFthat consent
voluntarily. Res diqc!mum is prohibited e\uept as permitted or required by these two laws.

Please check what information vou would [ike to release to each person you put on the list.
A = Appointment dates/times B = Billing Information M = Medication [nformation

I authorize Psychiatric Services of Carelinas to release my medical and/or billing information to the follro_will1g"indivi‘cl‘ua|5:
- o . 7 A B M
I L e : : -Relationship to Patient L

FJ

Relationship to Patient

Relationship to Patient

4. - - Relationship to Patient
5. ’- Relationship to Patient

This Authorization for Release of Information expires one yewr from. the date of signature.

Fxpiration Date: " -

[ understand that I have the right to revoke this authorization in writing atany time., o

Signature: _ S ' e et e Daten

I do not wish to réelease any of my information to anyone at any time

Signature: Date:
Chart # e _ Reviewed by Provider:




Isychiatric Services of Carolinas, PC

PATIENT CODE OF CONDUCT

in an effort to pfOVldL a sate and healthy environment for all, Psychiatric Services of Carclinas expects patieats, family
members, and visitors to refrain from behawons that are disruptive, threatening or violent to the rights and safely of

other patients 1nd staft.

Disruptive beliavior is inappropriate bc,h:mm that interferes with the functioning and (low af the workplace, [t hinders
or prevents providers and staff members from carrying out their professional respensibilities. It is important that
providers, managers, and supervisors.address disruptive behavior promptly. IF left unaddressed, disruptive hthﬂ\!l:')l'
tvpically contintes to escalate, resulting in negative consequences for the individual as well as others. Examples l.nL:|LIdt‘
yelling, using profanity, waving arims or fists, verbally abusing others, attempting to intimidate or harass other individuals
by making offensive or intimidating statements, or threats of violence through phone calls, letters, voicemail, email, or
other forms ol writtén, verbal or electronic communication and refusing reasonable requests for identification. As well as
Racial or cultuzal slurs or other derogatory remarks associated with, but not limited to, race, language or gender.

Threatening behavior inclmles physical actions shm't of actual contact/injury (e.g., moving closer aggressively), genera!
oral or written { hILEl[S to people or pmputy ("You better watch your back" or "I'll get you™) as well as implicit threats
("You'll be som or "This isn't over™), po:.susmn of firearms orany weapons, making verhal threats to harm another
individual or cluatlm’ plopczty and Ll.‘;ll'l” gestures or pmiam language. '

Violent Boh‘nmr irieludes s any physical asmulr with or without weapons: behavior that a reasonable person would
interpret as heing potmtmll» violent (e.g., throwing things, pounding on a desk or door, or destroying property), or
speeilic threats to 1|1!1[Lt plwsma! harm (e.g., a threat to bhODl a named individual), climbing on furniture or property, and

intlicting hodrly fmzm
This is to mclude belmv‘qu that are witnessed in the office as well as telephone calis placed either to or from the office,
ancl em ciice. This Kind oF behavior will not be tolerated and will result in immediate action up to and

mduduw dl\Lhdl”L from the |)1m,tu,e

Print Name:

Duate:

Signature:_

Witness Signature:

| CONTINUANCE OF CARE

fo the event that your doctor leaves the plactu,e goes on medical leave or cannot see you one ofth(, following will take

place:
1. Your appomtmem will be lcscheduled to see another provider at thls oﬂ

2. You will bé worked in to see another provider at this office
3. You wiil need to contact your primary care prov;del to have them re er you 0 another menta] health care FaCIIlty

'Medlmtmns will still be managed by this office until we can get you in with another plowder or until you gct an
appointment at a different office (within a reasonable time frame).

Signature: Date:

Chart # o Reviewed by Provider:



' I’sychiatric Services of Carolinas, PC

NOTICE OF PRIVACY PRACTICES B

This notice dcscrlhcs how me(llcai of lmalth mformatlon about you may be used and disclosed
and how you can get access to this information, Please 1cv1ew it carefully

Frul_ec.tm_u your privacy o your consent. Data is released with the condition that the person receiving
Protecting your privacy and your medical and Healih infermarion at the the data is released with the
core of vur husiness. YWe recognize our obligation to keep vour - 1F we recoive a subpoena ot similar legal process demanding release of
information secure and wnf‘denml whether on paper or the interner, At any mformation aboul you, we will attempt o notify you {unlc';s we are
Foathills Consulting S;ryxur.;,',_!,l,,c‘ privacy is one of our highest prioritics, prohibited from doing s0).
) . - FC:A may disciose that {act of your admission or discharge to your next

Keeping your information ' of kin whenever it s determined (that the diselosure (s in your best interest.
Kueping the medical and health informaion we bave rl.l'lﬂl.lt YOu, SeCure, s - In acddition, vou may have access to confidential lnformarmn in your .
ane af apr mast fm; mrin.r‘t lL‘NpﬁhthlllllLH We value your trist and will paticnt rcu)rd C\ccpt information thal would be injudous to your physieal
handie yaur information’ ‘about. voubily when necessary W provide or mental W&Il being as determined by the attending phystcian or if there i3
treatment, ver fy Cilglhlll[},‘ﬂbtaln authorization, proceys claims and none, the Clinical Dircctor,
atherwise tn meet yonr needs. We may-alsa access information about you - We nlso may disclose information te certain consumier advocates,
whun comsidening a request from you or when exercising your rights under atwrney and in certain court proceedings in accordance with applicable
the law or any agrecment with vou, We safegiard information during all slale salues,
~usiness practices nccording to ediablished scourity standards and - We are also required to share information when, in our opinion, there is
pencedures and we contnually asscss new technology for protecting imnigenl danger to your haaith or safcty of another individual or there is a
information. Qur Eﬂ‘[ﬂoyea& are trained to understand and cormply with likelikood af the commission of a felony or viclent misdemeanar.
these principles. L - . « We may exchange confidential information with & physician or ather

A ‘ health care provider who is providing emargency medical services 10 you
Waorking to meel your neer[s throuuh information ’ i the cxtent necessary to meet the emergency need,
fo the course of doing busitiess, we colfect and use varous types of - We may share intormation for certain slatistiea! reporting and research
mtamustion, like nanes and address and cluims informatian. We use this such as non- |dn.nt1fymﬂ' aggregated information.
mlonnation o provide service Lo you, (o provess your claims and o bring - NC TOPPS (Morth Carvlina Trearment Quteomes and Program

vons health information, !]nt might beolingsrest to vou. Performance System) will now be the chict method for collecting
. - - . . - information necessary for accountability, quality improvement and local '

Keeping your mf’orrmtmn accu rate outcomes management for the states %hqrancv ahlaqc and mental haalih

Fueping your health intormation accurae and up tor date is vory inportant. CONSUTErY.
I yeu halicve the health we Tave abocr ve is incomplete, inaccurate or
naot current, please call ar write us ar the relephone number or address

lsted below, We ke appropriate action tn corroct any crreneaus PAYDMENT AND FEE FOR SERVICES - ~ l .

inlormation as quickly as pussible through a standard sct of practices and — R T
pencedures. ‘ . . You have theright to know the cost for services an'il:bill'ing praciices, At

: : ' the of adimissian, or as you regquest, FOA will discuss the feo Tor service
fow and why infr;)rmf?"tl_(_m is s'haro.d o and information related to the use of your insutanes, Medicaid, Stts: nd
We limit wh receives information.and swhat types of information is , other funding bencfits. We will aslk for information felated to your -2
shared tExcupt as required by law or as described about. We do not share ingurancs and benefits. At any time you may rcqut.it mfonmnon io your
ioformation with uther parties, including government agencies. FCA does ACCOUNL. .

nol share any consutner information with third party marketers who offer

their provducts aind serv («_ea iy our padents. As information is sharedor T
discloset, we will attempt t e:«p am thc dmclosune 10 )Oll as permilted by . . - L
12w a3 00N A% pnf;qlhh) L : ) , Patient/Ciuardian’ Signature . ) Date -

- Sharing information \.kﬁthi!} FCA, we shars information within our : : ) o T
company e deliver you the health care sorvices and the rotated Lo e e el e T
information and education programs specified in your plan.

- Sharing information with eompariies that work with us. To help us offer
wou our services. we may share information with compamcs that work .
with us, such as clajmg pracessing and mailing companies and companics
that deliver health edutation and information directly t you. These
companies zct on our belall and are obligated conlractually to keep the
informatian that we provide them, confidensial.
- Patient specific persona) identifiable data is released unly when required ;
to provide a service for you and only to those with a need to know, or with

Medical Records #: lnsu:rance D:

Chart # Reviewed by Provider:
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Prreariotinm e Flavrriieoryys i e
Psychiatric S_er\_/ices of Carolinas, PC
1530-A Union Road, Suite A
— Gastonia, NC 28054-2201
_ Telephone: (704) 867-6188 Fax: (704) 866-4437
| August 2019 -

Unidn'Commons Office Park Srﬁokinq and Parking Policy

Please note that effective August 1, 2018, the Union Commons Office Park Association will start
issuing fines to anyone caught smoking anywhere on the Union Commons property {this

includes “\/api_ng”). Fines may dlso be levied on anyone-who is not parked in a designated'
parking area/spot and to anyone loitering on the Union Commons property. This'means that if -
someaone brings you to your appointment, YOU are responsible to let them know not to smoke
on the Union Commons Campus and let them know that they will either need to come inside

the waiting room or to come back to pick you up. Fines can be up to $180 and will need to'be -
paid at the time of receiving services at Psychiatric Services of Carolinas. Fallure to,_c_ompiy with '
these policies may resultin a discharge from the practice. ' ' - '

Print Name

Signature ¢ Date



Over the Jast 2 weeks, how often have you been bothered
by any of the following problems?

More Mearly
Several thanhalf every

(Use "+ fa indicate your answer) Not at all days the days day
1. Little interest or pleasure in doing things G 1 2 3
2, Feeling down, depressed, or hopeless ‘ 0 1 2 3

© 3. Trouble falling or staying asleep, or sleeping ot much 0 1 2 3
4. Feeling tired or having little energy ‘ 0 1 2 3
5. Poor appstite or avereating 0 1 2 3

€. Feeling bad about yourself — or that you are a failure or
have let yourself ar your family down

7. Trouble cencentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the cpposite — being so fidgety or restless ) 1 2 3
that you have been moving around a lot mare than usual

8. Thoughts that you would be better off dead or of hurting
yourself in some way

FOROFFICECODING __ 0 * +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at hoeme, or gat along with other people?

Not difficult Somewhat Very Extremely
atall difficult ‘ difficult difficult
| O O O

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, franslate, display or distributs.



Instructions: Please answer each question to the best of vour ability.

YES

2
o

1. Has there ever heen a period of time when you were not your usual self and...

.you felt so good or so hyper that other peaple thought you were not your
normal self or you were so hyper that you got into wouble?

Lyou were so irritable that you shouted at people or started fights or arguments?

w.you fett much more self.confident than usual?

Lyou got much less sleep than usual and found you didn't really miss it?

you were much more falkative or spoke much faster than usual?

ihoughts raced through your head or you couldn’t slow your mind down?

you were so easily distracred by things around you that vou had trouble
concentrating or staying on track?

..you had much more energy than usual?

you were much more active or did many more things than usual?

.you were much more social or outgoing than usual, for example, you
telephoned friers in the middle of the night?

.you were much more interested in sex than usual?

you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

Lspending money got you or vour family into trouble?

010/ 0|0 0/0 0l 0/0/0/0/0/0 0
010 olol 0/lo/Q 0/0l0i0lg0l ©

2. If you checked YES 1o more than one of the above, have several of these
ever happened during the same period of dme?

3. How much of a problem did any of these cause you ~ like being unable o
work; having family, money or legal troubles; getting into arguments or fights?
Please circle one response only.

No Problem Minor Problem Moderare Problem Serious Problem:

4. Have any of your blood refatives (i.e. children, siblings, parents, grandparents, O -
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a healrh professional ever told you that vou have manic-depressive illness - O
or bipolar disorder?

€ 280 by The Einbeessity of Texas Medical lranch, Reprinted with permission., This instrumens s designed for sereening purposes ondy and Is nox to be used s a disgnoste ool,



The MDQ was developed by a team of psychiarrists, researchers and consumer advocates to address
a critical need for timely and accurate diagnosis of bipolar disorder, which can be fatal if left untreatecl.
The questonnaire takes about five minutes to complete, and can provide important insights into
diagnosis and treatment. Clinieal rials have indicated that the MDOQ has a high rate of accuracy; it is
able to identify seven out of ten people who have bipolar disorder and screen out nine out of ten
people who do nodl

A recent National DMDA survey revealed that nearly 70% of people with bipolar disorder had received
at feast one misdiagnosis and many had waited more than 10 years from the onset of their symptoms
before receiving a correct diagnosis. National DMDA hopes that the MDQ will shorten this delay and
help more people to get the trearment they need, when they need it '

The MDQ screens for Bipolar Sp(—:{:truni Disorder, (which includes Bipotar 1, Bipolar I and
Bipolar NOS).

If the patient answers:

1. "¥es” to seven or more of the 13 irems in guestion number 1;

AND

2. *Yes" to question number 2;

AND)

3. “Moderate” or “Serious” to question number 3.

you have a positive screen. All three of the eriteria above should be met. A positive screen should
be followed by a comprehensive medical evaluation for Bipolar Spectrum Disorder.

ACENOWLEDGEMENT: This instrument was developed by a committee composed of the following individuals: Chairman,
Roberr MA, Flirschfeld, MD — University of Texas Medical Brandhy; Joseph R Calabrese, MD — Case Western Reserve School
of Medicine; Laurie Flynn — National Alliance for the Menzally B Paul E Keck, Jr, MDY - University of Cincinnatt College of
Medlicine; Lyclin Lewds — National Depressive and ManicDepressive Association; Robert M. Fost, MDD — Narional Tnstitute of
Merual Health; Gary §. Sachs, MID —Harvard University School of Medicine; Robert L. Spirzer, MD — Columbia Universicy;
Janet Williaras, DEW ~ Columbia Universizy and John M. Zajecka, MDD — Rush Presbyrerian-St. Luke’s Medical Center.

* Hirschield, Robert MA, MID, Jancr BS Willlams, DS, Robert L Spiver, 8.0, Joseph R, Cabibrese, M.D., Luude fhnn, Faul B Keck, Jr, MDD,
Lytdias Lewis, Susan L Mkiroy, MD., Robert M. Fose, M3, Danlel ], Rapport, MD., James M, Russell, MD., Gary S. Sachs, M., Joha Zatecka, MDD,
“Tevelopmeny and Vilidarion of 5 Screening Instrument for Bipoke Specirum Disorder: The Mood Disorder Questioneaise.” Americarn jowrnal of
PBoychiatiy 157:17 (November 20000 18751875,




