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EDICAL

Ronna Alcartado, APRN
1701 County Rd Ste. H
Minden, NV 89423
(775} 782-3933
{775) 782-1127 - Fax

[ TION, -

Patient Name: Date of Birth:

Gender: IFemate ] Mate [J Transgender  Patient Maritai Status: (1 single Ciarried Clivorced T Partnes

Patient Mailing Address:

Patient Street Address (if different}):

Patlent Home Phone: Patient Cell Phone:

Patient Social Security Number:

E-mail Address:

Patient Name: Work Phone:

Patient Emergency Contact Name:

Patient Emergency Contact Number: Redatlonship:

Local Phanmacy Name & Location:

Mail Order Pharmacy:

Palicyhoider Name:

Policyhokder S5H & DOB:

OK to leave detsiled message at home? O¥es UONo

OK 4o leave detailed message on celt? Oves ONo

OK 1o text/emall appointment corfirmation? (1 Yes [INo

Race: Oasian O Native Hawaiian O african American U white I Hispanic T Pacific Istander 1 other
Ethnicity: 0 Hispanic/Latin T Not Hispanic

Primary Language: (] English Dispanish  Dindian (including Hindi and Tamif) L Russian D other

Translator Required: [ives [ ho



Rounna Aleariado, APRN
1701 County Rd Suite H.
Minden, NV 89423
() 775-782-3933 (F) 77%-782-1127

Mental Health
New Patient Intake

(Form must be completed and returned at least 48 hours prior to scheduled appt, or appt
will be cancelled)

NAME: DATE OF BIRTH:

Telt us why you are sceking care?
Who referred you?

SQCIAL HISTORY

‘Where were you horn, raised, who raised you?



Do you have brothers or sisters? Gender and ages?

Relatianahlps {married, divorced, aingle, living with partoer):

Do you have children? Gender snd ages?

Do you live in a apartment, house, condo, other?

Whe do you live with?

Did you finish high school?

Highest level of education?

What do you do for a living to earn money? How mamy bours per week?
P TRIC RY

Any previous diagnoses? When and by whom?

Have you ever had a psychiatric hospitatization? When? Where? Why?
Have you ever scen 4 therapist?

Have you ever had suicidal thoughts or ever attempted suiclde? Ever tried to harm another
person? .

History of psychiatric medications? Name, dose and dingnosis for each medicati




R s "
Family history of mental ilimess? Which family member(s) and what was the diagnosis?

‘Were you adopted?
D S r pedlatri ts

Pregnancy with the person being scem today (Normal, complications, pre-term labor, etc):

Labor and Delivery (N I, early, complications, etc):

Did the patient meet developmental milestomes (walking, talking, potty training, reading)?
ICAL REVIEW OF SYSTE

Allergies to medication or food? If so, please include type of yeaction?

History of medical diagnoses?

Current et {including over the 3

Do you have a primary care physician? Name? Lastscen? Recent Iabs?
History of surgeries, hospitalizations?

Do hav of the followin 2

Headaches Weakness arms or legs Concussion/head injury  Seizures
TFingling/Numbness Frequent Skin Rashes Easy Bruising Sores in Mouth



Frequent Upper Respiratory Infections  Trouble Swallowing Hearing Loss

Vision Difficalty Anemia Diabetes Type 1 or 2 Hypothyroidism
Hyperthyroidism  Heart Palpitations Chest Pain Heart Arrhythmia
Heart Murmur Low or High Blood Pressure Other Heart Issues

Shortmess of Breath Asthma COFD Frequent Constipation or Dizrrhea
Frequent Uﬁnlﬁnn Frequent Thirst Frequent Hunger

Trouble Urinating Frequent Aches and Pains Arthritis

Autoimmune Disorder Inflammatory Disease

Do vol f the foll e cirele):

Depression Anxiety Panic Attacks Trouble concentrating

Poor Memory Difficulty fanctioning &t school or work Poor sleep

Poor appetite Recent weight loss or grin Low energy Trritabikity
Trouble in large crowds Obyessiona/compulsions

Seeing things that others can’t see or hear Trouble making friends
Trouble talking to people Need for things to stay the same or predictable
Suspended or expelled from school Trouble with the law

Getting in fights wt school Feeling out of control Nightmares

Bad memories popping into your head when you don’t want them to
S TANCE USE

Have you ever tried any of the following {(Flease ¢irele):
Cannsbis/Marijuana Oploids Tobacco Vaping
Methamphetamines Heroine Cocaine Mushrooms
Acid Large Amounts of caffeine Other

* Aleohol



Ronna Alcartade, APRN {P) 775-782-3933 (F) T75-782-1127
patient Cancellation and No-Show Agreement

New Patlents,

Due tothe nature of these appointments, it is imperative that you show up for your scheduled
appointments. i you are not able to make your scheduled appointment times, WL is your responsibiitty to
call the office 24 hours or mate in advance to cancel/reschedule your appointment(s), ctherwise, you
will be considered a no-show, and you wiil be chavged a $25 fee.

Also, clients that no-call, no-show thelr first vislt, the psychiatric evalisation that Is scheduled for one
hour, will not be allowed to reschedule the missed appolrtment.

For existing clients, after (2) no-shows, you will receive a letter informing you that your scheduling
privileges have been suspended for & months.

We realize that an emergency may occur, and you may not be able to notify us. We will discuss that
sftuation with you when it happens.

Thank you for working with us to ensure that services are provided to all of our patients in the best
possible way.

Sekrevartod of Cancellation & No-S|
Signed Date,
Print Name.

i PATIENT Is a minor Print Name,

Date of Birth,




ePrecribing is defined as a physician's ability to e} icalty send an y eivor free, and understandable prescription
diractly tn a pharmacy from the point of care. The Medicare: Modemization Act {(MMA} of 2003 listed standards that have
0 be Included in an ePrescribe program. These indude:

+  Formulary and benafit transactions — Gives the: prescriber infy bout which drugs are covered by the drug

- benefit plan.

«  Macication history tnsactions - mmmmm-mmmmmhm

taking to minimize the number of adverse drug events.
o Fill status notification - mnmmmmmncmmuummmmnm

patient's has besn picked L, not picked up, or partially fited,
By signing this conaent form you 266 agreaing that Mk mmmmmm
History from other healihoare providers andior hisd party for ull of the shovs,
hereby provide coneent 1o W nmmhhmm-nlmmnmb
ek i ol of oy hatee b omy .
|WMMImmmwmhﬂm£Lmﬂ\e' m ible for of
ol charges by M -'aweo-wmwlbepdd'mbﬂ
|wmmmuwmmmmm* of try 10 logal countel, the
Wlmmh@ﬂwﬂﬂuhﬂlmwhmnmmdww
Associates, | further authorize Mountainview Madical mdnl from any source déemed nicatsary for
iy tTestment.
1 herety nd mesign any direcily to Modical Associates for any surgical snd/or medicsl benefts

otherwise pavabie to me Jor services, not to exceed the contracted rate for those setvicss. My consent In herely grantad 10 use thiz
original or 8 copy 3% acually valid

suthorization,
In an offort de serve you botiar, i s lmportast that you ssdersinad that i ks
oy g 'y mm

-

+ T lkmow it Msuntaluviow Modical Asseciates is previder for your

= To knew i you nead prier swtherination for

- nmnmmmu)muhuummm

*  To kmow if you have & co-payment, & yourly deductible, sed If that deductible kas heow med.
mnmlndntdhnnnunmnlllmmmnumhhwlhmmﬂ-ﬁdu

s

[ {print name) heraty acknowbedge that | access
paper copy of practice’s notice of privacy practices. have toa

wamnmumwkmmmﬂummmm current .
account related lssues, who may we relaase this Information to? : your condion or any

Name:

Phone:
Name: Phone;
PathontfGh Signature Date;
. For Office Use Only
0 Acknowledgment refused:
Dencriba efforts to obtein signatura: © Empl Date:
State patient’s nemson for-rfusal: ' s



! AUTHORIZATION FORU‘S!JDISCI.DSURE (1) E!‘.ALTE INFORMATION
; : Date of Bixth:

Last First T Middle

Fax Humb _ Phone Number: _

4o disclose 1y bealth infummation during the teem of this Authorization o the recipient that [ have identified.
mmofpmmdmﬁwmmeM‘mMmmwhﬂh
m»ammnummsngmﬂ-.wmmmmmmmlm
Paupose: | understund tht the specific purpose of the Authorization 18 at the request of the patiea.
Wmmmmmmpmmmm

a Ahmmmmuhmuhmummmmmm
ay medical history, mental, or physical condition and any treatment received by tme **.
. O All of my health information desczibed nbave except for the following: . - \‘

1 Osly the following records of health son: L
Ouly te following o types information. (tnsert dated of treatraent, types of teatinent, or

Tegams: T cubosizsion i o emsin mﬁmm' falfllls this request. ‘
Bafee] tv sigp/right ts reveke: {zuay mefuso to sign or sy revoke this Authorizstion for
ufuulm umoelion‘ wmmuwmmmammwmw
Revocation; I understand that this Anthorization Will remain in effeot untif the berm of fzis ot cxpires
: ot to Y health care provider's Privacy Officer st the address ki above,
B e e
Mnﬂmbeﬁuitmdwdmwﬁﬂmmﬁ-;ofmwmﬁo:ym o= n ook,

Paticwt/Guardien Sigaxture:

Putient/Gusrdian Print Name: -
Sigmatore of Witmess;

4 NOT: This Awthorinstiin doos not exinail is IV tast resmits, )
protaciod by Sedersd law or ik rocerde 'whhhmﬂmw:t“_wmmmu..




