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

PATIENT INFORMATION FORM —~ CHILD
Last Name, First Date of Birth__ MOFO
Social Security # . Nk
Patient’s Addreg:
Mailing Address Chy, State____ Zip Code
Home Address, Chy, State___ Zip Code
Home Phone, Cell Phone
OK to leave detalled massage at home? Yes No OF to leave detalled message on cell? Yes Mo
Mother’s Name: Father’s Name,
Date of Birth, Date of Birth
Soclal Sacurity ¥ Sacial Security #_
Emall Address. Emadl Address
OK to emall appointment confirmation? Yet  No
Ph Name Phone 8
In case of an emerpency:

Please contact {other than above]} Nama:

Phone &,




. Name of Primary insurance: Name of Secondary Insurance:

Address Address
Gty________ State___ZipCode City State __.___le Code, .
Policy #__ Policy & ]
Group Group #
Insurad Name, Insured Name,
Jationship to Patient Relationship to Fatlent
CoPayAmount$_ Co-Pay Amount §
Pleasy civcle the appronciste Snawen
Race: Aslan Native Hawalian  African Amerl White Hispanic Pacific lclander  Other

Ethnigity: Hispanic/Latin Mot Hispanic
Primary Language: English Spanish  Indian (inciuding Bindl and Tamil}  Russian  Other
Translatoe Required: Yes  No




Ronea Alcartado, APRN
1701 County Rd Suite H.
Minden, NV §9423
(P 775-782-3933 (F) T75-782-1127

Mental Health
New Patient Intake

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

NAME: DATE OF BIRTH:

Tell ns why you are seeking care?
‘Whe referred you?
SOCIAL HISTORY

‘Where were you born, raised, who raised yon?




Do you have brothers or sisters? Gender and ages?

l_hhtionslip: (married, divorced, single, Hving with partner):

Do you have children? Gender and nges?

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

‘Who do you live with?

.Did you finish high school?

Highest level of education?

‘What do yon do for a living to earn money? How many hours per week?
ESYCHIATRIC HISTORY

Aury previous disgnoses? When and by whem?

Have you ever had a psychistric hospitalization? When? Where? Why?

Have you ever seen a therapist?
Have you ever had saicidal thoughts or ever pied anicide? Ever tried to harm avother
person’?

-History of psychiatric medications? Name, dose and diagnosis for each medication.



E HISTORY
Family history of mental illness? Which family member(s) and what was the diagnosis?

‘Were yon adopted?

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

Labor and Delivery (Normal, early, complications, eic):

Did the patient meet developmenial mil {vealking, talking, potty training, reading)?
MEDICAL REVIEW OF SYSTEMS
* Allergies to medication or food? If so, please include type of reaction?

History of medical diagnoses?

Current medications (including over the ]

Do you have a primary care physician? Name? Last seon? Recent labs?

History of surgeries, hospitalizations?

Do you have 2 of the following symptomsfillnesses (Pleass circle):
Concussion/head injury ~ Selzures
Tingling/Numbness Frequent Skin Rashes  Easy Bruising Sores in Mouth

Beadaches  Weakmess arma or legs



Frequent Upper Respiratory Infecti Trouble Swallowing Hearing Loas

Vision Difficulty  Ancmis Diabetes Type 1 or2 Hypothyroidism
Hyperthyroidi Heart Palpitati Chest Pain Beart Arrhythmia
Heart Murmur Low or High Blood Pressure Other Heart Issues

Shortness of Breath Asthma COPD Frequent Coustipation or Disrrhea
Frequent U.rinatlon Frequent Thirst Frequent Hunger

Trouble Urinating Frequeat Aches and Pains Arthritis

Autoimmune Disorder Inflammatory Disease

haye e followj e i
Depression Anxiety Panic Attacks " Trouble concentrating
Poor Memory Difficulty functioning at school or work Poor sleep
Poor appetite Recent wetght Joss or gain Low energy Trritability
Trouble in large crowds Obaesstons/compalisions
Secing things that others can’t see or hear Trouble making friends
Trouble talking to people Need for things o stay the same or predietable
Suspended or expelied from school Trouble with the law
-Getting in fights at school Feeling out of comirol Nightmares
Bad memories poppinﬁ into your head when yon don’t want them te
SUBSTANCE USE
Have you ever tried of the civele):
Canpabis/Marijusna Opioids Tobaceo Vaping
Methamphetamines Hervine Cocaine Mushrooms
Acid Large Amounis of caffeine Other

© Aleohol



Ronna Alcartado, APRN {P) 775-782-3933 (F) 775-782-1127

Patient Canceliation and No-Show Agreement

New Patients,

Due to the nature of these appoimments, |t Is imperative that you show up for your scheduled
appeintments. If you are not able W make your scheduted times, it Is your responsibility to
call the office 24 hours or more in ady w freschedule your (s}, otherwise, you
will be considered a no-show, and you will be charged & $25 fee.

Also, clients that no-call, no-show thelr fiest visit, the psychiatric evaluation that ks scheduled for one
hour, will not be allowed to reschedule the missed ap

For existing clients, afber (2) no-shows, you will recetve & letter Infi you thet your scheduil

privileges have been suspanded for & months.

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

Thank you for working with us to ensure that services are provided to all of our patierits in the best

X of Cancelk & No-Show Agn
Signed. Date
Print Name.
{f PATIENT ks a minor Print Name,

Date of Birth




PR Mountainview Medical Associates

N S Carc| Swartz, M.D. Ronna Alcartadd, APRN
' IMMMMH“MMWM

{775} 782-3938 ~ Phone ~ (775} 7821127 — Fex

A parent or legal guardian must accompany a chikd

Younger than 13 yems of age to ak

m Al —
mmwmmwmrhmmmubmlwmmhmk:fzuh
mum“mamwwnmmmhwmmmmmm.
maxionum of one year from date signed, . :

Minor Patient:

Name: DOB;,

Address;

Oy . State: 4 A Phone:

Wiittan consent is valid for the tima period of: 0, (Notmmomvmf)n

Mﬂmnmmmmhmmﬂdhnqdmﬂ.ﬂtmmbemphﬁ'bvmmm&mhm

| auth - -
Name of peraonis) being authorized Relationship to Patient
Mmmmm . Relstionship to Patient
mdmmm Mﬂuﬂbw_mm‘

mwmmmummwmm Madical Associates on behalf of my child listed above,

mWWﬂmhmumlimmwmmm
treatment of this minor child, / imdenstond that | om sl ;

mwﬁdwmm
bwﬁﬂﬂhyﬁmm, , .

Parort/Lagal Gusrdinn Dote Signed

Prmémmhr(hr.anolw)




" patient Name:

. Db
E-PRESCRIBE CONSENT
ePrecvibing is defined a1 @ physician's abilty ¥ electronically sand an

‘ N, exvor free, and understandeble prescriptio
Mw.mmumafm.mmmmmmmwmwmmmm
" 1o be Included bn an ef Thase Includa:

mumm_-mﬁmmmmmwmmwmm
- benefit plan

* Mudication hstory trantactions - Provkdes the physilan with nformation sbout medications the patient s slrees
Siking to minimize the number of sdverss drug events.

nmm-mumummmmmﬂ-mmmww
petient’s prescription has been picked up, not picked up, or partially filled, -

By vighing this conssnt form you are agresing Tt e roquest and Uee your presa—ipiion edicoation
hiatory from s healihoare proy porty ph Denall payors fo Urxlorstarding sk of tw show
hareby provide % M Modioal 0 anroll £ i the aPrescrbe Program. | have b e dwnos &
ik ueslions and ol of tny have been

Ll

!WMMImmnﬂmmwtmh‘- A g, am responsible for <
o cherat vcutted I vy trestimerst by Mouritalnview Medicsl Associsbes, snd sy o0-piywarct will be paid TOGAY,

Theraby sathorize the relensa of any Inf d i the of my dnatio to lagal i, the
\nsurance companies | have insurance through, and/or piwsicians to who | may 3g70a'to see ot the reqmest. of Moubsimview Medical
Associates, | further suthorizs Moutitaliwiew Madical Asccietes to obtain medical infy from any source dhanvad %

trontment. : R
"ﬂwmmwmmmmmmmwmmmmmnm
mmwmmmmmmmmmhmmmmhmmumﬁ
otigivat of a copy as equally valld suthorization. .

In an offort to serve you betier, it I baportant dext yeu und: d thet 4 Is your Tollity:

« ‘T know your insuranes,

« T kmow if M Madionl-Assotiates 6 n provider for yeur lnsurasce,

*  To kmow If you naod pricy sitherinetion for precedures,

. hmummmm)m»nmnnmﬂm .

) & To kuow I yok have 2 eo-payment, & yoarly deductible, and If that deduciiisle iab lesn met.

There sz b of P ’hpn“hwﬂhmh“mﬁn&du&
pelicy. - f .

HIPAA .
[ wmmmlm'mmmm“ma
paper copy of practica’s notice of privacy practioss.

.+ Wafamily member or friend calts or comes into the office requatstiing informetion regaTding current condition
soonumt retated insues, who may we relense this information to? bl orany

Hame: i Phone:
Hamar p Phone:
Signeture —  DOOR__
. - + For Dffice Lsm Opty
0 Acknowiedgrment refused:
bescriba efforts to obtain signature: © Employes Sigr Date:
State patient’s reason forrefusal: . -




.Y

..\ ' AUTHORIZATION FOR USE/DISCLOSURE OF HEALTH INFORMATION

Name: Date of Bivth:
' Last First T Middle

; lvohnhdlynﬂtmiwmd;ﬁwtwhuhhmpwﬂm

Fax.

- |
to disclose nay heatth information during the term MMMM&WMIMW

Eeciulent; Namo of person or olass of peions to whom my haalth-oare provide may disclose sy Ivalth
mwwlmmm&gMWmmmmMmmmm.
Ruruases [ wderstznd that e povifio pucposs of tho Apthorization 38 st the tequost of the pation.
Baormatien t be leclotods Thisatiortion petmit th sbovo peovider t isloseth followng medice

Ah«mmmmmummmmmmmumwmmmn
mmmmm,mummmuwmmwm".

]
-0 All of my health information described sbove cxoept for the foltowing: -
O

the following records of bealth information: dated of ‘
ﬁ _ﬂoﬂwm_s mfnn-_ (Irveext reetimient, types of troatment, o

ummuwm-hhmmmmmmm .

wrmmmmummmmmmmdu

mm;mMWux he commencement, contiustion, or quality of tuy treatment by my
care by '

Berocatiey; § vaderstand the this Anchorization will remsin in effect vail the term of this Authorization cxpice
uim-wﬂmmwmm i po

my health care providers Officer at the
e e e
Anthorizaton before it recetved my writton notics
Patient/Guardian Print Name:
Siguature of Wiknots:

** INGTE: This Autheristtion does net exiast n HIV oot

Mumw-mmmun::ﬂnuhm-ﬁ.rﬂ" e fian




