Ade Adeyemo APN, PMHNP-BC
Psych & Behavioral Healthcare LLC
5585 High Street

Mount Holly
NJ 08060

Phone: 732-886-1871
S Website:psychiatricandbehavioraiheaith.com
email:pbhctreatmentagmail.com

Please fill out the following information as complete and as neat as possible. Thank You

. PERSONAL INFORMATION:
Name: ~___boOB._______ Sex: MorF
Marital Status: If married, Spouse Name: ——

Address:

Phone#:
Employer:
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PMHNP-BC

Patient Consent to the Use and Disclosure of Health Information
For Treatment, Payment, or Healthcare Operations

lunderstand the office "ot required 10 agree to the restrictions requested. | understand that | may revoke
M:mmtinm.mmw&cmmmmimmmmminrefmethmm. | also
wmwmmﬁnmnwmmmmmmmmmmmmmw
8s permitted by Section 164 506 of the Code of Federal Regulations.

| further understand thas ~ the OffiC@  :serves the right 1o change their notice and practices and prior 1o
Mhmmmmlﬂ.mdmcCodedFmde.Mm%
0ﬁmmmmﬁwﬁﬂmdiwpyofmyrwindmﬁmmhmrww(wu.s.
mail or, if | agree, email).

I wish 10 have the following restricti~n« to the use or disclosure of my health information:
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| understand that as part of this organization's treatment, payment, or health care operations, it may become necessary
to disclose my protected health information to another entity, and | consent to such disclosure for these permitted
uses, including disclosures via fax, messages on answering machines or with family members. | fully understand
and pecept or declipe the terms of this consent.

Patient's Signature )

Date

FOR OFFICE USE ONLY

[ ] Consent received by S | ==
[ ] Consent refused by patient, and treatment refused as permitted.

[ | Consent added to patient’s medical recodon @




Contract for Medical and or Psychiatric Appointments via
Telemedicine (Video/Audio Conferencing)

L, hereby consent to having my Psychiatric

(Promt}
Appointment(s) via Telemedicine (Video/Audio Conferencing). | am aware and

agree that Skype/Doxy.Me/Telephone will be the electronic medium used during
these appointments. | absoive®> Adeoluwa Adeyemo PMHNP-BC
and its Affiliates of any liability o1 1esponsibilities related to the use of electronic
media or confidentiality related issues.

Please note: Skype/Doxy.me will only be used during your scheduled
Telemedicine face to face appointment. Do NOT send any messages or questions

outside of this scheduled time to Skype/Doxy.me, THEY WILL NOT BE RESPONDED
TO. You are to call the office number at all times for any concerns

W

Signature Date



AUTHORIZATION FOR USE AND/ OR

Treatment, payment, enroliment or elgibility for benefits will not be conditioned on my prowsding or refusing to

provnde thes authorization Please release ¢ of medical records to
Adoe Adoyomo APN, PMMHNP-BOC

Fraych O Behavioral Healthoare LLO
ans High Straeoat

Mount Hally

NJ OB0G0

Phone: 7322-0868-107 1
WwWebsite:rpaychiatricandbahavioralhealth.com

emai:pbhoctraatmentegmall.com
Release records and in Lhon rumu-u:

_-_‘-“

Name of Patient (List other names used) Medical Record ¥ Date of Birth

Agdress le ephone Number

Name of Recewing Party

Address
City, State, Zip Cooe
This authorization shall become effective immediately and shall remain in effect until
{enter date) or for one year from the date of signature f no date entered *
This authorization is also subject to written revocation by the undersigned at any time
between now and the disclosure of information by the disclosing party. Written
revocation will be effective up receipt, but will not be effective 1o the extent that the

Duration
Revocation
Requester or others have acled in reliance upon this authorization
Redisclosure | understand that the requester may not lawfully further use or disciose the health
information uniess another authorization 15 oblained from me or uniess GisCIosure
Specifically required or permitted by law
Specity Check the box and initial which type of information s to be disclosed
Records () Medical information  (Psychiatric information

Signature Date
OOrug/Akcohol (OMIV Test Results

e S L -

| request that the hea'th indormation relessed pursuant 1o this authorization be used for the following purpose only

| e —————— i
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A Copy of this suthorzation s vahd a3 an Orgne!

-WWt d_;ﬂi!ﬂt or Patient’s Representative




CONSENT FOR USE OF PSYCHIATRIC MEDICATIONS

PATIENT NAME CASE #

PART I: INFORMATION
Asﬂnphyﬂcimfmwﬁow-wmdplﬁumlwﬁfythﬂIhwcpmwidadthefollowin; information to thus

paticnt regarding the psychiatric medication(s) | have recommended:

* The nature of the patient's mental condition

. Thtypcnfnwdkuion.thzm(l)nﬂhetpmiﬁcmmmuUndnn'crn'e.themof
tdminim(bymmuhonnjocdm)‘mdﬂum'thoftim taking the medication(s)
mmfmmwsmmmmmwmelmormmmmmmmwu
The reasonable alternative treatments, if any

The side effects of the medication known to commonly occur

The information that when oertain antipsychotic (neuroleptic)medications are taken for more than 3
m.mmmum:nmumwmywmmummem
inmlmymmofhMmm_inw(mmnmy)oroﬂmbodymd-m
movements may or may not be reversible and mig.. even appear shortly after the medication has been
; -

* The nght to accept or “efuse medication and the right 10 . *er withdraw this consent at any time

.- @+ @ L

Printed information about the edication(s) was given to the patient: Ye. e

If answer is no. the —-- - Adeoluwa Adeyemo
PMHNP-BC

.

Date Printed nau... wi ruysician Signature of Physician

PART II: CONSENT
With ms/her signature below, the above-named patient hereby acknowledges that:

* All of the information above regarding the administration of psychiatric medications has been explained

o me
* | understand this information, and | have no further questions at this time

* | understand that | can withdraw this consent at any time

| CONSENT TO THE USE OF
Class of Medication Specific Medicatiop .' Range Reute  Duratios

(CM antpsychotic, mood stabilizer m stimulant, antiparkinsonian, other)

—— - . e e e e ——

Date Signature of Patient / Legal Guardian




Pasych O Behavioral Heaithcare LLCOC
8§88 MHigh Street
Mount Holly
NS 08060
Phone: 732-9868-1971
Wwebsite:psychiatricandbehavioralhealth.com
email:pbhetreatmentagmail.com

1) Have you ever been depressed? If yes which of these symptoms have you experienced?

(please circie all that apply)
Depressed Mood Weight Loss Suicide Attemptiow Self Esteem
Self Neglect Helplessness Anhedonia Decreased Libido

2) Have you ever experience anxiety? If yes which of these symptoms have experienced?
(please circle all that apply) ™
Hiﬂ:hvflefAnigy Palpitations Diaphoresis  Tremulouspess Intrusive Thoughts
Compulsive Behavior  Fear of Enclosed Places Heightened level of Arousal  Irritability
Nightmares Flashbacks Avoidance

3) Have you ever had Mania? If yes which of these symptoms have you experienced? (please
circle all that apply)

Elevated Energy Grandiosity Impulsivity Decreased Need for Sleep  Racing Thoughts Pressured
Speech Increased in Goal directed activities

4) Have you ever experienced Hallucinations or Delusions? If yes which of these symptoms
have you experienced? (please circle all that apply)

Though!hm AndtryH:lhcmm thlﬂdlmm Paranoid Delusions Bizarre

| c— —— i ———— A —
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2) mw“ymhnmmm&n?'_________m e
1) Who was the last provider you saw and for how long? E— .

Education Histery
B |) Highest level of Education completed?

- e — - ——— -t il i—

Yecationsl History




Ade Adeyemo APN, PMHNP-BC
Psych & Behavioral Healthcare LLC
555 High Street

Mount Holly
NJ 08060
Phone: 732-986-1971

Website:psychiatricandbehavioralhealth.com
email:pbhctreatmentagmail.com "

Notice of Discharge

This memo is to inform ___ that patient will be

discharged from facility after M}M_O_Shm or3

Patient Signature Date

Thank You

Office Management







