JoEllen Butler, Psy.NP
8727 S. Priest Drive suite # 102

Tempe, Arizona  85284

Ph. # 480-787-9384
Welcome, and thank you for choosing our office to provide your medical care.  Please return the completed enclosed paperwork to our office, either by mail, fax, email or by dropping it off.  Once we receive the new patient paperwork filled out and signed, we will be able to schedule an appointment. 
Office Hours:
    
Monday through Thursday  
9:00am – 4:30pm
Friday 



9:00am – 12:00pm
Closed Daily for Lunch         12:00pm – 1:00 pm

First Visit:     We ask that you come to your appointment at least 10 minutes early with your picture ID. If for any reason you arrive late for your appointment, the appointment may be cancelled and rescheduled for a later date. 

Payment:
     Payment can be made by cash, check, debit or charge at time of appointment.
We ask that you come prepared to pay all charges due at time of service.
In order to keep our cost down and be able to provide superior customer service in a calm, comfortable environment and also keep our fees affordable, JoEllen H. Butler NPPC is strictly a self-pay provider’s office. We do not accept insurance of any kind. However we will provide instruction on being reimbursed by your insurance company, if you choose to do so.
Our office requires 24 hours on all returned phone calls, correspondence and prescription refill requests. Please, understand Monday to be our busiest day, and we may require a longer than normal response time due to the high volume of requests. For faster service please email all lengthy messages and requests, text any short correspondences and call to schedule appointments and I will get back to you before the end of the business day, if possible.
Email: joellenbutlerpsynp@gmail.com     Fax:   480-940-3922      Office Phone:  480-787-9384 
After hour emergency # 480-650-3426 is for after business hours emergencies only. Please do not call the emergency # for anything other than an after hour emergency.    Thank you
Directions:
Our office is located on the North East corner of Warner Rd. and Priest Dr. 

                        Behind the Dunkin Donuts, at the end of Honey Well’s parking lot.
Patient Information
Date: _______________________________
Name:
________________________________________________________________________
Address:______________________________________________________________________





















City:




State:


         Zip Code:_________________
Home Phone:




    Cell Phone:______________________________
Is it ok to contact you at home? □ Yes  □ No   
Sex: □ M □ F        Birthdate:____________________                       Age: ___________________   
Marital Status: 



    
Patient’s Employer:




Occupation: _________________________
How did you hear about us? _______________________________________________________
Emergency contact (name and phone number):________________________________________
We look forward to being a partner in your health care and providing you with friendly, personal, and quality care.  

PATIENT FINANCIAL AND FEE AGREEMENT
FEES

Initial Evaluation Intake Appointment – 60 Minutes


$275.00
Extended Office Appointment – 30 Minutes   

            $150.00  
Extended Office Appointment – 60 Minutes                                      $200.00   
Med. Management Appointment– 15 Minutes           

$  90.00
Follow Up Phone Appointments – 15 Minutes                                  $  90.00
Records                                                                                               $  50.00

Extended phone calls                                                                          $  90.00

Missed Appointments                                                                         $  50.00

Insufficient Funds/Returned Check                                                    $  30.00

Letters                                                                                                 $  40.00
Please note when scheduling, filling out any outside paperwork; FMLA, SSI, School or anything work related, requires an extended appointment. 
It is your responsibility as the patient/client to make sure your account is in good standing. You are responsible for all outstanding balances, which will need to be brought current prior to your next appointment or refill request. Please, be prepared to take care of all charges, balances and fees at time of service.

Upon receipt we suggest that you contact your insurance carrier and request reimbursement and that they process your claim in a timely manner. Should you receive any correspondence form your insurance company in regards to your services in this office you must respond to that correspondence immediately, in order to have the claim processed and paid. Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. You understand that you are financially responsible for all charges whether or not reimbursed by your insurance company.
 AUTHORIZED PERSON’S SIGNATURE:

I authorize payment of medical benefits to the supplier for services.  I fully understand that, regardless of insurance coverage, I am legally responsible for all fees due to the practitioner.

Responsible Party’s Signature




     
Date _________________________
Name______________________________________________________ Date of Birth______________________
Authorization: 
Information about you cannot be exchanged without your consent. Your signature authorizes JoEllen Butler NPPC office to obtain or release your medical records or information regarding your care. This discloser is for the purpose of diagnosis, treatment planning, follow-up, subpoena for records, coordination of care, employment, and/or any other reason medically necessary.
See page 8.
MISSED APPOINTMENTS/ RETURNED CHECKS:

Missed appointments or appointments cancelled less than 24 hours in advance are subject to a no show or late cancellation charge. To avoid being charged for late cancellations  please call as soon as you know that you will not be keeping your appointment, so we can offer it to someone else waiting to be seen. 
Missed or late-cancel New Patient Initial Evaluation appointments are subject to a $100.00 charge.  To avoid being charged, please call us up to the day before the appointment to cancel or reschedule.
Returned checks will be assessed a $30.00 fee. 

Extended Phone calls will be assessed a $90.00 fee.

Patient Records $50.00 fee.
All accounts must be kept current and up to date in order to receive refill prescriptions and schedule appointments. It is the patient’s responsibility to make sure their follow up appointment has been scheduled to not run out of medication

    There will be a $50.00 fee charged for all No Call / No Shows
Name___________________________________________________     Date of Birth ________________________
Psychiatric/ Medical/ Family History
Please answer these questions as best as you can to help facilitate a more thorough evaluation.

PAST PSYCHIATRIC HISTORY

Please circle the answer that applies:

	Seen a psychiatric practioner             YES     NO   
	Suicide attempts                                 YES     NO

	Been on psychiatric medications       YES     NO
	Alcohol / drug treatment                    YES     NO

	Counseling                                         YES     NO
	Legal problems                                   YES     NO

	Hospitalization                                   YES     NO
	DUI / DWI conviction                        YES      NO


MEDICAL HISTORY
Indicate which of the following you have experienced or are currently experiencing:

 Heart surgery / disease / attack

 Liver disease (inc. jaundice)

 Paralysis, stroke
 Severe muscular / skeletal problems
 Sexually transmitted disease

 Seizure
 Diabetes



 Currently pregnant


 Neurological disorder
 Thyroid disease


 Currently nursing


 Stomach problem
 High blood pressure


 Bleeding tendencies 


 Visual impairment

 Cancer



 Severe respiratory problem

 Hearing impairment
 Hepatitis



 Severe urinary tract problems

 Glaucoma

If you check any of these conditions, or are experiencing others, please indicate the specific nature here:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have a family history of these conditions, or similar conditions, please indicate the specific nature here:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CURRENT MEDICAL STATUS
Height:__________________________________ Weight:________________________________

Please indicate any prescribed and / or over-the-counter medications that you are currently taking:

	MEDICATION
	DOSAGE (mg)
	FREQUENCY
	PRESCRIBER

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Allergies:_____________________________________________________________________________________

Have you seen a physician in the past two years?    Yes   No     Date of last physical exam:__________________

Primary Care Physician:_______________________________________  Fax Number:  ______________________
Current Therapist: ____________________________________________Fax Number:______________________                                                                                                              
Name________________________________________________  Date of Birth ____________________________
Problem Inventory
I am currently experiencing the following problems (please check all that apply):

 Marital relationship problems
 Physical abuse

 Problems on the job

 Losing someone or something close to me

    (person, job, pet, moving, etc.)

 Problems with my children

 Sexual abuse

 Current problems from past sexual abuse

 Alcohol abuse

 Drug abuse

 Feeling guilty about past misdeeds

 Feeling that I am no good

 Feeling the need to get more sleep

 Losing pleasure in my daily activities

 Often feeling restless or irritable

 Thinking about dying or killing myself

 Trouble keeping my mind on a task

 Feeling sad or “down in the dumps”

 Preoccupied with sexual thoughts or urges

 Needing less sleep than usual

 Spending sprees

 Trouble making myself slow down or talk less

 Fear of crowds or public places

 Specific fear of a thing or place

 Attacks of fearfulness where I feel I need to run

 Heart palpitations

 Chest pains of discomfort

 Feeling dizzy or unsteady

 Feeling things that aren’t there

 Tingling in hands or feet

 Hot or cold flashes

 Trouble breathing

 Feeling trembles or shaking

 Fears of dying or going crazy

 Feeling the urge to avoid certain places or objects

 Feeling troubled by repetitive thoughts

 Feeling anxious and nervous

 Worrying about things over and over

 Feeling the urge to do something unnecessary

Any other problems not mentioned above:

______________________________________________________________________________________

 Checking, hand washing, hair pulling
 People following me, out to hurt me, or talking

    about me

 People reading my thoughts
 Hearing voices

 Thoughts being put into my head, controlling me,

    making me do things

 Special messages to me from TV or radio
 Feeling emotionally “numb”

 Recurring nightmares

 Frequently feeling startled

 Being troubled by painful memories

 Parts of my body not functioning well

 Feeling aches and pains all over my body

 Often feeling sickly

 Fear of having or getting disease

 Problems with my memory

 Knowing where or who I am

 Getting lost or confused

 Having trouble remembering my past

 Finding things I don’t remember having

 Feeling that I’ve lost time

 Urges to do something harmful to myself or others

 Urges to set fires

 Difficulty controlling my temper

 Feeling anger or resentment

 Taking laxatives to control my weight 

 Vomiting to control my calorie intake

 Exercising frequently and vigorously

 Fasting in order to control my weight

 Feeling helpless about my eating habits

 Extreme changes in my weight
How to Get Reimbursed by Your Health Insurance Company 

When having to pay up front for medical and/or mental health services, contact your insurance company for reimbursement. It usually goes smoothly, provided you follow the right procedures.

Step 1
Contact your insurance company and request the form you must use to request reimbursement. Many companies have all of their forms available on their website; check online to see if you can download the form instead of waiting for the mail. If you aren’t sure which form you need, check online for a FAQs section that might explain it, or contact customer service online or by phone.

Step 2
Collect all of the documentation your insurance provider requires. Typically this will include proof of the medical care you received and how much you had to pay. Make sure the billing code is included on the papers you get from the doctor’s office, since your insurance company is unlikely to process your claim without it.

Step 3
Fill out the insurance company form and send it, along with all requested proof, to the claims department of your insurance company. Keep a copy of the form and everything you send with it in case it gets lost along the way. Be patient once the paperwork is on its way, since insurance companies are often slow when processing claims.

Things You Will Need

· Paperwork from medical procedures

· Insurance forms

Tips

· Avoid unpleasant surprises by checking your policy to make sure you’ve got coverage for anything you’re asking to be reimbursed for. Also take a good look at how much you can expect to get back; not all coverage pays 100 percent for all procedures.
· Any unpaid amount of your deductible typically affects the amount you get reimbursed. Check the rules regarding your deductible so you know what to expect.
Warnings

· Each insurance company has its own procedures you must follow when requesting to be reimbursed. Always use the form the company designates and include copies of all required documentation. Failure to follow all procedures can result in a delay or even a denial of your claim.
· Submit all of your papers to your insurance provider in a timely fashion, since the insurance company most likely has a deadline for filing claims. If you let the deadline slip by you won’t be able to get anything back. Send your claim in via certified mail so you have proof of when you sent it.
JoEllen Butler Psy. NP

Patient Consent for Use/Disclosure of Protected Health Information

Patient Name________________________________________________   DOB__________________________________

I understand that my health information is private and confidential I understand that the office of JoEllen Butler NPPC works hard to protect my privacy and preserve the confidentiality of my health information.

I understand the office of JoEllen Butler NPPC may use and disclose my health information to provide treatment to me, to handle billing and payment, and to take care of other healthcare operations. (In general, there will be no other uses and disclosures of this information unless I permit it) I understand that sometimes the law may require the release of information without my permission. These situations are very unusual. One example would be if a patient threatened harm to someone or one’s self.

Under the terms of this consent, I ask the office of JoEllen Butler NPPC to restrict how my health information is used or disclosed to carry out treatment, payment, or health care operations. I understand that the office of JoEllen Butler NPPC does not have to agree to my request; I understand that the office of JoEllen Butler NPPC will follow the agreed limits.

I may cancel this consent in writing at any time by doing one of the following:

1. Signing and dating a form that the office of JoEllen Butler NPPC can give me called “Revocation of Consent for use and disclosure of healthcare information”  or

2. By writing, signing and dating a letter to the office of JoEllen Butler NPPC. If I write the letter it must say I revoke my health information for treatment, payment, and healthcare operations.

I understand that if I revoke this consent, the office of JoEllen Butler NPPC does not have to provide any further health care services to me.
My signature below indicates that I agree and consent to allow the office of JoEllen Butler NPPC to use and disclose my protected health information to carry out treatment, payment, and healthcare operations. I also understand and have been provided with a Notice of Privacy Practices that provides a more complete description of information uses and disclosures. I understand that I have the right to review the notice prior to signing this consent.
________________________________________________________    Date _________________________________                      Patient or legal authorized individual signature
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