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Bracken Psychiatric Services 
3200 Southern Dr. #107 Garland, Tx 75043 Ph: (972) 278-5385 Fax: (972) 692-8687 

E-mail: admin@brackenmentalhealth.comwww.brackenmentalhealth.com

CONSENT FOR TREATMENT & ACKNOWLEDGEMENT OF REVIEW OF POLICIES 

& FINANCIAL OBLIGATION 

I authorize and direct Bracken Psychiatric Services to perform the following treatment upon me or my child: Psychiatric Evaluation & 

Psychiatric Medication Management including Psychotherapy. 

My consent is based on a clear explanation from the provider including: 

1. My Diagnosis

2. The Differential Diagnosis

3. Description and purpose of the proposed treatment

4. Expected benefits and outcomes of the proposed treatment.

5. Risks associated with the proposed treatment.

6. Alternatives to the proposed treatment (including risks and benefits)

7. Consequences of no treatment.

I acknowledge that the practice of medicine is not an exact science and that no guarantees have been made to me 

as to the outcome of the treatments. With my signature below I grant this consent without duress, confusion, or pressure from 

Bracken Psychiatric Services 

I understand and agree that I will be financially responsible for any and all charges for services not paid by the insurance for 

my visits. This includes any fees or services provided by the physician or the physician's staff. 

I understand and agree that it is my responsibility and not the responsibility of the physician or clinic to know if the 

insurance will pay for my visit and/or if a prior authorization is required. 

I agree to make full payment for any and all denied claims for any reason. 

I understand and agree it is my responsibility to know if the insurance has any Deductible, Co-payment, 

Co-insurance, Out-of-Network amount, Usual and Customary Limit, or any other type of benefit limitation for the 

services I receive, and I agree to make full payment. 

I understand and agree it is my responsibility to know if the physician I am seeing is a contracted in-network provider recognized by the 

insurance company or plan. 

If the physician I am seeing is not recognized by the insurance company or plan, it may result in claims being denied or higher out of 

pocket expense to me. I understand and agree to be financially responsible\and make full payment. 

I understand policy guidelines are available on www.brackenmentalhealth.com and at the office. I have received 

a notice of prescription policies. I have received notice of appointment policies and the financial obligation letter. 

HIPAA Authorization 

I authorize Bracken Psychiatric Services Providers and Staff to access my/the patient's claims medication history through our 

electronic prescription service for the purpose of regular healthcare operations. I understand this consent may be revoked in writing at anytime. 

Responsible Party/Guardian Printed Name Signature Date 

Child Name __________________ _ Birth Date _____ _ 
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I consent to receive services by interactive audio, video, or data communications to carry out consultations, evaluations, screenings, 

diagnosis, treatment, monitoring, or other communications benefiting a patient if appropriate for my condition, and I understand  the  risks,  

benefits  and  alternatives  of  doing  so.







Patient History 

Please review the following and check any current symptoms that pertain to you. 

 Depressed Mood  Inflated Self Esteem 

 Sleep Problem  Don't Seem to Need Sleep For Days 

 Change in Appetite  Racing Thoughts 

 Decrease Interest  Excessive Talking 

 Decrease Energy  Spending Spree 

 Difficulty in Concentration  Distractibility 

 Guilt  Impulsive Behavior 

 Irritability  Trying To Do Way Too Much 

 Crying Spells  See / Hear Things That May Not Be Real 

 Excessive Worrying  Suspect / Believe Things That May Not Be Real 

 Often Tense / Keyed Up  Can Not Stop Repetitive Thoughts 

 Panic Attack  Can Not Stop Repetitive Behavior 

 Intrusive / Recurrent Memory of Past Time   Hyper Vigilant 

Past Psychiatric Treatment 

Have you seen a psychiatrist in the past?   No    Yes 

If yes, when and Psychiatrist’s name: ______________________________________________________ 

Have you seen a therapist in the past?    No    Yes 

If yes, when and Therapist’s name: ______________________________________________________ 

Have you ever been hospitalized for psychiatric reasons?   No    Yes 

If yes, when and where were you hospitalized? ______________________________________________ 

Have you taken any psychiatric medications in the past?    No    Yes 

If yes, what are the names of the medications?  What were the benefits of taking it?  Did you experience 

any side effects?  ______________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Patient Name: ______________________________________   Date: ___________________________ 

Occupation: ________________________________________  Educational Level: _________________ 



Patient Name: ______________________________________ 

Tobacco / Alcohol / Drug Use 

Do you use tobacco?   No    Yes 

If yes, what is the amount and how often? __________________________________________________ 

Do you drink alcohol?    No    Yes 

If yes, what is the amount and how often? __________________________________________________ 

Do you use illicit and/or prescription drugs (not prescribed to you)?    No    Yes 

If yes, what are the names of the illicit and/or prescription drugs.  What are the amounts and how often 

are they taken? ________________________________________________________________________ 

Medical History 

Do you have a primary care physician?    No    Yes 

If yes, what is your primary care physician’s name? ___________________________________________ 

Do you suffer from any of the following medical problems? 

 Hypertension  Hypertension  Stomach Ulcers 

 Cong. Heart Failure  Diabetes  Head Injury 

 Heart Disease  Endocrine (Other)   Seizure 

 Cardiac (Other)  Asthma  Stroke 

 High Cholesterol  Liver Disease Neurological  (Other) 

 Other Medical Problem (Explain): 

Please explain any family medical history ___________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

If any, please explain family psychiatric history ___________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 



Patient Name: ______________________________________ 

Have you ever been hospitalized for medical reasons or had surgery?    No    Yes 

If yes, please explain.  __________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Medication 

Please list all current medications and include all over the counter and herbal medications. 

Medication Dose Frequency

Do you have allergies to medication and/or food?    No    Yes 

Medication / Food Reaction 

Legal  

Do you have any current or past legal problems?     No    Yes 

If yes, please explain ____________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________ ___________________________________ 
Patient / Parent / Guardian Signature   Date 




