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Consent & Agreement to Pay and Authorization Assignment

I, knowing that I (or
) have a condition requiring diagnosis and treatment, do
hereby voluntarily consent to such diagnostic procedures and care as provided by my Saint Sophie’s clinician’s
instructions. I consent and agree generally to assessments, psychological testing, individual, group and family therapy
services. My right to information about or to refuse any test or procedure is not altered by this agreement.
Treatment is provided by medical doctors and licensed clinicians. Under the direction and supervision of the
psychiatrist or other licensed clinicians of my team, students, residents or interns may perform or observe some of the
health care services I receive.
I consent to a photograph to be taken for accurate identification. I understand that this photograph becomes a
permanent part of the patient’s medical records, and is treated like other documents within the medical record.
I have been informed and am aware that security cameras are used on the premises.
I further acknowledge that no guarantees have been made to me as to the results of treatment or examination
at Saint Sophie’s.
In consideration of the services provided by any and all clinicians for care and treatment, including consultations
rendered to
for a period of such care and treatment commencing on
or about the _____ day of __________________, 201__, I hereby assign and authorize payment directly to Saint Sophie’s,
LLC and said clinicians of any and all Medicare/insurance benefits otherwise payable to me.
I hereby agree that Saint Sophie’s and the clinicians may receipt me for any such payment and that such receipt
shall be a conclusive acknowledgment by me that I have received insurance benefits from the insurance company(ies) in
the sum specified in such receipt, and agree that such payment shall discharge the insurance company(ies) of any and all
obligations under the policy(ies) to the extent of such payment and for that purpose. I expressly authorize Saint Sophie’s
and the clinician(s) to furnish the insurance company(ies) with any information desired concerning said care and
treatment. I understand that I am financially responsible to Saint Sophie’s and the clinician(s) for charges not covered
by this assignment and further agree to guarantee prompt payment in full of any balance. The original copy of this
agreement of this authorization shall be kept permanently in Medical Records, therefore a photocopy shall be considered
as valid as the original.

Signature of Patient or if Patient is a minor or is
physically incompetent, signature/relationship
of closest relative or Legal guardian)

Signature of Policyholder (if Patient is
Policyholder)

Date:

Date:

Staff Witness

Date:
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At Saint Sophie’s, we are dedicated to providing you with the best possible care and service and regard your understanding of our financial
policies as an important element of your care and treatment. This Financial Policy is to assist you. If you have questions, please feel free to
discuss them with our Patient Financial Services Staff.
Unless either you or your health coverage carrier has made other arrangements in advance, full payment is due at the time of service.
For insured patients, this includes any co-payments, co-insurance amounts and/or deductibles.
YOUR INSURANCE: If you have insurance, we will file your claim with your insurance company, as a courtesy to you. We will extend payment
terms up to 60 days in order to provide you with enough time to resolve your insurance claims. In the event your health plan determines a
service to be “not covered”, you will be responsible for the complete charge. For patients covered by more than one policy, we also file claims to
the “secondary” insurance.
As insurance carriers tend to change frequently, it is the policyholder’s responsibility to determine whether or not we are contracted providers
before being seen.
To allow for filing of your insurance benefits, you must bring your insurance card upon admission as well as at any time your insurance
coverage changes.
Please be aware that few insurance companies attempt to cover all medical costs. You are responsible for payment regardless of any insurance
company’s determination of usual and customary rates that may bear no relationship to the current standard and cost of care in this area. If
there are any disputes with your insurance carrier regarding your policy guidelines and insurance payments, it is important that you be involved
to ensure that you receive the full benefit due you.
Insurance policies vary widely in how they pay for mental health services. Often pre-authorizations are required for a specific number of visits.
In some cases, an initial referral from a primary care doctor is needed. Depending on your policy, your involvement may be critical, for some
steps in the process, such as obtaining an initial referral.
I understand that any appointment that is not cancelled 24 hours prior to the appointment time will have an $80 fee that is
not covered by insurance.
I Authorize Saint Sophie’s to contact my primary care physician / Managed Care Network on my behalf to request a referral that may
result in coverage at the “in Network” benefit level.
Authorization for release of information to Insurance Companies: By initialing and signing below, you are authorizing Saint
Sophie’s to release medical information to your insurance company, including governmental payers such as Medicare, Medical
Assistance and Worker’s Compensation as required or permitted by law. This includes but may not be limited to confidential medical
information which may include drug/alcohol abuse, HIV status, or psychiatric treatment as necessary for payment of claims. This
may include verbal, written or faxed information.
I understand that Chemical Dependency client’s/patient’s records are protected by the Federal Law (42CFR Part 2) and cannot be
disclosed without this written consent unless otherwise provided in the federal regulations. My signature also means that I have read
this form and / or have had it read to me and explained in a language that I can understand.
Your doctor, practitioner, or therapist can explain the reasons for the different kind of charges used, such as evaluations, individual therapy,
or family therapy.
METHODS OF PAYMENT: We accept cash, check, VISA, and MasterCard. We do not accept post-dated checks, nor will we hold checks for any
length of time. Payment arrangements may be made in advance of your appointment as necessary.
INFORMATION CHANGES: Be sure to advise us of any address or phone number changes. We cannot be responsible for delinquent accounts
due to lack of receipt of statements or other correspondence if we do not have a current or correct address or phone number on file.
COLLECTION PROCEDURES: Patient Account Representatives are available to help with payment arrangements from 8:00am to 4:30pm Monday
thru Friday. We do have a Hardship Program available for those patients who qualify. Once made in writing, agreements are binding. Our
collection procedure does not begin until 30 days after your insurance has paid their portions, 60 days if they have not. Failure to respond to
communications from our office may result in termination of treatment and/or involvement of an outside collection agency. You will be
responsible for any fees or interest charged in association with collection of your account.

ASSIGNMENT OF BENEFITS: If you have health care insurance or are entitled to benefits under any private or government health plan or policy,
you agree that Saint Sophie’s may bill these priors and they may make their payments directly to Saint Sophie’s. Your signature on this form is
your authorized signature for the filing of a claim and request for direct payment of benefits by any payer to Saint Sophie’s.
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Financial Policy

I have read and understand this financial policy of Saint Sophie’s and I agree to be bound by its terms. I also understand and agree that such
terms may be amended from time-to-time by the organization.

Patient’s Name

Social Security Number

Witness

Signature of Patient or Responsible Party

Date

Account Number
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Acknowledgement of Receipt Notice of Privacy Practices

It is our responsibility and intent to protect the confidentiality of our patients to the fullest
extent permitted by law and according to the wishes of our patients.
The Health Insurance Portability and Accountability Act of 1996, known as HIPAA, includes
important practices for healthcare organizations regarding the privacy and security of patient
information.
Your signature below acknowledges you have received the Notice of Privacy Practices. This
notice describes how a patient’s protected health information (PHI) may be used or disclosed to
carry out treatment, payment, or healthcare operations and for other purposes that are
permitted or required by law. The notice also details patient rights and our duties regarding
their PHI.
Thank you.
Saint Sophie’s

_____________________________________

__________

Patient/Guardian Signature

Date
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Medication History

Medication History:
What medications are you currently taking? (include ALL medications, over-the-counter medications, herbal remedies)
•
•
•
•
•
•
•

What medications have you taken in the past? (Include ALL medications, over-the-counter medications, herbal remedies)
•
•
•
•
•
Allergies:
Substance/Medication:
•
•
•
•
•
•

Reaction:
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Review of Systems

Does the patient experience any of the following? Please check all that apply:
General:

Appetite Loss

Fatigue

Fever

Skin:

Bruising

Rashes

Excessive Sweating

HEENT:

Headache

Visual Problems

Neck:

Neck Pain

Swollen Glands

Resp:

Asthma

Bronchitis

CV:

Blood Pressure Problems

Obesity

Weight Change

Hearing Problems

Coughing

Wheezing

Difficulty Breathing

Chest Pain

Swelling of Legs

Shortness of Breath

Constipation

Trouble Swallowing

History of family member dying suddenly

GI:

Abdominal Pain

GU:

Bedwetting

Sexual Problems

Troubles Urinating

MS:

Back Pain

Joint Pain

Weak Muscles

Neuro:

Seizures

Decreased Memory

Loss of Consciousness

Psych:

Anxiety

Depression

Circumscribed Interest

Attention Problems

Hallucinations

Hyper Focus

Panic Attacks

Suicidal Thoughts

Diarrhea

Suicidal Planning

Endo:

Cold Intolerance

Diabetes

Excessive Thirst

Thyroid Problems

Hem:

Anemia

Enlarged Glands

Easy Bleeding

For Female Patients:
Breast:

Mass

Pain

Menstrual:

Bloating

Cramping

Irregularity

Pelvic Pain

Excessive Urination
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Child and Adolescent Clinic Intake

Please fill out this questionnaire and return it to Saint Sophie’s in the envelope provided before your child’s appointment. It asks
about general background information that may be relevant to your child’s evaluation.
Date:
Born Sex:_____________

Identifies as:________________________

Grade:

School:

Ethnicity: _________________

Person Completing form & Relationship:
CHILD DEVELOPMENT
Note any problems in the space provided
Pregnancy
(e.g., medications taken, drugs/alcohol, illness, complications?)
Labor
(e.g., spontaneous, induced, duration?)
Delivery
(e.g., C-section, forceps, distress, APGARS?)
Birth weight:

Went home with mother?

Neonatal/Infancy
(e.g., jaundice, convulsions, colic, problems breathing, infections?)
Estimate the age at which your child could:
Walk

Catch a ball

Speak words

Tie shoelaces

Speak simple sentences

Toilet trained:

Day

Night

As a baby, my child was (check all that apply):
calm

active

difficult

good sleeper

easily upset

affectionate

quiet

loud

difficult to care for

ate well

stubborn

predictable
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If any of the following occurred as a young child, note the age:
Nonsense speech or made-up words

Poor pronunciation

Repeating other’s speech

Clumsiness

Ignored people or other children

Withdrawn

If any of the following occurred as a young child, note the age:
Odd movements
_ Nightmares, night terrors

Head-banging
Bedwetting (after age 6)

Excessive anxiety about going to school
Excessive anxiety about separation from parents
Repeating behaviors excessively, e.g. twirling in circles, lining up toys
If there was testing or therapy for any of the following, note the age and where:
Speech

______

Vision
Hearing
Learning
Neurological
Is child receiving special services at school?

YES

NO

MEDICAL HISTORY
Note the age and describe any of the following:
Seizures
Surgeries

________

Hospitalizations

_

Serious Illnesses

_

Current Medical Problems:
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Regular Care Provider:

Previous Psychiatric/Mental Health/Counseling Services:

SOCIAL HISTORY
Child lives with:

Status of Parents:

Biological parents

Adoptive parents

Parent & stepparent

Foster parents

One parent alone

Institution

Relatives

Other

Married

Unmarried

Separated

Divorced

Composition: Please list the names, ages, and relation of everyone who lives at home:
Name

Who has custody at this time?

Age

Relation

Widowed
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Was the child exposed to any type of abuse (sexual, physical, emotional, verbal etc) If so, describe type, by whom, duration:

FAMILY HISTORY: Has anyone in the immediate or extended family needed help for emotional, behavioral, psychiatric or
neurological problems or other serious medical problems? If so, please list and describe the problems as best as you can and the
family member’s relation to the child.

Have any of the following events occurred in your family? Note when and describe:
Death in family/other losses:

Change in family’s financial status:

Job changes:

Divorce or separation:

Moves:
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Please describe parents’ marital relationship:
Smooth

Occasional difficulties

Frequent difficulties

Failure

Please describe agreement between parents on how to deal with child’s problems:
Usually agree

Sometimes agree

Never agree

Are there any significant events that occurred in either parent’s upbringing that would be important for us to know in working with
the family? (e.g., chemical dependency, chronic family fighting, abuse)

Has the child drank alcohol? If yes, please describe:

Has the child used street drugs? If yes, please describe:

Has the child smoked cigarettes or used tobacco products? If yes, please describe:

Any legal issues in the past or present? If so, please describe:

Any employment in the past or present? If so, please describe:
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Mood Disorder Questionnaire

Please answer the questions to the best of your ability. Has there ever been a period of time when you were not your usual self and..
You felt so good or so hyper that other people thought you were not your normal self or you got into trouble

Y

N

You were so irritable that you shouted at people or started fights or arguments

Y

N

You felt much more self-confident than usual

Y

N

Thoughts raced through your head or you couldn’t slow your mind down

Y

N

You were so easily distracted by things around you that you had trouble concentrating or staying on track

Y

N

You had more energy than usual

Y

N

You were much more active or did many more things than usual

Y

N

You were much more social or outgoing than usual, for example you called friends in the middle of the night

Y

N

You were much more interested in sex than usual

Y

N

You did things that were unusual for you or that other people might have thought were excessive, foolish, or risky

Y

N

Spending money got you or your family in trouble

Y

N

PC-PTSD-5

Sometimes things happen to people that are unusually or especially frightening, horrible, or traumatic. If you have ever experienced this type of
event, please answer the following:
Had nightmares about the event(s) or thought about the event(s) when you did not want to

Y

N

Tried hard not to think about the event(s) or went out of your way to avoid situations that reminded you of the event(s)

Y

N

Been constantly on guard, watchful, or easily startled

Y

N

Felt numb or detached form people, activities, or your surroundings

Y

N

Felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s) may have caused

Y

N

Please describe what happened that was especially or unusually frightening, horrible or
traumatic?____________________________________________________________________________________
Please list any other problems you feel are important:

List questions you would like answered at this appointment if possible:
•
•
•

REGISTRATION
Patient Name:
Address:

Last

First

MI

Birth date:
Sex: M

F

Marital status: S
Recent Name Change:
Phone # (H):

M

D

Social Security #:

(Maiden Name or Previous Married Name)

Phone # (W):

Employer Name:

Employer Address:

Primary Care Physician:

Referring Physician:

Names of Other Family Members Living at Home:
Email Address:
Emergency Information (Nearest friend / relative to contact in an emergency, not living with you.)
Name:

Relationship:

Address:

Phone # (H):
Phone # (W):

Responsible Party:

Self

Spouse

Parent

Other

Name:

(

) Birth date:

SS#

Address: (if different from above)
Phone # (H):
Phone # (W)
Employer Name and Address:
Work Related Injury? (check one) Y
Auto / Other Accident Injury?

N
Y

PRIMARY INSURANCE
Name of Insurance
Policy Number
Group Number
Effective date:
Policy Holder Information

N
Insurance Information –
SECONDARY INSURANCE
Name of Insurance
Policy Number
Group Number
Effective date:
Policy Holder Information

Name:

Name:

Address:

Address:

Phone Number:

Phone Number:

Relationship to patient:

Relationship to patient:

DOB:
Employer:

SS#:

DOB:
Employer:

SS#:

W

