BEAUMONT BEHAVIORAL HEALTH, PSC

Presenting Symptoms: What physical or emotional symptoms brought you here today? 





















































































































































Current Stressors: Are there significant changes in your life which may have contributed to the symptoms which brought you here?












































































































































Previous Counseling/Medication Management History:































































































Beaumont Behavioral Health, PSC
Consent for Treatment:  By signing this document you are authorizing the agents of Beaumont Behavioral Health to render appropriate treatment and mental health services to you.

Authorization to Release to Insurers:  You authorize Beaumont Behavioral Health to release all patient information about you to 1) any insurance company or third party payer providing coverage for services rendered by Beaumont Behavioral Health, 2) any representative or agent of Beaumont Behavioral Health, and 3) any medical review agency provided, however that any such disclosure shall be limited to information reasonably necessary to discharge the contractual or legal obligations of the person to whom, or the entity to which the information is released.

Release of Information:  Information discussed in the therapy setting is held confidential and will not generally be shared without your written permission.  However, STATE LAW may not protect information regarding threats of suicide or harm to another person, suspected child or elder abuse, or neglect or sexual exploitation from being reported to the appropriate state agency by a therapist.

Assignment of Insurance Benefits:  By signing this document and in the consideration of medical services to be rendered by Beaumont Behavioral Health to the extent permitted by law, you irrevocably assign, transfer, and set over to Beaumont Behavioral Health all of your rights, title, and interest to medical reimbursement otherwise payable to you for services rendered by Beaumont Behavioral Health and its’ agents, including, but not limited to 1) the right to designate a beneficiary, 2) add dependent eligibility, or 3) have an individual policy continued or issued, all in accordance with the terms and benefits under any insurance policy, subscription certification, or other health benefits indemnification agreement.  Such irrevocable assignment and transfer shall be for the recovery on any such insurance, but shall not be considered to be an obligation of Beaumont Behavioral Health to pursue any such right to recovery.  You authorize any insurance company or third party to pay directly to Beaumont Behavioral Health all benefits due for services rendered by Beaumont Behavioral Health and its’ agents.
Guarantee of Payment:  By signing the document, you hereby agree to guarantee payment for services rendered.  In consideration of the services to be rendered, you agree to be jointly and individually obligated to pay the account of Beaumont Behavioral Health.  Should the account be referred for collections by an attorney or collection agency, you agree to pay all attorneys’ fees and other reasonable necessary cost and charges of collection.
Print Patient’s Name





Signature of Insured

Signature of Patient





Signature of Legal Guardian

Date







Signature of Witness

Beaumont Behavioral Health, PSC

Registration Form

Date: 






Patient’s Full Name: 







 M  F   SS#:





Home Address: 






 City, State, Zip:




Home Phone: (      )


   Cell Phone: (      )



  Business (     )


DOB:



  Age:

  Referred By:









Full Name of Spouse:






  Phone Number: (     ) 




Family Physician:














Person to Contact in Case of Emergency:











Insurance:

Insurance Company: 






  Insurance ID#:





Customer Service Phone:





  Group #:






Insurance Policy Holder Information:

If Same Information as above, Check here:



Full Name: 








  Relationship:




Home Address:





  Home Phone:  (     )






Occupation:





  Employer:








Business Phone Number: (     ) 


 SS#:



 DOB:




Medication Currently Taken by Client:

    Medication
      Dosage       Frequency



  Medication         Dosage           Frequency

Known Adverse/Allergic Drug Reactions:











I acknowledge the above listed medication and information is complete and correct.

Signature








Date

Signature of Parent/Guardian

Beaumont Behavioral Health, PSC

Treatment Guidelines

We are pleased that you have chosen Beaumont Behavioral Health, PSC, for your outpatient care.  To ensure that your visits are a positive and informed experience, please note the following items:

· Most insurance companies require services to be initiated by YOU or they will not cover your care.  Have you called your insurance company?  Have you received an authorization number/pre-certification? Please notify someone at the front desk if this has not been done.

· All co-pays and/or full payment are due at the time the services are rendered.  Payment must be made before your next appointment can be scheduled.

· All appointments that have to be cancelled and/or rescheduled must be done at least 24 hours in advance of the scheduled appointment time or a fee of $45 will be charged to your account.  Insurance will not cover “broken appointment” fees.

· At times it may be necessary for us to call you to confirm or cancel appointments.  Please let us know how you would like us to contact you.
Home Phone: (     )







Work Phone:  (     )







Other Phone:  (     )






IF YOU DO NOT WISH TO BE CONTACTED BY PHONE, PLEASE CHECK HERE AND LET THE FRONT DESK KNOW AS WELL:  □
· In order to better serve all of our clients with available appointments, please understand that if THREE appointments are missed, your physician or therapist may choose to terminate your care due to non-compliance with treatment.
· In the event of a returned check, a fee of $25 will be applied to your account.  Future services will be rendered on a cash or credit basis.
Your signature signifies your understanding of and cooperation with our need to effectively      run the office and offer all of our clients’ timely service.  We appreciate your commitment.
Signature








Date

Signature of Parent/Guardian

Beaumont Behavioral Health, PSC

1000 Monarch Street, Suite 250

Lexington, Kentucky 40513

BROKEN APPOINTMENT AND LATE CANCELLATION POLICY:
All appointments that have to be cancelled and/or rescheduled must be done at least 24 hours in advance of the scheduled appointment time or a fee of $45 will be charged to your account.  Insurance will not cover “broken appointment” fees.  Our policy states that this $45 fee must be paid before your next visit.

Signature:









Date:
Signature of Parent/Guardian

Beaumont Behavioral Health, PSC

1000 Monarch Street, Suite 250

Lexington, Kentucky 40513

    Coordination of Care between Health Care Providers and Release of Information
Communication between behavioral providers and your primary care physician (PCP), other behavioral health providers and/or facilities is important to ensure that you receive comprehensive and quality health care.  This form will allow your behavioral health provider to share protected health information (PHI) with your other provider.  This information will not be released without your signed authorization.  This PHI may include diagnosis, treatment plan, progress, and medication, if necessary.

Patient Authorization:

I hereby authorize the name(s) or entities written below to release verbally or in writing information regarding any medical, mental health and/or alcohol/drug abuse diagnosis or treatment recommended or rendered to the following identified patient.  I understand that these records are protected by Federal and state laws governing the confidentially of mental health and substance abuse records, and cannot be disclosed without my consent unless otherwise provided in the regulations.  I also understand that I may revoke this consent at any time and must do so in writing.  A request to revoke this authorization will not affect any actions taken before the provider receives the request.  This consent expires in six (6) months from the date of my signature below unless otherwise stated herein.
□ I hereby refuse to give authorization for any release of information.

□ I agree to give authorization. (COMPLETE SECTIONS BELOW)





 Is authorized to release protected health information related to the 

(Provider Name- Please Print)
evaluation and treatment of 



 



 








(Member Name)


(Member ID#)


(Date of Birth)
PCP Name: 







  PCP Phone:






PCP Address:





  


  

  







(Street)




(City)

       (State)

(Zip Code)

Disclosure may include the following verbal or written information:  (check all that apply)

__ Psychological eval/testing results
__ Medication Records


__ Substance Abuse treatment record
__ Laboratory/diagnostic testing results
__ Behavioral health/psychological consult
__ Psychosocial Assessment
__ Discharge summary


__ Psychiatric evaluation 

__    Summary of treatment records & contract dates
__ Other
Signature of Patient. Parent. Guardian or Authorized Representative.


Date

(If signed by a guardian or authorized representative, please provide legal 

documentation that proves such authority under state law.) 
