MANSFIELD AND MT. VERNON PSYCHOLOGICAL SERVICES

788 Lexington Ave., Mansfield, OH  44907
PH: 419-756-2828
 
Fax: 419-756-9913

102 E. Gambier St., Mt. Vernon, OH  43050
PH: 740-392-5416

Fax: 740-392-3742

Date___________________





Provider:  ________________________________

Name_______________________________________    Birthdate_________________  

Age_____      Sex:   M   F

Address________________________________________________________________ 

SS#____________________

City__________________________
State_________

Zip__________    
County:  _________________

Marital Status:  (  S   ( M   (  Separated  (  Divorced   (  Widow(er)   (  Cohabiting   (  Engaged     Employed:  Y   N  Student  Y   N
At which telephone number may we contact you?  _______________________ Home Phone (      )____________  (  Yes   (  No

Work Phone (      )__________    (  Yes   (  No  
Cell Phone (      )__________  (  Yes   (  No  
Text   (  Yes   (  No  

Office personnel may call or email to remind you of the next scheduled appointment unless you specify otherwise.
Email: _______________________________  (  Yes  (            No I do not wish to be reminded of scheduled appointments.   (
Emergency Contact_________________________________________________________________________________________

Phone (       ) ______________________

Relationship ___________________________________________________

Family Physician_________________________________________

Phone (     )______________________________

Whom may we thank for your visit here today? ___________________________________________________________________

PRIMARY INSURANCE INFORMATON
Person Insured_____________________________________
Birthdate____________________
SS#______________________

Employer__________________________________________

Relationship to Insured_____________________________

Employer’s Address_________________________________________________________________________________________

City_______________________
State___________
Zip__________
  
Work Phone (    )___________________

Primary Insurance Company__________________________________________________________________________________

\
SECONDARY INSURANCE INFORMATION

Person Insured_____________________________________
Birthdate____________________
SS#______________________

Employer__________________________________________

Relationship to Insured_____________________________

Employer’s Address_________________________________________________________________________________________

City_______________________
State___________
Zip__________
  
Work Phone (    )___________________

Secondary Insurance Company_______________________________________________________________________________

Relationship to Insured________________________
I authorize release of any and all medical information necessary in order for the provider to receive payment for services rendered on my behalf.  I certify that the information provided is true and complete. I authorize payment to be issued to the provider.

________________________________________________________

_______________________________



Signature







Date
MINOR CHILD / ADOLESCENT INTAKE
Mother’s Name ___________________________

Marital Status:
     Single     Cohabiting     Married/Remarried     Separated      Divorced       Widowed
Father’s Name ___________________________

Marital Status:     Single     Cohabiting     Married/Remarried     Separated      Divorced       Widowed
Legal Guardian(s) (if different from above) ____________________________________________________

Mailing Address
_____________________________________________________________________

City/State/Zip

_____________________________________________________________________

School  _________________________________________________________________________________
Has your child / adolescent ever had counseling before?

_____Yes
_____No

If yes, where? ______________________________________________
When? _____________________

My major concerns about my child / adolescent at this time are: ____________________________________

_______________________________________________________________________________________

List the name & relationship of all household members

Name



Relationship



Date of Birth


Age

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________
EDUCATION:

Has your child ever been tested by a school psychologist?

_____Yes
_____No


Has your son/daughter ever repeated a grade?


_____Yes
_____No

Does the school identify any of the following as problems for your child / adolescent?


_____
Attendance




_____
Relationship with classmates


_____
Behavior




_____
Attention span


_____
Relationship with teachers


_____
Learning difficulties


Other ____________________________________________________________________________

PREGNANCY:

Any difficulties during pregnancy, labor, or delivery of child?  If yes, briefly describe below:

_______________________________________________________________________________________
DEVELOPMENTAL DELAYS: _______________________________________________________________________________________

_______________________________________________________________________________________

RELATIONSHIPS:

Does your child / adolescent have problems getting along with (check all that apply):

_____
Males peers 

_____ Family member
_____ Other children

_____
Females peers

_____ Person in authority
_____ Other adults

Do you have concerns or worries about your child’s / adolescent’s choice of friends?
___Yes   ___No

Do you have concerns or worries about your child’s / adolescent’s attitude toward sex and his/her sexual behavior?
___Yes
___No

MEDICAL:
Allergies to medication?
_____ Yes
_____ No

If YES, please list them: ___________________________________________________________________

_______________________________________________________________________________________

List Other Allergies :______________________________________________________________________

_______________________________________________________________________________________
Circle Immunizations Received:


 0   -  4 years

DPT

POLIO

MEASLES/MUMPS/RUBELLA


      -  5 years

DPT

POLIO




14 – 16 years

TETNUS
POLIO

MEASLES/MUMPS/RUBELLA

Date of Last Physical Examination: ________________
Physician: ______________________________

HOSPITALIZATION FOR ILLNESS, INJURY OR SURGERY:

Age



Hospital


Illness/Injury/Surgery
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

CHRONIC OR SERIOUS HEALTH PROBLMS:


Age



Hospital


Illness/Injury/Surgery
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

CURRENT MEDICATIONS:



Medication






Reason
______________________________________
_____________________________________________

______________________________________
_____________________________________________

______________________________________
_____________________________________________

MEDICATION(S) PREVIOUSLY TAKEN FOR BEHAVIORAL OR EMOTIONAL REASONS:

    Age

                 Medication


                               Response
_________
_____________________________
_____________________________________________

_________
_____________________________
_____________________________________________

_________
_____________________________
_____________________________________________

Please check if your Child / adolescent has had problems with any of the following:

____
Vision



____
Hearing

_____
Sexually Transmitted Disease(s)

____
Heart, Heart Murmur

____
Lungs, Asthma
_____
Joint Pain, Swelling

____
Alcohol or Drug Use

____
Physical Abuse
_____
Tobacco Use (smoke, chew)

____
Sexual Abuse/Rape





_____
Stomach Pain, Ulcer, Vomiting,

____
Appetite (large weight gain or loss)




Constipation, Diarrhea
____
Kidney, Urination, Kidney Infections, Bedwetting

_____
Seizures, Fainting, Blackouts
____
Other: ___________________________________________________________________________
Explain Problems Checked: ________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________

Has your child / adolescent entered puberty (begun to show sexual development)?          ____Yes    _____No

If YES, at what age? __________
Is your child / adolescent sexually active?
          ____Yes   _____No

FOR GIRLS:


Age at first menstrual period   _________

Has she experienced pain or difficulty with periods?


____Yes
____No

If YES, please explain:____________________________________________________________________

Has she been pregnant, had a miscarriage or an abortion?

____Yes
____No

If YES, please explain: ____________________________________________________________________

FAMILY MEDICAL HISTORY:  Check the item if there is any family member with the problem listed (Self, Parents, Grandparents, Siblings, Uncles, Aunts, Cousins)


ILLNESS




RELATIONSHIP TO CHILD / ADOLESCENT / SELF
___
AIDS/HIV positive



________________________________________________

___
Diabetes




________________________________________________

___
High Blood Pressure



________________________________________________
___
Multiple Sclerosis



________________________________________________
___
Sickle Cell Anemia



________________________________________________
___
Sudden Death Syndrome


________________________________________________
___
Cancer





________________________________________________
___
Heart Disease




________________________________________________
___
Seizures




________________________________________________
___
Stroke





________________________________________________
___
Tuberculosis




________________________________________________
___
Other





________________________________________________
FAMILY MENTAL HEALTH HISTORY:  Check the item if there is any family member with the problem listed (Self, Parents, Grandparents, Siblings, Uncles, Aunts, Cousins)


ILLNESS




RELATIONSHIP TO CHILD / ADOLESCENT / SELF
___
Alcoholism




________________________________________________

___
Drug Abuse




________________________________________________
___
Other Addictive Disorders


________________________________________________
___
Depression




________________________________________________
___
Deliberately harm(ed) self


________________________________________________
___
Suicide Attempt



________________________________________________
___
Attention Problems (ADD)


________________________________________________
___
Hyperactivity




________________________________________________
___
Learning Problems (Dyslexia)

________________________________________________
___
Tics or Tourette’s Disorder


________________________________________________
___
Special Classes in School


________________________________________________
___
Mental Retardation



________________________________________________
___
Obsessive-Compulsive Disorder

________________________________________________
___
Severe Anxiety, Phobias or Fears

________________________________________________
___
Panic Attacks




________________________________________________
___
Manic Depressive/Bi-Polar Disease

________________________________________________

___
Schizophrenia




________________________________________________
___
Victim of Sexual Abuse or Rape

________________________________________________
___
Victim of Physical Abuse


________________________________________________
___
Violent or Abusive Behavior


________________________________________________
___
Violent Sexual Behavior, Rape

________________________________________________
___
Post-Traumatic Stress Disorder

________________________________________________
___
Legal Problems



________________________________________________
___
Jail Sentence




________________________________________________
___
Other





________________________________________________
________________________________________________________________

_______________
Signature






Relationship


Date
MANSFIELD & MT. VERNON PYSCHOLOGICAL SERVICES


The following information will help you and your therapist evaluate your concerns; it will be confidential and make the assessment process go more quickly and efficiently.  
Please check if you have experienced any of these symptoms recently:

	
	Trembling, twitching, feeling shaky

	
	Shortness of breath or smothering sensation

	
	Chest Pain

	
	Racing heart or heart palpitations

	
	Moist palms or excessive sweating

	
	Dizziness, lightheadedness, or blackouts

	
	Nausea, diarrhea or other abdominal distress

	
	Flushes, chills or hot flashes

	
	Numbness or tingling sensation

	
	Trouble swallowing; “lump in throat” or choking sensation

	
	Times of feeling that you or things around you are not real

	
	Frequent headaches or other muscle aches

	
	Restlessness

	
	Dry mouth

	
	Frequent urination

	
	Nervousness or feeling edgy

	
	Startle easily

	
	Irritability (lose temper easily)

	
	Worry a lot

	
	Difficulty concentrating or poor memory

	
	Tire easily or low energy level

	
	Increased or decreased sleep (circle which) (average hours per night __________)

	
	Loss of interest in many or most activities

	
	Increased or decreased appetite (circle which)  (amount of weight change __________)

	
	Feelings of hopelessness

	
	Suicidal thoughts, gestures, attempts

	
	Self-harm (self-mutilation)

	
	Excessive hand washing or fear of germs

	
	Excessive checking (doors, locks, stoves)

	
	Annoying thoughts that will not go away

	
	Self-induced vomiting

	
	Binge eating

	
	Excessive exercise, strict dieting

	
	Use of laxatives or diuretics (circle which)

	
	Careless mistakes in school work, work or other activities

	
	Can only pay attention for short periods at school / work / home

	
	Failure to complete school work, chores or duties

	
	Hyperactive; fidgets, squirms, talks excessively

	
	Acts without thinking of consequences

	
	Forgetful in daily activities

	
	Often loses things necessary for tasks

	
	Periods of inflated self-esteem or excessive self-importance

	
	Excessive involvement in pleasurable activities (such as sex, or spending)

	
	Periods of purposeful but excessive activity

	
	Daydream frequently

	
	Hearing voices

	
	Unusually long periods of high energy or activity without need for rest

	
	Other concerns that you or others have had

	
	I have reviewed this list of symptoms.  None apply to me.


MANSFIELD & MT. VERNON PSYCHOLOGICAL SERVICES

788 Lexington Ave., Mansfield, OH  44907-1921  PH:  419-756-2828  Fax:  419-756-9913

102 E. Gambier St., Mt. Vernon, OH  43050-3510  PH:  740-392-5416  Fax:  740-392-3742
FINANCIAL POLICY

CONSENT FOR MENTAL HEALTH TREATMENT:  I HEREBY CONSENT TO THE RENDERING OF MENTAL HEALTH CARE, WHICH MAY INCLUDE INDIVIDUAL THERAPY, FAMILY THERAPY, GROUP THERAPY AND/OR TESTING DEPENDING ON WHICH THE THERAPIST MAY THINK NECESSARY.  

ALL CLIENTS MUST COMPLETE MANSFIELD or MT. VERNON PSYCHOLOGICAL SERVICE’S (MMVPS) INFORMATION AND INSURANCE FORMS BEFORE SEEING THE THERAPIST.  CLIENTS MUST ALSO PRESENT NEW INSURANCE INFORMATION AS NEEDED.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE UNTIL DEDUCTIBLE IS MET.   AFTER DEDUCTIBLE IS MET, CO-PAYMENTS ARE DUE AT THE TIME OF SERVICE.  MMVPS ACCEPTS CASH, CHECK, VISA, MASTERCARD AND AMERICAN EXPRESS. 

INSURANCE INFORMATION

MMVPS MAY ACCEPT ASSIGNMENT OF INSURANCE BENEFITS AFTER YOUR FIRST VISIT.  HOWEVER, MMVPS DOES REQUIRE 100% OF THE BILL TO BE PAID AT THE TIME OF YOUR FIRST VISIT, UNLESS COVERAGE IS VERIFIED AT THAT TIME.  THE BALANCE IS THE CLIENT’S RESPONSIBILITY, WHETHER OR NOT THE INSURANCE COMPANY PAYS.  MMVPS CANNOT BILL YOUR INSURANCE COMPANY UNLESS INSURANCE INFORMATION (COPY OF FRONT & BACK OF INSURANCE CARD) IS PROVIDED.

YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY.  MMVPS IS NOT A PARTY TO THAT CONTRACT, UNLESS MMVPS IS A CONTRACTING PROVIDER WITH A MANAGED HEALTH CARE COMPANY.  MMVPS ATTEMPTS TO MAKE DENIED CLAIMS RIGHT ONE TIME AND ONE TIME ONLY AT WHICH TIME THE DENIED CLAIM BECOMES YOUR RESPONSIBILITY.  AT THIS POINT, YOU ARE RESPONSIBLE TO MMVPS FOR ALL CLAIMS DENIED OR OTHERWISE.  PLEASE BE AWARE THAT SOME AND PERHAPS ALL OF THE SERVICES PROVIDED MAY NOT BE COVERED AND NOT CONSIDERED REASONABLE AND NECESSARY UNDER THE MEDICARE PROGRAM, AND/OR OTHER MEDICAL INSURANCE.  COURT COSTS AND REPORTS ARE NOT COVERED BY INSURANCE AND THE CLIENT IS RESPONSIBLE FOR THESE CHARGES UP-FRONT.   IT IS THE RESPONSIBILITY OF THE CLIENT AND/OR RESPONSIBLE PERSON TO KNOW WHAT YOUR INSURANCE DOES OR DOES NOT ALLOW SO THAT YOU KNOW WHAT IS EXPECTED IN THE FORM OF PAYMENT.  NOTE:  YOU CAN OBTAIN THIS INFORAMTION BY CALLING THE CUSTOMER SERVICE NUMBER LISTED ON YOUR INSURANCE CARD.

REGARDING INSURANCE PLANS IN WHICH WE ARE A PARTICIPATING PROVIDER; ALL CO-PAYMENTS AND DEDUCTIBLES ARE DUE AT THE TIME OF SERVICE.  IN THE EVENT THAT YOUR INSURANCE COVERAGE CHANGES TO A PLAN WHERE MMVPS IS NOT A PARTICIPATING PROVIDER, REFER TO THE PARAGRAPH ABOVE.

USUAL AND CUSTOMARY RATES

MMVPS PRACTICE IS COMMITTED TO PROVIDING THE BEST TREATMENT FOR ITS CLIENTS AND CHARGES ARE USUAL AND CUSTOMARY FOR THIS AREA.  THE CLIENT IS RESPONSIBLE FOR PAYMENT OF MMVPS FULL RATE REGARDLESS OF ANY INSURANCE COMPANY’S ARBITRARY DETERMINATION OF USUAL AND CUSTOMARY RATES.

ADULT CLIENTS

ADULT CLIENTS ARE RESPONSIBLE FOR FULL PAYMENT AT THE TIME OF SERVICES ON THE FIRST SESSION AND/OR UNTIL THEIR DEDUCTIBLE HAS BEEN MET.  THE CO-PAYMENT IS DUE AT THE TIME OF SERVICE.  DEDUCTIBLES TAKE PLACE YEARLY AND WHEN IT STARTS OVER YOU ARE RESPONSIBLE FOR PAYMENT.

(CONTINUED)

MINOR CLIENTS

THE ADULT ACCOMPANYING A MINOR AND THE PARENTS (OR GUARDIANS OF THE MINOR) ARE RESPONSIBLE FOR PAYMENT IN FULL.  MMVPS WILL NOT SEE A MINOR CLIENT WITHOUT A PARENT OR GUARDIAN.  FOR UNACCOMPANIED MINORS, NON EMERGENCY TREATMENT WILL BE DENIED UNLESS CHARGES HAVE BEEN PRE-AUTHORIZED TO AN APPROVED CREDIT PLAN.   MMVPS DOES NOT GET INVOLVED IN LEGAL DOCUMENTATION OVER WHICH PARTY PAYS OR HOW MUCH FOR MEDICAL CARE.

MISSED APPOINTMENTS

YOU ARE RESPONSIBLE FOR PROVIDING 24 HOURS NOTICE WHEN CANCELLING AN APPOINTMENT.  MMVPS POLICY IS TO CHARGE FOR MISSED APPOINTMENTS AT THE RATE OF A NORMAL OFFICE VISIT.  PLEASE NOTE THIS IS A NON-COVERED SERVICE AND YOU WILL BE RESPONSIBLE FOR THE FULL CHARGE.

EVALUATIONS (COURT ORDERS, SURGERY, TESTING)
BE ADVISED THAT IN MANY CASES YOUR INSURANCE COMPANY WILL NOT ALLOW OR COVER EXPENSES FOR THESE SERVICES.  IT IS THE CLIENT’S RESPONSIBILITY TO PAY THE CHARGES IN FULL.  MMVPS WILL SUBMIT CLAIMS TO YOUR INSURANCE AND THEY CAN REIMBURSE YOU IF THE SERVICE IS COVERED.  AS A REMINDER, YOU CAN ALWAYS CALL THE CUSTOMER SERVICE NUMBER ON THE INSURANCE CARD FOR QUESTIONS ABOUT COVERAGE.  PLEASE NOTE THAT ALL EVALUATIONS FOR SURGERIES WILL REQUIRE A TESTING PROCESS.
	
	
	


SIGNATURE OF CLIENT OR RESPONSIBLE PARTY



DATE
RELATIONSHIP IF OTHER THAN CLIENT




WITNESS
	PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE:

I authorize the release of any medical or other information necessary to process this claim, I also request payment of government benefits either to myself or to the party who accepts assignment below.

SIGNED: ______________________________

DATE:  _____________________________



	INSURED’S OR AUTHORIZED PERSON’S SIGNATURE:

I authorize payment of medical benefits to the undersigned physician or supplier for services described below.

SIGNED:  ______________________________

DATE:  _______________________________



