IMPORTANT — PLEASE READ

GUIDELINES FOR NEW PATIENTS
- COOL SPRINGS PSYCHIATRIC GROUP
354 COOL SPRINGS BLVD., SUITE 105, FRANKLIN, TN 37067

615-771-1100

You have made an appointment for a psychiatric evaluation with Cool Springs
Psychiatric Group.

" Appointment Guidelines:

Must arrive 15 min’s before vour appointment to check-in

Bring your insurance card, if applicable with photo ID.
Be prepared to pay at time of appointment.

You will see provider by yourself. Please don’t bring children.

History Forms:

You have received by email Cool Springs Psychiatric Group 17 page
- Psychiatric Evaluation & Diagnostic Packet.

Please have it completed before you arrive for your appt. They will
hot see you if the forms are not completed at the time of your
appointment.

Broken Appointment Fee:

You will be charged $100 broken appt., fee if you arrive without the
paperwo_rk completed. ' '

Please give a 24-hour notice if you are going to CANCEL your
appointment, to avoid a broken appointment fee.

Forms of Payment Accepted:

All Credit Cards, Cash, NO CHECKS!



Cocl Springs Psy-chialr'zc Group
PATIENT HISTORY

Patiant Name . Dale of Bidh

Date form completed:

“Plaase arilve on time and bring this form completed to your appointﬁsnt o avoid
any delay b seeing lhe doctor or cancellation of appointment.*

1. What I$ prompting you fo seek heip? What do you want to change?

2, Why are you here now at this time in your life?

3. What s troubling you the most? (Please describe In detall)

4, What makes your problems/symptoms better?

5. What makes your problems/symploms worse?

PSYCHIATRIC HISTORY

6. Are you currently seelng a therapist? (Nam'e.‘ address & phone#f)

7. Have you ever seen a psychialrlst, psychotherapist, marriage counseior or family
therapist for autpatient treaiment? List provider's name, approximate duralion of therapy,
your age al that time and how benefical was it to you. :
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Patient Name:

-8, Previous history: Have you ever been freated for any of the following (clrcle alt that apply).
Depression  ADD/IADHD  Bipolar (Manic/iDepressive) Discrder -
Anxiely OCD  Schizophrenia Panlc Attacks Phobias -
Alcohol Problems (including AA)” Ancrexia/Bulimia Binge-eating PTSD
Social Anxiety  Drug Problems  ECT treatment

9. Please list in chronological order alf pribr psychlatrlc hospltalizations (If any) below: None

Approximate Date _iLength of Stay Name of Hospital |Reason for Admlsslon

10. Have you ever attempted to harm/kil yourself? If so, please fist the ocourrences below: Nevar

Approximate date of attempt How did you attempt (method)

44, Pror drug related problems (circle all that apply):
Tobacco Mmariuana cocalne  oplales amphetamines/stimuiants Valfium
haliucinogens Xanax  others:

12. How much tobacco do you use now?

13, Prior sulcidal, dangerous and impulsive/compulsive behavior {check all that apply):
hallucinations commanding suicide
self-Injurious behavlor, l.e., cutfing, burning
harm to others
gambling problems
impulsivefcompttisive shopping
impulsive/compulsive sexual behavior

14. Prior alcohol related problems (check all that apply):
ever fell or been told you drink teo much?
aver drink or use first thing In the morning?
ever experience aloohol or drug withdrawal?
“ever gone through alcohol/drug detoxlfication?
aver been in an alcohol or drug rehabllitation pregram??
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Patisnt Name

15. Review the rfoliowing list of medleations, If you have taken any of these medications presc:rihed
by any healthcare provider, pleasa fill out the specific boxes related fo that medicalion.

Brand Genatlc check if How long
Name Name __JyBs._ taken?
58 R raBLaraS :

Fluvoxamine

Dosage
Mg/d

Did it help
Yes/No

Any Side effects?

Luvox

Paxil " |Paroxeting
Paxfl CR  {Paroxstine
Celexa Cltalapram
Lexapro  |Esclialopram
Zoloft Serireline
Proz

Eﬁfexor

EffexorAR [Venlafaxine AR ‘
Pristig Desvenlafaxin
Cymbalia  [Duloxetine

O

Desyrel

Serzone  {Nefazodine
Wellburlin |Bupropion
Remearon [Miffazapine
Viibryd Viazodone

].,.-a‘. =

Doxepin
Anafranll  {Clomipramine
Asendin __|Amoxaplne
Elavil Amliriplyling
Ludiomil jMaprotiline
Norpramin |Desipramine
Pamelor {Noriripiviing
Sinequan  |Doxepin
Surmondll [Trimipramine
Tofranl Imipraming
Vivactil Prolriplyiine _
GihpEEsyehofroplcsii aKeEanVEofit .Rlaa o e
Abitify Buprenorghin Dexedrine |Amblen lonopln Emsam Provigil Thorazine {Clalls
Risperdal - {Campral Adderall  |Buspar Alivan Nardi Dapakole Dalmane |Viagra -
Invega Aniabuse Vyvanse |Restorll Aanay Parmnate  ILithium Crap Levilra
Geodon Suboxone Slraltera  |Sconala Hydroxyzlne - [Halcion Lamiotal Navane [Slendra
Zyprexa Nallrexone Concsrta | Vistarll Valium Niravam |Phemiermine {Trifafon - |Rexulli
Serogue]  {Ambien CR Dexedrine |Alarax Tranxene Tegretol  |Mobane Adzenus
Symbyax __ {Valpsolc Acid Focalin _ |Librium Melhadona Cyler Topamax Slelazing |Vraylar
Clozaplne  |Adderall XR Rialln Saphiis Synthoid Mellarli Haldol meladale
Dayirana _ |Lunesla Meridia Loxitane Prollxin__ jLaluda Nuvigll

Trintellix (veriroxeting)

Fanapt (leopsridone)




Paged’

Patient Name:

[SOCIAL HISTORY

16

17.

18.
19,
20.

21,

22.
23.
24.

25,

26.

27.

28

29

. Race/Ethnicity {check one of more): ___ Hispanle
___American Indian/Alaskan Native ____Caucasian
__ African American __ Other
Current marital status (check one). _
___Single, never married __Marrled, living togsther ___ Separaled
__ Widowed . ___Cohabiting with partner __ Divorced
_Marrled, not living together ‘
|f you are marfiad or cohabltating with partner, how long has this been? | __Yrs. Mos.
Tolal number of marriages: Your age when married
Your age when divorced
How many chitdren do you have? Ages: e

Females Only: Your age when your children were borm?

Did you ever expetience post-parium problems (treated or untreated)?
If yes, what was your age?
Are you pregnant of pian to bacame pregnant wilh the next 6 months?

Spouse's/Partner's Name:

Who else lives with you?

How many years of formal education have you completed? yearé

Highes! degree obtained: (check only one) ‘
___High scheol graduate _ _GED, __4dvyear coilage degres _ MBAMAMSIMPH
___M.D. __Junlor coliege degree or fechnical schocl diploma __JDitLB
___Ph.D __ Other _

What best describes your current employment staius? (check one from each category a,b & ¢_)
a. Employment Status h, Student ¢. Volunteer Status
__Upemployed, not looking for employment __Part-time __Part-time
__Unemploved, locking for employment  __Full-time __Fulktima
__Fuil-time empioyed __Not a student __No Volunteer work

__Part-time employed

__Onwelfare __Socal sacurlly disability

What Is your occupation? ' Employer:
How long have you been smployed there?

. What is your spouse's occupalion? _

. Curreni Residence: __own homefcchdo __RetlremenUSeniorhousiﬁg -__Renting




" - [Post Traumatic Stress
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Patient Name:

30. Family History: Has anyane In your famlly ever been treated for any of the followIng:

{piease check all that apply and when appropriate indicate paternal or maternal)

Father |Mother {Brother

Sisfer Children {Aunt Uncle - |Grandparent

Depression

Anxiely

Panic Attacks

Bipolas/Manic depression

Schizophrenia

Alcohol Problems

Drug Problems

ADHD

Suicide aftempls

Suicide completed

Psychiatric hospital stay

34, Medlcal History: Do you have or have you ever had any of the followlng (please check alf that

apply}? Please wrile In your medicai problems in
__High Blood Pressure

__lLung Disease
__ Diabetes
_Hear{ Dlsease
" Thyroid Disease
___Anemia
___Asthma
___8kin Disease
___ Sefzures

___High Chelesterol

| ___ Cancer

_fEat!ng Disordet
___Chronic pain

__-,HIV Posltlve or AIﬁS

___ Other medical issues

each calegery.

___Gastrointestinal Problems {uicers,pancrealitls,
irritable bowel, colilis)

__Arthritis or Rheumatoid problems

___Liver Damage or Hepatilis

___Other Endocrine? Hormane Problems
___Neurological Problems (stroke, brain tumor
nerve damage)

___Gynecologleal/Hysterectomy

__Urinary Tract or Kidney Problems

___Migraine or Cluster Headaches

__ Ear/NosefThroat Problemé

___Viral liness (herpes, Epsteln-Bar, Chronic
Hepatltis)

___Genital Problems
___Eye Problems
_'HFibromyalgia'

___Sleep apnea
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Patient Name;
32. anary care physician: Name, address & phone#

#f you do not have primary care physician, it is advisable to contact your insurance to
locate a physician.

33. List names of any SpeClahStS

34, List any drug allergies:

38, Current/recent stresses {check all that apply wlth & brief exp[anauon)
__Break up of relationship

Seriaus argument:

___Child/other left home:

___Death of spouse/other:

__Health of family member:

___Behavlor of family member:

Parsonal injury or {liness:

___Retlred:

___lLossofjob

___Change of residence:

__legal difficully:

___Financlal problems:

__ Other:
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Palient Name: _

36, Has there ever been a perlod of time when you were not your usual self? Check all that apply:

a. __ you felt so good or so hyper that other people thought you were not your normal self
of you were sa hyper that you got inte trouble? '

b, yol were so irritable that you shouted at people or started fighls or arguments?

" ¢ __ you felt much more self-confldent than ustal?-

. yol got much less sleep than usual and found you dld not really miss it?

e, you were much more talkative or spoke much faster than usual?

f. __ thoughts raced through your head or you could not slow your mind down?

g. ___vouwere so easlly distracted by things around you that you had trouble concentrating or staylng
on track? : ' :

h. __yeu had much more energy than usual?

i, _ you were much more active or did many more things than usual?

I __youwere much more social or outgoing than usual, for example, you telephoned frlends in
the middie of the night?

k. __youwere much more interested In sex than usual?

l. ___you did things ihat were unusual for you or that other peopte might have thought were
excessive, foollsh, or risky? :

m. ___spending money got you or your family into trouble?

37, i you checked more than one of the above, have several of these ever happened during the
samae perlod of time? '

38, How much of a problem did any of these cause you - being unable to work; having family;.
money, or legal troubles; gelting into arguments or fights’? '

Please circle ona (1) respense only: ,-
No problem Minor problem Moderate problem  Serlous problem

39, Has a heallh professional ever told you that you have manic-depressive lliness, bipolar disorder,
aduit ADD or ADHD?

40, Areyou ona diet of any Kind? If yes, explaln:

42, When do you typleally go to bed?

43, What are your weekly h_atterns of exercise?

44. Llst a few posillve changes you would like to sse In youfseif over the next few months:




Adult ADHD Self-Report Scale (ASRS-/1.1) Symptom Checldist

Today's Date

Patient Name

Please answer the questions below, rating yourself on each of the criteria shown using the
scale on the right side of the page. As you answer each question, place an X in the box that
best describes how you have felt and conducted yourself over the past & months, Please give
this completed checklist to your healthcare professional to discuss during today's

appointmant. -

Very Often

Rarely
Often .

Never
Sometimes

|. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done!

2. How often do you have difficulty getting things in order when you have to do
a task that requires organization!

3. How cften do you have problems remembering appointments or obligations?

4, When you have a task that requires a lot of thought, how often do you avoid
or delay getting started!

5. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time!

6. How often do you feel overly active and compelled to do things, like you
were driven by a motor!

7. How often do you make careless mistakes whan you have to worl on a boring or
difficult project? .

8. How often do you have difficulty keeping your attention when you are doing boring
or repetitive work!

9. How often do you have difficulty concentrating or: what people say to you,
ever when they are speaking to you directly?

10. How often do you misplace or have difficulty finding things at home or at work?

(1. How often are you distracted by activity or noise around you?

12. How often do you leave your seat in meetings or other situations in which
you are expected to remain seatad?

13. How often do you feel restless or fidgety?

14, How often do you have difficulty unwinding and relaxing when you have time
to yourself?

15. How often do you find yourself talking too much when you are in social situations!?

16, When you're in 2 conversation, how often do you find yourself finishing
the sentences of the people you are talking to, before they can finish
them themselves!

17. How often do you have difficulty waiting your turn in situations when
turn taking is required? :

18. How often do you interrupt cthers when they are busy!

Wmuﬁg&o




Mood Check : _ ,
Part A, Please place a check affer the statements below that accirately describe you. -
Daring times when I am not using drugs or alcolol:

I notice that my mood and/cr energy levels shift drastically from time to time.

At times, ] am moody and/ot energy level is very low, and atf other times, and very Ligh.

During my "low" phases, L often Fool o lack of cnergy, a need to stay in bed or get exira
sleep, and little or no mofivation to do things I need to do, : )

T often put on weight during these periods,

During my low phases, 1 often feel "blue,” sad all the tilﬁc, or depressed.

Sometimes, during the low phases, feel helpless or even suicidal,

During tire low phases, iy ability to function at work or socially is impaired. .

Typically, the low phases [ast for a fow wecks, but sometimes they last only a few days.

[ also experience a period of Wnormal® mood i between mood swings, during which my
mood and enetgy level feels "right" and n1y ability to function is not distatbed.

T then notice a marked shift or "switch” in the way i feel.
My energy increases above what is normal for me, and T often get many things done I would
not ordinatily be able to do. :

Sometimes during those "high” periods, I foel ag if L have too much energy or feel "hyper”,
During these high periods, I may fos! fritable, "on edge," or aggressive.

During the high petiods, I may take on too many activities at once.

Duting the high petiods, [may spend money in ways that cause me trouble.

T may be more talkative, outgoing or soxual during these periods.

Sometimes, my behavior during the high periods seems strange ot annoying to others,

Sormetimes, I get into difficulty with co-workers or police during these high periods.

Sometimes, I increase my alcohol-or nonprescription drug use during the high periods.

Total |

PartB. The stalements in Part A (not just those checked) describe me (circle one of the answers below):

Not at all A little Fairly weil Very well
(0) @) (4) (6)

Add the pumber in parentheses in Part B to your checkmark total from Part A.

Part C. Please indicate whether auy of your (blood) relatives have had ay of these concerns:

o 0 O 0 0 N

Grandparenls Parents . AunisfUnctes  Brothers/Sisiers Children

Suiclde
AlcohollDrug
Problems
Mental Hospltal
Deprassion
Problems
Manlc or
Bipolar

Has a health professional ever told you fhat you have manic-depressive ilincss or bipofar

. Yes | No
disorder? : _ _
iHave you ever attempted suicide? - _ C Yes | No

Pége 9




{plense continue with part D, over)

- MoodCheck

PartD.

How old were you when you As long ..

first were depressed? ' as I can Glhadel Mlldd]?
circle one} remember 8¢ 00. sca00

How many episodes of

depression have you had?

Have antidepressants ever
caused: (circle all that apply) - ‘

How meriy Iantuliepressants . Note ‘ ; \ ) ; )
have you tried, if any? -

Tas an antidepressant you took

worked at first, then stopped _ Na Yes
working? ' '

Do your episodes sfart
gradually, or suddenty?

Do your episodes stop ‘
. 1 3
gradually, or suddeny? Gradually Can’t say Suddenly |

Did you have an episode aftet

. s . Ne
giving birth?
Are your moods much different

at different times of year?
When you are depressed, do No

you sleep differently?

When you are depressed, do : :
you eat differently? Ne Eat less Eal more
When you are depressed, what
hapyens to your anergy?
In episodes, have you lost
contact with reality? (detusions, N
. o]
voices, people thought you
b!exe odd) i

Gradually Can’t say‘ Suddenty

Within 6 months

No effect of time of year Vag, seasonal shifts

Steep less Sleep more

Exi-z'cmely iow,

N i 721 g
othing It varies a lot Very low can hardly move

If your total score from Parts A and B is greater than 16; or if you have lots of circles in shaded
boxes on this page, you may need to jeats mote about *mood swings without meania” or Bipolar
Il disorder.

If your total score from Parts A and B is Jess than 10, and you have few civcles in shaded boxes
on this page, antidepressants are probably okay, if you and your doctor choose fo use them.
They cari occasionally cause: unusual thoughts, including violent and suicidal ones; irritability;
too much energy; and ssvere sleep problems, Contact your doctor if you think any of these

might be happening to you.

Your Naineg Date

Yol TSR BT it

T LR




CAGE

Patieht Name: | ] - | lDa‘ce:
Instruotions:_. Answer YES or NO to each of thé following qﬁestions.
1. Have you ever felt you ought to cut dov;n on your drinking?
_ Yes(D)
___No(0)
2. Have people annoyed you by criticizing your drinking?
_ Yes{l)
___No(0)
3, Have you ever felt bad or guilty about your drinking?
. Yes(l) '
___ No{0)

4, Have you ever had a drink first thing in the morning to steady your
nerves or get 1id of a hangover (eye-opener)?

_ Yes(l)

__No(0)
Please add thé mimericél value of eaoh -answer to get your S¢Ore,
TOTAT SCOR: __

A score of 2 or more may indicate clinically significant alcohol problems,
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" Burns Anxlety Inventory®

*Copyright © 1984 b_y David D, Burns, MO {from The Feeling Good Handbook, Plume, 1990) -

rPage 12

Name: L ' Date of Test:
DOB:
INSTRUCTIONS: | !
Mark the appropriate hox with an X te ansiver each question. - | =
. - = ] 4
Please be honest and be sure to answer all guestlons on the page. Rt o
. \ , e 3 g
Indicate how much each of the foilowing symptoms has heen bothering you in the past w g 3 | .
L = a | B
several days. . o |g |s= -
R
CATEGORY I' ANXIQOUS FEELINGS
1 Anxlety, neryousness, Worry of fear
2 Feellng things around you are strange of foggy
3 Feallng detached from all or part of your hody
4 Sudden unexpected panic spelts
5 Apprshenslen o 2 sense of Impending doom
6 Feellng tense, stress, "uptlght” or on edge
CATEGORY Il: ANXIOUS THOUGHTS
7 Difficulty cancentrating 1
B Racing thoughts
9 Frightening fantasies or daydreams
10 Feeilng on the verge of losing control
1 Fears of cracking up or golng crazy
12 Fears of falnting or passing out
13 Eears of lHnesses, heart attacks, or dying
14 Fears of looklng foolish in front of athers
15 Fears of helng alone, lsolated or ahandoned
16 Fears of criticism or disapproval
17 Fears that semething terrible wiil happen
CATEGORY Ik PHYSICAL SYMPTOMS
18 Skipping, racig of pounding of the heart ]
19 Paln, pressure or tlghtress of the chest
20 Tingling or numbness In the toes or fingers
21 Butterfiles or discomfort I the stomach
22 1 Constipation or diatthea
23 Restlassness of jumpiness
24 Tight, tense muscles
25 Sweating not brought on by heat
26 A lump In the throat
27 Trembling or shaking
28 Rubbery erJelly” legs
29 Feellng dizzy, lightheaded, or off balance
30 Choking or srothering sensatlons or dIffieulty breathing
| 31 Headaches or palns in the neck or back
32 Hot Fashes or cold chills
33 | Feeling tired, wesk, or easlly exhausted
Office Usa Only:
Score:
Jest o




Burn’s Depression Checklist

Name: . : : N ._ © . Dater

_ | _ | . B
Instructions: Put a check i to indicate how much you have 3| 2|8 Z
. : . N . + 2 5 £
experienced each symptom during the past week, including today. clel8iy|8
' [+]
Please answer all 25 items. : 240z ]% %
) - o~ m <

Thoughts and Feelings

Feeling sad or down In the dumps -

Feeling unhappy or blue

Crying spelis or tearfulness

Feeling discouraged

Feeling hopeless

Low self-esteem

Feeling worthless or inadequate

Guilt or shame

Wl i~ | lWwind [

Criticizing yourself or blaming others

[y
O

Difficulty makipg decisions

Activities and Personal Relationships

11 | Loss of interest in family, friends or colleagues

12 | Loneliness

13 | spending less time with family or friends

14 | Loss of motivation

15 Loss of interest in work or other activities

16 | Avolding work or other activities

17 | Loss of pleasure or satisfactlon in life

Physlcal Symptoms

18 | Feellng tired

19 | Difficulty sleeping or sleeping too much,

20 | Decreased or increased appetite
21 | Loss of Interest Insex

22 | Worrying about your health

Suicidal Urges

23 | Do yeu have any suicldal thoughts?

24+ Would you like to end your life?

25 | Do you have a plan for harming yourself?

Please Total Your Score on [tems 1-25 Here:

Tatal Score Lavel of D2presilon
No Degreitfon 03
Hormal but unhappy . §-10
ild depréssion 1425
Moderate dapreasslan 26-50
Severe depression 5175
Exlcame depresslon 76-100
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MEDICATION LIST

Date:

Patlent Name.

Dale of Birth:”

Allergles:

Flease List ALL current medicatio

ns below (indlude birth control

pllis, over the counter medication

and herbal remedies (i.e. decongest

ants, St. John's Wort, efc.)

Date

Name of Madlcation

per day?lhow long?

Dosage |Times  ]On this for

(if any)

Side Effects |Prescriking
Physiclan -

PageyY




Cool Springs Psycﬁiatfic Group
RECEIPT OF NOTICE OF PRIVACY PRACTICES

Patieni Name:

Firs Middle _ Last

Date of Birth! A |

Phone # with area code: Alternate Phonel

Home Address:

Clty: State:_. ' 2lp code!

By signing this form | am acknowledglng that | received a copy of the “The Notice of Privacy Practices” for
physicians at Cool Springs Psychlatric Group, *

- Slgnature of Patlent: Date!

You may communicate with my primary care physician, Please glve us following Informatlon:

* Name: Phone:

* Address:

You may NOT cormmunlcate with primary care physician,

| prefor to declde later.

1/11/17
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' ;rcday’s date:

;Cool Sprmgs Psychlatrlc Group

REGLSTRATION FDRM

(Please Print}

; PCP:

" PATIENT INFORMATION

' i‘b;t}énﬁ’s.l.z.as{_r;a”r;e: First: Middle: aMr. | QMiss Marl’sal status (cf rcle one)

: _ _ G Mrs. | OMs. Slngle / Mar / Div / Sep [ Wid -
'_I.s'tr-l‘é;y“oqr legal name? l Tf not, what Is your legal narme? ? (Former name}: 8irth date; : : Ager | ! Sex:
0 Yes ane | . ;por jam aF

Street address h ; City & State: Zip Code
S'ovc~iali geéuﬁty# ! Home Phone I Cell o : Work T
HEp! ) ()
 Occupation: | Employer; Employer phone o,
S L L)
Chose cl n|c because/Referred to clinic by (please check one box) ‘ j Qo O Insurance Plan U1 Hospital
CI Farnily C] Frlend ' D Close to home/work EZI Yellow Pagas 1 £ Other o —
Emanl addréss o
- INSURANCE INFORMATION - © .-
_ (Please give your instrance card to the receptionist.)
_.-Per-s;n.ire;;‘)-c:r};:ztl‘aie for T:;i.E.I: i Birth date: Address (if different}: I Home ‘E.hone no.:ﬁ. ]
. O
Is this person a pat;eat;\e—r;:? QOYes QRNo -
OCCUpatlon. ‘‘‘‘‘‘‘‘‘‘ ; Employer.- Employer address: Employer phﬂr—:e;w o )
S ) e
Is thls patlent covered by insurance? Cl Yas QO No ’ ) .
s nate prmary oo || ’ | T
" Subscriber’s name: . Subscriber’s S.5. no.: ! Birth date: 1 Group no.! i Policy no ! Co—payment
R | . L LA
Patient’s' refetionship to subscriber: t 0 Self f Q Spouse ! ; 01 Child . © Other .
; Name‘of secundary insuranc;;-iif applicable): “i"Subscribers naf;xe‘z.w : Group no T | Pollcync ]
] | | | R
- - ' ‘ ] ! . | Subscriber’s :
. Patient’s relationship to subscriber: i O Self O Spouse §E Q Child : g?{tti :of

7. IN. CASE. OF EMERGENCY

Name of local frlend or relative {not Ilwng at same address)

i

f Relationship to patlent.

Home phoné no.:

.

‘ Work phone no.:

O

The above mformat ion Is true to the best of my know!edge 1 authorize my Ins
- am financially responsible for any balence. I also authorize pract itioners at Coo

¢ information reqmred to process my claims,

urance benefits be paid di directly to the physiclan. I understand that I
| Springs Psychiatric Group or insurance company to release any

Date

Patfent/Guardfan 5.'gnature

“Fa5e 10



‘ Cool Springs Psyéhiét_fic Group _ _
REQUEST FOR AMENDMENT OF PROTECTED HEALTH'JNFORMATION S

Patlent ‘ L ]
MName: N ) :

' First T Middle - last
Date of Birth: - ' Home Phone: Cell:
Phys%cal Address:
Cily: A , __State: ~Zip

Requested Information to be amended:

| glve my permission for the following person(s) to make appointments and speak to office staff in
case of emergency on my behalf, | also glve permission for doctor or nurse practitioner to spaak lo
this person if It Is clinicaily necessary. Write "None" Jf you do not give anyone permission to speak on
your behalf, C

Name: | ~__Relationship to patient;

Name: ' : Relationship to patlent

*Person(s) you do nof want us to talk to:

Refationship to patient:

I understand that by giving my permission for the above named person(s) to communicate on my

behalf to the Cool Springs Psychiatric Group staff and doctor, it Is for thase twe purposes only, We
rely on you, as our patient, to represent yourself on Issues related to your overalf care. It is our policy .
to inform you if others contact us concerning you,

TO Qur Patient: You have the Hght to request that we amend your protected health Information,
We do not have to agree with your determination that the information should be amended. fwe do
not agree to the amendment request and you do not agree with our decislon, you may submit a written
stalerment disagreeing with the denial of all or part of a requested améndment on the basis of such
disagreement. We may reasonably limil the fength of a statemant of disagreement. Please send any
carrespondences fo Cool Springs Psychlatrie Group, Attentlon: HIPAA compliance Officer, 354 Cool
Springs Blvd,, Suite 105, Frankkin, TN 37087,

Your signature indicates thaf you understand and agres to the above Information.

Signalure of Palients; Date:

11115
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