721 SOUTH 1ST STREET

MOUNT VERNON, WASHINGTON 98273

APPOINTMENT CANCELLATION POLICY

Once you have been accepted as a patient to this mental health program, certain responsibilities apply to your attendance. Because insurance and funding limitations have created our current health care crisis, we may NOT be able to accept every patient that applies for our program. Appointment availability is limited and we need time to find replacement bookings for cancellations. So please be aware of our cancellation policy, which is outlined below, and cancel appointments appropriately. 

BE ADVISED: Weekends and holidays that we are closed DO NOT count when cancelling an appointment. 

1. We expect that you keep your intake appointment. To cancel/ reschedule your intake appointment you must give 72 business-hours advanced notice before the scheduled appointment time. We will charge FULL price of $280.00 for a late cancellation as well as a no showed psychiatric evaluation.

2. For all other appointments we expect that you keep your appointments barring emergencies. To cancel/ reschedule your appointment you must give 48 business-hours advanced notice before the time of the appointment. We will charge an $80.00 late cancel/ no show fee for all late canceled or no showed appointments.

3. If you incur 2 NO SHOWS you will be referred to another provider, however DSHS patients will only be allowed 1 NO SHOW before they are referred onto a new provider. 

4. Copays are due at the time of service; we cannot see you with out collecting your copay or past due balances.

5. The office staff does not have the authority to waive any fees or copays.

In signing this form you are stating that you have read and completely understand ByWater Consultation’s cancel / no show policy. 

Patients Name (please print):___________________________________ Date: ____________

Patient read this policy on ________________________

Patient was verbally notified on ____________________, by Staff member ________

Patient or Guardian Signature _____________________________________________

Clients Initials ________

BYWATER PSYCHIATRIC SERVICES, PLLC

721 SOUTH 1ST STREET

MOUNT VERNON, WASHINGTON 98273

Patient ID# ________







Date ________

PATIENT INFORMARTION

Patient Name______________________________________________ M / F    DOB __________

Home Address ________________________City ______________ State _____ Zip __________

Home Phone ________________________ Cell ________________ Work _________________

_____ Initial here if it is ok for us to leave a message via voice mail

_____ Initial here if it is ok to leave a message with someone else who answers the call 

SSN _____________________________ Employer ___________________________________

Name of Spouse ____________________________ SSN_______________ DOB ___________

Primary Care Provider ________________________ Phone Number ______________________

Referred by ________________________________ Phone Number ______________________

Preferred Pharmacy __________________________ Phone Number ______________________

Emergency Contact __________________________ Phone Number ______________________

Address _________________________ City ___________________ State _____ Zip ________

INSURANCE INFORMATION:

Primary Insurance Company _____________________________ ID Number _______________

Group Number _______________________ Policy Holders Name ________________________ 

DOB __________ Employer __________________________ Phone Number _______________

Responsible Party ________________________ SSN _______________ DOB ______________

Address ________________________________________ Phone _________________________

Secondary Insurance Company __________________________ ID Number ________________

Group Number _______________________ Policy Holders Name ________________________ 

DOB __________ Employer __________________________ Phone Number _______________

Responsible Party ________________________ SSN _______________ DOB ______________

Address ________________________________________ Phone _________________________

Clients Initials: _________ 
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721 South 1st Street

Mount Vernon WA, 98273

P.360.708.9741 F.801.780.9741

OFFICE POLICIES AND PROCEDURES

Telephone calls will be accepted between 9 am and 12 pm and than again from 1pm to 3pm. All voicemails are typed and kept on record. Those messages requiring response will be reviewed with Elizabeth after the day's appointments are over. Elizabeth or her staff will return calls between 5pm and 6pm or the the following morning between 8 am and 9 am. IMPORTANT: IF YOUR SITUATION EMERGENT AND YOU CANNOT WAIT UNTIL THE EVENING OR FOLLOWING MORNING FOR A RESPONSE GO TO THE EMERGENCY ROOM OR URGENT CARE CLINIC IMMEDIATELY.

Initial ______

COMMITMENT TO CHANGE: An effective therapy and treatment program requires openness, commitment to change, and an attitude of collaboration between the client and provider.  Since many of the aspects of these requirements are intangible, the degree of success of any therapy or treatment program cannot be fully guaranteed.

Initial ___

HIPPA CONFIDENTIALITY:  

Communication between client and therapist is privileged.  This means that what is shared between therapist and client is confidential and subsequent records regarding clients are confidential with the following exceptions:

1. If a client is engaged in abuse or there is abuse in the family.  The abuse can be sexual, physical, or emotional abuse involving a child or an elder dependant.  In these cases, these abusive situations will be reported to the appropriate branch of the Department of Social and Health Services.

2. A serious threat to harm oneself or another will be reported to the police.  We will also notify the intended victim in the case of a threat to harm another.

3. Clients who are HIV positive and are involved in unprotected sex or sharing of needles with be reported to the County Health Officer.

4. In event of a client’s death the records may be released to the beneficiary.

5. A court order will release records to the proper legal authority.

6. Records will be released to a medical doctor if the client’s health is threatened, or if a medical emergency occurs.

7. In response to an ethics violation charge, records will be released to the appropriate state governing board.

8. In the event that a violent crime is committed or a crime involving a weapon is threatened, the police will be notified.

9. If an insurance company is billed on the client’s behalf, then the Insurance may require access to the chart for review.

10. If you are here for a court ordered evaluation, everything you say all information received will potentially be used in your report.  You have to sign a release of information to the court or you will not be evaluated.

11. If you are on probation and one of the requirements is counseling, you will need to sign a release of information for me to correspond with probation.

12. If you are ordered by your job for a drug / alcohol evaluation or mental health evaluation you will need to sign a release with the appropriate agency for us to correspond with them.

In the above cases, sharing of unauthorized information by the therapist with the appropriate agency does not constitute violation of confidentiality.  In all other cases, the client must sign an appropriate release of information to allow the therapist to communicate with another agency or person.

Parents of a child under 14 years of age are entitled to any information the therapist may gain with said child.  However, a pretreatment agreement of confidentiality between the therapist and child, made by the therapist and the child’s parents, allows the therapist to keep confidential information the child wishes not to be disclosed.

Initial ______

FEE SCHEDULE:  

There is no charge for informational telephone calls from front office staff, however, if the client needs lengthy (15 minutes or more) telephone consult with Elizabeth specifically, these will be treated and billed as a counseling session to the client.  Insurance companies do not pay for telephone counseling. Charge for telephone consultations are as follows: 15 minuet consultation= $110.00 and a 30 minuet consultation= $160.00

If you are using insurance, your insurance coverage no longer pays for paperwork you may need during treatment.  You will personally be billed for reports, evaluations, disability forms, reports to the court, probation evaluations, etc.

Initial _______

INSURANCE VERIFICATIONS: Before the initial office visit, our office staff will contact the client’s insurance company to determine specific benefits. We will inquire if there is a deductible, what services are covered, whether or not a referral is necessary, and what the estimated copayment is. The information we receive is not a guarantee of the client’s actual benefits and is subject to final processing by the client’s insurance company. The client is responsible for all fees not covered by the insurance company.

PRIVATE BILLINGS. For clients without insurance coverage, full payment is due at time of service. All clients are quoted a fee for the office visit and are expected to pay at the time of the appointment. 

In addition to cash or check, we kindly accept Visa and MasterCard for payment of services.

*** If you change insurance coverage, please notify Carol Cornett prior to your next appointment.  Your new insurance may not cover our services, may require pre-authorization, or may require a period of time before mental health coverage is in effect.  Notifying Carol right away may prevent you from having to pay for an appointment you thought your insurance covered.




                    

Cornett Consultants- 425- 244- 2404

Initial ______

CLIENTS RIGHTS: 

Each client has the right to terminate treatment at any time, know the exact cost of treatment, be informed of the treatment plan, be treated with respect and dignity, and not be used and taken advantage of by the therapist.  Sexual involvement or harassment between therapist and client is illegal.  Each client has the right to review his or her case record with appropriate notice and under a supervised situation.  Clients have the right to receive a recommendation for another therapist should they determine treatment is not to their satisfaction or they are not making satisfactory progress.

Client Signature






Date
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721 SOUTH 1ST STREET

MOUNT VERNON, WASHINGTON 98273

A WORD ABOUT OUR THERAPUTIC CONTRACT

I offer medication management and brief therapy. We will be using medications that support the chemical and ion-gated functioning of your central nervous system, the brain. We will not supplement brain chemicals; we will be helping your brain produce its own neurotransmitters.  

Research has shown that developing a core set of skills will enhance your treatment. Medication teaching, understanding how medications support balanced brain activity, balanced actions, thoughts, physical exercise, healthy dietary intake and developing stress coping skills will actually develop Brain- Derived Neurotrophic Growth Factors (BDNF) and decrease stress cortical, a stress chemical which suppresses BDNF. In fact, without your participation, medical treatments alone achieve only partial response. As a medical provider I do not believe in half measures. The brain is an organ of the body, and these core skills serve as a trophic (brain health) sort of physical therapy for that organ.

Alcohol, street drugs, even prescribed pain medications and sometimes benzodiazepines, can interfere with trophic function. Therefore, I will be very careful about the medications I prescribe for you and I will strive to limit the amount of benzodiazepines and pain medication prescribed. 

I will discuss treatment options with you and we will make treatment decision together. Because you are coming to me for medical expertise, I expect you to stick with your treatment plan. Our goal of maximum health will require an active partnership. Your participation is a key element of your treatment and I reserve the right to terminate this partnership if it cannot be healthfully maintained. 

In signing this you have read our therapeutic contract and understand our office policies and are authorizing Elizabeth Holmes ARNP to render psychiatric services. 

Patient (print) _________________________________________

Patient (signature) _____________________________________ Date __________
Practitioner __________________________________________ Date ___________

Clients Initials _______
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MEDICATION AND OR CONTROLLED SUBSTANCE TREATMENT AGREEMENT

I, ________________________________________________ understand the necessity of following the guidelines established by my provider, Elizabeth Holmes ARNP, in order to receive medications.

I understand I have the following responsibilities:

· I will take my medication only at the dose and frequency prescribed

· I will not increase or decrease the dose, or change my medication without the approval of my psychiatric provider.

· I will inform my psychiatric provider and all other medical providers of ALL medications that I am currently taking. 

· I will protect my prescriptions and supply of medication. I understand that lost, missing or stolen medication swill be replaced one time. Stimulants WILL NOT be replaced under any circumstances.

· I will fill my prescriptions at one pharmacy and understand that to receive refills on medications, other than controlled substances, my pharmacy will have to fax requests to my provider’s office. 

· I will refrain from using alcohol, street drugs while taking these medications

· I will not give away, sell, or misuse the medication being prescribed for me

· I may be asked to consent to a drug screening via blood or urine sample if my psychiatric provider has concern regarding use of alcohol or drugs. I also understand that this must be done with in 24 hours of being handed the lab slip.

· I will keep all scheduled appointments and if I need to change an appointment, I will do so at least 48 hours in advanced. **72 HOURS FOR INTAKE APPOINTMENT**  

· If I do miss an appointment, I will need to reschedule that appointment in order to receive a refill of my medication. Refills WILL NOT be given without a current appointment scheduled. 

· I AM AWARE THAT I NEED TO GIVE MY PHARMACY AND BYWATER PSYCHIATRIC SERVICES, PLLC A FULL WEEKS WORTH OF NOTICE BEFORE MY MEDICATIONS I AM  OUT.
Clients Initials _________


I also understand that my psychiatric provider may discontinue prescribing medication/ controlled substances for me it as well as terminate our therapeutic contract if:

· May behavior is inconsistent with my responsibilities outlined in this agreement

· I develop signs of rapid tolerance or loss of improvement from treatment

· I overdose on medication or combine my medications with alcohol or street drugs

· I obtain controlled substances such as benzodiazepines, hypnotics, and stimulants from other providers and have not informed my providers as agreed

· I refuse to obtain laboratory testing for drug screening as requested

· An addiction is identified resulting from use of controlled substances or any other addictive substance

Patient Name (printed) ____________________________________________________

Patient Name (signature) ____________________________________ Date _________
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Medical/Psychiatric History 

*If past, briefly write some information about it (when, how much, how long…)

Now
Past
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Name:             Date:  
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Name:             Date:  
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Name:             Date:  

[image: image10.png]BYwater

Psychiatric
Consultationr- ...because we care

S




Seen a psychiatrist


Seen a counselor/therapist


Been a psychiatric inpatient (hospital ward)


Been given a mental health diagnosis


Smoked tobacco


Drank caffeine (soda/pop/coffee)



Drank Alcohol


Used Drugs (including Marijuana) 


Had thyroid problems


Had a head injury with “blacking out”



Or loss of consciousness


Had headaches


Had heart problems or chest pain


Currently have physical pain


Ever had surgical procedures 








Client Initials ________

Alcohol Use Disorders Identification Test (AUDIT) 

Instructions: The AUDIT relies heavily on the concept of a standard drink. 

1 standard drink = 0.32 grams of pure alcohol. Examples: 

· 1 can of normal beer 

· 2 cans of light beer  

· 2 cans normal beer = 3 standard drinks 

· 1 glass of wine 

· 1 shot of liquor 

· 1 small glass port or sherry 

Question 1

· How often do you have a drink containing alcohol?

· Never

· Monthly or less

· Once a week or less

· 2 to 4 times a week

· 5 or more times a week

Question 2

· How many standard drinks do you have on a typical day when you are drinking?

· 1

· 2

· 3 or 4

· 5 or 6

· 7 or more

Question 3

· How often do you have 6 or more standard drinks on one occasion?

· Never

· Less than Monthly

· Monthly

· Weekly

· Daily or almost daily

Question 4

· How often during the last year have you found that you were not able to stop drinking once you had started?

· Never

· Less than Monthly

· Monthly

· Weekly

· Daily or almost daily

Question 5

· How often during the last year have you failed to do what was normally expected from you because of your drinking?

· Never

· Less than Monthly

· Monthly

· Weekly

· Daily or almost daily

Question 6

· How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?

· Never

· Less than Monthly

· Monthly

· Weekly

· Daily or almost daily

Question 7

· How often during the last year have you had a feeling of guilt or regret after drinking?

· Never

· Less than Monthly

· Monthly

· Weekly

· Daily or almost daily

Question 8

· How often during the last year have you been unable to remember what happened the night before because you had been drinking?

· Never

· Less than Monthly

· Monthly

· Weekly

· Daily or almost daily

Question 9

· Have you or someone else been injured as a result of your drinking?

· Never

· Yes, but not in the last year

· Yes, during the last year

Question 10

· Has a friend, doctor or other health worker been concerned about your drinking or suggested you cut down?

· Never

· Yes, but not in the last year

· Yes, during the last year

Clients Initials _________
Substance Abuse Screening Instrument (O4/05)

The Drug Abuse Screening Test (DAST) was developed in 1982 and is still an excellent screening tool. It is a 28-item self-report scale that consists of items that parallel those of the Michigan Alcoholism Screening Test (MAST). The DAST has “exhibited valid psychometric properties” and has been found to be “a sensitive screening instrument for the abuse of drugs other than alcohol.

The Drug Abuse Screening Test (DAST)

Directions: The following questions concern information about your involvement with drugs. Drug abuse refers to (1) the use of prescribed or “over-the-counter” drugs in excess of the directions, and (2) any non-medical use of drugs. Consider the past year (12 months) and carefully read each statement. Then decide whether your answer is YES or NO and check the appropriate space. Please be sure to answer every question.

         YES NO

1. Have you used drugs other than those required for medical reasons? ___ ___

2. Have you abused prescription drugs? ___ ___

3. Do you abuse more than one drug at a time? ___ ___

4. Can you get through the week without using drugs (other than those required for medical reasons)? ___ ___

5. Are you always able to stop using drugs when you want to? ___ ___

6. Do you abuse drugs on a continuous basis? ___ ___

7. Do you try to limit your drug use to certain situations? ___ ___

8. Have you had “blackouts” or “flashbacks” as a result of drug use? ___ ___

9. Do you ever feel bad about your drug abuse? ___ ___

10. Does your spouse (or parents) ever complain about your involvement with drugs? ___ ___

11. Do your friends or relatives know or suspect you abuse drugs? ___ ___

12. Has drug abuse ever created problems between you and your spouse? ___ ___

13. Has any family member ever sought help for problems related to your drug use? ___ ___

14. Have you ever lost friends because of your use of drugs? ___ ___

15. Have you ever neglected your family or missed work because of your use of drugs? ___ ___

16. Have you ever been in trouble at work because of drug abuse? ___ ___

17. Have you ever lost a job because of drug abuse? ___ ___

18. Have you gotten into fights when under the influence of drugs? ___ ___

19. Have you ever been arrested because of unusual behavior while under the influence of drugs? ___ ___

20. Have you ever been arrested for driving while under the influence of drugs? ___ ___

21. Have you engaged in illegal activities in order to obtain drug? ___ ___

22. Have you ever been arrested for possession of illegal drugs? ___ ___

23. Have you ever experienced withdrawal symptoms as a result of heavy drug intake? ___ ___

24. Have you had medical problems as a result of your drug use (e.g., memory loss, hepatitis, convulsions, bleeding, etc.)? ___ ___

25. Have you ever gone to anyone for help for a drug problem? ___ ___

26. Have you ever been in a hospital for medical problems related to your drug use? ___ ___

27. Have you ever been involved in a treatment program specifically related to drug use? ___ ___

28. Have you been treated as an outpatient for problems related to drug abuse? ___ ___

Scoring and interpretation: A score of “1” is given for each YES response, except for items 4,5, and 7, for which a NO response is given a score of “1.” Based on data from a heterogeneous psychiatric patient population, cutoff scores of 6 through 11 are considered to be optimal for screening for substance use disorders. Using a cutoff score of 6 has been round to provide excellent sensitivity for identifying patients with substance use disorders as well as satisfactory specificity (i.e., identification of patients who do not have substance use disorders). Using a cutoff score of <11 somewhat reduces the sensitivity for identifying patients with substance use disorders, but more accurately identifies the patients who do not have a substance use disorders. Over 12 is definitely a substance abuse problem. In a heterogeneous psychiatric patient population, most items have been shown to correlate at least moderately well with the total scale scores. The items that correlate poorly with the total scale scores appear to be items 4,7,16,20, and 22.
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	SIBLINGS
	FATHER'S
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	ALCOHOLISM
	
	
	
	
	
	
	HIGH BLOOD PRESSURE
	
	
	
	
	
	

	ASTHMA
	
	
	
	
	
	
	KIDNEY DISEASE
	
	
	
	
	
	

	BLEEDING DISORER
	
	
	
	
	
	
	MENTAL ILLNESS
	
	
	
	
	
	

	CANCER
	
	
	
	
	
	
	MIGRAINE
	
	
	
	
	
	

	DIABETES
	
	
	
	
	
	
	OSTEOPOROSIS
	
	
	
	
	
	

	EPILEPSY/CONVULSIONS
	
	
	
	
	
	
	STROKE
	
	
	
	
	
	

	GLAUCOMA
	
	
	
	
	
	
	THYROID DISEASE
	
	
	
	
	
	

	HAIR LOSS
	
	
	
	
	
	
	OTHER:
	
	
	
	
	
	

	HEART DISEASE
	
	
	
	
	
	
	OTHER:
	
	
	
	
	
	

	HABITS

	ALCOHOL INTAKE: TYPE(S)_____________________
# DRINKS: PER WEEK?_______ PER DAY?________
	LOW SODIUM DIET?  YES  NO
PLENTIFUL PROTEIN INTAKE?  YES  NO
	DIFFICULTY FALLING ASLEEP, STAYING ASLEEP, OR WAKING?  YES  NO ( please circle which one)
	TOBACCO: CIGARETTE, CHEWING, PIPE OR CIGARS
HOW MANY TIMES PER DAY?_______(circle which one)
INTERESTED IN QUITTING?  YES  NO

	# O FDAILY CAFFEINE & ENERGY DRINKS?_________
	LOW FAT DIET?  YES  NO
	SLEEP WALK/TALK/APNIA?  YES  NO (which one?)
	

	HOW MANY CALORIES DO YOU EAT DAILY?________
	FRESH VEGATABLES AND FRUIT DAILY?  YES  NO
	DAYTIME DROWSINESS/FATIGUE?  YES  NO
	EXERCISE: HOW OFTEN?________ HOW LONG?________

	MEDICAL HISTORY

	
	ABNORMALPAIN-CHRONIC
	
	CROHN'S/COLITIS
	
	MOODINESS--UPS & DOWNS
	
	ULCERS

	
	ALLERGIES/HAY FEVER
	
	DIZZINESS/FAINTING
	
	MUSCLE WEALKNESS
	
	VARICOSE VEINS/PHLEBITIS

	
	ANEMIA OR BRUISE EASILY
	
	EAR INFECTIONS-FREQUENT
	
	NAUSEA VOMITING-FREQUENT
	
	VISION LOSS

	
	ANKLE SWELLING
	
	EARS RINGING
	
	NERVOUSNESS
	
	WEIGHT GAIN/LOSS - RECENT

	
	APPETITE DECREASE OR INCREASE
	
	EYE INFECTIONS
	
	EAR INFECTIONS-FREQUENT
	
	CHICKEN POX

	
	ARTHRITIS/RHEUMATISM
	
	FATIGUE-CHRONIC
	
	NOSE BLEEDS
	
	POLIO

	
	ASTHMA/WHEEZING
	
	FOOT PAIN/NUMB FEET
	
	NUMBNESS/TINGLING
	
	TUBERCULOSIS

	
	BACK PAIN-RECURRENT
	
	GALL BLADDER TROUBLE
	
	OSTEOPOROSIS
	
	 MUMPS    MEASLES    RUBELLA

	
	BONE FRACTURE/JOINT INJURY
	
	GOUT
	
	PHOBIAS
	
	 RHEUMATIC FEVER    SCARLET FEVER

	
	BOWEL HABITS: # BM/DAY_____
	
	HAIR LOSS
	
	PNEUMONIA MORE THAN ONCE
	
	PREGNANT?  YES  NO | PLANNING?  YES  NO

	
	BRONCHITIS/FREQUENT COUGH
	
	HEADACHES/MIGRAINES
	
	PROSTATE DISEASE
	
	# OF LIVE BIRTHS_______

	
	CANCER
	
	HEART MURMUR
	
	RASHES OR HIVES
	
	# OF MISCARRIAGES_______

	
	CHEST PAIN
	
	HIGH BLOOD PRESSURE
	
	SEXUAL/MENSTRUAL IRREGULARITIES
	
	# OF ABORTIONS________

	
	CONVULSIONS/SEIZURES
	
	INDIGESTION/HEARTBURN
	
	SEXUALLY TRANSMITTED DISEASES
	
	MENSTRUAL FLOW:  REGULAR  IRREGULAR
 HEAVY  CLOTS  PAINFUL  CRAMPS

	
	DIABETES
	
	INFECTIONS-FREQUENT
	
	SINUS CONGESTION-FREQUENT
	
	

	
	DIARRHEA
	
	JAUNDICE/HEPATITIS
	
	STROKE
	
	DATE OF LAST PAP__________
  NORMAL  IRREGULAR

	
	CONSTIPATION
	
	KIDNEY STONES
	
	TETANUS
	
	

	
	DIPTHERIA
	
	MEMORY LOSS
	
	THYROID DISEASE
	
	DATE OF LAST MAMMOGRAM__________
 NORMAL  ABNORMAL

	
	
	
	
	
	
	
	


Please check any that apply:


High blood pressure


Chest pain 


Seizures (ever in life)


High cholesterol or other lipids


Diabetes or other endocrine problems





Please list any other medical problems you currently have or had in the past:




















FAMILY HISTORY: Has anyone in your family had any of these problems? If yes please list who. 


�Anxiety ___________________	�Hearing voices, paranoia, or schizophrenia diagnosis ___________________





� Depression _________________	� Periods of highs “mania”, bipolar diagnosis _________________________





�Alcohol or Drugs _____________	� Heart disease or heart attack _________________________________








                                                                                                          FAMILY HISTORY                       Name_________________________Date__________





Name:  				Date:
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