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NEW PATIENT INFORMATION
	Demographics



Name:  (First, MI, Last):  ______________________________________________   Date of Birth:  __________________
Age:  ________________    Sex:     Male/Female       Marital Status:  S M W D     Social Security: ____________________ 
Address:  _________________________________________________________________________________________
City:  ____________________________________    State:  _________________     Zip Code:  _____________________
Phone: (Home) ________________  (Cell)  ________________ (Work) ________________  (Other) ________________
Employer Name: ___________________________________             Occupation: _______________________________
Pharmacy:  _______________________________________             Pharmacy Phone:  ___________________________
Email Address: ____________________________________________________________________________________

	Insurance Information



Person Responsible for Bill (if different):  ____________________________    Subscriber DOB:_________________
Address (if different):  ______________________________________________________________________________
City:  _____________________________________   State:  _________________   Zip Code:  _____________________
Phone: (Home) ________________  (Cell)  ________________ (Work) ________________  (Other) ________________
Primary Insurance:  _____________________________	      Phone number:  __________________________________
Subscriber number:  ____________________________	      Group number:  __________________________________
Secondary Insurance:  __________________________         Phone number:  __________________________________
Subscriber number:  ____________________________        Group number:  __________________________________

	POA and Emergency Contact



Name  (Emergency Contact or POA): ___________________________________________________________________
Address:  _________________________________________________________________________________________
City:  ____________________________________    State:  _________________     Zip Code:  _____________________
Phone: (Home) ________________  (Cell)  ________________ (Work) ________________  (Other) ________________
Does Patient have a Living Will? 		 Yes    No       (If yes, does Pacifica Care have a copy?  Yes    No)
Does Patient have a Healthcare Surrogate? 	 Yes    No       (If yes, does Pacifica Care have a copy?  Yes    No)

	Physician Info



Primary Care Physician: ____________________________________      Phone: _________________________________
Address:  _________________________________________________________________________________________
City:  ____________________________________    State:  _________________     Zip Code:  _____________________
How did you hear about us:  __________________________________________________________________________



ADMISSION SERVICE AGREEMENT
	Consent for Care/Services



I agree and consent to participate in behavioral health care services offered and provided at/by Pacifica Care, a behavioral healthcare provider.  I understand that I am consenting and agreeing only to those services that Pacifica Care (the Practice), its agents and associates is qualified to provide within:  (1) the scope of the individual provider’s license, certification, and training; or (2) the scope of license, certification, and training of the behavior healthcare provider directly supervising the services received by the patient.  A representative of this Practice has explained my plan of care and all of my questions have been answered satisfactorily.  I understand that the treatment plan may change and, if so, these changes will be discussed with me.  I understand that I and/or my family/caregiver will receive instructions to assist with my care and that my care will therefore become my responsibility in the absence of Practice staff in my place of residence.  I further understand that a representative of this Practice will supervise the services provided and that I may terminate treatment or terminate services at any time and the Practice may terminate their services to me as explained by the Practice.  I agree to notify my physician or others providing care of any adverse reactions or other significant events relating to my health.

	Release of Information/Notice of Privacy Practices



I acknowledge electronic receipt of the Notice of Privacy Practices and was given an opportunity to ask questions and voice concerns.  I understand that the Practice may use or disclose protected health information about me to carry out treatment, payment, or health care operations.  I hereby authorize the Practice to release to or receive from hospitals, physicians, or other agencies involved in my care, all medical records and information pertinent to my care, including but not limited to, mental health, substance abuse, and HIV.  I understand that this sharing of information between the Practice and the health care providers above is to facilitate evaluation of my health care needs and provision of health care services.  I hereby give permission for the review of my medical record by the agencies accrediting and/or other regulatory bodies.  I understand I may receive at paper copy of these practices upon my request.

	Charges to be billed



I certify that all information given by me to the Practice is correct to the best of my knowledge.  I request that payment of authorized benefits from Medicare, Medicaid, or other responsible payer be made in my behalf to Pacifica Care.  The Practice accepts co-pay, deductible amounts, self-pay and insurance balances upon claim denial in the form of cash, check and credit cards.  There will be a fee of $30.00 for all returned checks.  I further understand that services provided to me by the Practice will be billed to the following:

 	 Medicare                  Medicaid                  My insurance company (specify) __________________________

	 Directly to me or my guarantor                  Another third party payer (specify) ________________________

	Liability for Payment



The Practice will bill Medicare and patient’s secondary insurance according to Medicare fee schedules.  All other insurance plans as available by the Practice will be billed in accordance with individual plan fee schedules and policies.  Any questions pertaining to fee schedules will be answered prior to services being performed.  
NO SHOW PAYMENT – Confirmed appointments that are not kept will be charged to you at seventy five dollars ($75).  All cancellations must be made 24 business hours prior to the scheduled visit.
MEDICARE  PATIENTS – We will bill your Medicare for you.  We will also bill secondary insurance carriers for you.  All co-payments or deductibles are due upon notice of insurance claim denial.
NON-COVERED SERVICES – Any care not paid for by your existing insurance coverage will require payment in full at the time services are provided or upon notice of insurance claim denial.
· It is understood that past due balances shall be assessed a service charge or interest at the highest rate allowable by law until payment is made.  If suit is instituted relative to collection of indebtedness, then client consents to venue being in Duval County, FL.
· If any indebtedness due and owing is not paid as agreed, the undersigned agrees to pay a reasonable attorney’s fee plus all costs of collection and other costs and expenses which may be incurred by Pacifica Care, relative to collection of indebtedness due and owing whether suit be instituted or not.  In the event suit is initiated for enforcement or interpretation of this agreement, or performance hereunder, the prevailing party shall recover all costs and reasonable attorney fees.
· I understand and agree to pay deductible, co-payments and any amounts not paid for by my insurance.



	Advance Directive for Health Care



I understand that the Federal Patient Self-Determination Act of 1990 requires that I be made aware of my right to make healthcare decisions for myself.  I understand that I may express my wishes in a document called an Advance Directive (Living Will/Healthcare Surrogate) so that my wishes may be known when I am unable to speak for myself.  (Pacifica Care cannot honor your Advance Directives if you do not provide us with a copy.)

    I have made a Living Will:    No   Yes           (If yes, provide a copy to Pacifica Care) Copy Provided:    No   Yes

    I have designated a Health Care Surrogate:    No   Yes
   (If Yes, write the name and phone # of the health care surrogate) ___________________________________________

	Medications Consent



A Pacifica Care Provider has educated me regarding the medication/s that has been prescribed by my Provider to me or the person for whom I am the legal guardian.  I have been educated regarding the possible side effects of this medication/s, possible drug and/or food interactions that may occur while taking this medication/s.  I have also been informed of the reason or purpose for which this medication/s was prescribed. I am aware that if my prescription is lost or stolen the provider will not refill any medication prior to the refill date from which the medication was first dispensed.

	In Case of Emergency Instructions



In case of emergency, I understand that I am to IMMEDIATELY call 911 or go to the nearest emergency room.  I am NOT to wait on a call back from Pacifica Care staff to instruct me on what to do.  I am to consider this as my written instructions on what to do in the case of an emergency.  If I have any questions on what exactly constitutes and emergency, I am to ask either my therapist or psych provider.

	Members Responsibilities



· Members have the responsibility to treat those giving them care with dignity and respect.
· Members have the responsibility to give providers information they need.  This is so providers can deliver the best possible care.
· Members have the responsibility to ask their providers questions about their care.  This is so they can understand their care and their role in that care.
· Members have the responsibility to follow treatment plans for their care.  The plan of care is to be agreed upon by the member and provider.
· Members have the responsibility to follow their agreed upon medication plan.
· Members have the responsibility to tell their provider about medication changed, including medications given to them by others.
· Members have the responsibility to keep their appointments.  Members should call their providers as soon as possible if they need to cancel visits.
· Members have the responsibility to let their provider know when the treatment plan no longer works for them.
· Members have the responsibility to let their provider know about problems with paying fees.
· Members have the responsibility to not take actions that could harm others.
· Members have the responsibility to report abuse.
· Members have the responsibility to report fraud.
· Members have the responsibility to openly report concerns about quality of care.
· Members have the responsibility to call 72hrs prior for medication refill request.
“My signature below indicates that I have been informed of my rights and responsibilities, and that I understand this information.  I understand that it is my sole responsibility to request clarification or additional information concerning my rights and responsibilities.”  My signature below also indicates, that I have been informed of all portions of the above forms that include but are not limited to:  Consent to treat, liability for payment, consent for medication and consent to bill medical insurance.
X______________________________ ___     ___________        ________________________________       ___________
   Patient/Client/Representative	 	        Date 	            Organization/Representative	                Date	
 
X______________________________ ___     ___________        ________________________________       ___________
   Financial Guarantor (if applicable) 	        Date 	            Organization/Representative	                Date	
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	To:
	
	
	Fax:
	

	
	
	
	
	

	
	
	
	
	




I hereby authorize you to release my medical records to Pacifica Care.

	
	
	

	Patient Name
	
	DOB


(Please Print Legible)						       (Please Print Legible)

					Information Requested:

	
	Last Visit/Physical Exam
	
	
	Laboratory Reports (Recent up to 1 year)

	
	Immunization Record
	
	
	X-Ray Reports (Recent up to 1 year)

	
	Hospital Admission H & P
	
	
	Pathology and/or Operative Report

	
	Hospital Discharge Summary
	
	
	Mental Health Record

	
	Other Pertinent Health Info
	
	
	




A copy of this request for release of medical information is as valid as the original and the authorization for release of medical information is valid for one year.

X______________________________ ___     ___________        ________________________________       ___________
   Patient/Client/Representative	 	        Date 	            Organization/Representative	                Date	
 
X______________________________ ___     ___________        ________________________________       ___________
   Financial Guarantor (if applicable) 	        Date 	            Organization/Representative	                Date	


Please mail or fax records to the following address:	13121 Atlantic Boulevard, Suite 100
	Jacksonville, Florida 32225
	Fax (904) 221-2205
	Telephone (904) 221-2232

MEDICAL HISTORY

	General Medical Information



Main reason for today’s visit/Why now: 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medication: 
	Name
	Dose
	Amount
	Time of Day

	Ex:  Synthroid
	50 mcg
	1 pill
	Every Morning

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Previous Psychiatric Medication: 
	Name
	Dose
	Amount
	Time of Day
	Reason Discontinued

	Ex:  Synthroid
	50 mcg
	1 pill
	Every Morning
	Wasn’t Effective

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Allergies to Medications: _____________________________________________________________________________

Other Physicians currently treating you: _________________________________________________________________

Other Medical Problems: _____________________________________________________________________________

List previous hospitalizations, surgeries: _________________________________________________________________

Females only:  Are you pregnant, planning a pregnancy, or nursing a child: 	( )YES  ( )NO

Do you smoke: 	       ( )YES    ( )NO    If so:   ( )Pipe   ( )Cigars   ( )Cigarettes     Years: ______ How much: _______________

Are you interested in stopping smoking:          ( )YES      ( )NO

Do you drink Alcohol on a regular basis:          ( )YES       ( )NO	If yes, how much, how often: _____________________

Do you drink coffee on a regular basis:            ( )YES        ( )NO	If yes, how many cups per day: ____________________

Are you under a lot of pressure at work:         ( )YES        ( )NO	If yes, please describe: ___________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

	Current Symptoms:
__ Aggressive Physical Behavior
__ Aggressive Verbal Behavior
__ Alcohol abuse
__ Anger Issues
__ Anorexia/Bulimia
__ Anxiety/Tension
__ Binge Eating
__ Child problem
__ Cognitive prob (understanding)
__ Compulsive gambling
__ Conduct Problems

	
__ Decreased appetite
__ Delusions
__ Depression
__ Diet pill misuse/abuse
__ Difficulty concentrating
__ Difficulty with sleep 
__ Fatigue
__ Feelings of guilt
__ Feelings of helplessness
__ Feelings of worthlessness
__ Financial problems

	
__ Marital/other problems
__ Medical Problems
__ Mood swings
__ Obsession/compulsions
__ Oversleeping
__ Pain
__ Panic attacks
__ Paranoia
__ Parent/child conflict
__ Phobias
__ Prescription drug abuse


	
__ Racing thoughts
__ Relationship problems
__ School Problems
__ Self-induced vomiting
__ Self-mutilation
__ Sexual Compulsivity
__ Sleep disturbances
__ Social Isolation
__ Suicidal Thoughts
__ Tearfulness
__ Weight loss
__ Other & Comments:

	Developmental Problems:
__ Delayed speech
__ Delayed Walking
__ Encopresis/Soiling self
__ Enuresis/Bedwetting
__ Feeding problems
__ Fire starting
__ Self Injury
__ Separation anxiety
__ Stuttering
__ Toileting Difficulties
__ Underweight


	Educational Problems:
__ Dyslexia
__ Illiteracy
__ Learning disability
__ Learning disorder
__ Mathematics disorder
__ Poor Grades
__ Reading disorder
__ School changes
__ School expulsions
__ School suspensions
__ Special education
__ Other & Comments


	Current Student Status: 

__ Adult-Fulltime Coll/Tech School
__ Adult-Pt.time Coll/Tech School
__ Child-Not attending school
__ Child-Regular Education
__ Child-Special Education
__Other & Comments:


	Highest Education Completed:
__ 8th Grade
__ 9th Grade
__ 10th Grade
__ 11th Grade
__ 12th Grade
__ GED
__ High School Diploma
__ Some College
__ 2yr College
__ 4yr College
__ Some Grad
__ Grad/Prof

	Social Factors:

__ Only Child
__ 1-2 Siblings
__ More than 2 siblings
__ Recent death in family
__ No children
__ 1-2 children
__ More than 2 children
__ Step-parent w/step-child in home
__ No custodial rights
__ Joint legal custody
__ Physical custody
__ Under investigation social services
__ One parent deceased
__ Both parents deceased
__ Married
	
__ Divorced
__ Separated
__ Single
__ Widowed
__ Loss of home
__ Parent with substance abuse
__ Family financial problems
__ Illness of immed family mem
__ Death of parent
__ Death loved one/close friend
__ Conflict with parents
__ Foster Care
__ Parents separation/divorce
__ Other & Comments:
	Race/Ethnicity:	

__ Arab
__ Asian
__ Black or African American
__ Hispanic or Latino
__ Native American
__ White/Caucasian
__ Other:
	Social Supports/Religion:
__ Atheist
__ Buddhist
__ Catholic
__ Christian
__ Hindu
__ Jewish
__ Muslim
__ Interacts/involved w/family
__ Interacts/involved w/friends
__Involved w/social activities
__ No close friendships
__ No or little interaction w/friends
__ No or little interaction w/family
__ No or little participation in social activ
__ Non-Religious
__ Raised in rural area
__ Raised in inner city area

	Legal Status/History:

__ Awaiting sentencing
__ Awaiting trial
__ Court supervision
__ History of arrest(s)
__ History of jail/prison
__ No current legal issues
__ No legal history
__ On parole
__ On probation

	Functional Impairments:

__ Daily living(making appointments, handling money, making everyday decisions)
__ Family Interactions/Involvement
__ Fitness/Recreational/Leisure Activities
__ Household (shopping, cooking, laundry, daily chores)
__ Marriage/Intimate relationships
__ Physical Health
__ School (academic performance, completing assignments)

	
__ Self-care (hygiene, grooming, eating right)
__ Social involvement/interactions
__ Work (completing tasks, performance level, finding/keeping a job)
__ Fire setting
__ Food restriction
__ Grief/lose issues
__Hallucinations
__Homicidal Thoughts

	Environmental Problems:

__ Competency/Guardianship
__ Economic Problems
__ Educational Problems
__ Housing Problems
__ Occupational Problems
__ Problems related to interaction with the Legal System
__ Problems related to social environment
__ Problems with access to health care services
__ Problems with primary support group
__ Other & Comments:




			
FAMILY HISTORY
	TYPE
	YES
	NO
	FAMILY MEMBER

	Ie: ADHD
	
	
	Father

	ADD/ADHD
	
	
	

	Addiction
	
	
	

	Alcoholism
	
	
	

	Alzheimer’s
	
	
	

	Anger Management
	
	
	

	Anorexia/Bulimia
	
	
	

	Antisocial Features
	
	
	

	Anxiety
	
	
	

	Bereavement
	
	
	

	Bipolar
	
	
	

	Conduct/Disruptive Behavior
	
	
	

	Dementia Vascular
	
	
	

	Depression
	
	
	

	Domestic Abuse
	
	
	

	History of neglect
	
	
	

	Major mental illness
	
	
	

	Panic
	
	
	

	Personality disorder
	
	
	

	Phobic disorder
	
	
	

	Physical abuse
	
	
	

	Psychosis
	
	
	

	PTSD
	
	
	

	Schizophrenia
	
	
	

	Sexual abuse
	
	
	

	Substance abuse
	
	
	

	Suicide
	
	
	

	Self-harming behaviors
	
	
	

	Other
	
	
	


                                    






	Personal Health Information
(Release to communicate with individuals listed on this form)




_______________________________________________			_____________
Patient Name											DOB

I hereby authorize you to release my personal health information and communicate to the following individuals:            (list name, address and telephone number)



Name:____________________________________		Name:_____________________________________
            ____________________________________		            _____________________________________
            ____________________________________		            _____________________________________
            ____________________________________		            _____________________________________


Name:____________________________________		Name:_____________________________________
            ____________________________________		            _____________________________________
            ____________________________________		            _____________________________________
            ____________________________________		            _____________________________________


The above individuals are authorized to receive and review any information they have requested from Pacifica Care, whether it is oral or written, regarding my physical or mental health, including but not limited to, medical and hospital records.  This authorization will remain effective and has no expiration date, unless revoked in writing by myself or legal representative.
Pacifica Care does not and has not conditioned treatment, payment, enrollment, or eligibility of benefits upon signing this Request for Release of Personal Health Information.  I understand that health information disclosed pursuant hereto is subject to re-disclosure by the recipient and no longer protected by the Health Insurance Portability and Accountability Act. 


_____________________		________________________________________________________________
Date					Patient Signature or Legal Representative


_____________________		________________________________________________________________
Date					Witness



NO SHOW AND LATE CANCELLATION POLICY
Office Copy

Cancellation of an Appointment
In order to be respectful of the medical needs of our community, please be courteous and call promptly if you are unable to attend an appointment. If it is necessary to cancel or reschedule your appointment, we require that you call 24 business hours in advance. Appointments are in high demand, resulting in time slots filling up very quickly.  Early cancellation will allow us to reallocate the time to another patient who is in urgent need of treatment.

How to Cancel Your Appointment
The preferred method to cancel an appointment is via email at office@pacificacarejax.com. You may also cancel by calling (904) 221-2232. If you do not reach the receptionist, please leave a detailed message on the voice mail.

No Show VS Late Cancellation
A “No Show” is someone who fails to show up entirely to the scheduled appointment.
A “Late Cancellation” is someone who fails to cancel the scheduled appointment within 24 business hours.

Please refer to the table below when determining if you are within the timeframe

	Appt Day/Time
	Cancel By Day/Time

	Monday
	Thursday

	Tuesday
	Monday

	Wednesday
	Tuesday

	Thursday
	Wednesday



Example: your appointment is at 3 pm on Tuesday. You need to call by 3 pm on Monday

No Show and Late Cancellation Fees
In the event that a No Show or Late Cancellation occurs a fee of $75 will be billed to your account and will be required to be paid in full prior to scheduling any further appointments.

Appointment Reminders
The Pacifica Care team will make every effort to remind you of your appointment as a COURTESY, however please remember that you are ultimately responsible for keeping track of your appointment date and time. To ensure more accurate reminders, please keep your contact information up to date.  We now offer the option to have your reminder sent via text or email, please let the front office coordinator now your reminder preferences when scheduling your appointment.

We understand that emergency situations occur, please make every effort to notify us immediately of the situation and we will make every effort create a solution.



_____________________		________________________________________________________________
Date					Patient Signature or Legal Representative


NO SHOW AND LATE CANCELLATION POLICY
Patient Copy
Retain for Your Records

Cancellation of an Appointment
In order to be respectful of the medical needs of our community, please be courteous and call promptly if you are unable to attend an appointment. If it is necessary to cancel or reschedule your appointment, we require that you call 24 business hours in advance. Appointments are in high demand, resulting in time slots filling up very quickly.  Early cancellation will allow us to reallocate the time to another patient who is in urgent need of treatment.

How to Cancel Your Appointment
The preferred method to cancel an appointment is via email at office@pacificacarejax.com. You may also cancel by calling (904) 221-2232. If you do not reach the receptionist, please leave a detailed message on the voice mail.

No Show VS Late Cancellation
A “No Show” is someone who fails to show up entirely to the scheduled appointment.
A “Late Cancellation” is someone who fails to cancel the scheduled appointment within 24 business hours.

Please refer to the table below when determining if you are within the timeframe

	Appt Day/Time
	Cancel By Day/Time

	Monday
	Thursday

	Tuesday
	Monday

	Wednesday
	Tuesday

	Thursday
	Wednesday



Example: your appointment is at 3 pm on Tuesday. You need to call by 3 pm on Monday

No Show and Late Cancellation Fees
In the event that a No Show or Late Cancellation occurs a fee of $75 will be billed to your account and will be required to be paid in full prior to scheduling any further appointments.

Appointment Reminders
The Pacifica Care team will make every effort to remind you of your appointment as a COURTESY, however please remember that you are ultimately responsible for keeping track of your appointment date and time. To ensure more accurate reminders, please keep your contact information up to date.  We now offer the option to have your reminder sent via text or email, please let the front office coordinator now your reminder preferences when scheduling your appointment.

We understand that emergency situations occur, please make every effort to notify us immediately of the situation and we will make every effort create a solution.

13121 Atlantic Boulevard		                                                                                 Phone: (904) 221-2232
Suite 100		                                                                      Toll Free Fax: (844) 273-0912
Jacksonville, FL 32225		                                                            Email: office@pacificacarejax.com
	Website: www.pacificacarejax.com
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