DGR Behavioral Health, LLC 2201 Ridgevoed Road, Sulte 400

Wyomissing, Pannsyivania 19610
Teleohone (B10) 378-9601
Fes {510) 37R-0051

Dear Parent:

In preparation for your child’s/adolescent’s upcoming evaluation, we ask that you complete
the enclosed Client Information Questionnaire. We apologize that the form is quite lengthy.
Please realize that collecting this information before the evaluation will help us to utilize the
time available to your child’s best advantage.

Oftentimes useful clinical impressions can be generated at the very first meeting, Please be
aware, however, particularly for children and adolescents, that the evaluation process often
entails several meetings before full diagnostic impressions are made.

You may find it helpful to review your child’s baby book and other records in order to
complete the questionnaire. Also, it is quite helpful to have copies of all past evaluations and
any pertinent school records available at the evaluation.

If your child is over age 12, then he or she will be asked to complete a separate Teen
Questionnaire which is kept confidential.

The first session will likely involve some time for your child to spend alone with the

evaluator as well as some time spent together with you and your child or possibly some time
spent scparately with you depending on the circumstances and the flow of the evaluation.

Sincerely,

DGR Behavioral Health,



Patlent Record Update

Patient Information

Name: S5N:

Add1: == DOB: o
Add2: , Home Phone:_

City: _ . Work Phone: —
State: Zip:__ Cell Phone:

Guarantor Information - if different from self

Name:_ S5N: o

Add1: _ _DOB:

AddZ2: _ Home Phone: e pmi
City: Work Phone:_

State: Zip: Relationship: B

Employer Information

Name: _ Qccupation:
Add1:

City:

State: Zip:

Insurance Information: Please provide copies of cards to the receptionist
Primary Insurance Information

Plan Name:__ _ Policy#:
Cardholder: ] - DOB: =
Relationship to patient: (circle one) __Self__Spouse__Parent_ Other____ S5N:

Have you contacted your insurance regarding your Mental Health benefits?__
If yes, what are they?

Insurance Information: Please provide copies of cards to the receptionist
Secondary Insurance Information

Plan Name: == Policy#:_ =
Cardholder: __DoB:
Relationship to patient: (circle one] _ Self  Spouse_ Parent_ Other_ S5N:

Have you contacted your insurance regarding your Mental Health benefits?____
If yes, what are they?

Pharmacy Name:__ ) Pharmacy Phone Number:
Address: =
City: __ State: Lip:_

Signature: Date:




FINANCIAL POLICY

Thank you for cheosing our doctors and therapists to meet your needs, The following is a statement of our Fimancial
Policy, which we ask you to read and sign prior to treatment.

Psychiatric and psychological services have already been handled diffecently by insurance companies than
medical/surgical services; therefore we ask you to become as knowledgeable as possible about your particular insurance plan,

YOUR PORTION OF PAYMENT IS DUE AT THE TIME OF SERVICE. WE ACCEPT CASH, CHECKS, VISA,
DISCOVER, AN MASTERCARD.

MEDICARE

1 request that payment of authorized Medicare benefits be made either to me or on my behalfto
sz  for any services furnished me by that physician/supplier, T authorize any holder
of medical information about me to releasc to the Health Care Financing Administration and its agents any information needed
1 determina these benefits ar the benefits payable for relaled services.

1 understand my signature requests that payment be made and authorizes release of medice! information necessary to
pay the claim, [f “other health insurance” is indicated in Ttem 9 of the HCFA-1500 form, or elsewhere on other approved claim
forms or electronically submitted claims, my signature authorizes releasing of the information 1o the insurer or agency shown,
In Medicare sssipned cases, the physician or supplicr agrees to accept the charge delermination of the Medicare cammier as the
full charge, and the patient is responsible only Tor the deductible, coinsurance, and non-covered services. Coinsurance and the
deductible are based upon the charge determination of the Medicare carrier.

INSURANCE

Your insurance pelicy is a contract between you and your insurance company. If you have given us all the required
information, we can submit the mental health services to the insurance companies with which we participate, We must have
current policy, group, 10, and claim numbers. We will make a copy of your insurance card. Please be aware that some
services may be “non-covered” services according to your policy, You are still responsible for payment of these services.

Many of us are members of “provider panels™ of certain companies, If this is true for your insurance, then part of the
nayment will come directly to us from the company. You will need to pay a “co-payment™ at each visit, the amount ef which is
determined by your insurance company (not be us), You will need to eall your insurance carrier to learn whal you co-payment
will be. ¥ou may also need to be in touch with them frean time to time in order to make sure that vour claims are being paid
and that your coverage is still authorized for our services,

If you are covered by an nsurance carrier that requires precertification, itis your responsibility 1o call the company
fur authorization prior o your first appointment. Ifyou do not have authorization, you will be billed for the services,

We accept the approved amount for some major insurance companies and some HMO and PPO programs, however
please have the employer name, claim number, and address of where the claim should be senl. We require writlen
preauthorization from the insurance carrier for all aute insurance and Workers' Compensation cases,

Please note we do not participate in Medical Assislance.

COMMERCIAL INSURANCE

I herchy authorize the release of information necessary to file a claim with my insurance company and assign benefits
otherwise payable to me to the physician indicated on the claim. d

1 understand that 1 am financially responsible for any balance not covered by my insurance carricr,

A copy of this signature is as valid as the original,

Signature . Date

MINOR PATIENTS (UNDER 18 YEARS OF AGE)

The purent/guardian/adull accompanying a minor child is responsible for full puyment. fboth parents have
insurance, the parent with the first kirthday in the year is most often the primary insurer, Plesse check vour insurance policy to
determine which company is primary before your appointment. In divarce cases, we will bill our participating insurances, but
the parent wha brings the child in for services is ultimately the responsibility party,

FORENSIC EVALUATIONS
Farensic Evaluations are usually not covered by insurance and ure paid in full prior to the evaluation unless allernative
arranuements are made.

BILLING

A Billing statement covering your services will be mailed Lo vou each manth, We expect payment to be made on a
limely basis. A past due account will be turned over to our collection agency if no payment has been made.

| have read, understand, and agree to this Financial Policy.

Signature of Patient of Responsible Parly Diate




CLIENT INFORMATION QUESTIONNAIRE
ALL INFORMATION CONFIDENTIAL

General Information: Date

Child’s name - Age Sex DOB

Address ~ State Zip County o
Child’ s Lepal Custodian Home phone TE
MName of person completing this form ~ Relationship to child

Referring individual or agency N Phone

Father’s name Relationship il not biological

Mother's name ) Kelationship if not biological

Biological father's name and address il not living with child N
Frequency ol contact

Biological mother’s name and address if not living with child
Freguency of contact

Name, address, and phone number of person responsible for the bill:

List family members and all others in the home:

Name Age/Date of Birth Relationship Occupation

[{ parcnts are separated, how old was child at ime ol separation? -
Length of separation_ M divoreed, date
List any other siblings (along with age and relationship) not in home:
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Please briefly describe your child’s current medical, behavioral and emotional problems,
Include age at which problems started and any recent stressors:

What seems to help?

Circle any of the [ollowing il they have been problems for vour ¢hild:

Speech or language Iearful Slow learner
Coordination Wels bed Sad

Prefers to be alone Bites nails Stomach troubles
Fights with siblings Sucks thumb Angry

Fights with peers Tantrums Can’t relax
Fights with adults Nightmares [onely
Physically aggressive Sleep Feels inferior
Destroys property Rocking Suicidal thoughts
Cruel 1o amimals Ilead banging Trouble with friends
Steals Holds breath Indecisive
Shyftimid Poor appetite Depressed
Reckless behaviors Stubborn/willlul Nervous

Selt injury COhveractive Bowel problems
(ydd habits/mannerisms Impulsive Ohsessive

Lack of [riends



Developmental History:
Age of mother during pregnancy Muother's health [Mpgood || Fair — poor

Any medications during pregnancy (list)

Did mother smoke, drink alcohol or use substances during pregnancy?

Speeify amounts, Lypes, frequency

Any illness during or complications of pregnancy (specify)

[MDiabetes || Rhnegative | Toxemia/preeclampsia [

Other ]

Length of pregnancy weeks  Labor hours
Birth weight ) ~ Type ol delivery [ vaginal (-scction

Any instruments/forceps (specify)

Any complications of delivery or birth defects

Was mother depressed or down alter delivery”

Please describe child as an infant:
“Pleasant L Fussy  ICalm [ Colicky L Trritable [ Hard to manage

Any problems with sleep or feeding (describe)

Developmental milestones:

I'o the best of your recollection, please fill in the age at which your child began each of
these behaviors:

Showed response to parent  Put several words together

Rolled over ) ~ Dressed self

Sat alone S ~loilet trained Bladder B
Bowel

Crawled - Dry at might_

Walked alone - Fed selt.

Babbled - Rode tricyele

Spoke single words



IHave there been any care givers other than parent prior to kindergarten?

Age Setling

Medical History

Child’s physician

Child’s reaction/bchavior

~ Date of last exam

Please circle any of the following conditions your child has had and list dates or ages

hMeasles

German measles
Mumps

Chicken Pox
Rheumanc Fever
Broken Bones
Visual problems
Hearing problems
Paralysis
Severe/requent headaches
Extreme fatigue

Ancmia

Memory problems
Tuberculosis

Fever above 105

Is your child on a special diet?

[MNo

Whooping cough
Meningitis
Encephalitis
Scizures

Head injury
Diabetes

Cancer

Bleeding problems
Frequent nosebleeds
Skin conditions
Suicide attempt
Bowel problems
Eating problems
Loss of consciousness
Dizziness/fainting

LYes Describe



Does vour child take any medications currently? | No o [ Yes
Please include any over the counter medications, herbal preparation, or supplements,

Drug Dose Frequency Duration Reason Prescribed by

[n the past, has your child ever been on any medication for anxiety, depression, behavior
problems, ete.? [0 No ¥es

Drug Dose Frequency Effectiveness  Side Effects  Why discontinued
Does vour child have any drug allergies or sensitivities? [ No 1 Yes
Drug Symptlom

Does vour child have any other allerpies or sensitivities (environmental, lood, dye, latex,
gte.)?
CINo |Yes, describe

CalTeine consumption: (soda, tea, jced tea, coflee, ele.) amount _ per day/week
Sexual development:

Has your child started developing sexual characteristics such as pubic hair or breast
changes?

NN I Yes

If ves, at what ape and what was vour child’s attitude toward thig?

H applicable, age at first menstruation

Date of last menstrual period

Any menstrual irregularities, cramps, other physical discomfort? No 1Yes



Child's Psychiatric History:

Has your child ever received any mental health and/or substance abuse lreatment”
No " n-patient | Clut-patient

Place/Provider Diales Reason Chatcome

When was your child last seen by a mental health professional” SEN/A

Please list name and address of your family doctor and any other physicians or therapisls
involved in vour child's care:

Significant events - pleasc check and describe:
Event ate Describe

“Loss ol someonc close

TLoss of pet

Trouble with law

“Living placement away from home

| IPhysicul abuse or neglect

" Incest/sexual abuse

“IEmotional abuse

| 'Held back in school

Moves
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Child’s Education: Grade

Name and address of school child presently attends:
Phone
Contact person

Please cheek what you feel describes your child in the lollowing arcas:
Attendance T Rarely absent 'Sometimes absent T1Often absent
Ability | IAbove average OAverage LBelow average

Relations with classmales

Above average L Average Below average
Behavior MAbove average _JAverage [Below average
Has your child ever been suspended or expelled? [ No Yes
Il ves, deseribe -
Any difficulties with L Reading | I/Math [Spelling  [1Writing  [Other

What, if any. special services have been provided for your child in school (speech/language.
remedial reading, special classes, counseling, groups, cccupational therapy)?

Any school refusal or avoidance?  [INo [1Yes

Social/Extracurricular activities (list and comment):




Family History:

Is there a family history of any of the following disorders? [f so, please check and list
family member on adjacent line:
~ Depression -
Manie-Depression (Bipolar)
LI Anxiety Disorders
[Suicide Attempt
[ 1Autism
Altention Delicit/Hyperactivity Disorder
CTics -
I Learning Disorders
| IMental Retardation

[ IAleoholism

[Drug Abuse .

I5 there any family history of medical problems, including diabetes, heart discase, cancer.
seizures, Alzheimer’s, asthma, etc.?7 L Ne [OYes

Describe

Parents’ current marital status:
“Married and living together [C Separated | ['Widowed | Mother remarried
Single, never married [ Divorced Living together [ Pather remarricd

How would you describe your marital relationship?
" No difficultics [ Occasional difficultics Frequent difficulties

Deseribe signilicant marital problems and how they are viewed by both spouses:

Mother's view:

Father's view:

Any marital counseling? ['No [ Yes

If ves, when?
How many sessions?
Reason?
Outcome




Parents” History:

Biological Mother; Name

Birth date. Ape -
Occupation Place of Employment
Lducation (highest level)

Please deseribe any problems growing up — particularly involving relationships/family:

Biological Father: Name
Birth date - Age

Occupation _ Place of Employment
Education (highest level)

Please deseribe any problems growing up — particularly involving relationships/family:

Please complete the following sections as appropriate,

Adoptive/Stepmother: Name

Birth date Ape

Oceupation ) _ Place of Employment
Education (highest level)

Please describe any problems growing up — particularly involving relationships/family:
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Parents’ History: (continued)

Adoptive/Stepfather: Nume
Birth date Age
Occupation_ Placc of Lmployment
Liducation (highest level) _
Please deseribe any problems growing up — particularly involving relationships/family:

Some managed care companies require we ask the following guestions regarding
cultural/spiritual issues. You may choose to respond or not respond.
|. With what ethnic/cultural/racial group do you identify?

2. What is vour religious altiliation” -

3. What role does your religion/spirituality play in your life? [Positive LI Negative TINcutral
4. Are there any spiritual or cultural issues that you leel need to be taken into account in your
treatment”? | Yes No If yes, please identify

Please list any additional comments or concerns:

Signature Date
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CONFIDENTIAL
Teen Questionnaire
(To be filled oul at office, separate from parent)

Please briefly describe any problems for which you are seeking help:

Please check any of the following if they are problems for you:

LMNervousness M8exual Problems OConcentration
J1Depression JSelf control TISuicidal thoughts
NAnger CMemaory [ Homicidal houghits
MEnergy [Inferiority feelings L Finunces

CSleep LA ppetite CMy thoughss
ULoneliness JFriends DBRowel troubles

[UMaking decisions

Current caffeine consumption - soda, coffee, tea, iced tea MNo  [1Yes
Amount o
Mo you drink aleohol? [INo [DYes
Type ~ Amount  lastdrink
30 you use illicit drugs - marijuana, cocaine, cte.? Mo UYes
Type Amount Last Used

Have vou ever experienced unprotected sex, needle sharing, or blood transfusion?
MNo  OYes Describe

Scexval orientation: T Heterosexval  UHomoseson]l D Bisexuwal  OUncertain

Do yvou use tobacco inany form?  TINo [1Yes
Deseribe




Notice of Privacy Practices — Short Version

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND 11OW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW
I'T CAREFLILLY,

Qur commitment to your privacy

Our practice 1s dedicated to maintaining the privacy of vour personal health information. We are
required also by law to do this. These laws are complicated. but we must provide vou with
important information. This pamphlet is a shorter version of the full, legallv required NPP which
vou may request for more information. However. we can’t cover all possible situations so please
talk to our Privacy Officer (see the end of this pamphlet) about any questions or problems.

We will use the information about your health which we get from vou or from athers mainly to
provide you with treatment. to arrange payment for our services or for some other business
activities which are called. in the law. health care operations. After you have read this NPP we
will ask you 1o sign a Consent Form 1o let us use and share your information. 1f vou do not
consent and sign this form. we cannot treal yvou,

If we or you want to use or disclose (send. share, release) vour information for any other
purposes we will discuss this with vou and ask vou to sign an Authorization to allow this,

Of course we will keep your health information private but there are some times when the laws
require us W use or share it such as:

L. When there is a serious threat to your health and safety or the health and safety of
unother individual or the public. We will only share information with a person or
organization who is able to help prevent or reduce the threat.

[

Some lawsuits and legal or court proceedings.

faa

I we obtain information that requires us by law to report suspected child abuse,
4. For Workers Compensation and similar benelit programs.

There are some other situations like these but which don’t happen very ofien. They are
described in the longer version of the NPP.



Your rights regarding your health information

L. You can ask us o communicate with vou about vour health and related issues ina
particular way or at a certain place. For example, vou can ask us to call vou at home,
and not at work to schedule or cancel an appointment. We will try our best to do as
you ask.

fa

You have the right o ask us w limit what we el certain individuals involved in vour
care or the payment lor your care, such as family members and friends. While we
don’t have w agree to your request, if we do agree, we will keep our agreement except
if it is against the law, or in an emergency., or when the information is necessary to treat
Vou.

L

You have the right to look at the health information we have about you such as your
medical and billing records. You can even get a copy of these records but we may
charge you. Contact our Privacy Officer to arrange how to see vour records. See
below,

4. Ifyou believe the information in your records is incorrect or incomplete. vou can ask
us to make some kinds of changes (called amending) to vour health information. You
have to make this request in writing and send it to our Privacy OfTicer. You must tell
us the reasons you want to make the changes.

L

You have the right to a copy of this notice. 1f we change this NPP we will post it in
our waiting room and vou can always get a copy of the NPP from the office
receptionist or Privacy Oflhcer.

6. You have the right 1o lile a complaint if vou believe your privacy rights have been
violated. You can file a complaint with our Privacy Officer and with the Secretary ol
the Department of Health and Tluman Services. All complaints must be in writing.
Filing a complaint will not change the health care we provide to you in any way,

I you have any questions regarding this notice or our health information privacy policies, please
contact our Privacy Officer:  Paul E. Delfin, Ph.D..

DGR Behavioral Health, 1.T.C

2201 Ridgewood Road, Suite 400

Wyomissing, PA 19610

Phone; 610-378-9401]

The eflective date ol this notice 1s December 1. 2015,



DGR Behavioral Health, LLC
2201 Ridgewood Road, Suite 400
Wyomissing, PA 19610
Telephone (610) 378-9601
Fax (610) 378-9061

Acknowledgment of Receipt of Notice of Privacy Practices

Patient Name:

Birth Date:

Maiden or other name (il applicable):

| acknowledge that | have received a copy of the Notice ol Privacy Practices of
DGR Behavioral Health, LLC, effective December 31, 2014,

Signature (patient or authorized representative):

Date:

Relationship/authority
(1f signed by authorized representative):




DGR Policies

DGR BEHAVIORAL HEALTH ELECTRONIC COMMUNICATIONS POLICY

E-mail is only for scheduling or for a clinical reason that we can discuss ahead of time.

E-mail is not a substitute for discussions that should take place face-to-face.

E-mails should never be used for emergencies.

Do not e-mail your provider if you expect a quick response, as we only check e-mail occasionally.

We do not follow patients’ blogs, follow patients on Twitter, Google them, friend them, or communicate
by texting.

Cell phones should be off (or in silent mode) during sessions. Secret recording of sessions is not
permitted.

To protect your privacy and respect that of others, please do not have cell phone conversations in the
waiting room.

Please review and keep for your records.

FRAGRANCE POLICY

This is a fragrances-free workplace. Thank you for not wearing any of the following during your visit:
cologne, after shave lotion, perfume, perfumed hand lotion, fragranced hair products, and/or similar
products. Our chemically-sensitive co-workers and clients thank you.



CANCELLATION POLICY

We consider an appointment to be a commitment and an agreement. When an appointment
is scheduled, the time is set-aside lor you and no one else. Consequently, unlike other
doctors” offices, we do not double or triple book patients. However, in order to do this, we
must charge 4 fee lor all appointments not cancelled within 24 hours of the appointment. [f
vour appointment falls on a Monday, you may leave a message with the answering service
over the preceding weekend,

Cancelled Appointments: Mo charge will be made for any appointment cancelled
p ¥ app
with at least 24 hours advance notice.

Mizsed Appoimntments: An appointment cancelled on less than a 24-hour
nolice, or an appointment missed without a notice of
cancellation, will be billed a cancellation fee. This fec
will not be charged to insurance, and is vour
responsibility to pay in full.

Fxception: same-day cancellations because of serious
medical/family emergencies or dangerous road
conditions {(snow and ice) will not be charged. as long
as a telephone call is reccived in the office before the
scheduled appointment time.

We will try 1o give you a reminder call il you have requested one, [lowever, vou are
responsible for the appointment whether or not vou receive that call,

[ am aware of the cancellation policy and agree to the terms.

Signature Date

Parent Signature if appropriate



