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New Patient Registration Form
Client’s Name ____________________________________________________________________________________________Today’s Date_____________________

Address________________________________________________________________________________________________________________________________
Home Phone:____________________________________Cell Phone:___________________________________Work Phone:_________________________________

May we leave a message for you at home?     Yes or No_________

May we leave a message for you at work? Yes or No:____________ 

Sex: _____________ Age:_________  Birthday:___________________ Marital Status:____________________ Social Security Number:_________________________
Occupation:________________________________________________ Education / Grade: _____________________________________________________________
Emergency Contact (Name and Relationship):________________________________________________________________Phone:____________________________
Client’s E-mail:__________________________________________________________________________________________________________________________
Insurance Information

Policy holder’s name:______________________________________________________________Relationship to Client and DOB______________________________
Address of Insured Person (if different):_______________________________________________________________________________________________________
Employer of insured person:________________________________________________________________________________________________________________
Insurance Company:_____________________________________________________________________________________Phone:____________________________
Insurance identification Number:______________________________________ _______________Group Number:__________________________________________

Secondary Insurance:____________________________________________________________________________________ Phone: ___________________________

Name of secondary insured:_________________________________________________ Date of Birth and relationship to client  (if different): ____________________
Secondary identification number: ____________________________________________ Group Number: __________________________________________________
PATIENT OR AUTORIZED PERSON’S SIGNATURE: I authorize the release of any medical or other information necessary to process a claim. I also request payment of government benefits either to myself or to the party who accepts assignment. I authorize payment of medical benefits to the provider of services. I understand that if I am unable to keep an appointment, I must give one business days’ notice or I will be charged for the appointment. (Cancelations may be called into Amanda’s office any time, day or night at 541-636-0131.) I understand that my insurance company will not pay for missed appointments
Signature: ________________________________________________________________________________________________ Date: _________________________
=======================================================================================================================================For Office Use Only

Date of Call: __________________Name of Person Spoken with:___________________________  Deductable?_______ Met?_________Co-Pay?_________________

Visits Allowed?________________Benefit Period?______________________ Need Authorization? __________ Client or Provider Obtained ? ____________________
Claims Address___________________________________________________________________________________________________________________________
Authorization #_____________________________________# of Sessions Authorized?_________ How to obtain future sessions?______________________________
Office and Financial Policies

Thank you for asking me to participate in your health care!  The following is an outline of my office policies. I ask that you take the time to read and sign at the bottom of this form. Please ask any questions you may have before signing this agreement.

1. I ask that your appointments be paid in full until your annual deductible has been met. Thereafter, I ask for a copayment that is commensurate with your insurance policy at each scheduled visit.

2. If you have no insurance coverage, I ask that you pay for each visit at the time of the appointment.

3. In the event that we are unable to collect on your account, please be advised that any uncollectable fees may be turned over to a collection agency. In the event that your account is turned over to a third party for collections, the third party may be notified of the reason for service, i.e., Counseling. We will make every effort to work with you before this happens.

4. Since rebilling accounts is costly, balances due over 30 days will be charged a $10 rebilling fee. All returned checks are subject to a minimum of $10 service fee.

5. Please understand that we can only discuss your account with the patient on the account or the person(s) who sign as the Responsible Party on the account. We cannot discuss the account with spouses, parents or others unless they have signed to be responsible for the account or we have your signed permission to discuss the account with them. 

6. If you need to cancel an appointment for any reason, i.e., schedule conflicts, illness, childcare, I must have 24 hours’ notice. Appointments not cancelled 24 hours in advance will be charged to you at full fee. Insurance will not pay for missed appointments.

Patient’s signature








Date
Credit Card Usage Agreement – Optional Only

I, ________________________________________________________ (print your name), agree to the us of my credit card to pay for any outstanding balances occurring past 60 days and for no-call/no-shows and late cancelations. This is to avoid forwarding outstanding balances to a collection agency. I understand that the office of Amanda Lies, PMHNP will attempt to notify me at the time of the charge is made to my credit card. 

Your personal information will be recorded into the secured electronic medical record and this copy of your information will be shredded.

Name as it appears on the card:_____________________________________________________________________________________________________________

Credit card type:_________________________________________________________________________________________________________________________

Credit card number:_______________________________________________________________________________________________________________________

Experiation Date:_________________________________________________________________________________________________________________________

CVC # on the back of the card:______________________________________________________________________________________________________________

Signature:_________________________________________________________________________________Date__________________________________________
Presenting Problems
Who referred to to this office? ______________________________________________________________________________________________________________

Summarize the problem that brought you here today: ___________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Current Medications  (Name, Dose, How long you’ve been taking, Who prescribed the medication) :_____________________________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Additional Over the Counter’s or supplements:_________________________________________________________________________________________________

Who is your primary care provider? _____________________________________________________________ ____________________________________________

Approximate date of last visit? _________________________________________________________ Is it OK to contact your PCP?_____________________________

Please list members of your family and all others living in your home. ______________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Have you ever been in counseling befor, when and for what?_____________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Have you ever been admitted to the psychiatric hospital?________________________________________________________________________________________

Have you ever been in in-patient or out-patient drug and alcohol treatment before? If so, when and where was the last time?_________________________________

_______________________________________________________________________________________________________________________________________

Are you currently using prescription or street drugs that are not prescribed to you? ___________________________________________________________________
Do you drink alcohol and are you concerned about your use or wish to cut back?______________________________________________________________________

Do you use marijuana?____________________________________________________________________________________________________________________

Additional information you think I may need to know about you?: 

Information and Informed Consent for Treatment

Therapy is a relationship that works in part because of clearly defined rights and responsibilities held by each person. This frame helps to create the safety to take the risks and the support to become empowered to change. As a client in psychotherapy or medication management, you have certain rights that are important for you to know about because this is your therapy, whose goal is your wellbeing. There are also certain limitations to those rights that you should be aware of. As a Nurse Practitioner, I have corresponding responsibilities to you. 

My Responsibilities to You as a Nurse Practitioner

1. Confidentiality

With the exception of certain specific exceptions described below, you have the absolute right to the confidentiality of your therapy. I cannot and will not tell anyone else what you have told me, or even that you are in therapy with me without your prior written permission. Under the prohibitions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I may legally speak to another health care provider or a member of your family about you without your prior consent, but I will not do so unless the situation is an emergency. I will always act so as to protect your privacy even if you do release me in writing to share information about you. You may direct me to share information with whomever you chose, and you can change your mind and revoke that permission at any time. You may request anyone you wish to attend a therapy session with you.

You are also protected under the provisions of HIPAA. This law insures the confidentiality of all electronic transmission of information about you. Whenever I transmit information about you electronically, for example sending bills or faxing information, it will be done with special safeguards to insure confidentiality.

If you elect to communicate with me by email at some point in our work together, please be aware that email is not completely confidential. All emails are retained in the logs of your or my Internet service provider. While under normal circumstances no one looks at these logs, they are, in theory, available to be read by the system administrators of the Internet service provider. Any email I receive from you, and any responses that I send to you will be kept in your treatment record. 

The following are legal exceptions to your rights to confidentiality. I would inform you of any time when I think I will have to put these into effect.

· If I have good reason to believe that you will harm another person, I must attempt to inform that person and warn them of your intentions. I must also contact the police and ask them to protect your intended victim.

· If I have good reason to believe that you are abusing or neglecting a child or vulnerable adult, or if you give me information about someone else who is doing this, I must inform the Child Protective Services within 48 hours and Adult Protective Services immediately.

· If I believe that you are in imminent danger of harming yourself, I may legally break confidentiality and call the police or the county crisis team. I would explore all other options with you before I took this step. If at that point you were unwilling to take steps to guarantee your safety, I would call the crisis team.

· Exceptions to confidentiality are also made when a valid subpoena is received, for insurance billing purposes, and for emergencies. 

2. Record-Keeping

I keep brief records that typically include a description of your symptoms, your recent stressors, a brief description of the topics we discuss, your medical problems, a mental status exam, any relevant lab test results, diagnoses, treatment, and a plan for future care. You have the right to a copy of your file at any time. You have the right to request that I correct any errors in your file. You have the right to request that I make a copy of your file available to any other health care provider at your written request. I maintain your records in a secure location that cannot be accessed by anyone else. 

3. Diagnosis

If a third party, such as an insurance company, is paying for part of the bill, I am normally required to give a diagnosis to that third party in order to be paid. Diagnoses are technical terms that describe the nature of your problems and that something about where they are short-term or long-term problems. If I do use a diagnosis, I will discuss it with you. All of the diagnoses come from a book titled the DSM-V. I have a copy of the DSM-V in my office and will be glad to let you borrow it and learn more about what it says about your diagnosis. 

4. Other Rights

You have the right to ask questions about anything that happens in therapy. I’m always willing to discuss how and why I’ve decided to do what I’m doing, and to look at alternatives that might work better. You can feel free to ask me to try something that you think will be helpful. You can ask me about my training for working with your concerns, and a request that I refer you to someone else if you decide I’m not the right therapist for you. You are free to leave therapy at any time. 

5. Managed Mental Health Care

If your therapy is being paid for in full or in party by a managed care firm, there are usually further limitations to your rights as a client imposed by the contract of the managed care firm. These may include their decision to limit the number of sessions available to you and/or to decide the time period within which you much complete your therapy with me. They may also decide that you must see another therapist in their network rather than me, if I’m not on their list. Such firms also usually require some sort of detailed reports of your progress in therapy, and on occasion, copies of your case file, on a regular basis. I do not have control over any aspect of their rules. However, I will do all that I can to maximize the benefits you receive by filing necessary forms and gaining required authorizations for treatment, and assist you in advocating with the insurance company as needed.

My Training and Approach to Therapy and Medication Management. 

I have a Masters in Science in Nursing earned in 2010 from Wichita State University. I am a licensed Psychiatric Mental Health Nurse Practitioner in the state of Oregon and Nationally Board Certified by the American Nurses Credentialing Center (ANCC). I work with people to decide which treatment will be the most effective for them. This can include medications and therapy, or either form of treatment alone. We will decide together how to approach care. 

I use a variety of techniques in therapy, trying to find what will work best for you. These techniques are likely to include dialogue, interpretation, cognitive reframing, awareness exercises, self-monitoring experiments, visualization, journal keeping, drawing, and reading books. If I propose a specific technique that may have special risks attached, I will inform you of that, and discuss with you the risks and benefits of what I am suggesting. I may suggest that you get involved in a therapy or support group as part of your work with me. If another health care person is working with you, I will need a release of information from you so that I can communicate freely with that person about your care. You have the right to refuse anything that I suggest.

Therapy has potential emotional risks. Approaching feelings or thoughts that you have tried not to think about for a long time may be painful. Making changes in your beliefs or behaviors can be scary, and sometimes disruptive to the relationships you already have. You may find your relationship with me to be a source of strong feelings, some of them painful at times. It is important that you consider carefully whether these risks are worth the benefits to you of changing. Most people who take these risks find that therapy is helpful. 

Medication Management

All medication has potential to cause side effects as well as interact with other prescriptions, over the counter medications, or herbal remedies. However, there is no way of testing what effects a medication will have to a specific individual. Please be advised that medications used in psychiatry are often prescribed “off-label,” meaning they are used to treat/manage symptoms other than for those which the FDA originally approved them. This will be discussed during treatment planning. Risks and benefits as well as alternative treatment options will be discussed prior to setting a treatment plan. It is important to update me, and other providers who prescribe medications to you, about changes in your medications including prescriptions, herbal, and over the counters. 

Prescription Refills

Prescription refills will be available at your regularly scheduled appointments. Please ensure that you attend appointments to receive refills. A prescription refill is not an emergency. Call your pharmacy 5 days prior to running out of your medications. The pharmacy will notify my office and I will give authorization for your refill to the pharmacy. You do not need to call my office for refills but you do need to call the pharmacy 5 days in advance. My office uses electronic prescribing technology and most pharmacies accept electronic prescriptions. 

Treatment and Length of Treatment

Treatment planning is a collaborative process. We will work together and with your other treatment providers to plan treatment. If you are ever unclear about your treatment goals or about any other aspects of your treatment then please ask me. Clients in therapy often are seen weekly or bi-weekly. Medication appointments begin with appointments weekly and/or bi-weekly and after stabilization; will become further apart to monthly or every other month. Length of time recommended for use of medication is based on a client’s presentation, their response to medication treatment, and client’s desire to continue medication. 

You normally will be the one who decides treatment will end, with four exceptions:

· If we have contracted for specific short-term piece of work we will finish therapy at the end of that contract. 

· If I am not, in my judgment, able to help you because of the kind of problem you have or because my training and skills are, in my judgment, not appropriate, then I will inform you of this fact and refer you to a different therapist, nurse practitioner, or psychiatrist who may meet your needs.

· If you do violence to, threaten, verbally or physically, or harass the office, my family, or myself I reserve the right to terminate you unilaterally and immediately from treatment.  

· If you are being prescribed controlled medications and you violate the Controlled Medication Agreement. 

If I terminate you from treatment, I will offer you referrals to other sources of care, but cannot guarantee that they will accept you for therapy. 

Contacting Me

I can be reached during business hours and receive messages at my office number at 541-636-0131. I check my voice mail at least once per day and attempt to return all calls within 24 hours of receipt of voicemail. I do not carry a 24-hour pager. If I am out of town, my voicemail will direct you to the phone number of a covering provider and I will tell you well in advance of any anticipated lengthy absences, and give you the name and phone number of the person who will be covering my practice during my absence. I am available for brief between-session phone calls during normal business hours. Phone is the best method to contact me. If you chose to email me, please allow at least 5 business days for a reply via email.

Handling Emergencies
If you are experiencing an emergency when I am out of town or outside of my regular office hours (after 5 pm weekdays or over the weekend), please call the White Bird Crisis Clinic at 541-687-4000. If you believe that you cannot keep yourself safe, please call 911, or go to the nearest hospital emergency room for assistance. 

Your Responsibilities as a Client

1. You are responsible for coming to your session on time and at the time we have scheduled. First appointments and therapy sessions last for 1 hour. Follow up medication appointments last for 20-30 minutes. If you are late, we will end on time and not run over into the next person’s session. 

2. If you need to cancel a session for any reason, i.e. scheduling conflict, illness, or childcare, I must have 24 hours of notice. The answering machine has a time and a date stamp that will keep track of the time that you called me to cancel. Neither you nor I can bill insurance for a missed session. Appointments not canceled 24 hours in advice will be charged at the full fee and payment is due in full at our next regularly scheduled meeting. 

3. You are responsible for paying for your session in full at the time of service if not billing insurance. The fee for an initial evaluation is $295, $220 for subsequent sessions of 60 minutes duration, and $185 for a 30 minute medication management follow up appointment. Written documentation by request is billed in 15-minute increments at an hourly rate of $150. If checks are returned, then I will charge a $20 fee. There is a $50 fee if the credit card is found to be no longer active. 
If you have insurance, you are responsible for providing me with the information I need to send in your bill. You must pay me your deductible at the beginning of each calendar year if it applies and any co-payment at each session. You must arrange for any pre-authorizations necessary. You must provide me with your complete insurance identification information, and the complete address of the insurance company. 

I am not willing to have clients run a bill with me. I cannot accept barter for therapy. I accept for payment by check, credit cards, or cash. I f you eventually refuse to pay your debt, I reserve the right to give your name and the amount due to a collection agency.

Emergency phone calls of less than ten minutes are normally free. However, if we spend more than 10 minutes in a week on the phone, if you leave more than 10 minutes worth of phone messages in a week, or if I spend more than 10 minutes reading and responding to emails from you during a given week, then I will bill you on a prorated basis for that time. 

Grievance Procedures

If you have a complaint or concern about your treatment, I encourage you to discuss this with me so I can address your concerns. In the event this is not satisfactory, you may also speak to your insurance company or contact the Oregon State Board of Nursing at 17938 SW Upper Bones Ferry Road, Portland OR 97224, phone (971) 673-7012. 

HIPPA Privacy Notice
What is this notice and why is it important?:   As of April 2003, a federal law, HIPPA, went into effect. HIPPA requires that health care practitioners create a notice of privacy practices for you to read. This notice tells you how I, Amanda Lies, PMHNP, will protect your medical information, how I may use or disclose this information, and describes your rights. If you have any questions about this notice, please contact me directly at 541-636-0131.
Understanding your Health Information:   During each appointment, I record clinical information and store it in your chart. Typically, this record includes a description of your symptoms, your recent stressors, your medical problems, a mental status exam, and any relevant lab test results, diagnoses, treatment, and a plan for future care. This information, often referred to as your medical record, serves as a:
· Basis for planning your care and treatment

· Means of communication amount the health professionals who contribute to your care

· Legal document of the care you receive

· Means by which you or a third-party payer (e.g. health insurance company) can verify that services you received were appropriately billed

· A tool with which I can assess and work to improve the care I provide

Your Health Information Rights:    You have the following rights related to your medical record:
· Obtain a copy of this notice – you can obtain a copy of this notice at my website, amandalies.com.

· Authorization to use your health information.

· Before I use or disclose your health information, other than as described below, I will obtain your written authorization, which you may revoke at any time to stop future use or disclosure.

· Access to your health information

· If you believe the information in your record is inaccurate or incomplete, you may request that I correct or add information.

· Request confidential communications.

· You may request that when I communicate with you about your health information, I do so in a specific way (e.g. at a certain mail address or phone number.) I will make every reasonable effort to agree to your request.

· Accounting of disclosures

· You may request a list of disclosures of your health information that I have made for reasons other than treatment, payment or healthcare operations.

My Responsibilities: I am required by law to protect the privacy of your health information, to provide this notice about my privacy practices, and to abide by the terms of this notice. I reserve the right to change my policies and procedures for protecting health information. When I make a significant change in how I use or disclose your health information, I will also change this notice. Except for the purposes related to your treatment, to collect payment for my services, to perform necessary business functions, or when otherwise permitted or requested by law, I will not use or disclose your health information without your authorization. You have the right to revoke your authorization at any time.
When can I legally disclose your health information without your specific consent? 

· In order to facilitate your medical treatment.

· In order to collect payment for health care services that I provide.

· In order to facilitate routing office operations.

Will I disclose your health information to family and friends?:    While the HIPPA law allows such disclosures without your specific consent (as long as it contributes to your treatment), my office policy is that I will never share your clinical information with your family without a signed authorization from you. The exception to this is if I believe you pose an immediate danger to yourself or someone else. In that case, I will do whatever is necessary, even if that means breaching confidentiality. 
Less common situations in which I might disclose your health information

· Workers compensation: I may disclose your health information to comply with laws relating to worker’s compensation or to other similar programs.

· Law enforcement: I may disclose your health information for law enforcement purposes as required by law or in response to a valid subpoena, or court or administrative order. This includes any information requesting by the Department of Social Services related to cases of neglect or abuse of children and elders.

· Food and Drug Administration: I may disclose to the FDA your health information relating to adverse events due to medications.

· Business associates: I hire a billing consultant to send out bills to insurance companies. Some of the employees of this company have access to a small portion of your health information in order to allow them to do their job. If you have billing questions, then please call me at 541-636-0131 and I will have my billing consultant get back to you with the proper information.
For more information or to report a problem:    If you have questions, would like additional information, or want to request an updated copy of this notice, you may contact me, Amanda Lies, PMHNP, at any time. If you feel your privacy rights have been violated in any way, please let me know and I will take appropriate action.  You may send a written complaint to:
Department of Health and Human Services, Office of Civil Rights

Hubert H Humphrey Building 200 Independence Avenue

S.W. Room 509 HHH Building

Washington, D.C. 20201

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice. You may refuse to sign this acknowledgement if you wish.

I acknowledge that I have received a copy of the office’s Notice of Privacy Practices.
Signature: ____________________________________________________________________________________________________Date: _____________________
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