PICACS CLINIC

10634 E Riverside Drive, Suite 130, Bothell, WA. 98011
Tel: (425) 806 5021Fax: (425) 486 3949

\/, PATIENT INFORMATION
Patient’s Name Burdh Date Social Secunty Number
| Residence address City State Zip Home Phone
1P elild, Brological parent or guardian’'s name Parent’s Birth Date Parent’s Social Security #
IT'child, Biological parent or guardian's name Parent’s Birth Date Parenl’s Socidl Security #
Name of Patient’s Employer (if applicabie) Business Phone
Name of Pafient’s Spouse {iT applicable) Birth Date Social Secunty Number
Race/Ethnicity (this 1s oplionall) (Please circle ong) Decline Preferred Tanguage
to report
American Indian Asian African American Hispanic White Yes/
No
_ INSURANCE INFORMATION
] Primdry Tnsurance Compony
V/:d.lb.\.-mhi:r Nane LD Number Group Number
[~ Kecondary nsurance Company ID Number Group Number
WIiotri Ihay we thank 1or referring you?

I acknowledge that the above information is correct and true:
Signature of Patient over 18 years old/ Parent/Legal Guardian”” Date &

[ hereby fully authorize PICACS Clinic and/or their agent to bill, receive, release, and exchange
information with my insurance carrier.

Signature of Patient over 13 years old l/ Date: .7 __

Signature of Parent if patient under 13 years old/Legal Guardian Date:

What telephone number do you wish us to leave messages at?
Email address:
Medication Allergies:




PICACS CLINIC

10634 E Riverside Dr. Ste 130. Bothell, WA. 98011
Tel: (425) 806-5021
Fax: (425) 486-3949
WWW.DSPC.Org
PATIENT DISCLOSURE
Office Appointment Policies:

1. | Co-Pays are due at the time of service.
a) If you choose not to pay the co-pay at that time you may be charged $50.00 service fees.

2. | Appointment should be made by contacting the office staff.

a) To ensure the highest level of quality care and to monitor treatment plans, follow-up appointments should
be made and kept as recommended by the clinician.

b) However, it is recognized that problems can arise between appointments, in these circumstances it is
advised to go to your nearest ER for any life threatening emergency; or to call to make an earlier
appointment.

3. | The PICAS Clinic is a teaching and training institution. For treatment appointment you may be seen by a student
as well as the Attending Provider, who is responsible for treatment decision. At times there may be a student
attending your appointment with your permission. If you feel uncomfortable you may ask for the student not to be
present in the appointment.

4. | If an appointment is cancelled by the patient, the office reserves the right to charge a cancellation fee, at the
following rates;

a) NO FEES: Un-foreseen emergencies.

b) No FEES: Cancellation more than 48 hours prior to the appointment.

c) $35.00 : Cancellation between 24 to 48 business hours before the start of the appointment.

d) $55.00 : Cancellation within 24 hours of start of the appointment

e) $55.00 : No Show

5. | Multiple Cancelations or No-Shows

| Please ke aware that if you have a multiple cancelations or no-shows, the office reserves the right to discharge
from the clinic.

| 6: Requests for Letters:

| a) NO FEES: Medical necessary/ relevant to facilitate continuity of care.

b) $150.00 & up (depending on the time required to complete the letter): All other letters (must be approved
and paid for in advance)

For information regarding closures due to inclement weather please refer to this
website http://www.nsd.org/Page/6483 as we run off North Shore School District.
PICACS Clinic is not an Emergency Treatment Facility.
In case of an Urgent or Life threatening emergency;
1. Call 911 or proceed to the nearest ER.
2. Do not call the officc in an emergency (Calling the office may result in unforeseen and unnecessary delays
in receiving appropriate emergency treatment)

Name of Patient: Signature of Patient over 13 years old

Date: Signature of Parent if patient under 13 years old/Legal Guardian




PICACS CLINIC

AS A COURTESY TO VERIFY YOU’RE BENEFITS.

PLEASE BE AWARE THAT THE INSURANCE COMPANIES AND MANAGED CARE COMPANIES

DO NOT GUARANTEE THAT THE INFORMATION THEY GIVE US IS CORRECT, THEBEFORE WE

CAN NOT GUARANTEE THIS INFORMATION EITHER.

Signature of Patient over 13 years old Date:

Signature of Parent if patient under 13 years old/ Legal Guardian Date:
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-t PICACS CLINIC

10634 East Riverside Drive, Suita 300
Bothell, Washington 98011
Tel (425) 272-2286
Fax (425) 486-3949

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND FINANCIAL AGREEMENT
(Pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA)

PICACS Clinic ("Covered Entity") keeps a record of the health cars services we provide you. You may ask to see
and copy that record. You may also ask to correct that record. We will not disclose your record to others unless you direct us to do so
or unless the law authorizes or compels us t o do so. You may see your record or get more information about it by contacting our
Privacy Officer, at (425) 863 2818, Wiitten requests should be made to the Privacy Offlcer at the following address:

Privacy Officer

PO Box 1287
Bothell, WA 93272
Tel: (360) 863-2818

Our Notice of Privacy Practices describes in more detall how your health information may be used and disclosed, and how you can
access your informatior.

PATIENT ACKNOWILEDGMENT:

BY MY SiGNATURE BELOW | ACKNOWLEDGE RECEIPT OF THE NOTICE OF PRIVACY PRACTICES.

VERIFICATION OF MEDICAL CONSENT: |, the undersigned, hersby agree and consent to the pian of care proposad to me by the
Coverad Entity. | understand that |, or my authorized repressritative, have the right ta decide whether to accept or refuse medical care.
Fwill ask fue any Informatizn © wainl to have about my medical care and will make my wishes known to the Coversd Entity and/or its

siaff. The guversd Entity shal not be liable for the acts of omissions of independent contractors.

AUTHORIZALTION TO KELEASE INFORMATION: |, the uncersigned, hereby authorize the Coverad Entity and/or its staff, to the
extent required to assure payment, to disclose any ciagnosis and pertinent medical information to a designated person, corporation,
governmental agency or third party payar which is ligble to the Covared Entity for the Covsred Entity’s charges or who may bs
responsible for determining the necessity, eppropriateness, or amount related to tha Covered Entity's treatment or chargss, including
medical ssrvice companies, insurance companies, workmen's compensation carriers, Social Security Administration, intermadiaries,
and the State Department of Health and Human Services when the patient is 2 Medicaid or Medicare recipient. This consent shall
expire upon final payment relative to my care.

‘

FINANCIAL AGREEMENT:

PRIVATE PAY: |, the undersigned, hereby agree, whether signing as agent oras a patient, to be financially responsible to the Covered
Entity for charges not paid by insurance. | understand this amount is due upon billing.

INSURANCE COVERAGE: | certify that the information given to me in applying for payment under government or private insurance is
correct. | hereby assign payment directly to the Covered Entity for benefits otherwise payable to me. Any portion of charges not paid
by the insurance company will be billed to me and is then due and payable within thirty (30) days of invoice. | understand the Covered
Entity will verify my insurance coverage but that this does not guarantee payment by the insurance company and | will be responsible
for all nan-covered charges, | understand thatitis my responsibility to determine the coverage limits of my insurance.

| understand a minimum monthly fee of 1% (annual rate of 12%) may be charged for late payment on all balances not covered by
insurance. This is in addition to a charge for reasonable attorney fees, court costs, and collection agency expenses incurred to collect
the amount due.

Name of Patient: Patient, Parent, or Guardian (Please circle)

[ If patientis 13 through 18 years old

i Signature:




Patient Name:

I give permission for my appointment date(s), time(s) to be shared with the
following people:

Please print Relationship to patient
Please print ) Relationship to patient
Please prm{_ “ Relationship to patient
Please print | Relationship to patient
Signature Date

Parent or Guardian Date
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10634 East Riverside Drive, Suite 300
Bothell, \/‘/ashi_rlgton 98011

Patient's Name:
DOB,

Dats:

Parson Filling Form:

ST m e et S T T T —r———

* Please take a moment of your time to fill out the following information as
it will help the doctor in the initial assessment.

¢ Filing out this questionnaire will also help in identifying treatment goals.

» Please out all information pertaining to the patiznt.

| Plsase describe your (the patient's) PRIMARY TREATMVIENT GOAL of szzking psvchiaric
consulwation:

| .
_i

L |
J 7
| ;

f

- |
|‘ |

2 Please describe what you (the paciznt) nead heln with:

o )
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10634 East Riversida Drive, Suite 300
Bothell, Washington 98011

Patient's Name;

DOB:
e e e
Date:
Persen Filling Form.
-
e T S ——— T s v

you (the patiznt) ever consulizd 2 PSYCHIATRIST befara” [F yes, rlease give us th2 namz and
schiarrist and the approximatzs thar datas that you saw the psychiatrist. We will a'so ask you

1010 exchangs information. However you ds have tha right e refuse to give consent for contaz:,

1
|
i
i i
]
{ |
1, i (2 patienty ever been in THERAPY!COUNSELLING? (£ ves, please give us the
Aseior and the approximate thar datss of tharapy We will alss ask vou o s1In

- Howzveryou do kave the rzsito r=fsz to givz consent for coniact

patiznt) cumenly taking PSFCHIATRIC MEDICATIONS or ha'e you ever taken meadications
fyzs please givz us the names and the exact dosaz2s of the medications that you taks.

-+

2. Arzyou (the
i the past? [

-
—
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10634 East Riverside Drive, Suite 300
Bothell, Washington 98011

Patiert’s Nam

DOB:
Date:
. . -
Person Filling Form:
B
B AR TR T GV Y T DR A T ATy F I e S T
6 Do vou (the patiznt) urrzntly use SUBSTANCES or have in the Fastused any substances. Pl2ase ais listif
you have ever besn habiruatzd to or addictad o any mecication/praseription drug or straet drizs, Have you
~zrb22n in any Chamigal dependancy rzaimenc setting (eicher | inpatisntor outpatiznt)”
r 1
!
i |
V. Plause provide the namsz of veurths caiant's) PRIMARY CARE PHY SICIAN (nr'm ¢ Prasoribing nurss
practitionar) When walivour mostrazentphe al al examinatien? Whan was thz las: tima vou had alan evam?
| N
[ |
T
|
8. Do you (the patizar) havz ary ALLERGIES TO MEDICATIONS? environmancal agents or any ofner
azanis? IF yezsplzase give us a detailad lisc of all known agzanes that you arz allergic to.
—
e
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10634 East Riversida Drive, Suite 200
Bothell, Washington 93011

Patient's Name:
DOB.:

Date:

Person Filling Form:

Eermaes e - ™

9 Doyou(ihapatizag haveany CURRENT AND ACTIVE MEDICAL PROBLEMSEY |7 vas please grve all

dzrails possicie, including when diagnosed, currant trzatmen: ez
po

—

2rhadans PREVIDUS MEDICAL CONC E\R\'S tha: no langar n
2 dzmaids of the candizions and how trzated and curac?

w

1" Have vou {ihz patigni 2o
i

crmonitarning? Plzase giv

condisions exist biolozical r".'l!:.".".:l' and pa[ mal fn.mh..: PI= ase also dascrke |
ticn

I

c
if
substanca use or abuse in th ramlv Any hisiory of suicidal geaanures, aitamots or campl

hista

. psvchiaine
is any history of
shculd also be
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A2 CLINIC

10634 East Riverside Drive, Suite 300
Bothell, Washington 93011

Patiznt's Name:

-
DOB:
—
Date:
- _—
Person Filling Form:
Fe—===3 TR E——— ey e ~—r—— —

12 hizrz g FAMILY HISTORY OF MEDICAL PROBLEMS in either vour matermal or patzmal famils?

o, 15T

[ |
= —~
| |
1 |
= f

.

ny hisiory of ABLSE OR TRALMA tha YOUALTHE PATIENT) have sufiared in the naz? [f
e haw it eiizzi your functicning at prasant and i you have bzzn in weatmeant f3r it in tha past

14, Please describe ifyou (the Pasienc's) have evar been in any LECAL PROBLEMS (ifapplicable)

EEEEERE
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10634 East Riverside Drive, Suite 300
Bothell, Washington 93011

Patient’s Name:
DOE:

Data:

Person Filling Form:

mmm%

e = .
13 Please describe v your (The Pasient’s) EDLCATINN AND OCCUPATION (as applicatkla); pizase e
dziails iFs-:"oc!irg has ez oris a problam, or if you zra sitperiencing predlems in your occupation.

]

1) SOCIAL HISTORY sush 45 yourcurrani heusinz 'iwing sieanen, and
aczount of your immadiace family, parzng, siblinas and children (a5

57 ziveanazcountofsosizl s upoerts, friends, signif |La~'r=uu_r;...,,4&\.

e

7 Please tell us if chere arz pther concerns that are imsnrtanr o you that have not bezn add: essed in the

q'Ji:(lOna acove,




PIHCR Symptom Questionnaire & Tracking Form (PSQ 50 TF)

Patients Name: |

Date: Date Of Birth:
MAme and Relationship of Person Completing Form:
Instructions:

Does the patient present with problems in any of the following domains........
number beside that situation that best describes ho:
situation circle None and 2o on to the next situation on the Form,

.7 If 50 please rate the severity of the symptoms b
N savare the problem s far the patient. If the patient does not have 3 probl

y circling a
emina

None

Mild

Moderata

Severs

Extreme

Azzressive Outburst
Agitation

Anger

Appetite High
Appetite Low

1

2

3

w

—_—

O\Dm\lmm&WNb—‘

[y

Avoiding Familiar Situ3ations
iZarelassness

Crying Spells

Decreased Concantration
Decreased Interests

Distractibility
Zating Less
zating More
Snergy High
znergy Low

Fatigue

Feeling Detached
fesling Numb
Feeling Worthless

zxcessive lnvolvement in Pleasuranla activity

reeling Hopeless
Flashbacks

Focus Increasad (Hyper focus)
Hallucinations

Focus Decreasad (Distractinility)

impulsivity
insacurity
'rritability
Isolation
Memory

Mood High
Mood Low
Nightmares
Jdd Beliefs
deer Interactions

2oor Socialization Skllls
Recurrent thoughts of Death
Repetitive thoughts
Restlessness

Self Esteem Increased

Self Estaem Low
Sleep Decreased
Sleap Increased
Talkative (Fastar than usual)
Talkative {More than usual)

Yomiting to lose weight
Weight Decrease
Weight Increase
Worries {Excassively)
Worries (Unraalistic)

it
1
1
1
1
1
1
1
1
1
1
i
1
1
1
1
1
1
1
il
il
ili
il
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
it
1
1
bl
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
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