Palo Verde Child & Family Services, Inc                                                                                                              2780 S. Jones Bl. Suite 215                                                                                                                                               Las Vegas NV. 89146

NEW PATIENT INFORMATION

Patient’s Name (Last):____________________________First_____________________ MI___

Patients Date of  Birth:_____/_____/_____

Address:___________________________City________________________ State____Zip__________
CONTACT INFORMATION
Email Address (Only if you wish to be contacted that way.)___________________________@_____________

             I AGREE THAT Palo Verde Child & Family Services, Inc. may leave messages about future appointments at the following number(s).

Home Phone:_______________________Cell:_____________________Work:___________________

            I do not want to have messages left with individuals or answering machines.
PATIENT HISTORY

Primary reason for Appointment:_______________________________________________________

List of Medications:

	Medication
	Dose
	Frequency
	Year Started

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Has the Patient ever been in counseling before?



Yes

No

Has the patient ever been hospitalized for a psychiatric disorder?

Yes

No

EMERGENCY CONTACT
Name of local friend or relative:_______________________ ___Phone Number:_________________

CONSENT TO TREATMENT OF A MINOR
I______________________________, certify that I am the custodial parent of the child(ren) listed below and if the other parent has joint custody, they are fully aware that I have brought my child(ren) to Palo Verde Child and Family Services, Inc. for treatment. I am also aware that should the other parent request information about his treatment that they will have full access to the records.

The child(ren) are:

Name:__________________Age_____
,
Name:__________________Age_____

Name___________________Age____
,
Name:__________________Age_____

Signed ________________________________________________Date_____/_____/_____



Parent or Legal Guardian


(Disregard this section of you are on a sliding scale or cash payment.)
PRIMARY INSURANCE INFORMATION
Insurance Company:_________________________________________________________________

Policy Number______________________________ Group No.:______________________________

PRIMARY INSURANCE HOLDER
Name of Primary Holder’s Name:____________________ Relationship to Patient;_______________
Address:_______________________________________City:________________State___Zip_______

Phone:____________________Soc. Sec. Number _______-____-________ DOB: _____/_____/_____

SECONDARY INSURANCE HOLDER
Insurance Company:_________________________________________________________________

Policy Number______________________________ Group No.:______________________________

Secondary Insurance Holder’s Name:_______________________Reltionship to Patient;__________
Address:_______________________________________City:________________State___Zip_______

Phone:____________________Soc. Sec. Number _______-____-________ DOB: _____/_____/_____

POLICIES AND INFORMED CONSENT
Please read, initial each paragraph and sign on the bottom

INSURANCE RELEASE   Initial_______
I authorize Palo Verde Child & Family Services, Inc. to  file claims on my behalf for the services rendered and accept payments from my insurance carrier)(s). This release also authorizes the release any medical/counseling information or other information to my insurance company in the course of my examination or treatment.
CANCELLATION POLICY   Initial_______
If you must cancel an appointment it must be done within 24 hours of the appointment or there will be a fee of $45.00 for missed appointment.

FINANCIAL AGREEMENT AND VERFICATION   Initial_______
You are responsible for payment of your account balances regardless of insurance coverage. We cannot accept responsibility for negotiating settlement with your insurance on a disputed claim.
In the event this account is referred for collection, the patient or patient’s agent shall pay reasonable attorney’s fees and collection expenses. I realize that I am responsible for the full charges incurred on my account regardless of insurance coverage.
COURT SERVICES FEES:   Initial_______
In the event that this therapist is subpoenaed to court on your behalf, the fee will be $250 per hour with a minimum of four (4) hours.  

Depositions will be billed at $200 per hour door to door.  All fees for these services are payable, even if not called by the court to testify or if the deposition is cancelled.  

All fees must be paid in cash or money order prior to the start of the evaluation process.  Credit card payment is available.  

Signed _____________________________________  Date _____/_____/_____
Revised 2011
