Coastal Psychiatric Medical Associates, Inc.
12845 Pointe Del Mar Way, Suite 200
Del Mar, CA 92014
Tel: 858-259-0599
Fax: 858-794-7218

PATIENT INFORMATION
TODAY’S DATE ARE YOU A NEW PATIENT? FOR PROVIDER USE ONLY
OYes 0 No
DX:
FIRST NAME MIDDLE NAME
LAST NAME
MAILING ADDRESS CITY
STATE ZIP
HOME PHONE WORK PHONE CELL PHONE
( ) - ( ) - ( ) -
E-MAIL ADDRESS (OPTIONAL) BIRTHDATE AGE SEX ETHNICITY
(OPTIONAL)
OM OF

SOCIAL SECURITY # DRIVER’S LICENSE # MARITAL STATUS

O Single [0 Married 0O Divorced [ Separated [ Widowed

EMPLOYMENT STATUS STUDENT STATUS

O Full-Time 0O Part-Time 0O Retired [0None [ Self Employed [ Active Military 0 Full-Time [ Part-Time [ None

RESPONSIBLE PARTY INFORMATION
(Only IF Different from Patient Information Above)

FIRST NAME MIDDLE NAME

LAST NAME

BILLING ADDRESS CITY

STATE ZIP

HOME PHONE WORK PHONE CELL PHONE

( ) - ( ) - ( ) -

RELATIONSHIP OF PATIENT TO RESPONSIBLE PARTY SOCIAL SECURITY # DRIVER’S LICENSE #

O Spouse 0O Child [ Other (Specity)

INSURANCE INFORMATION
(Please Provide Copies of ALL 1.D. Cards — FRONT and BACK, If Applicable)

[0 Please Check Here If You Have No Insurance And You Will Be Solely Responsible For Payment (Skip to the next page).

PRIMARY INSURANCE NAME SECONDARY INSURANCE NAME
INSURANCE PHONE NUMBER EFFECTIVE DATE INSURANCE PHONE NUMBER EFFECTIVE DATE
( ) - ( ) -
CLAIMS ADDRESS CLAIMS ADDRESS
CITY STATE Z1P CITY STATE Z1P
SUBSCRIBER’S NAME | SEX DATE OF BIRTH SUBSCRIBER’S NAME | SEX DATE OF BIRTH
OMOF OMOF

SUBSCRIBER’S I.D. # GROUP # SUBSCRIBER’S I.D. # GROUP #
SUBSCRIBER’S DEDUCTIBLE | COPAYMENT | SUBSCRIBER’S DEDUCTIBLE | COPAYMENT
EMPLOYER $ $ EMPLOYER $ $
RELATIONSHIP OF PATIENT TO SUBSCRIBER RELATIONSHIP OF PATIENT TO SUBSCRIBER

O Self O Spouse 0O Child 0O Other O Self 0O Spouse O Child O Other

FOR WORKERS COMPENSATION INSURANCE ONLY, PLEASE SPECIFY

Date of Injury

State in Which Injury Occurred




CONSENT TO DISCLOSE ACCOUNT INFORMATION

According to State and Federal confidentiality laws, we cannot disclose any information about you to any other person without your
consent. This includes other family members, unless you are less than 18 years old or under certain legal circumstances.

T understand that “information” includes activities involved in determining my eligibility for health plan coverage, billing and
receiving payment from myself and from my health insurance plan, and utilization management activities which may include review
of health care services for medical necessity, justification of charges, pre-certification and pre-authorization.

T authorize this medical provider to disclose details of my account and my care to the following person(s) to ensure that payment is
received for the services rendered to me.

O PLEASE CHECK HERE IF YOU DO NOT WISH ANYONE ELSE TO HAVE ACCESS TO YOUR FINANCIAL

INFORMATION.
FIRST NAME MIDDLE NAME DATE OF BIRTH RELATIONSHIP TO PATIENT
LAST NAME
FIRST NAME MIDDLE NAME DATE OF BIRTH RELATIONSHIP TO PATIENT
LAST NAME
PRIMARY CARE PHYSICIAN
PRIMARY CARE PHYSICIAN NAME PHYSICIAN PHONE
( ) -
PRIMARY CARE PHY SICIAN ADDRESS (IF KNOWN) CITY
STATE ZIP

MAY WE CONTACT YOUR PHYSICIAN SO THAT THIS PROVIDER MAY BE FULLY INFORMED AND WE MAY
COORDINATE YOUR TREATMENT?

O Yes O No
EMERGENCY CONTACT INFORMATION
EMERGENCY CONTACT PERSON RELATIONSHIP TO PATIENT
HOME PHONE WORK PHONE CELL PHONE
( ) - ( ) - ( ) -
HOW DID YOU HEAR ABOUT US?

O Doctor Referral O Insurance Company [0 Magazine or News Article | O Yellow Pages
O Friend or Relative O Internet or Web Site O Television O Other
NAME / DETAILS PHONE NUMBER MAY WE CONTACT

THIS PERSON?

( ) -
OYes ONo
POLICY STATEMENT

Thank you for choosing our office for your psychiatric needs. We are committed to your treatment being successful. Please
understand that payment of your services is considered part of your treatment. The following sets forth the terms and conditions upon
which our services are rendered.

CONSENT OF TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS: I hereby consent to the use or disclosure of
my protected health information by Coastal Psychiatric Medical Associates, Inc. for the purpose of diagnosing or providing treatment
to me, obtaining payment for my health care bills or to conduct health care operations. I understand that diagnosis and treatment of
me is conditioned upon my consent as evidenced by my signature on this document.

T understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out
treatment, payment or health care operations of this medical practice. Coastal Psychiatric Medical Associates, Inc. is not required to
agree to the restrictions that I may request. However, if this office agrees to any restriction that I request, then this restriction is then
binding. I have the right to revoke this consent, in writing, at any time, except to the extent that Coastal Psychiatric Medical
Associates, Inc has taken action in reliance on this consent.




My "protected health information" means health information, including my demographic information, collected from me and created
or received by this provider, another health care provider, a health plan, my employer or a health care clearinghouse. This protected
health information relates to my past, present or future physical health, mental health or condition, and identifies me, or if there is a
reasonable basis to believe the information may identify me.

Tunderstand I have a right to review Notice of Privacy Practices prior to signing this document. This Notice of Privacy Practices is
posted in the waiting room, or a copy is available upon my written request.

The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my
treatment, payment of my bills or in the performance of health care operations. This Notice of Privacy Practices also describes my
rights and the duties with respect to my protected health information.

T understand that this medical office reserves the right to change the privacy practices that are described in the Notice of Privacy
Practices. I may obtain a revised notice of privacy practices by requesting it in writing, either by mail or at my next appointment, and
a revised copy be sent in the mail or will be provided to me at the time of my next appointment.

CONFIDENTIALITY: Professional ethics and California state law specifies that communications to medical staff are confidential
and privileged, and cannot be released or shared without the express written permission of the patient, except as noted above.
However, there exist a few instances that are mandated by law to report certain information. These include, but are not limited to,
abuse of minor, or if you express the intent of bringing harm to yourself or another person. In such circumstances, the provider is
required to inform potential victim(s) and legal authorities.

PAYMENT OF FEES: Payment for services is the patient's responsibility (or parent/guardian, if patient is a minor.) I agree to pay
my share of the charges, such as co-payment and deductible amounts, at the time of each visit. The charge for each appointment
depends upon the time I spend with the physician, and the type of visit for which I am seen. I understand that Coastal Psychiatric
Medical Associates, Inc. fees are within the usual and customary rates for medical services in the San Diego area. For specific dollar
amounts, please ask the office staff. Please note that this office charges a $25 service fee for all returned checks.

INSURANCE: This office will submit your insurance claims to your carrier, at no cost to you. However, we are not in a position to
guarantee payment from your insurance company since the claim is based upon arrangements between you and the insurer. Please be
aware that it is common for insurance companies to subcontract certain benefits to another company. In these instances, we may not
bill your insurance company; we may be required to bill your medical group or a third party payer. Iunderstand it is my
responsibility to know if this is true.

PRIOR AUTHORIZATION: Prior authorization may be required before your first visit. Please be aware that it is your
responsibility to know if this is true for your insurance coverage(s), and to get the necessary authorization(s).

APPOINTMENTS: Your appointment time has been reserved exclusively for you. I agree that if I fail to cancel my appointment
with at least 24 hours advance notice I may be billed for the full fee at the discretion of Coastal Psychiatric Medical Associates, Inc 1
understand that insurance companies do not cover missed appointments.

MEDICAL RECORDS: I understand that Coastal Psychiatric Medical Associates, Inc. will retain my medical records for seven
years as per legal requirements. Copies of records can be transferred to other health care providers upon receipt of a valid written
consent. I understand that this office requires at least 72 hours notice prior to medical records being made available to the authorized

party.

MEDICATIONS: I understand that medication refills will be considered during office hours only. This is so this office can conform
with California Pharmacy statutes, and to prevent the possibility of other persons from acting or posing as patients of Coastal
Psychiatric Medical Associates, Inc., or obtaining medication illegally. I further understand that if I should need to have a
prescription refilled that I should contact my pharmacy at least 1-2 days prior to needing the medication or the medication may not be
available to me the same day. I understand refills for any medication will not be performed unless I have been seen within the last six
months.

AGREEMENTS: I have reviewed the preceding information and I certify that this information is accurate. I further understand that
I am responsible for any financial loss due to incomplete or inaccurate information provided by me.

I hereby authorize payment directly to this medical provider any insurance benefits that would otherwise be payable to me for services
rendered.

In instances where insurance does not pay any benefits, I agree to pay for those services. If payment is not received within 90-days
from the date the claim was submitted, I agree that I will become responsible for the full amount of the balance on my account.
Should I break the financial arrangements as detailed above, I agree that my name may be released for collection purposes. I
understand that no treatment related information will accompany this disclosure. I also agree that if any legal action is taken to
enforce the provisions of this Policy Statement that the prevailing party shall be entitled to reasonable attorney's fees and costs.

I have read this Policy Statement and agree to the terms as stated:

Initial here, if you would like
PATIENT'S NAME  (Please Print) a copy of this policy statement.

Patient/Legal Representative Signature Date



Coastal Psychiatric Medical Associates, Inc.

A Professional Medical Corporation
12845 Pointe Del Mar Way, Suite 200

Del Mar, CA 92014

Tel: (858) 259-0599

Fax: (858) 794-7218
WELCOME PACKET
(To be completed by client or client's parent/legal guardian—Please initial each section).
If you are a participant in an insurance plan with "managed care" benefits, most likely the insurance
coverage is for brief episodes of crisis stabilization over a twelve month period. Therefore, the client
will be participating in a solution focused psychotherapeutic process.
This therapy model focuses on symptoms, solutions and positive behavioral changes.
The specifics of the treatment goals and the steps to achieve these goals will be discussed at the
first appointment. Your participation and understanding of the treatment goals is essential for the
best benefit of therapy. Appointment times are 45-50 minutes in length. If you ever have questions
about the nature of the treatment or anything else about your care, please ask your provider at any
time.
CONFIDENTIALITY:
It is understood that all information between therapist and client is held strictly confidential unless
you provide written permission to release information about your treatment. There are exceptions to
confidentiality. These exceptions are as follows:

1. It is agreed upon in writing (previously stated).

2. The client presents a danger to self.

3. The client presents a danger to other(s).

4, Child/elder/dependent adult abuse is suspected.

5. If a judge determines that our discussions are not confidential, a judge may request specific

information. It is understood that in cases #3 and #4 the therapist is required by law to inform
potential victims and legal authorities so that protective measures may be taken.
6. The Patriot Act of 2001, a federal law, requires health care providers (and others) in certain
circumstances to provide FBI agents with books, records, papers and documents and prohibits the
provider from disclosing to the patient that the FBI sought or obtained the items under the Act.
Initials
MINORS AND CONFIDENTIALITY:
Communications between mental health providers and patients who are minors are confidential.
However, parents/guardians who provide authorization for the child's treatment are often involved in
their treatment. Your provider, in the exercise of his/her professional judgment, may discuss the
treatment progress of a minor patient with the parent/guardian. Patients who are minors and their
parents/guardians are urged to discuss any questions they have with the provider.

Initials
RELEASE OF INFORMATION:
T authorize the discussion of my case with the referral source and other health care
providers/facilities for the purposes of diagnosis and treatment. I further authorize the release of
information for claims, certification/case management and for other purposes related to the benefits
of my health plan. Coastal Psychiatric Medical Associates, Inc. is hereby authorized to disclose any
treatment information and reports that are necessary for the purpose of providing for continuity of
treatment care and for evaluating and administering claims for insurance benefits. If not revoked
previously, this authorization is valid for one (1) year as prescribed by law.

Patient Signature Provider Signature Date



Coastal Psychiatric Medical Associates, Inc.

WELCOME PACKET
CONSENT FOR TREATMENT:
I further authorize and request that my provider carry out psychological examinations,
treatment and/or diagnostic procedures which now or during the course of my care as a
client are advisable. I understand that the purpose of these procedures will be explained to
me upon my request and subject to my agreement. I also understand that while the course
of therapy is designed to be helpful, it may at times be difficult and uncomfortable.
Initials
GENERAL CONSENT (If the client is a child or dependent of beneficiary):
On the client's behalf, I (the legal guardian or legal representative) legally authorize
Coastal Psychiatric Medical Associates, Inc. to deliver mental health care services to the
client. I also understand that all policies in this statement apply to the client I represent.
Initials
FINANCIAL TERMS:
Coastal Psychiatric Medical Associates, Inc. and/or its authorized agents may submit claims
to my insurance carrier. This is considered a method of reimbursing the patient for fees
paid to Coastal Psychiatric Medical Associates, Inc. and is not a substitute for payment. I
understand that it is my responsibility to pay any deductible amount, co-insurance, or
any other balance not paid for by my insurance. I also understand that it is my
responsibility to review my insurance handbook to determine if services will be covered and
what, if any, pre-certification/authorization for service is nhecessary. I acknowledge
responsibility for payment if insurance does not apply.

I understand that if I break the financial agreement as detailed above, my name and any
necessary information may be released for collection processing.

I further understand I will be charged a $25.00 fee for returned checks. I understand I
will be charged $5.00 for any statements sent to me.

I understand that I will be charged a minimum of $50 for any letter, report, form or
document that my provider generates on my behalf. This is the minimum charge for these
services. If there is more than a brief amount of preparation time involved, I will be
charged proportionately more than $50 as determined by my provider. I also understand
that these charges are not routinely reimbursed by the third party payors and will be solely
my responsibility.

EMERGENCY PROCEDURES:
Please contact Coastal Psychiatric Medical Associates, Inc. at 858-259-0599. Inform the
receptionist or answering service that your call is urgent. You will be connected to the on

call clinician. Should a medical or psychiatric emergency arise which is life threatening, call
911 or go the nearest emergency room immediately.

CANCELED/MISSED APPOINTMENTS:
In the event of either a missed appointment or a failure to give the office a minimum 24 hours

advance notice of an appointment cancellation, a charge for the full fee of the appointment may
be made at the discretion of Coastal Psychiatric Medical Associates, Inc.

Initials

Initials

Initials
I UNDERSTAND AND AGREE TO ALL OF THE ABOVE INFORMATION

Client/Legal Representative Signature Provider Signature & License # Date



Coastal Psychiatric Medical Associates, Inc.

Adult Intake Questionnaire

Today’s Date

Your Name Gender M F Age
Social Security Number Birthdate
Address Day Phone (

Emergency Contact Phone ()

PM Phone ()

**OK to leave messages?

Insurance Company Name ID #

If you are not the insurance holder, please list his/her name and date of birth

Primary Care MD Name and phone #

Current Occupation Employer

Marital Status Education

Please list any others living with you and their relationship to you

Were you directed to come here by anyone? If so, by whom and why?

Briefly describe the reason for your appointment today

Approximately when did the problem start?

Patient Signature Provider Signature/License #

Date



Adult Questionnaire, Page 2

PROBLEM CHECKLIST
Please list which of the problems listed below are bothering you at this time.

0 =NONE 1 =MILD

0 12 3 4 Previous episodes of depression
0 12 3 4 Previous episodes of elation
01234 Feel Sad

01234 CCryeasily

0 12 3 4 Feel hopeless

0123 4 Feel guilty

0 12 3 4 Feel irritable

0 12 3 4 Feel anxious

0 12 3 4 Feel worthless

0 1 2 3 4 Think about suicide

0 12 3 4 Past suicide attempts

0 12 3 4 Not able to have fun

0 12 3 4 Lost of interest in usual pleasures
0 12 3 4 Unmotivated to complete tasks

0 123 4 Loss of interest in sex
0 1 2 3 4 Sexual performance problems

0 1 2 3 4 Confusion

01234 Loss of energy

0 12 3 4 Fatigue

0 12 3 4 Body feels slowed down
0 1 2 3 4 Thoughts feel slowed down
0 12 3 4 Body feels sped up

0 1 2 3 4 Racing thoughts

0 1 2 3 4 Unhappy with weight

0 1 2 3 4 Recent weight gain or loss
0 1 23 4 No appetite

0 1 2 3 4 Binge eating

0 1 2 3 4 Intentional vomiting

0 12 3 4 Trouble falling asleep

0 12 3 4 Sleeping too much

0 12 3 4 Trouble staying asleep

0 1 2 3 4 Waking up too early

2 =MODERATE

Patient Signature

3 =SERIOUS 4 = SEVERE
0 1 2 3 4 Nightmares

0 1 2 3 4 Problems concentrating
0123 4 Memory problems

0 1 2 3 4 Indecisiveness

0 1 2 3 4 withdrawal from others

0 1 2 3 4 Episodes of panic

0 1 2 3 4 Fear of being in public

0 12 3 4 Phobias

0 123 4 Fear of weight gain

0 1 2 3 4 Trouble making friends

0 123 4 Loneliness

0 1 2 3 4 Unwanted, distressing thoughts
0 1 2 3 4 Repetitive behaviors

012 3 4 Troublesome dreams,
thoughts or feelings about traumatic
events

0 12 3 4 Constant worry

0 12 3 4 Anxious, on edge

0 1 2 3 4 Bowel disturbances

0 1 2 3 4 Ongoing laxative use

0 1 2 3 4 Chronic pain

0 123 4 Worry over health

0 12 3 4 Medical problems

0 1 2 3 4 Skipped menstrual periods

0 12 3 4 Hear voices

0 1 2 3 4 Suspiciousness/Paranoid thoughts
0 1 2 3 4 See things that aren’t there
0 1 2 3 4 Strange thoughts

0123 4Fits of rage

0 1 2 3 4 Think about hurting someone

0 12 3 4 Poor self control

012 3 4 Work problems

0 1 2 3 4 Relationship problems

0 12 3 4 Problems with food

0 12 3 4 Problems with money

0 12 3 4 Problems at home

0123 4 Legal problems

Provider Signature & License Date



Adult Questionnaire, Page 3

Trauma History:

Physical Abuse [IYes [INo Victim of Violent Crime [IYes [INo
Emotional Abuse [Yes [INo Domestic Violence [Yes [INo
Sexual Abuse [JYes [INo Other incident [1Yes [INo

Substance Use:
Is there a family history of substance abuse? If yes, please describe

Substances: (Please indicate if you use any of the following substances)

[ICoftee/Caffeine Cups/Day  [JAlcohol drinks per week
[JCigarettes per day For how long?
[J Illegal Drugs (If yes, please list the type, amount and how often)

Most recent use of any illegal drugs
How many years of use

Has anyone ever told you that your use of any substance is a problem?
Yes [INo
Which ones?

Have you ever received any kind of substance abuse treatment [IYes [INo
If yes, please describe and give dates (i.e., 12 Steps, IOP, Detox)

Psychiatric History
Is there any family history of psychiatric illness or treatment? [JYes [/No

If yes, please explain:

Have you ever been to see a psychiatrist or therapist before today?
Yes [JNo

Patient Signature Provider Signature & License # Date



Adult Questionnaire, Page 4

Psychiatric History, Continued:
If yes:
When was the treatment

For how long

Name of provider(s)

Were any medications ever prescribed to you by a psychiatrist/other
provider (PCP, OB-GYN, Nurse Practitioner) for any psychiatric
illness/symptoms?  [JYes [/No

If yes:
What medications and what doses were you prescribed?
Dates (from/to) Medication and Doses Your Response

Why did you stop taking your medications if you did?

Have you ever been hospitalized in a psychiatric facility?  [IYes [ No

Hospital(s):

Dates:

Reason for Admission(s):

Length of stay:

Patient Signature Provider Signature & License #  Date



Adult Questionnaire, Page 5

Medical History
Please list any medical conditions and/or illnesses for which you are
currently being treated or have been treated for in the past and give dates of

treatment:

Medical History, continued:

If you have ever had surgery, please list below:

Date:
Date:
Date:
Current Prescription Medications:
Medication Dose How Often

Patient Signature Provider Signature & License Date




Adult Questionnaire, Page 6

Over the Counter Medications

Medication Dose How Often
Supplements/Herbs

Medication Dose How Often
Do you suspect that you are pregnant? Yes [INo

Are you breast feeding? [Yes [/No

Date of your last menstrual period

Do you have any allergies to medications? [Yes [/No

If yes, please list medications:

Is there anything else your provider should know?

Patient Signature Provider Signature & License Date




Coastal Psychiatric Medical Associates, Inc.
A Professional Medical Corporation

12845 Pointe Del Mar Way, Suite 200
Del Mar, CA 92014
Tel: 858-259-0599
Fax: 858-794-7218
CONSENT TO RELEASE CONFIDENTIAL INFORMATION TO PRIMARY CARE DOCTORS

AND/OR OTHER HEALTH CARE PROVIDERS

Patient Name:
Date of Birth:

Inltlahng all information items I approve means I am authorizing the following medical information be released to my health
care provider:

X Mental Health Diagnosis x Medication Management Information AIDS/HIV Records

Other Mental Health Treatment Information

Substance Abuse Information
For substance abuse information, the authorization is:
Limited to the following treatment:
Limited to the following time period
Federal law protects confidentiality of alcohol and drug abuse patient records. Specific written consent of the person to whom it
pertains is necessary in order for there to be further disclosure.

T understand that the release of this information is to permit my treating physician and other health care practitioners to
monitor my health status and to coordinate all the care which I may receive. This authorization is valid for one year unless previously
revoked. The information authorized herein will be provided to the authorized recipient(s) only. Additional information will be
provided only with a separate release signed by me. I have a right to receive a copy of this authorization upon my request.

Signature of Patient or Legal Guardian Date

Primary care MD name, address and phone

This section to be completed by Provider:

Dear :
In order to coordinate care, I wish to inform you that your patient, was
referred to me for treatmenton  /  /
The DSM-IV code(s) is/are . Outpatient care is being delivered
and the treatment plan consists of the following modalities:

Individual Psychotherapy Couples Psychotherapy

Medication management/referral

Family Psychotherapy Group Psychotherapy

Other

Medications are being managed by:
Medications and doses:

1.

2.

3.

If you need additional information, please contact me at (858) 259-0599.

Sincerely,

Provider Signature Provider Printed Name & License Date



