
 
PATIENT INFORMATION 

TODAY�S DATE ARE YOU A NEW PATIENT? 
! Yes       ! No  

FOR PROVIDER USE ONLY 
 
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 
 
! M  ! F 

ETHNICITY 
(OPTIONAL) 

SOCIAL SECURITY # DRIVER�S LICENSE # MARITAL STATUS 
 
! Single   ! Married   ! Divorced   ! Separated   ! Widowed 

EMPLOYMENT STATUS 
 
! Full-Time   ! Part-Time   ! Retired   ! None   ! Self Employed   ! Active Military 

STUDENT STATUS 
 

!  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 
 
! Spouse     ! Child     ! Other (Specify)____________________ 

SOCIAL SECURITY # DRIVER�S LICENSE # 

 
INSURANCE INFORMATION 

(Please Provide Copies of ALL I.D. Cards � FRONT and BACK, If Applicable) 
 

! 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             ZIP CITY                                                              STATE             ZIP 

SUBSCRIBER�S NAME SEX 
 
! M ! F 

DATE OF BIRTH SUBSCRIBER�S NAME SEX 
 
! M ! F 

DATE OF BIRTH 

SUBSCRIBER�S I.D. # GROUP # SUBSCRIBER�S I.D. # GROUP # 

SUBSCRIBER�S 
EMPLOYER 

DEDUCTIBLE 
$ 

COPAYMENT  
$ 

SUBSCRIBER�S 
EMPLOYER 

DEDUCTIBLE 
$ 

COPAYMENT 
$ 

RELATIONSHIP OF PATIENT TO SUBSCRIBER 
 

! Self   ! Spouse   ! Child   ! Other __________________ 

RELATIONSHIP OF PATIENT TO SUBSCRIBER 
 
! Self    ! Spouse   ! Child   ! Other __________________ 

FOR WORKERS COMPENSATION INSURANCE ONLY, PLEASE SPECIFY         
 

Date of Injury ___________________________         State in Which Injury Occurred ____________ 
 

CONSENT TO DISCLOSE ACCOUNT INFORMATION  

 Coastal Psychiatric Medical Associates, Inc.

Tel:  858-259-0599 
Fax:  858-794-7218 

 
12845 Pointe Del Mar Way, Suite 200 

Del Mar, CA 92014 



 
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.   
 
I 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. 
 
I 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. 
 

! PLEASE CHECK HERE IF YOU DO NOT WISH ANYONE ELSE TO HAVE ACCESS TO YOUR FINANCIAL 
INFORMATION. 

FIRST NAME                             MIDDLE NAME                        
LAST NAME  

DATE OF BIRTH RELATIONSHIP TO PATIENT 

FIRST NAME                             MIDDLE NAME                        
LAST NAME 

DATE OF BIRTH RELATIONSHIP TO PATIENT 

  
PRIMARY CARE PHYSICIAN  

PRIMARY CARE PHYSICIAN NAME PHYSICIAN PHONE 
 
(            )               - 

PRIMARY CARE PHYSICIAN 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? 
 

! Yes       ! No 
 

EMERGENCY CONTACT INFORMATION 
EMERGENCY CONTACT PERSON RELATIONSHIP TO PATIENT 

HOME PHONE 
 
(            )               - 

WORK PHONE 
 
(            )               - 

CELL PHONE 
 
(            )               - 

 
HOW DID YOU HEAR ABOUT US? 

!   Doctor Referral 
!   Friend or Relative 

!   Insurance Company 
!   Internet or Web Site 

!   Magazine or News Article 
!   Television 

!   Yellow Pages 
!   Other 
______________________ 

NAME / DETAILS 
 

PHONE NUMBER 
 
(          )            - 

MAY WE CONTACT 
THIS PERSON? 
 

! Yes  ! No 
 

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. 
 
I 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. 
 
I understand 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.   



 
I 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.   I understand 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 I 
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 

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: 
I 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.   

Initials_____ 
_______________________   _______________________ 
Patient Signature     Provider Signature       Date 
Coastal Psychiatric Medical Associates, Inc. 

 
WELCOME PACKET 
Page 2 

12845 Pointe Del Mar Way, Suite 200  
Del Mar, CA 92014 





 
 
Coastal Psychiatric Medical Associates, Inc.  
Child/Adolescent Questionnaire to be completed by parent/guardian. 

 
Directions:  Please complete this form with reference to the child/teen for 
whom you are seeking help. 
 
Patient�s Name  Age  Date of Birth  Date Today 
 
 
Address (Street, City, Zip) & Phone Numbers 
 
_____________________________________________________________ 
 
Parent/Guardian Names         Marital Status  Work Phone 
 
Mother:  
Father: 
Stepmother: 
Stepfather: 
Other: 
  
If you are divorced/separated, is there a custody order?  ____Yes  ____ No 
 
(If so, and only one parent is present for the intake, you will be asked to produce a 
copy of the custody order prior to any subsequent appointments). 
 
Siblings/Other Household Members� Name  Age      Relationship to child  
 
 
 
 
 
 
Languages Spoken at Home: ______________________________________ 
 
Please describe why you are seeking treatment________________________ 
_____________________________________________________________
_____________________________________________________________ 



 
 
Coastal Psychiatric Medical Associates, Inc.          Patient Name:_______________________ 
Child/Adolescent/Parent Questionnaire Page 2 
 

When did the problem start?______________________________________ 
_____________________________________________________________ 
 
 
How would you rate the severity of the problem right now? 
 
0 1 2 3 4 5 6 7 8 9 10  
mild          severe 
 

Problem Checklist 
Please indicate which of the problems below are bothering the child at this 
time: 
0=none 1=mild  2=moderate  3=serious  4=severe 
 
0 1 2 3 4  Suicidal Thoughts/behaviors  0 1 2 3 4 Hears Voices 
0 1 2 3 4  Self Harm     0 1 2 3 4 Sees things not there 
0 1 2 3 4  Feels Hopeless    0 1 2 3 4 Fits of rage 
0 1 2 3 4  Feels Worthless    0 1 2 3 4 Overly suspicious 
0 1 2 3 4  Irritable     0 1 2 3 4 Few friends 
0 1 2 3 4  Sad/Tearful    0 1 2 3 4 Excessively shy  
0 1 2 3 4  Moody     0 1 2 3 4 Bossy 
0 1 2 3 4  Bully     0 1 2 3 4 Overly sensitive 
0 1 2 3 4  Poor sleep     0 1 2 3 4 Teases others 
0 1 2 3 4  Too much sleep    0 1 2 3 4 Teased by others 
0 1 2 3 4  Nightmares    0 1 2 3 4 Cruel to others/animals 
0 1 2 3 4  Poor concentration   0 1 2 3 4 Lying 
0 1 2 3 4  Excessive worry/fears   0 1 2 3 4 Stealing 
0 1 2 3 4  Panic     0 1 2 3 4 Fire setting 
0 1 2 3 4  Irregular eating habits   0 1 2 3 4 Runs away 
0 1 2 3 4 Weight preoccupation   0 1 2 3 4 Aggression 
0 1 2 3 4 Nail biting     0 1 2 3 4 Truancy 
0 1 2 3 4 Repetitive behaviors   0 1 2 3 4 Sexual acting out 
0 1 2 3 4 Thumb sucking    0 1 2 3 4 Legal problems 
0 1 2 3 4 Soiling in pants    0 1 2 3 4 Authority conflicts 
0 1 2 3 4 Bed wetting    0 1 2 3 4 Tics 
0 1 2 3 4 Attention seeking    0 1 2 3 4 Accident prone 
0 1 2 3 4 Stuttering     0 1 2 3 4 Excessive physical complaints 



 
Coastal Psychiatric Medical Associates, Inc.          Patient Name:_____________________ 
Child/Adolescent/Parent Questionnaire Page 3 
         
Therapist 
Notes___________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
 

CHILD�S BIRTH AND EARLY DEVELOPMENT 
 
Was the pregnancy� 
 
  Planned   Yes  No 
  Desired   Yes  No 
Was the child adopted   Yes  No 
 
Were any of these substances used during pregnancy? 
 
Alcohol        Yes No   Caffeine Yes No   
Drugs  Yes No   (Please specify if yes)_______________________ 
Cigarettes Yes No 
 
How was mother�s health during pregnancy? 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 



 
Coastal Psychiatric Medical Associates, Inc.             Patient Name:_________________ 
Child/Adolescent/Parent Questionnaire Page 4 

 
Birth Weight _________ Premature   Yes No   
Post mature     Yes    No 
 
Type of Delivery _______________________  
Problems at Birth?______________________________________________ 
 
Feeding difficulties 
_____________________________________________________________ 
 
Sleeping difficulties_____________________________________________ 
 
Breast fed __________months Bottle fed ___________months 
As an infant, did the child have regular sleeping and eating habits? 
__________________ 
 
Age when child� 
 
Sat alone _____ Walked alone______  Spoke first words________ 
 
Crawled______ Toilet trained ______    Bowel trained ________  
 
Spoke first phrases _____  Spoke first sentences________ 
 
Anything unusual about speech 
development?__________________________________ 
 
Describe personality in early 
childhood_____________________________________________________
_____________________________________________________________
_____________________________________________________________ 

 
  
Therapist 
Notes_________________________________________________________
_____________________________________________________________
_____________________________________________________________  
 



 
Coastal Psychiatric Medical Associates, Inc.  Patient Name:____________________ 
Child/Adolescent/Parent Questionnaire Page 5 

 
 

Medical History 
 

Please describe all serious illnesses, accidents and surgeries 
Illness, accident, surgery  Age  Hospital Stay? How Long? 
 
 
 
 
 
Age at onset of puberty_______ 
Age at onset of menstruation_______ 
Irregular or absence of menstrual periods    Yes No 
Seizures      Yes No 
Any eye problems     Yes  No 
Any hearing problems    Yes No 
Blackout spells     Yes No 
Prior psychiatric/psychological treatment, hospitalization or medication:  
Yes    No 
 
If yes, where and 
when?________________________________________________________
_____________________________________________________________ 
Current 
medications/doses_______________________________________________
_____________________________________________________________
List all Drug allergies/adverse reactions 
_____________________________________________________________ 
 
DRUG/ALCOHOL HISTORY: 
 
Past or present history of Drug/Alcohol Abuse: Yes No Don�t know 
 
If yes, please 
describe:______________________________________________________
_____________________________________________________________ 



Coastal Psychiatric Medical Associates, Inc.              Patient Name:_______________________ 
Child/Adolescent/Parent Questionnaire Page 6 

 
 
Has your child had any police/legal involvement?   Yes No 
If yes, 
describe:______________________________________________________
_____________________________________________________________ 

 
Therapist Notes:  
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 

 
SCHOOL HISTORY 

 
Patient�s School Information: 

Name of School: 
Teacher: 
Counselor: 
Grade:  
Please circle Yes or No to all responses regarding your child�s school 
experiences: 
 
 No significant problems   Yes No 
 Learning disabilities   Yes No 
 Academic Achievement problems Yes No 
 School avoidance/phobia   Yes No 
 Truancy     Yes No 
 Behavior Problems    Yes No 
 Peer problems    Yes No 
 IEP      Yes No 
 504 Plan     Yes No 
 Other:____________ 
Has your child been achieving about as well as you feel he or she should?
 Yes No 
 
 



Coastal Psychiatric Medical Associates, Inc   Patient Name:__________________ 
Child/Adolescent/Parent Questionnaire Page 7 
 

What best describes the grades s/he usually gets? 
_____  Well Above Average 

 _____  Somewhat Above Average 
 _____  Average 
 _____  Somewhat below average 
 _____  Well below average 
 
Therapist 
Notes:________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________  
 
What type of grades do you feel your child is capable of 
getting?_______________________________________________________ 
 
On average, how much time does your child spend on homework nightly? 
_____________________________________ 
 
 
Does your child participate in extracurricular 
activities?_____________________________________________________
_____________________________________________________________ 
 
Has your child ever been evaluated for ADHD/other learning problems?  If 
so, when, where and by whom?  Why was evaluation 
done?________________________________________________________
_____________________________________________________________
_____________________________________________________________ 

 
Therapist Notes: 
______________________________________________________
______________________________________________________
______________________________________________________ 
 



Coastal Psychiatric Medical Associates, Inc.                    Patient Name: ______________________ 
Child/Adolescent/Parent Questionnaire Page 8 

 
 

FAMILY HISTORY 
 
 

Who has been the primary caregiver of the child_______________________ 
Any significant separations during the first three 
years_________________________________________________________ 
 
How does the child get along with (mark the scale from 1-10 and explain 
why) 
 
Mother:         Gets along very poorly     1  2  3  4  5  6  7  8  9  10      Gets along very well 
Details__________________________________________________________________
________________________________________________________________________ 
 
Father:           Gets along very poorly     1  2  3  4  5  6  7  8  9  10      Gets along very well 
Details__________________________________________________________________
________________________________________________________________________ 
 
Stepmother:   Gets along very poorly     1  2  3  4  5  6  7  8  9  10      Gets along very well 
Details__________________________________________________________________
________________________________________________________________________ 
 
Stepfather:     Gets along very poorly     1  2  3  4  5  6  7  8  9  10      Gets along very well 
Details__________________________________________________________________
________________________________________________________________________ 
 
Siblings:        Gets along very poorly     1  2  3  4  5  6  7  8  9  10      Gets along very well 
Details__________________________________________________________________
________________________________________________________________________ 
 
Other:             Gets along very poorly     1  2  3  4  5  6  7  8  9  10      Gets along very well 
Details__________________________________________________________________
________________________________________________________________________ 
 

 
Therapist 
Notes___________________________________________________________________
________________________________________________________________________ 
 



Coastal Psychiatric Medical Associates, Inc.   Patient Name:_______________________ 
Child/Adolescent/Parent Questionnaire Page 9 
 
Is there any family history of mental illness, developmental disabilities, 
alcohol/drug abuse, psychiatric treatment or hospitalization?  If so, please 
specify/describe________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 

 
Therapist 
Notes_________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
Has violence been a part of the marriage or any other important relationship 
in the child�s life?  Yes  No 
If yes, 
describe:______________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
Is there currently any physical violence or verbal abuse in your home?   
Yes   No 
 
Has your child been the victim of sexual, physical, emotional or verbal 
abuse? 
Yes No 
 
   
 
 
 



Coastal Psychiatric Medical Associates, Inc.  Patient Name:______________________ 
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Significant Events in the Child�s Life 
 
Please circle Yes or No to all answers: 
 
1. Death of a parent    Yes No 
2. Parents� divorce    Yes No 
3. Parents� separation    Yes No 
4. Death of a close family member Yes No 
5. Major personal injury or illness  Yes No 
6.  Illness of family member   Yes No 
7. Change of school    Yes No 
8.  Pregnancy     Yes No 
9. Sexual problems    Yes No 
10. Death of a close friend   Yes No 
11. Serious relationship problems  Yes No 
12. Sibling leaving home   Yes No 
13. Frequent change of residence  Yes No 
 
Please give the # of any Yes items and 
explain_______________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 

 
Therapist 
Notes_________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
 



Coastal Psychiatric Medical Associates, Inc.                      Patient Name:____________________ 
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What would you like to get from your child�s/your family�s treatment 
here?_________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
 
________________________________    __________ 
Parent�s/Guardian�s signature      Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Coastal Psychiatric Medical Associates, Inc. 
A Professional Medical Corporation 

 

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:___________________________ 
 
Initialing 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.   

I 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 treatment on ___/____/____.   
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 

12845 Pointe Del Mar Way, Suite 200 
Del Mar, CA 92014 


