
 
 

PATIENT INFORMATION 
 

Patient’s Name (Last, First, Middle Initial) Patient’s Birthdate       Sex 

MM     DD     YY           Male 

        /         /                  Female 

Patient’s Address (No., Street, P.O. Box) Patient Relationship to 
Primary Insurance Policy 
Holder: 

SELF          SPOUSE 

CHILD        OTHER 

City, State                                                                      Zip Code Patient Status: 

SINGLE          MARRIED 

OTHER 

Social Security #                                           Telephone (Include Are Code) EMPLOYED    

FULL-TIME STUDENT 

PART-TIME STUDENT 

E-MAIL Address:  

 
Person who is responsible for this account: ___________________________________ 
 

1.  Is patient’s condition related to:  a.  Employment?     Yes          No 

                                                         b.  Auto accident?   Yes          No 
                                                              If “Yes” give place of accident:_______________ 

                                                         c.  Other accident?  Yes          No 
 
2. Date of current illness (First Symptom), or injury (Accident):____________________ 
 
3. If patient has had same or other illness, give first date:________________________ 
 
4. Dates patient unable to work in current occupation: 
                               MM     DD     YY               MM     DD     YY 
                   From:_____/_____/______  To:_____/_____/_____ 
 
5. Hospitalization dates related to current occupation: 
                               MM     DD     YY               MM     DD     YY 
                   From:_____/_____/______  To:_____/_____/_____ 
 
6. Name of referring physician or other source:________________________________ 
 

17000 Preston Rd., Suite 350, Dallas, Texas  75248-1371 
Tel: 972/250-1705  Fax: 972/250-1710 

Synapse@FulbrightRehab.com      www.FulbrightRehab.com 

FULBRIGHT & ASSOCIATES, P.C. 
Clinical Neuropsychology   Cognitive Rehabilitation   

Case Management  
Jody L. Fulbright, M.S, L.P.C. 

Office Manager 
Victoria Clark, B.S. 

             
 

Clinical Neuropsychology 
Richard L. Fulbright, Ph.D. 
Traci Rosvall, Ph.D. 
Supervised by Richard L. Fulbright, Ph.D. 
Elizabeth A. Thompson, M.S., L.P.A. 
Rebecca Olson, M.S. 

17000 Preston Road.  Suite 350, Dallas, Texas  75248 
Tel: 972/250-1705  Fax: 972/250-1710 

E-mail: connect@fulbrightrehab.com   Website: www.FulbrightRehab.com 

 



 
 

PRIMARY INSURANCE:  POLICY HOLDER INFORMATION 
 

Insured’s Policy I.D. Number 

Insured’s Name (Last, First, Middle Initial) 

Insured’s Address 

City                                                                            State                                                                          Zip Code 

Home Telephone Number                                                      Work Telephone Number 

(      )                                                                (     ) 

Insured’s Policy/Group Number of FECA Number 
 
 

Insured’s Date of Birth (MM/DD/YY)                                                                                                  Sex 

                                                                                                            Male     Female 
Name & Address of Policy Holder’s Employer 

Insurance Plan Name (or Program Name) & Address to Send Claims 

Is there another Health Benefit Plan? 

Yes     No     If “Yes”, complete Secondary Insurance.  If “No” skip to page 3. 

 
 

SECONDARY INSURANCE:  POLICY HOLDER INFORMATION 
 
 

Other Insured’s Name (Last, First, Middle Initial) 

Other Insured’s Policy/Group Number 

Other Insured’s Date of Birth (MM/DD/YY)                                                                                         Sex 

                                                                                                              Male     Female 
Name and Address of Policy Holder’s Employer 

Insurance Plan Name or Group Name 

 
 
 

 
 



 
SPOUSE/PARENT INFORMATION 

 
Spouse/Parent Name Employer 

Home Address Office Address 

City                                State                            Zip Code City                                State                            Zip Code 

Home Phone Number 

(     ) 
Office Phone Number 

(     ) 
Date of Birth                                                       Age Occupation 

 
Social Security Number 

 
 

IN CASE OF EMERGENCY 
 

Emergency Contact Relationship to Patient 

Home Phone Number of Emergency Contact 

(     ) 
Office Phone Number of Emergency Contact 

(     ) 

 
RELEASE 

 
I hereby assign all medical and/or surgical benefits, to include major medical benefits to 
which I am entitled including Medicare, private insurance and other health plans to:  
Richard Fulbright, Ph.D.  This assignment shall remain in effect until revoked by me in 
writing.  A photocopy of this assignment is to be considered as valid as the original.  I 
understand that I am financially responsible for all charges, whether or not paid for by 
said insurance.  I hereby authorize said assignee to release all information necessary to 
secure the payment: 
 
 
SIGNED:___________________________________DATE:______________________ 

Responsible Party 
 

 
 
 
 
 

 



 
 

REIMBURSEMENT POLICY & PATIENT FINANCIAL AGREEMENT 

(Requires Signature) 
 
 
Our clinic is delighted to have the opportunity to work with you.  We understand that your 
insurance coverage is with a PPO, HMO, or other Managed Care Organization.  In order to insure 
that the financial aspects of our treatment relationship is clear from the beginning, this document 
outlines some of the financial and procedural steps required by our office as well as your 
insurance plan. 
 
We expect any co-payment, deductible, or non-covered charges to be paid at the time of service, 
unless other arrangements have been made with our business office prior to your appointment. 
The remainder of your bill will be sent to your insurance company for direct payment to our office. 
 
If, by mistake, your insurance company sends our payment to you, you will agree to call us to 
receive instructions on endorsing the payment to us and sending both the check and the 
paperwork sent to you by your insurance carrier.  Please do not send the check back to the 
insurance carrier. 
 
We thoroughly check your insurance benefits in advance of providing service so that we will all 
be clear about insurance coverage for services as well as your financial obligation for services. In 
spite of our efforts, your insurance company may refuse payment of a claim to us for some of the 
following reasons: 
 

 The condition is not a covered illness. 

 The condition is pre-existing and therefore not covered. 

 You have not met your full calendar year deductible. 

 The type of medical service is not covered or the maximum benefit has been reached for the 
type of service. 

 The insurance was not in effect at the time of the service. 

 The insurance company does not have the dependent added to the insurance policy. 

 You have other insurance which must be filed first. 

 You have exhausted your benefits for this type of service. 
 
If your insurance denies payment for any of the above reasons or any other reasons, our office 
cannot be responsible for the bill.  It is your responsibility as the patient or responsible party to 
pay any denied amounts in full. 
 
We will expect you or the responsible party to assist us in all possible ways in working with your 
insurance carrier to facilitate payment to us.  This means that we will need for you to present us 
with your insurance card, tell us of any circumstances which might prevent payment, and respond 
promptly to any request from us or your insurance carrier for additional information.  Also, you will 
agree to sign this form insuring that you will pay us if your insurance carrier does not. 
 

FULBRIGHT & ASSOCIATES, P.C. 
Clinical Neuropsychology   Cognitive Rehabilitation   

17000 Preston Road.  Suite 350, Dallas, Texas  75248 
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Our primary mission is to provide you with quality, cost-effective neuropsychological services.  
However, we cannot maintain a practice providing these valuable services without receiving timely 
payment to cover our operating expenses.  Therefore, we are dependent upon your cooperation 
in helping us to manage our interaction with insurance carriers as well as our financial relationship 
with you. 
 
Other Non-Reimbursable Services: We are frequently asked to provide relatively time-
consuming services which cannot be reimbursed by your insurance carrier.  Such activities 
include extended telephone calls (over five minutes), calls to other treating doctors/professionals 
regarding your care, writing letters on your behalf, and filling out forms for disability insurance 
carriers and other parties.  Our time is the only commodity for which we are reimbursed, given 
that we are in a service-providing business.  Since these non-treatment activities can be very 
time-consuming, we must charge for these services and other non-reimbursable services at our 
usual hourly rate ($135.00 per hour) on the basis of the actual time required, and we will expect 
prompt payment of these charges. This means that a 15-minute activity (for example, filling out a 
disability form) would result in your been charged 1/4 of our hourly charge, equaling $33.75.  
Please be informed that you will not be charged for more than the actual time involved in any 
given activity.  
 
Canceled or Missed Appointments: We charge for canceled or missed appointments for 
which we do not receive at least a  24 hour notice, barring an unforeseen emergency.  We 
reserve your appointment time for you, and we cannot replace the time best with another patient 
unless we have sufficient time to do so.  Oftentimes, cancellation means that a therapist suddenly 
has two to three hours of productive time suddenly turned into unproductive time.  Therefore, we 
must ask for your assistance in helping minimize missed appointments.  We cannot charge your 
insurance company for missed appointments, but we can bill the patient for scheduled time not 
used.  Unfortunately, due to a high rate of missed appointments, we must now institute this policy.  
 
 
I have read the above and fully understand my financial obligations under this agreement.  I will 
be full or responsible for payment of charges for any and all neuropsychological services denied 
by my insurance carrier. 
 
 
______________________________ _________ 
Patient/Legal Guardian   Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Medication List 
 

Patient Name: 
Date: 

 
Please provide a list of all medications that you are currently taking, along with the 
dosage and frequency. 
 
 

Medication Dosage Frequency 
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EMPLOYMENT HISTORY – PLEASE COMPLETE 
 
IN ORDER TO ALLOW ME TO FOCUS MORE ON THE MORE IMPORTANT ASPECTS OF YOUR CASE 
DURING THE CLINICAL INTERVIEW, PLEASE COMPLETE THE FOLLOWING WORK HISTORY 
PRIOR TO YOUR EVALUATION. 

 
 
Employer & Approximate Dates of 
Employment (or time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving (quit, fired, left 
for better job) 
 

 

 
Employer & Approximate Dates of 
Employment (OR time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving  
 

 

 
Employer & Approximate Dates of 
Employment (or time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving  
 

 

 
Employer & Approximate Dates of 
Employment (or time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving  
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Employer & Approximate Dates of 
Employment (or time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving  
 

 

 
Employer & Approximate Dates of 
Employment (or time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving  
 

 

 
Employer & Approximate Dates of 
Employment (or time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving 
 

 

 
Employer & Approximate Dates of 
Employment (or time on job): 

 

 
 
Job Title & Functions 
 
 

 

 
Reason for Leaving 
 

 

 
  



AUTHORIZATION FORM TO RELEASE PROTECTED MEDICAL INFORMATION 
 

(Allows US to SEND YOUR RECORDS to OTHERS) 

 
 
 
 
 

Dear Patient: This form, when signed by you, authorizes Fulbright & Associates to release 
protected information from your clinical record to the parties you designate.  Carefully read 
this form and call our office if you need more explanation about the terms of this form. 

 
My signature and initials below authorizes Fulbright & Associates, P.C. to release the 
following records (check all that apply) to the parties designated below.  

 
❑ Clinical Information to specified individuals via oral communication 

❑ Neuropsychological evaluation report 

❑ Treatment records (excluding psychologist’s process notes) 

❑ Raw neuropsychological test data (to another qualified mental health professional only) 

❑ Billing and insurance records 

❑ Medical records generated by other professionals I have seen 

❑ Other records in my chart (specify these below): 

 
This information will be released only to the following people/organizations:  
 

1. Name: 
 
 

Phone & Fax: 

 Address 
 
 
 

Patient 
Initials 

2. Name: 
 
 

Phone & Fax: 

 Address 
 
 
 

Patient 
Initials 

3. Name: 
 
 

Phone & Fax: 

 Address 
 
 
 

Patient 
Initials 

4. Name: 
 
 

Phone & Fax: 

 Address 
 
 
 

Patient 
Initials 

FULBRIGHT & ASSOCIATES, P.C. 
Clinical Neuropsychology   Cognitive Rehabilitation   

Fulbright & 
Associates 

Releases your 
records TO 

Outside Party 
(Doctors, Attorneys, Schools, etc.) 



 
I am requesting Fulbright & Associates, P.C. to release this information for the following 
reasons:   
 

Likely to remain confidential per HIPAA Not likely to remain confidential 

❑ At the request of the individual 

❑ To another treating doctor 

❑ To your attorney 

❑ To family members 

❑ To opposing counsel in a legal matter 

❑ To the  Court in a legal matter 

 

This authorization shall remain in effect for 90 days or until (specify date or specific future 
event): 
             
___________________________________________________________________ 
 
You have the right to revoke this authorization, in writing, at any time by sending 
such written notification to my office address.  However, your revocation will not be 
effective for Protected Health Information that I have already released in response to this 
authorization or if this authorization was obtained as a condition of obtaining insurance 
coverage and the insurer has a legal right to contest a claim.  
 
I understand that my psychologist generally may not condition psychological services upon my 
signing an authorization unless the psychological services are provided to me for the purpose of 
creating health information for a third party.  However, I understand that if I do not permit my 
psychologist to release the minimum information necessary to obtain payment from my insurance 
company or other third party, I will pay for any services at the time they are rendered. 
 

I understand that information used or disclosed by Fulbright & Associates, P.C. is 
released with the expectation that the information will remain confidential. However, 
Fulbright & Associates, P.C. cannot guarantee that the recipient of your information will 
maintain its confidentiality and per the  Privacy Rule. 
 
 
______________________________  _________________ 
Signature of Patient or Representative            Date 
 
 
______________________________  
Relationship to Patient* 
 
*If the authorization is signed by a personal representative of the patient, a description of such 
representative's authority to act for the patient must be provided. 
 

Fulbright Neuropsychology 
17000 Preston Road, Suite 350 

Dallas, TX  75248 
(O) 972-250-1705 (Fax) 972-250-1710  

  



 
CONSENT to RELEASE PRIVATE HEALTH INFORMATION  to FULBRIGHT & ASSOCIATES, PC 

 

(Allows OTHERS to SEND YOUR RECORDS to US) 

 
 
 
 

 
I, ______________________________________ DOB: ___________ Last 4 digits of SSN:______  
hereby authorize the parties listed below to release any and all medical and psychological records 
and verbal communications pertaining to my treatment under their care to Fulbright 
Neuropsychology.  It is understood that all records released will remain strictly confidential and will be 
used only to facilitate evaluation and treatment by Fulbright & Associates.  This consent shall remain valid 
for 180 days unless otherwise revoked by the undersigned.  Please send the requested records to the 
address below: 

Fulbright Neuropsychology 
17000 Preston Road, Suite 350 

Dallas, TX  75248 
(O) 972-250-1705 (Fax) 972-250-1710  

 
(Please fill in names of people/facilities with the telephone number, and address you wish to direct to 
release records to us. Please place your initials by each name you fill in): 
 

1. Name: 
 
 

Phone & Fax: 

 Address 
 
 
 

Patient 
Initials 

2. Name: 
 
 

Phone & Fax: 

 Address 
 
 
 

Patient 
Initials 

3. Name: 
 
 

Phone & Fax: 

 Address 
 
 
 

Patient 
Initials 

 
 
 

________________________________          ________   ____________________________ 
Signature of Patient or Representative             Date         Relationship to Patient 

 
 

 

FULBRIGHT NEUROPSYCHOLOGY 
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Fulbright & 
Associates 

Releases your 
records TO 

Outside Party 
(Doctors, Attorneys, Schools, etc.) 



 
TEXAS NOTICE FORM 

 
Notice of Psychologists’ Policies and Practices to Protect  

the Privacy of Your Health Information 
 
THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY 
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE 
REVIEW IT CAREFULLY. 
 
I.  Uses and Disclosures for Treatment, Payment, and Health Care Operations   
 
I may use or disclose your protected health information (PHI), for treatment, payment, and health 
care operations purposes with your consent. To help clarify these terms, here are some definitions:  
 
▪ “PHI” refers to information in your health record that could identify you.  
▪ “Treatment, Payment and Health Care Operations” 
▪ -Treatment is when I provide, coordinate or manage your health care and other services related to 

your health care. An example of treatment would be when I consult with another health care provider, 
such as your family physician or another psychologist. 

▪ Payment is when I obtain reimbursement for your healthcare.  Examples of payment are when I 
disclose your PHI to your health insurer to obtain reimbursement for your health care or to determine 
eligibility or coverage. 

▪ Health Care Operations are activities that relate to the performance and operation of my practice.  
Examples of health care operations are quality assessment and improvement activities, business-
related matters such as audits and administrative services, and case management and care 
coordination. 

▪ “Use” applies only to activities within my [office, clinic, practice group, etc.] such as sharing, employing, 
applying, utilizing, examining, and analyzing information that identifies you. 

▪ “Disclosure” applies to activities outside of my [office, clinic, practice group, etc.], such as releasing, 
transferring, or providing access to information about you to other parties.  

 
II. Uses and Disclosures Requiring Authorization  
 
I may use or disclose PHI for purposes outside of treatment, payment, and health care operations when 
your appropriate authorization is obtained. An “authorization” is written permission above and beyond the 
general consent that permits only specific disclosures.  In those instances when I am asked for information 
for purposes outside of treatment, payment and health care operations, I will obtain an authorization from 
you before releasing this information.  I will also need to obtain an authorization before releasing your 
psychotherapy notes. “Psychotherapy notes” are notes I have made about our conversation during a 
private, group, joint, or family counseling session, which I have kept separate from the rest of your medical 
record.  These notes are given a greater degree of protection than PHI. 
 
You may revoke all such authorizations (of PHI or psychotherapy notes) at any time, provided each 
revocation is in writing. You may not revoke an authorization to the extent that (1) I have relied on that 
authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, and 
the law provides the insurer the right to contest the claim under the policy. 
 
  

FULBRIGHT & ASSOCIATES, P.C. 
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III. Uses and Disclosures with Neither Consent nor Authorization:  
 
I may use or disclose PHI without your consent or authorization in the following circumstances:  
 
▪ Child Abuse: If I have cause to believe that a child has been, or may be, abused, neglected, or sexually 

abused, I must make a report of such within 48 hours to the Texas Department of Protective and 
Regulatory Services, the Texas Youth Commission, or to any local or state law enforcement agency.  

▪ Adult and Domestic Abuse: If I have cause to believe that an elderly or disabled person is in a state 
of abuse, neglect, or exploitation, I must immediately report such to the Department of Protective and 
Regulatory Services.  

▪ Health Oversight: If a complaint is filed against me with the Texas State Board of Examiners of 
Psychologists, they have the authority to subpoena confidential mental health information from me 
relevant to that complaint. 

▪ Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is 
made for information about your diagnosis and treatment and the records thereof, such information is 
privileged under state law, and I will not release information, without written authorization from you or 
your personal or legally appointed representative, or a court order.  The privilege does not apply when 
you are being evaluated for a third party or where the evaluation is court ordered. You will be informed 
in advance if this is the case. 

▪ Serious Threat to Health or Safety: If I determine that there is a probability of imminent physical injury 
by you to yourself or others, or there is a probability of immediate mental or emotional injury to you, I 
may disclose relevant confidential mental health information to medical or law enforcement personnel. 

▪ Worker’s Compensation: If you file a worker's compensation claim, I may disclose records relating to 
your diagnosis and treatment to your employer’s insurance carrier.  

 
 
IV.  Patient's Rights and Psychologist's Duties 
 
Patient’s Rights: 
 
▪ Right to Request Restrictions –You have the right to request restrictions on certain uses and 

disclosures of protected health information about you. However, I am not required to agree to a 
restriction you request.  

▪ Right to Receive Confidential Communications by Alternative Means and at Alternative 
Locations – You have the right to request and receive confidential communications of PHI by 
alternative means and at alternative locations. (For example, you may not want a family member to 
know that you are seeing me.  Upon your request, I will send your bills to another address.)   

▪ Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI and 
psychotherapy notes in my mental health and billing records used to make decisions about you for as 
long as the PHI is maintained in the record. I may deny your access to PHI under certain circumstances 
(specifically, access to raw neuropsychological test protocols), but in some cases you may have this 
decision reviewed. On your request, I will discuss with you the details of the request and denial process.  

▪ Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is 
maintained in the record. I may deny your request.  On your request, I will discuss with you the details 
of the amendment process.  

▪ Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI 
for which you have neither provided consent nor authorization (as described in Section III of this Notice).  
On your request, I will discuss with you the details of the accounting process.  

▪ Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, 
even if you have agreed to receive the notice electronically. 

 
  



Psychologist’s Duties: 
 
▪ Fulbright & Associates, P.C. is required by law to maintain the privacy of PHI and to provide you with a 

notice of my legal duties and privacy practices with respect to PHI. 
▪ I reserve the right to change the privacy policies and practices described in this notice. Unless I notify 

you of such changes, however, I am required to abide by the terms currently in effect.  
▪ If I revise my policies and procedures, I will make every effort to notify you of changes that could affect 

our handling of your PHI. 
 
V.  Questions and Complaints 
 
If you have questions about this notice, disagree with a decision I make about access to your records, or 
have other concerns about your privacy rights, you may contact Elizabeth Thompson, M.A. or Richard L. 
Fulbright, Ph.D. at Fulbright & Associates, P.C. at 972/503-9911. 
 
If you believe that your privacy rights have been violated and wish to file a complaint with our clinic, you 
may send your written complaint by mail, fax, or e-mail to Elizabeth Thompson or Dr. Fulbright at the 
address/fax/e-mail address listed on this letterhead. 
 
You may also send a written complaint to the Secretary of the U.S. Department of Health and Human 
Services.  The person listed above can provide you with the appropriate address upon request. 
 
You have specific rights under the Privacy Rule.  I will not retaliate against you for exercising your right to 
file a complaint. 
 
VI. Effective Date, Restrictions and Changes to Privacy Policy 
 
This notice will go into effect on May 23, 2003. 
 
Fulbright & Associates, P.C. will limit the uses or disclosures that I will make as follows: 
 
▪ Release of raw neuropsychological test protocols (raw data) to anyone other than a qualified mental 

health professional, except in the case of a court order requiring us to release this data. Raw data refers 
to the actual test materials and recording forms on which the test copyrighted test items are printed.  
This material is considered to be the property of the psychologist, not the patient, since open access to 
the tests themselves can damage the validity of the test due its content being exposed to the public.  
Exposing the test content to the public makes them potentially useless, as would exposing the items to 
the SAT, ACT or TAKS tests in educational settings.  This practice is mandated by the Texas State 
Board of Examiners of Psychologists. 

 
I reserve the right to change the terms of this notice and to make the new notice provisions effective for all 
PHI that I maintain.  I will provide you with a revised notice by mail or e-mail. 
 
 
PATIENT ACKNOWLEDGEMENT: 
 
I have read the above policy and understand its contents regarding the protection of my records, 
disclosure of them, and my access to them.  I agree with the terms of this policy as stated. 
 
 
 
___________________________________       _________________ 
Patient or Representative Date 
  



 
 

It is our desire to provide you with the best care possible.  To accomplish this, it is 
important for us to review your prior developmental, educational, and health 
history.  By completing these questions prior to your appointment, we will save 
valuable time and be able to devote more time to the concerns that prompted this 
evaluation.  This history form is a confidential document that will be kept in your medical 
record, and it will not be released without your written consent, unless required by law. 

Developmental History 

Were there any complications with your mother’s pregnancy and delivery with 
you? (i.e., gestational diabetes, C-Section, breech birth, anoxia/hypoxia at birth):  

❑ Full-term Delivery 

❑ Premature - How Early?________ 

❑ Cesarean (Emergency or Planned ?) 

❑ Breech Delivery 

❑ Normal birth weight? 

❑ NICU? 

❑ Nursery only? 

❑ Other Issues:________________ 

 
Did anyone tell you that you were slow to reach developmental milestones, such as 
crawling, walking, and talking, on time?  YES  NO  (If YES, please explain any delays): 
_____________________________________________________________________ 
  
Please list any illnesses, etc. that you had in childhood 

Normal Childhood Chronic Conditions Neurological 

❑ Measles 

❑ Mumps 

❑ Chickenpox 

❑ Scarlet Fever 

❑ Ear Infections requiring 

ear tubes 

❑ Tonsillectomy 

❑ Recurrent Strep Throat 

❑ Rheumatic Fever 

❑ Kidney problems 

❑ Hepatitis 

❑ Diabetes 

❑ Asthma 

❑ Cancer 

❑ Meningitis 
❑ Encephalitis 
❑ Epilepsy 
❑ Brain Injury 
❑ ADD / ADHD 
❑ Learning Disabilities 

 
Others:_______________________________________________________________  

Patient: Date: 

  

Completed by: Relationship to Patient: 

  

PATIENT HISTORY 



Home Life 

Where were you born? ___________________________________ 

In what city(s) did you spend most of your childhood? ___________________________ 

How many FULL biological brothers and sisters do you have? (Specify half-siblings—
meaning you share ONE biological parent with them)) 

____Brothers     ____Sisters       ____Half-Brothers     ____Half-Sisters 

How would you rate your home life growing up? (Check box or draw a bar across the 
description that best fits your home life as a child). 
|_____|_____|_____|_____|_____|_____|_____|_____|_____|_____|_____|_____| 
Abusive---Turbulent----Chaotic---Some hardships---Normal tensions---Happy---
Extraordinary 
 

Father's occupation? Mother's occupation? 

 

Did your parents remain married?   Y   N Your age at time of divorce__________ 

Did either parent remarry?   Y   N    If so, How old were you? 

❑ Mom  ___________________ ❑ Dad  ____________________ 

 

Family Medical History 

 
   Living/Deceased Age Disease(s) & Cause of Death 
Father   _____________ ___ ________________________________ 

Mother  _____________ ___ ________________________________ 

Brother(s)  _____________ ___ ________________________________ 

   _____________ ___ ________________________________ 

   _____________ ___ ________________________________ 

Sisters(s)  _____________ ___ ________________________________ 

   _____________ ___ ________________________________ 

   _____________ ___ ________________________________ 

Children  _____________ ___ ________________________________ 

   _____________ ___ ________________________________  



Family Medical History (continued)  

 
Is there any family history (parents, grandparents, siblings) of the following 
neurological, psychiatric, or developmental conditions? 
 

Condition In Whom? 

Neurological  

❑ Dementia (Alzheimer’s)   

❑ Dementia (vascular)  

❑ Parkinson disease  

❑ Huntington's disease  

❑ Dystonia  

❑ Stroke  

❑ Epilepsy  

❑ Tourette’s syndrome  

❑ Brain tumors  

❑ Other  

  

Psychiatric  

❑ Depression  

❑ Bipolar disorder  

❑ Anxiety disorder  

❑ Obsessive-Compulsive (OCD)  

❑ Schizophrenia  

❑ Alcohol or drug dependence  

❑ Other  

  

Developmental  

❑ ADD/ADHD  

❑ Learning Disability (e.g., dyslexia)  

❑ Autism  

❑ Asperger’s disorder  

❑ Mental Retardation  

 
Please provide any additional information about any family members with the above 
conditions  
 

 
____________________________________________________________________ 

 
 



YOUR Past  Medical History 

Please list all surgeries, hospitalizations & ER visits (and causes) you have had: 

Problem    Year     Problem    Year 

_______________________ _____     _______________________ _____  

_______________________ _____     _______________________ _____  

_______________________ _____     _______________________ _____  

_______________________ _____    ________________________   _____ 

_______________________ _____    ________________________   _____ 

_______________________ _____    ________________________   _____ 

_______________________ _____    ________________________   _____ 

 
YOUR MEDICAL CONDITIONS: Check any current or past conditions you have had.  

❑ Brain injury (concussions) 

❑ Motor Vehicle Accident with Injury  

❑ Seizures (epilepsy) 

❑ Stroke  

❑ Brain aneurysm 

❑ Oxygen deprivation 

❑ Toxic exposure (CO2, Chlorine, solvents) 

❑ ANY stays in a hospital ICU 

❑ Diabetes  

❑ High blood pressure  

❑ Cancer (specify area):__________ 

❑ Heart Attack 

❑ Atrial Fibrillation (arrhythmia) 

❑ Obstructive Sleep Apnea  

❑ Lung disease  

❑ Kidney disease 

❑ Liver disease 

❑ Osteoarthritis 

❑ Rheumatoid or Psoriatic Arthritis 

❑ Thyroid problems 

❑ Substance Abuse 

 

 
Any other Illnesses or conditions not listed above: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

 



Substances  

 
Do you smoke?    No Yes  (If yes, current packs/day:______) 

Do you drink alcohol? Never   Rarely    Social    Daily 

➢ When you do drink, how much do you consume at a time?__________________ 

Do you use recreational  drugs?  No Yes  

 

School History 

 
What is your highest level of education (last grade completed)? (circle below) 
 

High school       College    Post-Graduate:   

9  10  11  12      13  14  15  16 Master’s      Doctorate (PhD., MD, DO, DVM, DDS, JD, LLD) 

 
If you attended college or beyond, what was your field of study? 

Please list your degrees & field of study (e.g., AA in General studies, Ph.D.in Physics): 

How would you rate your overall school performance? Excellent   Good   Fair   Poor 

What types of grades did you typically make in school? 
Elementary Middle School High School College 

 

 

 
In school, did you ever:  

❑ Receive early childhood intervention or speech therapy in school? 

❑ Receive special education programming? 

❑ Fail or repeat any grades? 

Please explain above: 

______________________________________________________________________

______________________________________________________________________



INFORMED CONSENT FOR PSYCHOTHERAPY AND COGNITIVE 

REHABILITATION 

Therapy is a relationship that works in part because of clearly defined rights and responsibilities 

held by each person. As a client in psychotherapy or cognitive rehabilitation, you have certain 

rights that are important for you to know about because this is your therapy, whose goal is your 

well-being. There are also certain limitations to those rights that you should be aware of. As 

service providers, we have corresponding responsibilities to you, too. 

 I. CONFIDENTIALITY 

With the exception of certain specific exceptions described below, you have the absolute right to 

the confidentiality of your therapy. We cannot and will not tell anyone else what you have told 

me, or even that you are in therapy with us without your prior written permission. Under the 

provisions of the Health Care Information Act of 1992, we may legally speak to another health 

care provider or a member of your family about you without your prior consent, but we will not 

do so unless the situation is an emergency. We will always act so as to protect your privacy 

even if you do release us in writing to share information about you. You may direct us 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 the Federal Health Insurance Portability and 

Accountability Act (HIPAA). 

If you elect to communicate with us by email at some point in our work together, we are willing 

to respond briefly by return email, but please be aware that email and other electronic media are 

not completely confidential.  

The following are legal exceptions to your right to confidentiality. We would inform you of any 

time when we think we will have to put these into effect. 

1. If we have good reason to believe that you will harm another person, we must 

attempt to inform that person and warn them of your intentions. We must also 

contact the police and ask them to protect your intended victim. 

2. If we have good reason to believe that you are abusing or neglecting a child or 

vulnerable adult, or if you give us information about someone else who is doing 

this, we must inform Child Protective Services within 48 hours and Adult 

Protective Services immediately. 

3. If we believe that you are in imminent danger of harming yourself, we may legally 

break confidentiality and call the police or the county crisis team. We are not 

obligated to do this, and would explore all other options with you before we took 

this step. If at that point you were unwilling to take steps to guarantee your 

safety, we would call the crisis team. 

4. If your health information is subpoenaed by the court system, we are required to 

comply with their request. 



  

II. RECORD-KEEPING 

We keep brief records of each session noting the dates we meet, the topics we cover, progress 

reports from the client’s perspective, interventions and impressions from the therapist and next 

steps. 

III. ABOUT PSYCHOTHERAPY AND COGNITIVE REHABILITATION 

The major goal of psychotherapy is to help you identify and cope more effectively with 
problems in daily living and to deal with internal conflicts in order to achieve more 
satisfying personal and interpersonal relationships. This purpose is accomplished by: 
 

1. Increasing personal awareness of obstacles and strengths.  
2. Taking personal responsibility to make the changes necessary to attain your goals.  
3. Identifying specific psychotherapy goals.  
4. Utilizing all available community, medical and self-help resources. 

 
Psychotherapy is not easily described in general statements. It varies depending on the 
personalities of the therapist and patient, and the particular problems you bring forward. 
There are many different methods we may use to deal with the problems that you hope 
to address. Psychotherapy is not like a medical doctor visit. Instead, it calls for a very 
active effort on your part. In order for the therapy to be most successful, you will have to 
actively work on things we talk about both during our sessions and at home.  
 
Cognitive rehabilitation is the systemic approach to identifying areas of 
neuropsychological weakness and the development of appropriate compensatory 
strategies.  Cognitive rehabilitation can be challenging work and involves significant 
commitment of time and energy to provide meaningful results.  
 
Psychotherapy and cognitive rehabilitation can have benefits and risks. Since therapy 
often involves discussing unpleasant aspects of your life, you may experience 
uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and 
helplessness. On the other hand, psychotherapy has also been shown to have benefits 
for people who go through it. Therapy often leads to better relationships, solutions to 
specific problems, and significant reductions in feelings of distress. There are no 
guarantees of what you will experience in therapy or gains that will be obtained in 
cognitive rehabilitation.  
 
Our first few sessions will involve an evaluation of your needs. By the end of the 
evaluation, we will be able to offer you some first impressions of what our work will include 
and a treatment plan to follow, if you decide to continue with therapy. You should evaluate 
this information along with your own opinions of whether you feel comfortable working 
with us. Therapy involves a large commitment of time, money, and energy, so you should 
be very careful about the therapist you select. If you have questions about my procedures, 
we should discuss them whenever they arise. If your doubts persist, we will be happy to 
help you set up a meeting with another mental health professional for a second opinion. 
 



  

IV. PROFESSIONAL FEES  
 
As we have agreed, our hourly fee is $150.00 unless other arrangements have been 
made (DARS).   In addition to weekly appointments, we charge this amount for other 
professional services you may need, though we will break down the hourly cost if we work 
for periods of less than one hour. Other services include report writing, telephone 
conversations lasting longer than 15 minutes, attendance at meetings with other 
professionals you have authorized, preparation of records or treatment summaries, and 
the time spent performing any other service you may request of me. If you become 
involved in legal proceedings that require my participation, you will be expected to pay for 
my professional time even if I am called to testify by another party.  
 
V. BILLING AND PAYMENTS  
 
You will be expected to pay for each session at the time it is held unless we agree 
otherwise. Payment schedules for other professional services will be agreed to when they 
are requested. In circumstances of unusual financial hardship, we may be willing to 
negotiate a fee adjustment or payment installment plan. 
 
VI. CONTACTING US 
 
Your psychotherapist often not immediately available by telephone and will not answer 
the phone when with a patient. When your therapist is unavailable, you may leave a 
message on with our front office staff, and we will make every effort to return your call on 
the same day you make it, with the exception of weekends and holidays, unless you 
specify that it’s an emergency. If you are difficult to reach, please inform us of some times 
when you will be available. If you are unable to reach us and feel that you can’t wait for 
us to return your call, contact your family physician or the nearest emergency room and 
ask for the psychologist or psychiatrist on call. If we will be unavailable for an extended 
time, we will provide you with the name of a colleague to contact, if necessary. 
 
VII. CLIENT CONSENT TO PSYCHOTHERAPY 
 
I have read this statement, had sufficient time to be sure that I considered it carefully, 
asked any questions that I needed to, and understand it. I understand the limits to 
confidentiality required by law. I agree to pay the agreed upon amount for each session. 
I understand my rights and responsibilities as a client, and my therapist's responsibilities 
to me. I agree to undertake therapy. I know I can end therapy at any time I wish and that 
I can refuse any requests or suggestions made by my therapist. 
 
 
 
____________________________________   _____________ 
Patient or Responsible Party     Date 
 


