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Date: 

DOB: 

Sex: Male Female 

State: Zip: 

Cell # Work # 

Spouse Name: 

Position: 

Living with Child? Yes No 

Daytime Phone # 

Living with Child? Yes No 

Daytime Phone # 

Adopted Under Guardian Care Under Foster Care 

Patient Information: 

Patient Name: 

Social Security # 

Email Address:   

Address:   

City: 

Home Phone # 

Marital Status: 

Employer: 

Child Information: 

Mother’s Name: 

DOB: 

Father’s Name: 

DOB: 

If Applicable, Check 

Child's Current Height: 
Weight: 

Primary Care Physician: 
Doctor’s Name: Phone # 

Address:   

In Case of an Emergency, who can we contact? 

Name: Relationship: 

Phone Number or Cell # 

Pharmacy Information: 

Name and Title: Phone # 

Address:   
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Referral Source: How did you find out about us?  

___________________________________________________________________________________ 

Insurance Information: 

Insurance Name: ID # 

Group Number: Name of Insured:   

DOB: Primary Holder’s SS # 

Employer Name: Relationship to Patient: 

Secondary Policy: Member ID:   

Address:   

Is Primary Holder the Responsible Party? Yes No (Adult patients are responsible for 
their own financials) 

Insurance Authorization and Assignment: 

I authorize Texas Psychiatry Associates to release my insurance carrier and or their 
agents any information necessary to determine benefits payable for related services. I 
authorize the payment of medical benefits to Texas Psychiatry Associates. I understand 
that I am ultimately responsible for all services whether covered by insurance or not. I 
also authorize my physician, based on his discretion, to access my chart for utilization 
management review. 

Signature of Parent or Responsible Party: 

Printed Name: Date: 
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Credit Card Authorization Form 
 

I may cancel this authorization at any time in writing by contacting Texas Psychiatry 
Associates. 
 
I, the undersigned authorize Texas Psychiatry Associates to charge my credit card on Texas 
Psychiatry Associates’ file, for Copay / Appointments charge / no show charges / any other 
charge that remains unpaid, unless otherwise instructed. I understand that my credit card will be 
kept on file and will remain in effect until the expiration date of the credit card and that a new 
form must be submitted if any information, such as credit card expiration, is amended. I agree to 
pay the cost for any returned, challenged or unpaid amounts that remain unpaid. I undertake to 
provide the new credit card information when there are any changes in it as my information will 
be saved to file for future transactions on my account. 
 
I have read, understood and agree to the contents of this authorization form.   
 
 
Patient’s Name:__________________________  Patient’s Signature: ____________________ 
 
Guardian’s Name:_____________________        Signature: ____________________________ 
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Consent to Discuss Medical Information and Protected Health Information 
  

 
Patient Name: ______________________________________________ 

 
Patient Date of Birth: _______________________ 
 

 
 

I authorize Texas Psychiatry Associates, P.A. and its staff to discuss my medical information as follows:  
Please check which of the following:  

 
For financial purposes, I allow access to my diagnosis and treatment information and to discuss my 
account.  
 
I allow my treatment plans (i.e.: medications) to be disclosed.  
 
I allow my office visits to be accessed.  
 
I allow my labs to be released. 

 
 

I consent to my protected health information being disclosed to the following individuals:  
 
Name: Relationship: Phone/ Fax # 
   

   

 
I understand that as part of this organization's treatment, payment, or health care operations, it may become 
necessary to disclose my protected health information to another entity.  I hereby consent to such disclosure for 
these permitted uses. I also hereby consent to such disclosures via phone, fax, and/or in person. 

 
 

I understand that I may revoke this consent at any time and must notify Texas Psychiatry Associates, in writing, 
in order to revoke the consent. I fully understand and accept the terms of this consent. 

 
 
 
__________________________________     ___________________ 
Signature of Patient/Parent/Guardian      Date 
 
 
 
__________________________________ 
Patient's Printed Name 
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Contact and Consent for Evaluation/Treatment 

I, , ("Client/Guardian") request treatment for myself at Texas Psychiatry Associates, P.A. may 
include diagnosis, evaluation, and treatment for any medical, emotional and behavioral problem, which may be found to 
exist. 

Liability 
In consideration of services rendered, Client agrees to hold Texas Psychiatry Associates, P.A. blameless for any liability due 
to an accident, illness, injury, or incident, which may occur to Client while receiving outpatient services. Client also agrees 
to hold Texas Psychiatry Associates, P.A. free from all liability for any losses through fire or theft. Client agrees, if 
hospitalization or extensive medical care Texas Psychiatry Associates, P.A. to assist the client in obtaining appropriate 
medical attention. Further, the family, guardian, or Client is needed, that permission is hereby given to any agent of will 
assume all liability for any medical expenses, hospital care, or other expenditures without liability to Texas Psychiatry 
Associates, P.A. 

Minors 
I give my permission for Texas Psychiatry Associates, P.A., to examine and treat me and/or my child. 

Financial Responsibility 
Client and/or financially responsible party have been informed that she/he is financially responsible for services received at 
Texas Psychiatry Associates, unless payment is otherwise assured. The Client and/or financially responsible party have been 
further informed of all applicable co-pay fees. If, for any reason, your insurance company fails to pay any portion of the 
amounts we billed, you will be responsible for the balance and will be billed accordingly. All co-pays and deductible are due 
at the time of service. We charged $200-$350 for the initial doctor's appointment. Continue therapy, including medication 
management follow-ups, will be a charge of $80-$175.00. It is agreed that Client will provide Texas Psychiatry Associates 
with a permanent contact address and telephone number. 

Returned checks are assessed a $30.00 fee. You agree to pay your bill within 10 days of receipt. If payment is not received 
within 90 days, your account will be turned over to collections. We have the option to pursue all lawful collection 
procedures available and the patient/parent will be responsible for all the reasonable costs of collection, including attorney's 
fees incurred, if any. The minimum collection fee will be 50% of the total account balance. Unwillingness to pay may result 
in termination of services. 

Cancellations 
We see all patients on an appointment basis. If you are unable to keep your scheduled appointment, please cancel as 
soon as possible so your allotted time may be given to another patient. We reserve the right to charge for missed 
appointments cancelled within 24 hours. The charge is $50.00 billed to you, not the insurance. Continued missed 
appointments may cause patient termination. 

Records 
Requests for records are received from various sources. Attention to these requests will only occur when we have received a 
signed (by patient or parent) release of information form. Records are copied at $25 plus postage and billed directly to you. 
Please allow two weeks for this request to be processed. 

FMLA/Accommodation Paperwork 
FMLA and Accommodation forms are often requested by patients (or their parents) to be sent to schools, employers, 
etc. You will be charged a FMLA fee for this service, minimum of $50.00. 
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Telephone Calls 
Your calls are welcome, and calls left before 3:00 PM will be answered within 24 hours. Calls left after 
will be handled on the next business day. We do not have after hours answering service, you must call 
office and leave a voicemail. If you need to make an appointment, please call during our business hours. 
If you have an emergency, please call 911 or go to the nearest emergency room. 

Prescriptions 
To prevent error and to maintain insurance and healthcare standards most prescriptions 
cannot be called in to the pharmacy. A charge of $10.00 for prescriptions that are misplaced 
lost or not filled in the 21-day time frame for controlled substances. You must return the 
expired prescription and pay the fee. 

Any New medication will be filled within 3 business days unless authorization is required 
by your insurance. This authorization may take several business days. 

Prescription Refills 

Please ask your pharmacy to fax us a refill request if you no longer have any refills within 5 

Business days of needed refill. Please do not call our office repeatedly as this will 
delay our office from getting your medication to you in a timely manner. 

ALL refills are subject to compliance with follow up appointments and 
doctor’s treatment plan. 

Termination 
Clinic policy states that the third appointment that is not kept and/or follow up with in four 
months will be regarded as termination of treatment on the part of the patient/client, unless we 
as a team have decided otherwise. If you fail to comply with treatment recommendations 
termination is non-negotiable. 

Confidentiality 
I have further been assured that any information, knowledge, or records associated with said 
clients are subject to release only by my informed and written consent or by a court order, except 
in instances of medical emergency or suspected child or elder abuse or neglect. Your 
confidentiality and privacy are protected by the following Federal guidelines: Code of Federal 
Regulations (CFR 42 Part2) and the Health Insurance Portability and Accountability Act 
(HIPAA). 

Patient Signature:
(Or Parent or Guardian if Patient is a minor)  

Date: _ 
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No-Show/ Late Cancellation Policy 

Effective January 1, 2021, a “No-Show” policy is in place, which will affect all patients who 
do not keep their scheduled appointments or who cancel an appointment with less than a 24- 
hour notice. 

> First Occurrence - $50.00 no-show fee..
> Second Occurrence - $50.00 no-show fee.
> Third and Subsequent Occurrences - May result in dismissal from practice
and an additional $50.00 no-show fee.

The Cancellation and No-Show fees are the sole responsibility of the patient and must be paid in full 
before the patients next appointment. 

Arrival and Late Arrival Policy: 

New Patients need to arrive at least 15 minutes prior to their schedule appointment time in order to fill 
out any required paperwork and must allow time to check in with your photo identification and 
insurance card. Minor Patients will need a photo ID of parent accompanying patient. 

New Patients arriving more than 20 minutes late for their schedule appointment may be asked to 
reschedule or may need to wait to see if we can fit into the schedule for same day. 

Follow Up Patients need to arrive a few minutes early to be checked in and to notify office of any 
changes in Address, phone or insurance. 

Follow Up Patients that are more than 15 minutes late for scheduled appointment may need to 
reschedule or may need to wait if you to see if we can fit into the schedule for same day. 

Our Practice understands that special unavoidable circumstances may cause you to cancel within 24 
hours. Fees in this instance may be waived but only with management approval. 

We firmly believe that good physician/patient relationship is based on understanding and good 
communication. Questions about cancellation and no-show fees should be directed to the office 
manager. 

Please sign below that you have read and understand and agree to policy. 

Printed Name:  DOB:   

Signature of Patient:   
(Or Parent or Guardian if Patient is a minor) 
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Discrimination Policy 

No person will be discriminated against based on gender, race, religion, age, national 
origin, disability (mental of physical), sexual orientation, medical condition, including HIV 
diagnosis or because an individual is perceived as being HIV infected. A person's economic 
condition and financial resources may be considered in admission criteria, but economic 
condition will not affect the services once an individual is admitted. 

By signing this document, Client acknowledges that she/he understands the 
policy contained herein, and that if at any time there are questions, Client may 
return to a Texas Psychiatry Associates office manager for an explanation. 

(Please Initial). Consent for treatment is made with informed consent, 
and as such, consent may be revoked, and services discontinued at any time. 

By signing below, Client acknowledges she/he has read the above 
information and fully understands its contents. 

Patient Printed Name Date 

Patient Signature or Authorized Signature Date 



3417 Spectrum Blvd., Ste 200, Richardson, TX 75082 
Phone: (972) 478-0322 / (817) 684-2710, Fax: (972) 907-1187, 

Email:richardson@texaspsych.com 

 

Client Bill of Rights 
As a client receiving services from Texas Psychiatry Associates, P.A., your Client Bill of Rights will include 
the following: 
1. You have the right to humane environment that provides reasonable protection from harm and appropriate privacy for

your personal needs.
2. You have the to be free from abuse, neglect and exploitation.
3. You have the right to be treated with dignity and respect.
4. You have the right to appropriate services in the least restrictive setting available that meets your needs.
5. You have the right to be told about the program’s rules and regulations before you are admitted.
6. You have the right to be told before admission:

• the condition to be treated

• the proposed treatment

• the risks, benefits, and side effects of all proposed treatment and medication

• other available treatments and which ones, if any, might be appropriate for you
• the expected length of treatment

7. You have the right to accept or refuse treatment after receiving this explanation.
If you agree to treatment or medication, you have the right to change your mind at any time unless restricted by law.
8. You have the right to a treatment plan designed to meet your needs and have you the right to take part in developing

that plan.
9. You have the right to meet with staff to review and update the plan on a regular basis.
10. You have the right to refuse to take part in research without affecting your regular care.
11. You have the right not to receive unnecessary or excessive medication.
12. You have the right to have information about you kept private and to be told about the times when the information was

released without your permission.
13. You have the right to be told in advanced of all estimated charges and any limitations on the length of services the

facility is aware of.
14. You have the right to receive and explanation of your treatment or your rights if you have questions while you are

receiving services.
15. You have the right to make a complaint and receive fair response from the staff within a reasonable amount of time.
16. You have the right to complain directly to the Texas Commission on Alcohol and Drug Abuse at any reasonable time.

Department of Investigations 
Texas Department of State and Health Services 

Substance Abuse Services 
PO Box 149347 

Austin, TX 78714 
1-800-832-9623

17. You have a right to get a copy of these rights before you receive services, including the Commission’s address and
phone number.

18. You have the right to have your rights explained to you in simple terms before receiving services.

I (we) have received from Texas Psychiatry Associates staff a clear explanation of my (our) rights in
simplest terms. I (we) acknowledge a clear understanding of my (our) rights.

_ 
Patient Signature Date 

Patient Signature Date 
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Informed Consent for Telemedicine Services 

PATIENT NAME: LOCATION OF PATIENT: 

PATIENT DATE OF BIRTH:   

PSYCHIATRIST/COUNSELOR NAME: LOCATION: 

Telemedicine involves the use of electronic communications to enable health care providers at different 
locations to share individual patient medical information for the purpose of improving patient care. 
Providers may include primary care practitioners, specialists, and/or subspecialists. The information 
may be used for diagnosis, therapy, follow-up and/or education, and may include any of the following: 

• Patient medical records

• Medical images

• Live two-way audio and video

• Output data from medical devices and sound and video files

Electronic systems used will incorporate network and software security protocols to protect the confidentiality of 

patient identification and imaging data and will include measures to safeguard the data and to ensure its integrity 

against intentional or unintentional corruption. 

Expected Benefits: 

• Improved access to medical care by enabling a patient to remain in his/her psychiatrist's office (or at a

remote site) while the physician obtains test results and consults from healthcare practitioners at

distant/other sites.

• More efficient medical evaluation and management.

• Obtaining expertise of a distant specialist.

Possible Risks: As with any medical procedure, there are potential risks associated with the use of telemedicine. 

These risks include, but may not be limited to: 

• In rare cases, information transmitted may not be sufficient (e.g., poor resolution of images) to allow

for appropriate medical decision making by the physician and consultant(s).

• Delays in medical evaluation and treatment could occur due to deficiencies or failures of the

equipment.

• In very rare instances, security protocols could fail, causing a breach of privacy of personal medical

information.

• In rare cases, a lack of access to complete medical records may result in adverse drug interactions or

allergic reactions or other judgment errors.
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Informed Consent for Telemedicine Services 

By signing this form, I understand the following: 

1. I understand that the laws that protect privacy and the confidentiality of medical information also

apply to telemedicine, and that no information obtained in the use of telemedicine which identifies

me will be disclosed to researchers or other entities without my consent.

2. I understand that I have the right to withhold or withdraw my consent to the use of telemedicine in

the course of my care at any time, without affecting my right to future care or treatment.

3. I understand that I have the right to inspect all information obtained and recorded during a

telemedicine interaction and may receive copies of this information for a reasonable fee.

4. I understand that a variety of alternative methods of medical care may be available to me, and that I

may choose one or more of these at any time. My provider has explained the alternatives to my

satisfaction.

5. I understand that telemedicine may involve electronic communication of my personal medical

information to other medical practitioners who may be in other areas, including out of state.

6. I understand that it is my duty to inform my provider of electronic interactions regarding my care

that I may have with other healthcare providers.

7. I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but

that no results can be guaranteed or assured.

I have read and understand the information provided above regarding telemedicine, have discussed it with my 

physician or such assistants as may be designated, and all of my questions have been answered to my 

satisfaction. I hereby give my informed consent for the use of telemedicine in my medical care. 

I hereby authorize (name of psychiatrist or counselor) to use 

Date: 

telemedicine in the course of my diagnosis and treatment. 

Signature of Patient (or person authorized to sign for patient): 

Date:   

If authorized signer, relationship to patient: 

I have been offered a copy of this consent form. (Patient Initials) 
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Printed Name: DOB: 

Chief Complaint or Reason for Visit: 

Past Medical/Surgical History: Please list any ongoing medical conditions: 

Patient’s Past Psychiatric History: 

Psychiatric Hospitalizations: 

 List all medications you are currently taking (Please include dosage if known): 
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Please check any psychotropic medications the patient has taken and indicate if they 
were helpful or not and when you stopped: 
Mood Stabilizers Helpful Not Helpful Side Effects 
Geodon/Ziprasidone 
Aripiprazole/Abilify 
Depakote/Valproic Acid 
Risperidone/Risperdal 
Quetiapine/Seroquel 
Lithium/Lithobid 
Tegretol/Carbamazepine 
Haloperidol/Haldol 
Lamictal/Lamotrigine 
Topamax (topiramate) 
Neurontin (gabapentin) 
Others: 

Stimulants 
Ritalin/methylphenidate 
Adderall/amphetamine and 
dextroamphetamine  
Concert/Methylphenidate 
Vyvanse/Lisdexamfetamine 
Atomoxetine/Strattera 
Others: 
Anti-Depressants 
Trazadone 
Zoloft/Sertraline 
Prozac/Fluoxetine 
Cymbalta/ Duloxetine 
Celexa/Citalopram 
Lexapro/Escitalopram 
Venlafaxine/Effexor 
Wellbutrin/Buproprion 
Luvox/Fluvoxamine 
Others: 

 Anti-anxiety 

 Alprazolam/Xanax 
 Clonazepam/Klonopin 
 Diazepam/Valium 
 Lorazepam/Ativan 
 Buspar/Buspirone 
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    Presenting Information: (What are the main problems that brought you to the doctor?) 

When did problems begin? 

Current Symptoms: 

   Physical Symptoms: Circle any that were a problem for you in the last month: 

Headaches 
Muscle Tension 
Numbness 
Chest Pains 
Sweating 
Shortness of Breath 
Dizziness 
Sexual Problems 
Tics/Twitches 

  Drug/Food Allergies: 

  Family Psychiatric History: 

Skin Problems 
Rapid Heart-Beating 
Trembling/Shaking 
Heart Pounding 
Diarrhea 
Fatigue 
Fainting 

Nausea 
Choking Sensations 
Mouth Muscle/Joint Pain 
Muscle Spasms 
Vision Changes 
Blackouts 
Chills/Hot Flashes 
Stomach-Ache 
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Please list any previous psychiatrist, psychologist, or therapist you have seen: 
Name Title: Psychiatrist, 

therapist or 
psychologist  

Date/Year 
Seen: 

Diagnosis Meds prescribed 

 Social History: 

Marital History:  

Siblings:   

Living Situation: 

Describe Any Abuse: 

Physical:   

Emotional:   

Sexual:   

Substance Abuse: 

Alcohol:   

Tobacco:   

Drug Use:  _______________________________________________________________



 

have let yourself or your family down

newspaper or watching television

P A T I E N T  H E A L T H  Q U E S T I O N N A I R E -  9 
( P H Q - 9 )

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep, or sleeping too much

4. Feeling tired or having little energy 

5. Poor appetite or overeating

P a t i e n t  N a m e :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ D a t e :  _ _ _ _ _ _ _ _ _

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
(Use “✔” to indicate your answer) Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

6. Feeling bad about yourself — or that you are a failure or 0 1 2 3 

7. Trouble concentrating on things, such as reading the 0 1 2 3 

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless
that you have been moving around a lot more than usual

0 1 2 3 

FOR OFFICE CODING _    + + + 
=Total Score: 

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult 
at all 

Somewhat 
difficult 

Very 
difficult 

Extremely 
difficult 

0-4 points equals: “normal” or minimal depression; 5-9 points equals: mild depression;
10-14 points equals: moderate depression; 15-19 points equals moderately severe depression;
20+ points equal severe depression.

9. Thoughts that you would be better off dead or of hurting
yourself in some way
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If you checked any problems, how difficult have they made it for you to do your work, take care of 
things at home, or get along with other people? 

Not difficult at all Somewhat difficult Very difficult Extremely difficult 

NAME: Gad-7 Anxiety Date: 

Column Totals + + + = 

Total Score_ 

Scoring GAD-7 Anxiety Severity 

This is calculated by assigning scores of 0-3 to the response categories, respectively, and not at all or 
several of days, more than half of the days and nearly every day GAD-7 total score for the seven ranges 
from 0-21. 

0-4: Minimal Anxiety
5-9: Mild Anxiety
10-14: Moderate Anxiety
15-21: Severe Anxiety

7. Feeing afraid, as if something awful might happen

6. Becoming easily annoyed or irritable

5. Being so restless that it is hard to sit still

4. Trouble relaxing

3. Worrying too much about different things

2. Not being able to stop or control worrying

1. Feeling nervous, anxious, or on the edge

Nearly 
Every 
day 

More 
Than half 
The Days 

Several 
days 

Not 
At all 

Over the last two weeks, how often have you been bothered by the 
Following problems? 
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Adult Rating Scale 

Name: Date: _ 

Please answer the questions 1-18 using: 

A= MOST OF THE TIME B= OFTEN C= OCCASIONALLY D= RARELY E= NEVER 

Patient Question Patient Response Interview Comments 
INATTENTION 

1.How often do you have trouble wrapping up the final details
of a project, once the challenging parts have been done?
2.How often do you have difficulty getting things in order when
you have to a task that requires organization?
3. How often do you have problems remembering appoint- 
ments or obligations?
4. When you have a task that requires a lot of thought how
often do you avoid or delay getting started?

5.How often do you fidget and squirm with your hands or feet
when you to sit down for a long time?
6.How often do you feel overly active and compelled to do
things like you were driven by a motor?
7. How often do you make careless mistakes when you must
work on a boring or difficult project?
8. How often do you have difficulty concentrating on what peo- 
ple say to you, even when they are speaking to you directly?
9. How often do you have difficulty keeping your attention when
you are doing boring or repetitive work?

HYPERACTIVITY 
10. How often do you misplace or have difficulty finding things
at home or work?
11. How often are you distracted by activity or noise around
you?
12. How often do you have to leave your seat in meetings or
other situations in which you are expected to remain seated?
13. How often do you feel restless or fidgety?
14. How often do you have difficulty unwinding and relaxing
when you have time to yourself
15. How often do you find yourself talking too much when you
are in social situations?

IMPULSIVITY 
16. When you’re in a conversation, how often do you find your- 
self finishing the sentences of the people you are talking to,
before they can finish themselves?
17. How often do you have difficulty waiting your turn when
taking your turn is required?
19. How long do you interrupt other when they are busy?
RATING CALCULATION 
ASRS RESULT 
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