David W. McMillan, Ph.D.
Confidential Information - Youth
 (Please Print)
Name








SS#


 Date_________             
first

middle or maiden

last

Age
 
Date of Birth


Sex:  Male
Female
Home phone


             
Home Address












             
street





city


state

zip

Mother’s name







 Legal custody of youth?  Yes
 No

first

middle or maiden

last
Mother’s address












             
street





city


state

zip
Mother’s occupation





 Employer




             
Mother’s home phone





 Mother’s work phone



             
Father’s name







 Legal custody of youth?  Yes
 No

Father’s address












             
street





city


state

zip
Father’s occupation





 Employer




             
Father’s home phone





 Father’s work phone



             
Name of other legal guardian






 Work phone


             
Guardian’s address







 Home phone


             
Guardian’s relationship to youth










             
Youth’s Immediate Family (for younger children, include all persons other than parents living with the child)
Name


Relationship

Age

Occupation/Grade
Residence
Youth’s school








 Teacher


             
Grade


 Special classes









             
Please complete the following medical information:
Family physician:




 Date of youth’s last medical examination


             
If youth is currently under the care of a physician for a continuing Health Problem, please give the physician’s name and phone number:

Do youth take regular medications?  If so, what?
Name of medication


Dose



Frequency
Does youth smoke?

Yes

No
If so, how much?



 How long?
             
Previous Mental Health Services:
Type of Services



Provider





Dates of Service
Current or expected legal involvement?
Yes

No
If yes, please explain:

Referred by:






 Relationship




             
Person to notify in case of emergency:






 Relationship

             
Address:









 Phone:
_________

       
street




city

state

zip
home

work

Financially responsible party:
Self 

Other 

If self, give billing address below:

Please provide the following information about the Financially Responsible Person, If it is not the patient:
Name:








 Age

 SS#


             
Relationship to patient:




 Home phone:


 Work phone:

             
Employer:






 Occupation:




             
Billing Address:












             

Appointments:
I typically schedule my own appointments for my patients but sometimes the clerical staff will do so when appointment changes come to pass.  

Since patients are seen by appointment only (unless an emergency situation dictates otherwise), the appointment time given is reserved for you.  Please give at least twenty-four (24) hours notice if you must cancel your reserved time.  Sometimes illnesses and emergencies happen which prevent you from keeping your reserved time, and I do not charge a fee for these infrequent occurrences.  In the absence of such circumstances, you will be charged your usual fee for appointments not cancelled twenty-four hours prior to the time.  Please understand that insurance companies cannot be charged for missed appointments and you are fully responsible for any charge due to a missed appointment.
Emergencies and Telephone Calls:

While you will be seen at a reserved time, which fits your schedule demands and my availability, there may arise occasions where you need to talk to me between appointments.   Should you need to talk to me between appointments and you call during normal office hours, I will return your call as promptly as I can.  However, I am often unavailable for emergencies. If you are in a crisis and you require an immediate response or a response before I can get back to you, call 911 or call the Crisis Center at 244-7444 or go to the nearest emergency room. I do not carry a pager and my practice is not organized to work with patients who often expect to be in crisis.

Fees and Payments:
My fee is $165.00 for individual and $175.00 for family per a 50 minute appointment. Full payment is expected at time of service. Although we are not in-network with any insurance company we will file third party insurance forms for you, if you so desire. If your insurance requires pre-authorization please understand that it is your responsibility to obtain such authorization. Special fee structures for certain specified tasks such as psychological testing, consulting, or court-ordered appearances will be discussed with you and agreed upon before any actions are taken.  While Tennessee law permits minors sixteen years and older to consent to mental health care without parental consent, I do not treat minors without parental permission/authorization.

In filing your insurance claim for you, it is understood that you are granting me permission to reveal confidential information, such as the dates you are seen, the length of the appointment, and your diagnosis.  This type of information is required by your carrier if you want insurance to pay your claim.  Additionally, nearly all companies now require further utilization review and participation with outcome and quality measures.  Unless your care is very, very brief, it is highly likely I will be forced to submit a more extensive report documenting the clinical and medical necessity for your care, as well a revealing some of the details of your care to date, if further sessions are going to be authorized by your carrier.  Many carriers will require auditing/review of your records for every visit here.  Nearly all companies require participation in outcome and quality care studies such as patient satisfaction surveys.  If your carrier requires such activities in order for you to use your insurance, I will comply with those requirements if you want me to.  My responsibility is to inform you about the compromising of your confidentiality and privacy when complying with such requirements.  The compromising of your confidentiality is standard in today’s marketplace whenever one elects to use third party insurance coverage for services rendered.  Fortunately, the newly enacted HIPAA regulations do provide you an increased degree of privacy and confidentiality regarding your protected health information.  Payors of care can no longer make full release of all of your entire mental health record a condition for payment of your claims.  Instead, I will be able to limit release of your mental health record to only your designated mental health record set and not my psychotherapy notes of our sessions together.  As explained in my Notification of Patient Rights Document given to you, the designated mental health record is limited to the following information: billing information, paperwork you completed today, a summary of your initial visit today, your mental status examination, your comprehensive treatment plan, progress notes, any reports or clinical summaries, any correspondence with outside parties you authorized me to release, and any utilization review reports which have occurred regarding your care.  Psychologists have a strong privileged communication law in our state which carries the same legal status as that of attorney-client.  What you talk about in your established relationship with me  is protected by privileged communication laws and confidentiality principles, with the exception of certain specific actions (i.e., clear and imminent danger to self and/or others, suspected child abuse, worker’s compensation related cases, if your psychiatric or psychological health becomes an issue in a lawsuit, whatever information is shared in utilization review reports for authorization of care, compliance with chart audits by your insurance carrier).  With these exceptions, unless you specifically sign a release of information authorizing me to talk to someone, all communications here are kept private, confidential, and privileged (i.e., if someone calls here asking for you, my staff will not acknowledge even knowing you unless you tell us otherwise).  We strive to maintain the sacredness and privacy of your confidential communications with us.

Your Informed Consent to Care:
I have provided this information to you in the hope of fully informing you about the policies of my office and some of the parameters of care you will receive here, such as the importance of confidentiality.  Psychiatric and psychological care, like other things in life, offer no absolute guarantee of success and there are limitations to any form of care offered a patient.  Since such limitations are always a function of the particular problem in question, I invite you to discuss your treatment plan with me.  After we have met to discuss your concerns, I will construct an individualized treatment plan and share it with you so that you and I have our plan for what problems we are going to solve and how.  

Please feel free to discuss any of these matters with me in more detail.  By signing below, you acknowledge having read, understood, and agreeing to these policies and procedures.  Your signature acknowledges your informed consent for care.


 Signature of adult patient or parent/legal guardian of



        Date

         patient less than 18 years of age


Witness

