ADOLESCENT FORM

FOCUS MENTAL HEALTH SOLUTIONS, PLLC
660 S. Green Valley Parkway, Suite 140 Henderson NV, 89052
8950 W. Tropicana Avenue, Suite 1 Las Vegas NV, 89147
Office: 702-790-2701 Fax: 702-790-2706

Thank you for scheduling an appointment with our clinic.

IMPORTANT DISCLOSURE'’S

Please read this document in its entirety.

If you are unable to make a scheduled appointment, please be sure to contact us the day
prior to cancel or reschedule. Failure to do so can result in not being able to reschedule
with our office.

If you arrive late for your appointment via tele or in person, it is not a guarantee you will
be seen and will result in a no-show fee and reschedule.

If you are scheduled for a virtual visit, you must be in a safe, private location when
speaking with your provider. If you are in public or for example in a moving vehicle even
if you are not the driver the appointment will be ended immediately and you will need to
reschedule your appointment.

If you are the legal parent/guardian of a minor patient (under the age of 18) that will be
seen at Focus Mental Health Solutions, you and the patient must be present during every
in-person and virtual visit and it cannot be done in separate locations at one time. If both
the legal parent/guardian and the patient are not present, the appointment will be canceled
and there will be a $75.00 fee for a missed appointment.

It is the responsibility of the patient to inform our office of any changes such as insurance
changes and contact information etc.



FOCUS MENTAL HEALTH SOLUTIONS, PLLC
660 5. Green Valley Parkway, Suite 140 Henderson NV, 83052
8950 V. Tropicana Avenue, Suite 1 Las Vegas NV, 89147
Office: 702-790-2701 Fax: 702-790-2706
4l highlighted fields are required)

ADOLESCENT NEW PATIENT / UPDATE FORM

Datg:
Full Patient Name: DOB: ____Social Security #
lAddress: City: State: E
Home #: Celll:

Check Appropriate Description:
Gender: Male / Female / Decline to Specify Ethmicity: Hispanic / Non-Hispanic / Decline to Specify

Race: White/ African American / Asian / Pacific Islander / Other / Decline to Specify

PARENT/ LEGAL GUARDIAN INFORMATION:

Name? Phone number;: __Relationship:
Name: Phone number: Eelationshia:

Emergency Contact (In case of an emergency or if unable to contact you, whom may we notify or leave a message with)

Name: Relationship: Phoné:
INSURANCE:

Primary Policy

Name of policy holdes: DOB: Social Security #]
Address if different from patient:

Insurance Company; Policy ID #:] Effect. Date:
Secondary Policy

Name of policy holder: DOB: Social Security #
Address if different from patient:

Insurance Company: Policy ID #: Effect. Date:
PERSON TO BE BILLED:

Responsible Party Name: Relationship to Patient: Phone:
Address: City: State: Zip:

Signature of Responsible Party:

Pharmacy:
ame:

Addresg: Phone:




ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

Patient Namé: DOB:

By signing below, I hereby acknowledge receipt of Focus Mental Health Solutions, PLLC’s Notice of
Privacy Practices and consent to the uses and disclosures described in the Notice of Privacy Practices.

ate:

Signature of Parent/Legal Guardian/Legal or Personal Representative

{Please Indicate your legal authority to act for this patient)

AUTHORIZED PERSONS TO ACCESS MY INFORMATION:

Name Relationship Phone Number
1.
2.
3.
4.
5.
Date:

Signature of Parent/Legal Guardian/Legal or Personal Representative




CONSENT FOR RELEASE AND USE OF CONFIDENTIAL INFORMATION
AND RECEIPT OF NOTICE OF PRIVACY PRACTICES

L , (Name of Parent, Legal Guardian, Legal or Personal Representative), herby
give my consent to Focus Mental Health Solutions. PLLC to use or disclose for the purpose of carrying out treatment,
payment or healthcare operations, basic information contained in patient record of patient indicated above.

I understand that by law and professional ethics, what is shared in psychotherapy remains confidential unless permission
has been given to share it, or except as the law of my managed care company requires.

I consent a release of basic identifying information and the amount of the unpaid balance to a collection service.or an
attorney for purposes of collecting a debt if this becomes necessary.

I understand and consent to the release of information about my condition and care {including access to my chart) to the
managed care company for their review for purposes of payment or quality assessment, If seeing a therapist opposed to a
Psychiatrist, I understand that some insurance companies require therapists be supervised by a psychiatrist. I understand
the supervision will involve a review of the treatment plan and confidential discussion of my progress.

I understand and consent to the release of information about my condition and care (including access to my chart) to all
the providers, both doctors and therapists, of Focus Mental Health Sclutions. I understand that they provide on-call
coverage for each other as well as for continuity of care should I see multiple providers within Focus Mental Health
Solutions, PLLC’s,

I acknowledge receipt of Focus Mental Health Solutions, PLLC’s Notice of Privacy Practices and consent to the uses and
disclosures therein.

I understand that Focus Mental Health Solutions reserves the right to change the privacy practices described and that a
copy of any revised notice will be made available to me at my next visit.

I understand that this consent is valid until it is revoked by me. I understand that I may revoke this consent by giving
written notice of my desire to do so to my provider. I also understand that I would not be able to revoke this consent in
cases where the provider has relied on it to disclose my health information.

CONSENT FOR TREATMENT AND FINANCIAL POLICY

TREATMENT: You and your clinician will work together to identify treatment goals and options. The length of time
in treatment you will receive will vary according to individual needs and will be discussed throughout the course of your
care. You are encouraged to talk as openly as possible about problems you are experiencing so that your clinician can
better assist you in treatment planning. Your clinician will inform you about treatment options and will include potential
benefits and risks associated with those options. You do have rights to refuse treatment. As mental health treatment is an
exact science, no guarantees-can be made as to the success of such treatment.

PAYMENT POLICIES: We accept cash, personal checks, and most major credit cards. Payment of copays,
deductibles and self-pay rates are due at the time of service.

Focus Menta! Health Solutions, PLLC schedules appointments by a block of time for each patient. If you are unable to
attend your scheduled appointment, please notify staff 24 hours prior to our scheduled time.

As insurance is-a contract between you and your carrier, you are ultimately responsible for payment of all charges. You
must provide proof insurance at the time-of your initial visit and are responsible for providing the office with changes in
insurance coverage. Failure to do so may result in denial of your claim. As a matter of courtesy to our patients, we will
submit charges to your insurance company. Any amount that your insurance company will not be paying such as copays,
coinsurances and deductibles are due at the time the service is rendered. If your insurance company has not paid within
sixty days or denies coverage, the balance will be billed to you for immediate payment. If you do not have insurance,
payment in full is required at the time of service.

Some managed -care companies require the patient to get prior approval and an authorization for their visit. If you fail to
get necessary prior approval for your visit, payment in full is required at the time of service.



Ifa patient’s bill remains unpaid, Focus Mental Health Solutions, PLLC reserves the right to provide your name, basic
identifying information and the amount of the unpaid balance to a collection service or an attorney.

ASSIGNMENT OF BENEFITS: Insurance Authorization/Release: By signature below, I hereby authorize Focus
Mental Health Solutions, PLLC to release any and all information necessary concerning my diagnosis and treatment for
the purpose of securing payment from my insurance company; to pursue rightful collection of monies owed by my
insurance company and services rendered until the companies responsibility has been satisfied or all appeal efforts have
been exhausted and thereby authorize payment of the insurance benefits directly to Focus Mental Health Solutions, PLLC
for any .and all services rendered.

MEDICARE AUTHORIZATION/RELEASE: By signature below, I request that payment of authorized Medicare
benefits be made on my behalf to Focus Mental Health Solutions, PLLC for any and all services rendered to me by their
providers. I hereby authorize any holder of medical information about me to be released to the Centers for Medicare and
Medicaid Services and its agents to any information needed to determine these benefits or the benefits payable for related
services. -

My signature below indicated that I have read and understand the foregoing information relative to my responsibility for
the services provided as well as authorizing the release of medical information as required to process claims and benefits
to which I am entitled.

ate:

Sigrature of Parent/Legal Guardian/Legal or Personal Represéntative




AUTHORIZATION FOR APPOINTMENT REMINDER / INFORMATION SERVICE

Patient Name: DOB!
*Address:

I hereby authorize Focus Mental Health Solutions, PLLC, to contact me in order to remind me of upcoming
appointments and inform me of any pertinent information surrounding my appointment.

0 [Telephone:

If the above number/address changes, I understand that it is my responsibility to contact Focus Mental Health
Solutions to change my information so it does not get delivered to an unauthorized party.

Focus Mental Health Solutions, PLLC schedules appointments by a block of time for each patient. If you are
unable to attend your scheduled appointment, please contact our office 24 hours prior to the appointment. Please
allow for ample time for visits with your provider in the event a situation arises that causes your appointment to
be pushed back due to unforeseen circumstances.

I understand that only information regarding my appointments and pertinent information will be delivered and
that my information will not be given to a third party.

Date:

Signature of Parent/Legal Guardian/Legal or Personal Representative




AUTHORIZATION FOR RELEASE OF INFORMATION

{Use this form if vou wish for us to request/release records or for anyone you wish to have access to selected information)

Full Patient Name: DOB:

Address: City: State: Zip:

1 (WE) Hereby authorize Focus Mental Health Solutions, PLL.C Phone: 702-790-2701 Fax: 702-790-2706

To: Release Exchange Receive records or information as requested below
Agency/Person: Phone #: Fax#:
Address: _ City: _ State: Zip:

Nature of Information to be disclosed: (Please check all that apply)

 Initial Psychiatric History/ Evaluation Lab/X-Ray/ Test results

Progress Notes Financial Information

Psychological Reports/Evaluations Consultations

Complete Medical Record Contact/Discuss Treatment and Progress
Other _ All Information

For Purpose of: (Please check all that apply)

Continuing (mental health/ alcohol and drug abuse) treatment, care and continuity of care
Billing and Payment related matters Therapist Transition
Legal Other

This consent is valid for one year from date signed (unless otherwise specified). Other date:
I understand that I may revoke this authorization by notifying Focus Mental Health Solutions, PLLC 660 S. Green
Valley Parkway, Suite 140 Henderson, NV 89052 in writing of my desire to revoke release prior to its expiration except
to the extent that action has already been taken by Focus Mental Health Solutions in reliance on consent.

I understand that Focus Mental Health Solutions may not condition treatment or quality of care upon completion of this
form. I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this
authorization which will prevent disclosure of information.

I understand that Focus Mental Health Solutions may, directly or indirectly, receive renumeration from another party in
connection with the use or release of disclosed health information. I understand that I will be charged for review and
copying of records.

I understand that the information disclosed may be subject to re-disclosure by the person(s) receiving it and will no longer
be protected by the federal privacy regulations.

I have read and understand the terms of this authorization and release and have had an opportunity to ask questions about
the use and disclosure of my health information. By signature, I knowingly and voluntarily authorize Focus Mental Health
Solutions to use or disclose my health information in the manner described .above.

/ /
Signature of Parent/Legal Guardian Date Signature of STAFF MEMBER Date

NOTICE TO PATIENT AND RECEIVING AGENCY:
Under the provisions of the Mental Health and Developmental Disabilities Confidentiality Act and applicable Federal and
State Alcohol Substance Abuse Confidentiality Acts, there may not be disclosure of any of the information provided
pursuant to this release unless the patient and/or parent of the patient specifically authorizes such disclosure.



OFFICE POLICIES

Medication Refills:

Initial: + It is your responsibility to notify the office in a timely manner when refills are necessary. Approval of your refill
may take up to seven (7) business days so please be courteous and do not wait to call If you use a mail order pharmacy, please
contact us fourteen (14) days before your medication is due to run out.

Initial: » Medication refills will only be addressed during these business hours (Monday-Thursday 8am-4:30pm). Please
notify your provider on the next business day if you find yourself out of medication after hours.

i nitial: __*Refills can only be authorized on medication prescribed by providers from our office. We will not refill
medications prescribed by other providers.

Iuitiai: « Some medications require prior authorization. Depending on your insurance this process may involve several steps
by both your pharmacy and your provider. The providers and pharmacies are familiar with this process and will handle the prior
authorization as quickly as possible, this process can take up to 7-10 business days. Neither the pharmacy nor the provider can
guarantee that your insurance company will approve the medication.

i‘ nitial: * It is important to keep your scheduled appeintment to ensure that you receive timely refills. All prescriptions
require a follow up appointment every 3 to 6 months.

Form Fess:

: » Our office requires a $50.00 form fee for any documents or forms filled out by our providers excluding some

insurances plans that already coveér this service. Please ask a staff member for more information.

Adolescent Appointments:

i nitial: » If you are the legal parent/guardian of a minor patient (under the age of 18) seen at Focus Mental Health
Solutions, you and the patient must be present during every in person and virtval visit and it cannot be done in separate locations at
ene time. If both the legal parent/guardian and the patient are not present, the appointment will be canceled and there will be a
$75.00 fee for a missed appointment.

Missed Appointments:

lnitiai: * Our office requires a 24-hour cancelation or reschedule notice. Our office reserves the right to charge a $75.00
penalty fee for any late cancelations or missed appointments which is not covered by insurance. In the event that any patient has
three (3) or more late cancelations, late reschedules, or missed appointments within a calendar year, our office shall have the
absolute right to discharge such patient.

Late Arrivals:

Znitiai: * If you are late for your appointment, there is not a guarantee that you will be seen and will result in a no-show fee
and reschedule.

Discharge Policy:

Initial: = Our office reserves the right to discharge any patient from our practice for failure to abide by our Office Policies,
Financial Policy, or any of the following: irreconcilable personality conflicts; habitual verbalization of dissatisfaction with our
Office Policies; abusive language or behavior directed towards staff; disruptive behavior that interferes with our practice or other
patients; destructive behavior that damages office property; use of profanity towards staff, providers or other patients of the
practice; habitual disregard of a provider’s plan of care and/or treatment plan; habitual failure to return emails or phone calls, or
otherwise making it difficult to communicate about your health and well-being; misuse, or the suspicion of misuse, of prescription
medication; and engaging in and/or attempting to commit insurance fraud. All patient discharges are considered with great care, we
do not make these decisions lightly. If you are discharged from the practice, you will be notified in writing via certified mail to the
address on file with the office. To ensure continuity of care and to afford the discharged patient with ample time to arrange for a
new psychiatrist, our office will ensure that the discharged patient has a 45-day supply of his/her current medications and the



practice will remain available to provide psychiatric treatment to the discharged patient, on an emergency basis only, during the 45-
day window after notice of discharge.

Patient Code of Conduct:

i nitiai: » To provide a safe and healthy environment for staff, visitors, patients and their families, our office expects
visitors, patients and accompanying family members to refrain from unacceptable behaviors that are disruptive or pose a threat to
the rights or safety of other patients, visitors and staff of the practice including, but not limited to-the following: intimidating or
harassing staff or other patients; making threats of violence through phone calls, letters, voicemail, email or other forms of written,
verbal or electronic communication; physical assault or threatening to inflict bodily harm; making verbal threats to harm another
individual or destroy property; damaging office equipment or property; making menacing or derogatory gestures to staff or other
patients; use of profanity towards, staff, providers or other patients; and making racial or cultural slurs or other derogatory remarks
towards staff, providers or other patients. If you are subjected to any of these behaviors or witness inappropriate behavior, please
report the same to the office manager. Any individual’s failure to comply with the office’s Patient Code of Conduct will be subject
to removal from the office and/or discharge from the practice.

OFFICE USE ONLY: / -
Signature of STAFF MEMBER Date




FOCUS MENTAL HEALTH SOLUTIONS, PLLC
PATIENT RIGHTS & RESPONSIBILITIES

(PLEASE RETAIN A COPY FOR YOUR RECORDS)

Patients have the right to be treated with personal dignity and respect.

Patients have the right to care that is considerate and respects member’s personal values and belief system,

Patients have the right to personal privacy and confidentiality of information.

Patients have the right to receive information about managed care company’s services, practitioners, clinical guidelines, and patient rights and responsibilities
Patients have the right to reasonable access to care, regardless of race, religion, gender, sexual orientation, ethnicity, age, or disability.

Patients have the right to participate in an.informed way in the decision-making process regarding their treatment planning.

Patients have the right to discuss with their providers the medically necessary treatment options for their condition regardless of cost or benefit coverage.
Patients have the right of members’ families to participate in-treatment planning as well as the right of members over 12 years old to-participate in such planning.
Patients have the right to individualized treatment, including

Adequate-and humane services regardless of the source(s) of financial support,

Provision of services within the least restrictive environment possible,

An individualized treatment or program plan,

Periodic review of the treatment or program plan, and

An adequate number of competent, qualified, and experienced professional clinical staff to supervise and carry out the treatment or program plan.
Resolving conflict,

Withholding resuscitative services,

Forgoing or withdrawing life-sustaining freatment, and

Participating in investigational studies or clinical trials.

Patients have the right to participate in the consideration of ethical issues that arise in the provision of care and services, including

Patients have the right to designate a surrogate decision-maker if the member is incapable of understanding a proposed treatment or procedure or is unable to communicate his
or her wishes regarding care.

Patients and their families have the right to be informed of their rights in a language they understand

Patients have the right to voice complaints or appeals about managed care company or the care provider.

Patients have the right to make recommendations regarding managed care company rights and responsibilities policies.

Patients have the right to be informed of rules and regulations conceming patients’ conduct.

Patients have the responsibility to give their provider and managed care company information needed in order to receive care.

Patients have the responsibility to follow their agreed upon treatment plan and instructions for care.

Patients have the responsibility to participate, to the degree possible, in understanding their behavioral health problems and developing with the provider mutually agreed upon
treatment goals.

NOTICE OF PRIVACY PRACTICES:
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice deseribes the privacy practices of Focus Mental Health Solutions, PLLC (FMHS) and all business associates with whom we may share your protected health and medical
information,

We understand that your medical or PHI (“protected health information™) is confidential and we are committed to maintaining its privacy. Federal law requires that we provide you
with this Notice of our legal duties and privacy practices with respect to your PHI, We are required to abide by the terms of this Notice when we use or disclose your PHI and are
also required by law to notify you if you are affected by a breach of your secured PHL

HOW WE MAY USE AND DISCLOSE MEMCAL INFORMATION OR PHI ABOUT YOU

Treatment Purposes- Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment
and related services. In addition, we may contact individuals through telephone, mail and email with appointment reminders and may utilize facsimile transmissions for specific
authorizations and prescription refills through pharmacies. We may also disclose your PHI to other providers involved in your treatment. Payment Purposes- We may use and disclose
PHI to obtain payment for the treatment services provided. For example, we send PHI to Medicare, Medicaid, your health insurer, HMO, or other company or program that is to pay
for your health care so they can determine if they should pay the claim. If it becomes necessary to usc collection processes due to lack of payment for services, we will only disclose
the minimum amount of PHI necessary for purposes of collection. Health Care Operations- We may also disclose PHI to other health care providers when such PHI is required for
them to treat you, receive payment for services they render to you, or conduct certain health care operations, such as quality assessment and improvement activities, and peer review.
We may share your PHI with third parties that perform various business activities such as an outside billing company, appointment reminder service or electronic practice management
vendor provided we have a written contract with the business that requires it to safeguard the privacy of your PHI, Disclosure to Family, Close Friends and Other Caregivers-Inan
emergency situation, we may disclose PHI to those involved in a patient’s care when the patient approves or, when the patient is not present or not able to approve, when such disclosure
is deemed appropriate in the professional judgment of the practice or such as necessary. When the patient is not present, we determine whether the law requires the disclosure of the
patient’s PHI, and if so, disclose only the information directly relevant to the person’s involvement with the patient’s health care, Disclosures Required bv Law- As a behavioral
health provider, it is our practice to adhere to more stringent privacy requirements for disclosures without an authorization. However, we may also use or disclose PHI about you
without your prior authorization, subject to certain requirements and as required by law. Public Safety- We may disclose your PHI if necessary, to prevent or lessen a serious and
imminent threat to the health or safety of a person or the public. If PHE is disclosed for this reason, it will be disclosed to a person or persons reasonably able to prevent or lessen the
threat, including the target of the threat. We may disclose PHI to a state or local agency that is authorized by law to receive reports of abuse or neglect. Public Health- If required, we
may use or disclose your PHI for mandatory public health activities to a public health authority authorized by law to collect or receive such information for the purpose of preventing
or controlling disease, injury, or disability, or if directed by a public health authority, to a government agency that is collaborating with that public health authority, Health Oversight
Activities- We may use and disclose your PHI to state agencies and federal government authorities when required and as authorized by law, such as audits, investigations, and
inspections. Oversight agencies seeking this information include government agencies and organizations that provide financial assistance to the program (such as third-party payors
based on your prior consent) and peer review organizations performing utilization and quality control. We may use and disclose your PHI in order to assist others in determining your
eligibility for public benefit programs and to coordinate delivery of those programs. Judicial and Administrative Proceedings- We may use and disclose your PHI in judicial and
administrative proceedings such as pursuant to a subpoena, court order, adminisirative order or similar process, Efforts may be made to contact you prior to 2 disclosure of your PHI
to the party seeking the information, Law Enforcement- We may use or disclose PHI to law enforcement to locate someone who is missing, to identify a crime victim, to report a
deatly, to report criminal activity at our offices, or in an emergency. Specialized Government Functions- We may review requests from US military command authorities if you have



served as a member of the armed forces, authorized officials for national security and intelligence reasons and to the Dept of State for medical suitability determinations, and disclose
your PHI based on your written consent, mandatory disclosure laws and the need to prevent serious harm. Work-Related Injuries- We may use or disclose PHI to an employer to
evaluate work-related injuries. Medical Emergencies-We may use or disclose your PHI in a medical emergency situation to medical personnel only in order to prevent serious harm
or to provide treatment in an emergency situation. Our staff will try to provide you a copy of this notice as soon as reasonably practicable after the resolution of the emergency.
Deceased Patients- We may disclose PHI regarding deceased patients as mandated by state law, or to a family member or friend that was involved in your ¢are or payment for care
prior to death, based on your prior consent. A release of information regarding deceased patients may be limited to an executor or administrator of a deceased person’s estate or the
person identified as next-of-kin. PHI of persons that have been deceased for more than fifty (50) years is not protected under HIPAA. Uses and Disclosures Required by Law— DO
NOT APPLY TO PRACTICE. We may disclose information as required by law for the following purposes although generally these do not apply to AIMH: marketing and research
studies; fundraising; coroner or medical examiner and funeral directors for death certificate; disclosures to facilitate organ, eye and tissue donations.

USES AND DISCLOSURES REQUIRING YOUR WRITTEN AUTHORIZATION

_For any purpose other than the ones described above, we will only use or disclose your PHI when you give us your written authorization. For instance, we will obtain your written
authorization before we send your PHI to your employer or health plan sponsor, for underwriting and related purposes for a life insurance company or to the attomey representing the
other party in litigation in which you are involved. Highly Confidential Information- Federal and Illinois Jaw requires special privacy protections for highly confidential
information about you. Highly Confidential Information consists of PHI related to: psychotherapy notes; mental health and developmental disabilities services, alcohol and drug
abuse services; HIV/AIDS testing, diagnosis or treatment; venereal disease(s); genetic testing; child abuse and neglect; domestic abuse of an adult with a disability; or sexual assault.
In order for us to disclose your Highly Confidential Information for a purpose other than those permitted by law, we must obtain your written authorization.

YOUR RIGHTS REGARDING YOUR PHI

Right to Receive an Accounting of Disclosures- You have the right to request an accounting of disclosures that we have made 6f your PHI for purposes other than treatment,
payment; and health care operations, or release made pursuant to your authorization. If you request an accounting more than once during a twelve (12) month period, we will charge
you $25. A request for disclosures must be made in writing to the Privacy Officer. Right to Inspect and Copy Your PHI- You have a right to inspect or get a copy of your medical
record file and billing records maintained by us. In some circumstances, we may deny you access to a portion of your records. If you desire access to your records, submit your
tequest in writing to the Privacy Officer. A reasonable fee, not to exceed limits allowed under Illinois law, will be charged for the copying and mailing. Right to Amend Your,
Records- You have the right to request that we amend PHI maintained in your medical record file or billing records. If you desire to amend your records, please submit your request
in writing to the Privacy Officer. We are not required to apree with your request to amend. Right to Request Restriction of Disclosures- You may submit a request in writing to
the Privacy Officer to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment or health care operations, We are not required to agree to your
request unless the request is to restrict disclosure of PHI to a health plan for purpeses of camrying out payment or health care operations, and the PHI pertains to a health care item or
service that you paid for out of pocket. In that case, we are required to honor your request for a restriction. Right to Receive Confidential Communieations- We accommodate all
reasonable requests to keep communications confidential and to allow you to receive your PHI by altemative means of communication or at alternative locations. A request for
confidential communications must be in writing, must specify an alternative address or other method of contact and must provide information about how payment will be handled.
The request should be submitted to the Privacy Officer. We will determine the reasonableness based on the administrative difficulty of complying with the request. We will reject a
request due to administrative difficulty if no independently verifiable method of communication (such as a mailing address or published telephone number) is provided for
communications; or if the requestor has not provided information as to how payment will be handled. Authorization- We obtain written authorization from a patient or a patient’s
representative for the use or disclosure of PHI for reasons other than treatment, payment or health care operations. We will not, however, get an authorization for the use or
disclosure of PHI specifically allowed under the Privacy Rule in the absence of an authorization. We do not condition treatment of a patient on the signing of an authorization,
except disclosure necessary to determine payment of claim (excluding authorization for use or disclosuré of psychotherapy notes); or provision of health care solely for the purpose
of creating PHI for disclosure to a third party (pre-employment or lift insurance exams). A specific writien authorization is required to disclose or release mental health treatment
notes, alcoholism treatment, drug abuse treatment or HIV/Acquired Immune Deficiency Syndrome (AIDS) information.

Right to Revoke Your Authorization- You have the right to revoke your written authorization, except to the extent that we have taken action in reliance upon it, by submitting your
request in writing to the Privacy Officer. Effective Date and Changes to this Netice- This Notice is effective May 01, 2017. We reserve the right to revise this Notice at any time.
If we change this Notice, we may make the new notice terms effective for all PHI that we maintain, including any information created or received prior to issuing the new Notice.
Any new Notice will be posted in the reception area of Focus Mental Health Solutions, PLLC Breach Notification- If there is a breach of unsecured PHI concerning you, we may be
required to notify you of the breach, including what happened and what you can do to protect yourself.

Right to 3 Capy of this Notice- You have the right to a copy of this Notice which may be obtained by contacting the Privacy Officer. For Further Information or Complaints- If
you have questions, are concerned that your privacy rights have been violated, or disagree with a decision-made about access to your PHI, you may contact our Privacy Officer who
serves as the contact person for all issues related to the Privacy Rule. Complaints must be addressed to the attention of the Privacy Officer at Focus Mental Health Solutions, PLLC
at 660 8. Green Valley Parkoway Suite 140 Henderson NV, §5052; Telephone No. 702-790-2701. Written complaints may also be filed with the Secretary of the U.S. Department of
Health and Human Services at 200 Independence Avenue SW, Washington, D.C: 20201. Complaints must name the practice, describe the acts or omissions that are the subject of
the complaint, and must be filed within 180 days of the time you became aware or should have become aware of the violation. We will not retaliate or take any adverse action against
you if you file a complaint.




FOCUS MENTAL HEALTH SOLUTIONS, PLLC
MENTAL HEALTH INTAKE FORM

SAFETY:

as: Medication name and dosage




i

Past Pszchlatrlc I-Ilstorv

Hlave you ever received psychiatricioutpatient treatment? ' ()Yes () No

If yés, please provide reason, dates treated and by whom.

Have you ever been hospitalized for psychiatric reasons? ( )Yes () No
If yes please provide reason, dates hospitalized and where?

Past Medical History:

Past medical problems, non—psychlatrlc hospltallzatmn, or" surgerxesJ

Have you ever had an EKG? ( ) Yes ( ) No* If yés, when
Was the EKG ( ) normal ( ) abnormal or ( ) unknown?

Date of last physical exam:

During your mother’s pregnancy and birth with you, were there any comphcatnons"

Past Psvchiatric Medications: If you have éver taken any of the following medications, please

indicate the dates, dosage, how helpful they were, and sule-effects (if you can't remember all the details,

just write in what you do-remember).

Antidepressants:
Prozac(fluoxetine)

Zoloft(sertraline)

Luvox(fluvoxamine)

Paxil(paroxetine)

Celexa(citalopram)

Lexapro(escitalopram)

Effexor(venlafaxine)

Cymbalta(duloxetine)

Pristig(desvenlafaxine)

Wellbutrin(bupropion)

Remeron(mirtazapine)

Serzone(nefazodone)

Anafranil(clomipramine)

Pamelor(nortriptyline)

Tofranil(imipramine}

Elavil(amitriptyline)

Trintellix(vortioxetine)

Viibryd(vilazodone)

Other

Mood Stabilizers:
Tegretol (Carbamazepine)

Lithium

Depakote (valproate,valproic
acid)

Lamictal(lamotrigine)

Topamax(topiramate)

Trileptal (oxcarbazepine)

Other




Anti-anxiety medications:
Xanax(alprazolam)

Ativan(lorazepam)

Klonopin(clonazepam)

Valium(diazepam)

Tranxene(clorazepate)

Buspar(buspirone)

Other

Antipsychotics/Mood stabilizers:

Haldol (haloperidol

Prolixin(fluphenazine)

Seroquel(quetiapine)

Zyprexa(olanzapine)

Geodon(ziprasidone)

Invega(paliperidone)

Fanapt(iloperidone)

Saphris(asenapine)

Latuda(lurasidone)

Abilify(aripiprazole)

Clozaril(clozapine)

Risperdal(risperidone)

Vraylar(cariprazine)

Rexulti(brexpiprazole)

Nuplazid(pimavanserin)

Other

Sedative/Hypnotics:
Ambien(zolpidem)

Lunesta(eszopiclone)

Belsomra(suvorexant)

Sonata(zaleplon)

Rozerem(ramelteon)

Restoril(temazepam)

Desyrel(trazodone)

ADHD medications:
Adderall(amphetamine)

Dexedrine(dextroamphetamine)
Concerta(methylphenidate)

Ritalin(methylphenidate)

Focalic(dexmethylphenidate)

Vyvanse(lisdexamfetamine)

Strattera(atomoxetine)

Intuniv(guanfacine)

Kapvay(clonidine)

Other

Women Only:

Are you currently pregnant or think you might be pregnant? ( )Yes ( ) No
Are you planning to get pregnant in the near future? () Yes () No

Birth control method

How many times have you been pregnant?

Date of last menstrual cycle:

How many live births?

Date:

signature of Patient (Legal or Personal Representative)

Date:

Signature of Parent/Guardian/Legal or Personal Representative

(Please Indicate your legal authority to act for this patient)




PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:
Over the last 2 weeks, how often have ybu been
bothered by any of the following problems? :
“'* to indicat Several |Morethan | neaqy
{use o indicate your answer) Not at all e half the
ays every day -
days
1. Little interest or pleasure in doing things 0 1 2 3 '
2. Feeling down, depressed, or hopeless 0 1 2 s
. . - 0 1 2 3
3, Trouble falling or staying asleep, or sleeping too much
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself—or that you are a failure or 0 1 2’ 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 5 3 ,
newspaper or watching television
8. Moving or speaking so slowly that other people could
have noticed. Or the opposite —being so figety or 0 4 5 a
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 1 0 3
hurting yourself i
add columns o : -
- {
(Healthcare professional: For intérpretation of TOTAL, TOTAL: i )
please refer to accompanying scoring card).
10. If you checked off any problems, how difficult Not difficult at all
have these problems made it for you to do Somewhat difficutt
. t hor
your work, take care of things at home, or get Very difficult
along with other people?
Extremely difficult
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