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Wheredidyoufindus?:o Online Ad o Website o Yelp o Other:

LastName: FirstName: Middle Name:

Suffix (Circle): Jr Sr 1l IV DateofBirth: Gender: o Male o Female
Marital Status: o Single o Married o Divorced o Separated oWidowed SSN:

SpouseName: Spouse Number: ( ) -
HomeAddress: City: State: ZipCode:
*Email: Home: ( ) - Mobile:( ) -

*Your email will be used to invite you to access to our Patient Portal.

Race: o Caucasiano African-American o American Indian/Alaskan Native
o Pacificlslander o Asian o Other
Ethnicity:o Hispanic oNon-Hispanic o Unknown Language: o English  Other:
EMERGENCY CONTACT
ContactName: Relationship:
HomePhone:( ) - Mobile: ( ) -

PATIENT STUDENT/ EMPLOYMENT DETAILS

StudentStatus: oFull-Time oPart-Time oNotaStudent SchoolName:

Employment Status: oFull-Time oPart-Time oNotEmployed oSelf-Employed o Military Duty Employer

Name: Work: ( ) -

Address: City: State: Zip:
REFERRAL AND PCP

ReferringPhysician: Number: ( ) -

PCP: Number: ( ) -

LABS AND PHARMACY

Pleasetelluswhichlab companyyounormally use, and yourlocal pharmacyand mail order pharmacy you useto fill your prescriptions:

Lab:o Quest o Labcorp oOnpoint o Any TestNow o Other:

Pharmacy: oCVS oH-E-B o Sam's Club o Target o Walgreens o Walmart Other:

Addressand PhoneNumber: ( ) -

MailOrderPharmacy: ocCVSCaremark oExpressScripts o PrimeMail o Other:

AddressandPhone Number: ( ) -
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Primary Insurance Name: Behavioral Phone Number:

MemberIDNumber: Group Number:

Insurance Claim Address (Back of Card):

PolicyHolder: o Self Other:

PolicyHolderDOB: / / SSN

SecondarylnsuranceName: Behavioral Phone Number:
MemberIDNumber: Group Number:

INSURANCE ASSIGNMENT AND SELF PAY AGREEMENT

| certify that | have insurance coverage with the primary insurance company and the second insurance payer, if

applicable, listed above. | assign directly to Progressive Behavioral Health, PLLC all insurance payments, if any otherwise payable tomeforservices
rendered. lunderstandlamfinanciallyresponsiblefordeductible,co-payments, co-insurance

amounts, non-coveredcharges,andanybalancesnotcoveredunderasignatureforallinsurancesubmissions. Irequest that paymentof
authorized Medicare benefits andifapplicable, Medigap benefits, lunderstand thatitis my responsibility to pay for services rendered at
the time of visit.

FINANCIAL RESPONSIBILITY ACKNOWLEDGMENT

Paymentforservices renderedisthe responsibility of the patient, parent, or guardian. This responsibility obligates youto ensure paymentin full of
yourfees. As a courtesy, we will verify your coverage on your behalf. However, you are ultimately

responsible for the payment of your bill, regardless of insurance coverage. If additional funds are required after the

insurance claimhasbeen processed, any balancewillbe billedtothe patient. Iftheinsurance companyfailstoprocess claims within 45 days fromthe
date of service, the balance due may be collected fromthe patient. Ifinsurance issues arise, itistheresponsibilityofthepatienttocontactthe
insurancecompany,groupplan,administrator,oremployer representative for resolution. A patient'sinsurance policy is acontract betweenthe
patientandthe insurance carrier.

Progressive Behavioral Health, PLLC and its associates are not parties to that contractand cannotactas amediator with the carrier or employer. The
patient willbecome responsible for complete paymentto the provider if coverageis terminated due to lack of premium payment.

Asrequiredbyinsurance mandates, itistheresponsibilityofthe patienttoobtainanynecessaryauthorizationfor medicaltreatments. Ifareferralis
requiredfortreatment,itistheresponsibility ofthe patienttoobtainthereferraland presentitatthe time oftreatment. Ifthe patientistreated withoutthe
properreferralorauthorizationasrequiredby the insurance carrier, the patient assumes responsibility for payment of all fees at the time of
service.

, PATIENTNAME: AUTHORIZED SIGNATURE:

RELATIONSHIPTOPATIENT: DATE:
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CONFIDENTIAL INFORMED CONSENT FOR ASSESSMENT AND TREATMENT

lunderstand thatas a client of the providers here at Progressive Behavioral Heath, PLLC, | may be provided with arange of counselingservices. The
type and extentofservicesthatlwillreceive will be determinedfollowing aninitial assessment and thorough discussion with me. The goal of the
assessment processistodetermine the best course of treatment for me. Typically, treatmentis provided over the course of several weeks to
months.

| understand that all information obtained at Progressive Behavioral Health, PLLC is confidential and no information will be
shared without my consent. | acknowledge that during the course of my treatmentinformation may be shared with other health care providers in the
offices of Progressive Behavioral Health, PLLC.

| further understand that there are specific and limited expectations to this confidentiality which include the following:

A. Whenthereisariskofimminentdangertomyselfortoanotherperson, theclinicianisboundtotake necessary steps to
prevent such danger.

B. Whenthereis suspicionthatachild orelderis being sexually or physically abused oris atrisk of such abuse, the clinicianis legally
required to take steps to protect the child, and inform proper authorities.

C. Whenavalid court orderis issued for medical records, the clinician and the agency are bound by law to comply with such
requests.

I understand that while psychotherapy and/or medication may provide significant benefits, it may also pose risks.

Psychotherapy may elicit uncomfortable thoughts and feelings, or may lead to recall of troubling memories. Medications may have unwanted side
effects. lunderstandthat | needto continue medical care with my primary care physician (PCP) and notify the providers at Progressive Behavioral
Health, PLLC.

PLEASE NOTE: If cancel my appointment within 24 hours or miss my appointment, | will be charged a $50 fee, 100 for new
patients. If| have more

than 3 consecutive cancellations, then | will receive atermination of contract letter. If, at a later time if my circumstances
change and|am able to committo mytreatmentsessions, thenlamwelcome back to start my treatmentagain. Upon
termination of treatment, the provider will assist me in finding another provider for continuity of care. At Progressive
Behavioral Health, PLLC we utilize acomprehensive treatment plan. This means that we may consultyour current health
careproviders in order to provide a thorough treatment plan. At times it is necessary to make referrals to other
providers such as substance abuse treatment, medication evaluation or testing, etc.

Iflhaveanyquestionsregardingthisconsentformorabouttheservicesofferedbythe providersof ProgressiveBehavioral Health,PLLCanditsassociates, |
maydiscussthemwithmyproviders.lhavereadandunderstandtheabove.lconsentto participateintheevaluationandtreatmentofferedtomeby
ProgressiveBehavioralHealth,PLLCanditsassociates,and| understand | can stop treatment at any time.

AUTHORIZED SIGNATURE: DATE:

PATIENTNAME: RELATIONSHIP TOPATIENT:

CONSENT FOR OFFICE POLICIES AND PATIENT PORTAL POLICIES AND PROCEDURES

IherebygiveconsentforProgressiveBehavioralHealth,PLLCandtheirbusinessassociates(suchas, butnotlimitedtomedical billingcompany,EHR
vendor,collectionagency,automatedappointmentremindervendor,dictationservice,and electronicprescriptionvendor)touseanddisclose
protected healthinformationaboutmetocarryouttreatment, payment,andhealthcareoperations. Youcanaskforacopy ofthe Notice of Privacy
Practicesprovided by Progressive Behavioral Health, PLLC, which describes such uses and disclosure in detail.
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etherighttoreviewthe Notice of Privacy Practices priortosigningthis consent. ProgressiveBehavioral Health, PLLC reservestherighttoreviseits
Notice of Privacy practices atanytime. Arevised Notice of Privacy Practices may be picked up at our office.

With this consent, Progressive Behavioral Health, PLLC may communicate to me in reference to any items that assist the
practiceincarryingout TPO, suchas, butnotlimited toappointmentreminders, billing statements, insuranceissuesand any message pertainingto
my clinical careincludinglab results,among others by use of phone calls to myhome, mobile orotheralternativelocationandspeakorleavea
message, textmessage, email, postaldelivery and or by Patient Portal. By signing thisform, lam consenting to allow progressive Behavioral Health,
PLLCtouseanddisclose myPHItocarryoutto TPO.

I may revoke my consentinwriting exceptto the extentthatthe practice has already made disclosuresinreliance upon my prior consent. If|do not
signthis consent, or later revokeit, Progressive Behavioral Health,PLLC may decline to provide
treatmentto me.  understand and agree with all the preceding information unless otherwise indicated in writing. | agree and accept the

terms of all these documents.

PATIENTNAME: SIGNATURE DATE

AUTHORIZATION TO RELEASE/RECEIVE CONFIDENTIAL INFORMATION

PATIENTNAME: DATEOFBIRTH: / /

I understand that the purpose of this release is to assist with my treatment by improving communication between

professionalservice providersoragencies andtheimportantindividual(s) inmylife. Tofurtherthis goal, | authorize Progressive BehavioralHealth,
PLLCanditsassociatestoreleaseandreceivethebelow-specifiedinformationregardingme/theclient totheindividual(s)listed below,andtoreceive
informationfromthem.lhavebeeninformedoftheriskstoprivacyand limitations on confidentiality of the use of electronic means of
information transfer, and | accept these.

All patient information is to be disclosed with the exception of items written below, these items will NOT be disclosed:

This information is to be disclosed to these persons, who have the indicated relationship to me/the patient:

Name of person: Relationship:

Name of person: Relationship:

lunderstand that| may revoke this release atany time, exceptto the extentthatithas already been acted upon. This release will expire upon my
discharge from treatment.

Patient Signature: Date:

Signature of parent/guardian: Date:

Printednameofparent/guardian: Date:
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MEDICAL/SURGICAL HISTORY:
EVENT DATE

CURRENT PSYCHIATRIC MEDICATIONS
NAME DOSAGE

ALLERGIES/INTOLERANCES

CURRENT STRESSORS AND ADDITIONAL COMMENTS:

FAMILY HISTORY Has anyone in your family ever been treated for any of the following? Check all that apply.
ILLNESS FATHER | MOTHER AUNT UNCLE BROTHER SISTER CHILDREN GRANDCHILDREN

ADHD/ADD

ALZHEIMER’S

ANXIETY

BIPOLAR

DEPRESSION

HEART DISEASE

SCHIZOPHRENIA

SEIZURES

STROKE

SUBSTANCE ABUSE

SUICIDE ATTEMPTS

FOR WOMEN ONLY:
Date of last menstrual period:
Areyoucurrentlypregnant,orthinkyoumaybepregnant? o Yeso No
Areyou planning on getting pregnantinthe nearfuture? o Yes o No
(Please notify your psychiatryimmediately in case you get pregnant while you are on psychiatric medications.) Birth control method: ___
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CONTROLLED SUBSTANCES ACKNOWLEDGEMENT

Please read carefully and sign for your medical record. A copy will be given to you on request.

I will use my medication(s) exactly as directed by my provider.

lagreenottoshare,sellorotherwise permitothers,includingmyfamilyandfriends,tohaveaccesstomy
medications.

I will not allow or assist in the misuse/diversion of my medication(s); nor will | give or sell them to anyone else.

All medication(s) will be obtained at one pharmacy, where possible. Should the need arise to change pharmacies, | willinform
my provider. | will use only one pharmacy and | will provide my pharmacist a copy of this form. | authorize my provider to
release my medical records to my pharmacist as needed.

lunderstandthatmymedication(s)willberefilledonaregularbasis.lunderstandthatmyprescription(s)and my
medication(s) are specifictomyplanofcare. Ifeitherarelostorstolen, theywillNOTBE REPLACED. Refill(s) willnotbe
orderedbefore the scheduledrefilldate. However, early refill(s) are allowed when ) I'm travelingand I make
arrangementsinadvance oftheplanned departure date. Otherwise, lwillnotexpectto receiveadditionalmedication(s)
priortothetime ofmynextscheduledrefill,evenifmyprescription(s) runout

| will receive medication(s) only from ONE provider unless it is for an emergency or the medication(s) that is being prescribed
by another provider is approved by my provider. Information that | have been receiving medication(s) prescribed by other
providersthathas notbeenapproved by my provider may lead to adiscontinuation of medication(s) and treatment.

Ifitappearsto my providerthatthere are no demonstrable benefits to my daily function or quality of life from the
medication(s), then my provider may try alternative medication(s) or may taper me off all medication(s). | understand
that discontinuation of medications may cause withdrawal symptoms.

lagreetosubmittourineand/orbloodscreenstodetectthe use ofnon-prescribedand prescribedmedication(s) at any time
and without prior warning. If | test positive for illegal substance(s), such as marijuana, speed, cocaine, etc.,thiscontrolled
substancestreatmentmaybeterminated. Also,aconsult with,orreferralto,anexpertmaybe necessary: suchas submitting
toapsychiatric orpsychological evaluationbyaqualified provider suchasan addictionologistoraproviderwhospecializes
indetoxification and rehabilitation and/or cognitive behavioral therapy/psychotherapy.

lagreethatlwillinformany providerwho may treatme forany other medical problem(s) thatlamtaking controlled
substances, since the addition of other medication(s) may cause harm to me.

I hereby give my provider permission to discuss all diagnostic and treatment details with my other provider(s) and
pharmacist(s) regarding my use of medications prescribed by any other provider(s).

| will take the medication(s) as instructed by my provider. Any unauthorized increase in the dose of medication(s) may be
viewed as a cause for discontinuation of the treatment.

I will keep all follow-up appointments as recommended by my provider or my treatment may be discontinued.

I am not currently using illegal drugs or abusing prescription medication(s) and | am not undergoing treatment for substance
dependence (addiction) orabuse. lamreadingandsigningthisformwhileinfullpossessionofmy faculties and not under
the influence of any substance that might impair my judgment.

, PATIENT NAME: SIGNATURE: DATE:
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Patient Treatment Consent

| am a patient at Progressive Behavioral health, PLLC. | have Received a Controlled Substance
Prescription as part of my treatment. | freely and Voluntarily agree to this treatment contact as follows:

1. | agree to keep all appointments, and to be on time to them.

2. | agree to not sell, share or give any of my medications to another person. | understand that
such mishandling of my medication is a serious violation to this agreement, and it would result in
my treatment being terminated without any recourse for appeal.

3. lunderstand that any selling or stealing of this drugs or any illegal or disruptive activities are
observed or suspected by employees of the pharmacy, will be reported to PBH and could result
in my treatment being terminated without any recourse for appeal.

4. | agree that my medication/prescription can only be given to me at the regular office visits. If |
miss an appointment, | may not be able to get my medication/prescription until the next
scheduled Visit.

5. | agree that the prescribed Medication is my responsibility. | agree to keep it safe and secure. |
agree that lost medication will not be replaced regardless of why it was lost, Unless proper
documentation from your local authorities is provided as proof that a report was made.

6. |agree not to obtain controlled medications from any other doctors, pharmacies or other sources
without telling my treating physician at PBH.

7. | agree to take my medication as my provider has instructed and not to alter the way | take my
medication without first consulting with my provider.

8. lunderstand that medication alone is not sufficient treatment of my condition and | agree to
participate in all other treatment modalities as discussed and specified in my treatment plan

9. | agree to abstain from all addictive substances, such as Alcohol, Opioids, marijuana, cocaine
etc.

10. | agree to provide urine drug samples and have my provider test my blood alcohol, and
controlled substance levels as needed.

11. l understand that any violation of this contract may be grounds for termination of treatment.

12. 1 understand that a Nurse Practitioner will most likely manage my care under the supervision of
an MD and an MD may not always be able to see me.

Patient's Name: DOB:

Patient's Signature:
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Consent for Consultation/Treatment Through Telemedicine

Telemedicine involves the real-time evaluation, diagnosis, consultation on, and treatment of a health condition using advanced
telecommunications technology, which may include the use of interactive audio, video, or other electronic media. As such,
telemedicine allows a healthcare provider to see and communicate with you and/or your family member in real-time.

Consent for Consultation/Treatment. | voluntarily agree to participate in Progressive Behavioral Health’s psychiatric and medical
care through telemedicine.

I understand that such physicians (i) may practice in a different location than where | am receiving psychiatric/medical care, (ii)
may not perform an in-person physical examination, and (iii) will rely on information provided by me.

| understand there are potential risks to this technology, including interruptions, unauthorized access, and technical difficulties. In
the event the telemedicine session is interrupted due to a technological problem or equipment failure, alternative means of
communication may be implemented, or an in-person medical evaluation may be necessary.

Release of Information. To facilitate the provision of care through telemedicine, | voluntarily request and authorize the disclosure
of all and any part of my medical record to all Progressive Behavioral Health’s physicians. | understand that the disclosure of my
medical information may be by electronic transmission. | understand that all existing confidentiality protections shall apply to the
telemedicine procedures and interactions.

Acknowledgement: | certify that | have read and understand the information provided above regarding telemedicine and all my
questions have been answered to my satisfaction. | hereby give my informed consent for the use of telemedicine.

Patient's Name:

Patient's Signature:




