Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

Phone (757) 961-0567
     Fax (757) 961-0568

CHILD GENERAL INFORMATION

Patient’s Name: ________________________________________
Date: ___________________

Address: ______________________________________________________________________

_________________________________________ Home Phone: _________________________


Date of Birth: _________________  Age: _______ Sex: ______  SS#: _____________________

School: ________________________________ Grade: ________________________________

Mother’s Name: ______________________________    Natural ____  Step ____ Adoptive ____ Work Phone: _______________________ SS#: _________________ DOB: ________________

Father’s Name: ______________________________      Natural ____  Step ____ Adoptive ____ Work Phone: _______________________ SS#: _________________ DOB: ________________

Where should we call regarding appointments? _______________________________________

E-mail: ____________________________ Referred by: ________________________________

Others living in the home? 


NAME




AGE


RELATIONSHIP

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emergency Contact other than above (not living with you): 

Name:__________________________ Relationship: _______________ Phone: _____________

Address: ______________________________________________________________________

Primary Insurance: _________________________  Policy Holder:________________________

Identification #: ____________________________ Group #: ____________________________

Policy Holder’s Date of Birth: _______________ Policy Holder’s SSN #: ________________

Secondary Insurance: ________________________
Policy Holder: _______________________

Identification #: ____________________________ Group #: ____________________________

Policy Holder’s Date of Birth: _______________ Policy Holder’s SSN #: ________________
Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

Phone (757) 961-0567
     Fax (757) 961-0568

CURRENT MEDICATIONS AND ALLERGIES

Patient’s Name: _____________________________________
Date: ___________________

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (including over the counter medications and vitamins): 

	Name Of Medication
	Dosage
	Frequency
	Prescribed For (i.e., High Blood Pressure)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list medications that give you allergic reactions: 

____________________________________________________________________________________________________________________________________________________________

Check here _________ if you have no known drug allergies.

Signature: _____________________________________
Date: _________________________

Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

Phone (757) 961-0567
     Fax (757) 961-0568

CONSENT TO EVALUATION

This document tells you about our evaluation services and seeks consent before we proceed. If you are bringing a child or adolescent and are not being testing yourself, please read the word “you” in this document to mean “your child” and the word “I” to mean “my child”.

The Evaluation

This evaluation consists of paper and pencil, question and answer, and hands-on skills testing. Its purpose is to better understand some known or suspected difficulty related to your abilities, mood or behavior. These tests allow us to compare you with others of similar age and  educational background and to compare your abilities in different areas. Comparisons between your test scores and prior achievements will show any changes that may be taking place with you over time. By learning what you can do and how you are acting, we can better understand neuropsychological conditions and help your treatment and life plans.

Personnel

Your examiner may be an experienced technician with extensive training and supervision from your doctor. This person will strive to make you comfortable and to help you do your best work, while still giving the tests according to standard rules. Some tests may be computer scored or administered. Your doctor will review the results, interpret test scores, prepare a written report, and meet with you to discuss the results.

Risks of the Evaluation

Aside from any inconvenience to you, the risks of this evaluation may include becoming tired, frustrated or annoyed. It is very rare for those feelings to make someone want to quit or not take these tests, and our patients usually find these tests to be interesting and sometimes challenging activities.

Confidentiality

Your work here is confidential, except that there may be several special circumstances in which information about you might have to be disclosed;

(1) If someone is at serious risk for hurting themselves or someone else, we are obligated to inform others to protect whoever is in danger.

(2) Through this evaluation your doctor might establish and then be required by law to report a disability that placed you at risk for inadvertently harming others as a result of your impairment. This might apply, for example, to driving a car or providing health care services.

(3) If this evaluation is court-ordered or part of a disability claim or personal injury, legal action, the results may be passed to others and may not support your views. In these cases, if you exaggerate your problems, there is a risk that this would be detected and brought to other’s attention.

(4) If you are paying for these services through insurance or other third parties, information about your condition (including your diagnosis) may need to be given to those third party payers. You may avoid this risk through self-pay arrangement, please speak with your doctor.

(5) If you inform your doctor of another psychologist’s violation of Virginia Law governing the practice of psychology, you doctor may be obliged by law to report this, possibly including relevant information about your care under that psychologist.

Discontinuing Testing

You have the right to withdraw from this evaluation at any time. If you do, it may not be possible for your doctor to draw conclusions about your condition or to guide your treatment. It may also do harm to legal cases and sometimes to other purposes you have for coming here if your doctor has to report to others that you did not complete the evaluation. You and/or your third party payer will be charged for any time spent, and you may be charged for time scheduled that could not be used by another patient, unless you notify our office at least 24 hours in advance that you have changed your mind about the evaluation.

The cost of this evaluation is directly related to the time it takes. A number of factors may influence the fees in your case, especially the particular tests your doctor thinks you should have. You should feel free to ask any and all questions you have about fees. Unless your insurance company covers all cost, you will be asked to make some payment at the time of each visit. Insurance carriers generally consider a learning disability an educational, rather than a medical concern, meaning that most educational testing (1-2 hours of a typical test battery) will be billed as a self-pay arrangement.

CONSENT TO EVALUATION

I have read an explanation of the evaluation I am (or my child is) undergoing and I have had an opportunity to discuss any further questions I might have. I understand the nature and the purpose of this testing and I freely agree to it.

Signature____________________________   Date________________________

Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

Phone (757) 961-0567
     Fax (757) 961-0568

OFFICE BILLING POLICY 

You are responsible for all charges incurred by you for professional services rendered, whether or not the services are covered by your insurance. We will bill your insurance carrier at no additional charges for services rendered at this facility. We must emphasize that we will not accept responsibility for collecting or negotiating insurance claims. You are responsible for payment within a reasonable time, regardless of the status of your insurance claim. If your insurance company has placed your claim coverage in a “pending” status that results in a delay of payment or when treatment will be for an extended period of time, you are expected to establish a payment plan. Computer records of filling are accepted as proof of billing.

A broken appointment charge will be billed for time reserved if an appointment is missed or cancelled without 24 hours notice. For your convenience, a 24- hour answering service is available that can be accessed by calling the office. Insurance companies do not cover broken appointments. We cannot bill insurance companies for broken appointments. This will be your responsibility. All one hour appointments (i.e. intakes, feedback, therapy sessions, etc.) will be charged $50.00 for a broken appointment without 24 hour notice. Neuropsychological/ psychological testing appointments (usually 3-4 hours) are charged a fee of $100.00 for a broken appointment without 24 hour notice. These fees are to be paid at the time of your next session. Repeated broken appointments could result in your being referred to another provider.

The undersigned agrees and understands that payment in full is due at the time the services are rendered. Should the undersigned default under these terms, and this account is referred to an attorney for collection, then the undersigned promises and agrees to pay all collection costs including attorney fees of 33.3% of the principal amount due and owing when turned over for collection and does further agree to pay interest on the unpaid balance at the rate of 1 ½ % per month (18% per annum) from the date that said monies became due and payable.   Each guarantor waives presentation of payment, notice of non-payment, protest and notice of protest and agrees to all extensions, renewals, or release, discharge or exchange of any other party or collateral without notice. This note shall take effect as a sealed instrument and be enforced with the laws of Virginia. This agreement shall be binding upon and insure to the benefit of the parties, their successors, heirs, assigns, and personal representatives.

I authorize any physician, medical practice, hospital, clinic, or other medical or medically related facility, insurance or reinsuring company, the Medical Information Bureau, Inc., consumer reporting agency, or employer having information available as to diagnosis, treatment, prognosis, and benefit coverage with respect to any physical or mental condition and/or treatment of me, my minor child, or anyone for whom I am signing as their legal representative, to release any and all information required to properly process claims arising from treatment and care provided at this office. A copy of this document shall serve with the same force as the original. This release includes information concerning alcohol/drug abuse as well as information concerning Hepatitis A,B, or C and HIV status that may be included in my medical records.

PATIENT NAME:______________________________________________________________

PATIENT/GUARDIAN SIGNATURE:______________________________________________

SSN:__________________________ DOB:____________________ Age:__________________

Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

Phone (757) 961-0567
     Fax (757) 961-0568

AUTHORIZED CALLS

I do _____ do not _____ permit staff to call me at home and/or leave messages.

I do _____ do not _____ permit staff to call me at work and/or leave messages.

I do _____ do not _____ permit staff to speak with the following family members or significant others regarding my appointments and/or account.

Name: ______________________________________ Relationship: ______________________

Name: ______________________________________ Relationship: ______________________

Name: ______________________________________ Relationship: ______________________

Name: ______________________________________ Relationship: ______________________

I do ____ do not ____ permit staff to speak with my Primary Care Physician to coordinate care.

Physician’s Name: ______________________________ Phone #: ________________________

PATIENT NAME: ______________________________________________________________

PATIENT/GUARDIAN SIGNATURE: _____________________________________________

DATE: _______________________________________________________________________

Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

Phone (757) 961-0567
     Fax (757) 961-0568

PRIVACY ACKNOWLEDGEMENT

This notice describes how Protected Health Information (PHI) about patients and their family members may be used or disclosed and how you can access this information. Assessment & Therapy Associates (ATA) is providing this information to comply with the Health Insurance Portability and Accountability Act (HIPAA), 45 CTR parts 160 and 164 (Privacy Regulations). Please review this notice carefully. Check the appropriate box and sign this form to give us permission to file claims with your insurance company and confirm that you have read the Notice of Privacy Practices.

I have been offered a copy of the privacy practices (also available at www.assessmentandtherapyassociates.com) that will apply to services provided at ATA. I consent to these policies as a condition of receiving services.

Signature:___________________________________________

Print Name:__________________________________________

Date:________________________________________________

I DO____________ I DO NOT____________ give consent for claims to be submitted for third party reimbursement (your insurance company). If I check “do not”, it is because I will pay for services at ATA.

Patient/Guardian Signature:__________________________________________

This notice takes effect on_____________ and remains in effect until we replace it.

Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

Phone (757) 961-0567
     Fax (757) 961-0568

Psycho-Educational Assessment Information Form

Today’s Date: ________________________________

Name of Parent/Guardian completing this form: ___________________________________________

Relationship to Child: ____________________________ Legal Custodian (if child)?   YES   
NO

Name of Child: ________________________________________________________ Age: _______ 

Referring Person: _____________________________________ Phone (if applicable): ____________

Why was your child referred for treatment? _______________________________________________

Family Information:

Who lives in the home with the child? ___________________________________________________

__________________________________________________________________________________

Mother’s occupation:______________________
Father’s occupation: _______________________

Have there been any moves or relocations in the past 3-5 years? 
YES

NO

If yes, how many times have you and your family had to move or relocate? ______________________

Developmental Information:

Were there any problems during the pregnancy or delivery of your child? YES
NO

If yes, please explain: ________________________________________________________________

__________________________________________________________________________________

Did your child meet developmental milestones on time (talking, walking, etc.)? YES 
NO

If no, please explain: _________________________________________________________________

__________________________________________________________________________________

Does/Did your child experience/complain about any of the following symptoms: 

___ poor eye contact

___ grunts/moans/vocal tics

___ repetitive behaviors

___ excessive fear of noises
___ expressing needs


___ attachment to objects

___ lack of curiosity

___ restricted interests

___ obsessiveness

___ temper tantrums

___ difficulty initiating conversation
___ poor frustration tolerance

___ prefers routines/difficulty breaking routines ___ hypersensitivity to touch, taste, noise, smell


If you checked any of the above symptoms, please explain: __________________________________

____________________________________________________________________________________________________________________________________________________________________

Medical Information: 

Please list medical conditions (e.g., asthma, diabetes, birth complications, etc.):__________________ __________________________________________________________________________________
__________________________________________________________________________________

Medication allergies? 
YES
NO
If yes, what medications are you allergic to? ________________ __________________________________________________________________________________

Surgeries or physical traumas?  YES
   NO 
If yes, explain: __________________________________

__________________________________________________________________________________

Has your child ever experienced any of the following:

___ loss of consciousness
___ extremely high fevers

___ traumatic brain injury

___ staring spells

___ seizure activity


___ sudden change in abilities

If you checked any of the above, please provide details including dates of incident: _______________

___________________________________________________________________________________________________________________________________________________________________
Psychological/Social Information:

Do you have concerns about your child’s emotional health (self esteem, depression, anxiety, etc.)? YES

NO
If yes, please explain: ______________________________________________

____________________________________________________________________________________________________________________________________________________________________

Has your child received professional help for psychological issues? 
YES

NO

If yes, please list previous or current psychiatric or psychological treatment (e.g., psychotherapy, counseling, inpatient hospitalizations, substance abuse treatment): 

	Type of treatment (therapy, inpatient, etc.)
	Provider 
	Dates of service

	
	
	

	
	
	

	
	
	

	
	
	


Check any current stressors that apply to your child or the immediate family: 

____
change in marital status

___
family conflicts


___
separations

____
financial problems

____
legal problems


____
work problems

____
sexual abuse/assault

____
death of family/friend

____
retirement

____
physical abuse


____
birth/adoption


____
changes in residence

____
job changes


____
school problems

____
family illness

Other stressors: _______________________________________________________________

Does your child have difficulty initiating or maintaining friendships? 
YES

NO

If yes, please describe the social difficulties your child is experiencing: _________________________

____________________________________________________________________________________________________________________________________________________________________

Are there behavioral issues for your child at school or at home? 
YES

NO

If yes, please describe the behavioral issues your child is experiencing: _________________________

____________________________________________________________________________________________________________________________________________________________________

Does your child experience any difficulties with sleep (falling asleep, staying asleep, sleeping too much, nightmares, sleep walking, sleep talking, etc.)? 
YES

NO

If yes, please describe: ________________________________________________________________

__________________________________________________________________________________

Does your child experience any difficulties with appetite, weight gain, or weight loss? 
YES 
NO

If yes, please describe: ________________________________________________________________

__________________________________________________________________________________

Educational: 

At what age did your child begin Kindergarten? ____________________________________________

Have there been any grades repeated? 
YES

NO 

If yes, please provide information about which grade(s) were repeated and the reasons why they were repeated: __________________________________________________________________________

__________________________________________________________________________________

What grade is your child currently completing? ____________________________________________

What school does your child attend? _____________________________________________________

What are you child’s current grades in school? _____________________________________________

__________________________________________________________________________________

Are these grades consistent with past years? 
YES

NO

If no, please describe the change in grades: _______________________________________________

____________________________________________________________________________________________________________________________________________________________________

Are you concerned about your child’s educational abilities? 
YES

NO

If yes, please indicate specific areas of concern:

___ reading


___ reading comprehension

___ phonics

___ spelling


___ written expression

___ handwriting

___ math calculations

___ math word problems

___history

___ science


___ memory problems

___ attention difficulties

___ other: __________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

Have you or others (i.e., teachers, etc.) noticed difficulty with attention, concentration, or hyperactivity?

YES

NO

If yes, please describe: ________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

Family History: 

Is there a family history of:
____
repeated grades in school

___
psychiatric illnesses (depression, anxiety, etc.)

____
history of special education

____
suicide

____
diagnosis of ADHD/ADD

____
dementia

____
Autism/Asperger’s Disorder

____
major medical disorders (cancer, heart disease, etc.)

Please include any other information you feel may be necessary for the treatment of your child: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Completed by: _____________________________________ 

Date: ________________

