Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

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

To: Bariatric Patients

From: Dr. Kati Duncan

Thank you for contacting my office to schedule your psychological evaluation prior to bariatric surgery. This evaluation will take place over the course of two sessions on two different days. In the first session (which you have already scheduled with my office) you will be interviewed about your weight and mental health history. This appointment will take approximately 45-60 minutes. In the second session, you will be asked to complete a personality inventory to assess for levels of psychological distress. This test generally requires between 30-90 minutes of your time. You may take the test in the same week as your first appointment during any hours we are open, but due to restrictions by your insurance company, you may not take it on the same day as your first appointment.  If you have any questions, please feel free to call my office at the number listed above.


I look forward to meeting you!

Kati Duncan, Psy.D.

Licensed Clinical Psychologist 

Assessment & Therapy Associates

2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

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

ADULT GENERAL INFORMATION

Name: ___________________________________________
Date: ___________________

Address: ______________________________________________________________________

______________________________________________________________________________

Home Phone: _________________________
Work/Cell Phone: _____________________

E-mail: _______________________________________________________________________

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

Occupation: _____________________________ Employer: _____________________________

Education: ______________________________ Martial Status: __________________________

Referred by: ___________________________________________________________________

With whom are you now living? 


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

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 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. 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

CONSENT TO RELEASE CONFIDENTIAL HEALTH CARE INFORMATION 

I hereby authorize_________Dr. Kati Duncan__________________________________________________ 

and Person/Organization:____Chesapeake Regional Medical Center’s Bariatric Program______________
Address:______736 Battlefield Boulevard, North   Chesapeake, VA  23320__________________________

Phone: ______(757) 312-3000__________________
Fax: ____(757) 312-4145_____________________________

To release to each other information pertaining to (your name here):____________________________________

for the purpose of evaluation and treatment.

The information to be released is (specify part of the record and time period): ______________________________Pre-surgical Report______________________________________________ 

Patient’s Signature:______________________________________    Date:_________________________________

Social Security:_________________________________________    Date of Birth: __________________________

Signature of Responsible Party:____________________________________________________________________

Provision for parents without custody: I certify by my signature that I am the natural parent of above named patient and that to my best of my knowledge there are no legal orders prohibiting me from obtaining the requested information.

This authorization includes record, which may reveal drug abuse, alcohol abuse, (___), HIV status, and Hepatitis A,B, and C status. All psychiatric, psychological, or other counseling records are included in this authorization (Pursuant to 42 CFR Part 2). All dates of service without limitation are to be released unless otherwise specified. As the person signing this consent, I understand that I am giving my permission to the above-named provider or other named third party for disclosure of confidential health care records. A copy of this consent and a notation concerning the persons or agencies to whom disclosure was made shall be included with my original records. The person who receives the records to which this consent pertains may not disclose them to anyone else without my separate written consent unless such recipient is a provider who makes a disclosure by law. Permission is also granted to fax my health care records to the recipient. The above named parties are further authorized to discuss with one another any questions that might arise from review of my records.

                                            CANCELLATION OF CONSENT

The person who signed this authorization, by signing and dating this cancellation of consent, may cancel this consent form. A written notice may also serve as a cancellation statement. Cancellation of consent will not apply if received after the information has been released/exchanged.

I cancel this consent on______________            Patient/Responsible Party__________________________________

Assessment & Therapy Associates
2006 Old Greenbrier Road, Suite 6

Chesapeake, Virginia 23320

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

BARIATRIC SURGERY QUESTIONNAIRE
Name: _______________________________________ Date: ___________________________


Date of Birth: _________________________________  Age: ____________________________  

Education level: ____________________________
Occupation: _________________________

Phone: ______________________________  E-mail: _________________________________

Surgeon: ____________________________
_ Type of surgery:   Lap-band
    Gastric Bypass

Current Weight: __________ Highest Weight: __________ Lowest Adult Weight: __________

What is your goal weight after the surgery? _____________

How long have you been considering weight-loss surgery? ______________________________

Have you attended a support group: Yes     No, date scheduled: ________________

What is your main reason for pursing weight loss surgery? (Circle all that apply)


Health Reasons

Improve quality of life


Appearance


Frustrated with other failed weight loss attempts


Other: _________________________________________________________

Why did you choose the type of surgery you did (i.e., Lap-band or Gastric Bypass)? __________
____________________________________________________________________________________________________________________________________________________________

Weight/Diet History 

Were you overweight:

as an infant? 

Yes
No

as a child? 

Yes
No

as a teenager? 

Yes
No

as a young adult? 
Yes
No

At what age do you first recall recognizing that you struggled with keeping off weight? _______

What do you believe are the contributing factors to your struggle with weight? 


Genetics


Inconsistency


Poor Eating Habits

Sedentary Lifestyle 


Injury or Illness

Emotional Eating/Overeating


Other: ____________________________________________________

At what age did you begin to diet, or attempt to control your weight? ________________
Please list ways in which you have previously attempted to lose weight (e.g., list specific diet names, exercise programs, nutritionist, medications, over-the-counter pills, etc.), and how much you have lost on each of these attempts:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

4. __________________________________________________________________

5. __________________________________________________________________

6. __________________________________________________________________

7. __________________________________________________________________

8. __________________________________________________________________

9. __________________________________________________________________

10. __________________________________________________________________

Why have you been unable to continue with most weight loss programs? (Circle all that apply)


Too restrictive



Frustrated with slow results


Lifestyle changes


Bored with plan


Inconsistency



Special Event (e.g., holiday, vacation, etc.)


Other: ___________________________________________________________
Current Eating and Health Habits

Are you currently following a weight loss plan? Yes   No


If yes, what are using at this time to attempt to control your weight? _________________

______________________________________________________________________________

How many meals do you eat per day (on average)? __________

Are you familiar with counting calories?
Yes   No

How many calories would you estimate that you eat per day (on average)? __________

Do you currently exercise?  
Yes
No

If yes, what type of exercise and how often? ____________________________________

What is your plan for exercise following the surgery? __________________________________

______________________________________________________________________________

Weight Loss Surgery Information

Why do you think surgery will be more successful for you than the other weight control measures you have tried in the past? ________________________________________________

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Circle all of the types of foods/rules that you know are required of you following surgery:
Multiple meals a day


 

Not drinking during meals


Reduced sugar/carbohydrate Intake


No carbonated beverages


Reduced intake of fat




Exercise 


Food Journaling




Weighing yourself weekly


Follow up with physician



Support Groups

Given what you currently know about the plan you will be following after surgery, which part do you think will be the most difficult for you?__________________________________________ 
____________________________________________________________________________________________________________________________________________________________

What changes are you making to ease your transition following surgery? (Circle all that apply)


Increasing meals and decreasing portions 

Increasing water intake


Increasing Exercise




Vitamins


Changes to diet (e.g., no carbonation, etc.)

Other: ________________________

Support

Who do you live with? ___________________________________________________________

______________________________________________________________________________

Are the individuals in your household supportive of this surgery? 
Yes
No


If no, please explain: ______________________________________________________

______________________________________________________________________________

Are there other individuals in your life that know about the surgery and will offer you support (e.g., friends, co-workers, relatives, etc.)? ____________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you know other individuals who have undergone weight loss surgery? 
Yes
No

If yes, tell me what you have learned from these individuals: _____________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mental Health

Please describe the major stressors in your life at this time, and how you generally cope with them (e.g., family stressors, work, financial, weight, etc.):  ______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever received any mental health treatment (counseling, medications, hospitalizations etc.)?   Yes      No
If yes, please report dates and type of treatment: _____________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have a family history of mental health treatment? 
Yes
No


If yes, which family member and what are/were they treated for (depression, anxiety, AD/HD, etc.)? _________________________________________________________________

____________________________________________________________________________________________________________________________________________________________               

Thank you for taking the time to fill out this evaluation! 
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