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Melanie S. Rich, Ph.D., L.L.C.  

8115 E Indian Bend Road, Suite 119 

Scottsdale, AZ 85250 

480.467.0288  

  

Private & Confidential  -  Patient Information  

COUPLES / MARITAL THERAPY 

 

Today’s date _____________________  

 

Names  (wife) ______________________________     (husband)___________________________________   

 

Wife Birth date ____ ____ ____ Age_____               Husband Birth date ____ ____ ____ Age______     

 

Email (wife)  ______________________________   Email (husband)  ______________________________ 

 

Address______________________________________City__________________State_____ Zip________ 

 

Home Telephone ______________________   

 

Wife Cell Phone ______________________   Husband Cell Phone ___________________________ 

 

Prior  Marriage(s)?  Wife   __Y / __N     Husband  __Y / __N 

 

Number of Children : _________  

 

Names & Ages: ___________________________________________________________________________ 

 

_______________________________________________________________ 

 

 

 

 

 

Referred By_______________________________________ 

 

Person to Contact in Case of Emergency: _____________________________________________  

Relationship________________________________ 

 

Telephone ________________________ 

 

Billing /Responsible Party Address (if Different from Address Above):  

 

Name of Responsible Party___________________________________________________________ 

 

Address_________________________________________City___________________State_______ Zip_______ 

 

Family Physician Address, Phone & Name: __________________________________________ 
 

Address_________________________________________City___________________State_______ Zip_______ 

 

Phone _____________ 

  

mm/dd/yyyy  

 

mm/dd/yyyy 

 

mm/dd/yyyy 

 

______________ 

_________ 

 

  

 

 

_______________ 
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Psychologist – Patient Agreement 

 

 

All payments are due at the time of service. 

There is a 24 hour cancellation policy for appointments. 

The full session fee for the scheduled appointment will be charged if not 

cancelled within that time period.  

        Please initial:  _________ 

 

 

This agreement has been prepared to help Dr. Rich’s patients understand how the business office 

operates with respect to the psychologist-patient relationship. Please read all of the information 

contained in this agreement and indicate your confirmation by signing this document.  

 

Confidentiality Policy 

Please see Privacy Policy Form available at www.DrMelanieRich.com  

 

Office Policy 

Dr. Rich reserves the right to decline patient’s seeking reports for third party opinions, as well as 

disability and divorce cases. The practice is focused on treatment and cannot sustain the amounts 

of additional report writing these cases requires. 

 

Health Insurance Plans 

Although not applicable to marital counseling/couples therapy in most cases, Dr. Rich does 

participates in several health insurance plans or policies. Please visit www.DrMelanieRich.com 

for a list of current plans or check with your health insurance provider. Patients may also 

elect to file claims individually. A ‘Super Bill’/receipt will be provided upon request at the time 

of visit, providing the appropriate mechanism for patients to file the claim with the appropriate 

insurance plan. 

 

Health insurance policies require patients to release all encounter information for any service 

rendered and claimed against the health care plan. The diagnosis and treatment information 

required on the claim form is often forwarded by the patient’s insurance plan to the 

Medical Information Bureau (MIB). The patient’s health history then becomes available to other 

insurance companies without the patient’s knowledge or consent. Therefore, Dr. Rich believes 

that the release of any diagnostic information through the claims filing process may present a 

potential risk that could be personally damaging to unknowing patients. Therefore, Dr. Rich 

wants each patient to be aware of any potential risk of releasing medical information should an 

inappropriate party have access to the MIB national database.  

 

Payment Policy & Terms 

A $25.00 fee will be charged for any returned check. Patients, who call Dr. Rich with 

routine problems or issues, will be charged a fee of $50.00 for every15 minutes. The patient 

agrees to pay all charges, in accordance with the Payment Policy outlined in this agreement. 

Should Dr. Rich be forced to incur collection charges or legal fees, the patient agrees to pay 

them in full.    

 

Patient Responsibilities 

Each patient is responsible for providing accurate contact information as well as billing 

information. If telephone numbers and/or addresses change, patients must inform Dr. Rich’s 

business office. 

 

I have read, understood, and accept the provisions of this agreement, and have no questions 

about the policies outlined herein. I understand that if I violate any provisions of this 

agreement, my treatment may be terminated. I understand that this agreement is binding in the 

State of Arizona and that the provisions are for my protection and for the protection of Dr. 

Rich. The original copy of this agreement will become a part of my private medical record. 

 

 

 

___________________________________________________________  _______________________ 

Signature         Date (typing your name is equivalent to signing)                                                                     mm/dd/yyyy 
 

  

 

  

 

 

 

 

http://www.drmelanierich.com/
http://www.drmelanierich.com/
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Confidential Patient History  Patient: 

Please briefly describe your family when you were growing up:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________ 

Please list any events from your childhood / or adulthood that have had a profound effect on 

your life:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Highest grade/Degree completed?   (Wife)  ______________________  Where? ______________________________ 

(Husband) ___________________ Where? ______________________________ 

How many hours a week are you employed? (wife) ___________________(Husband)____________________________________ 

How often do you spend time with others?________________________________________________________ 

How many Children do you have?_______________  Do they all live with you?___________________ 

Describe the relationship issues for which you are seeking help : 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

Please Show history of Substance abuse.  Please indicate W for wife or H for Husband: 

 Current Past  Current Past 

Alcohol   Hypnotics   

Tobacco   Diet Pills   

Caffeine (tea, coffee, Soda)   Narcotics / Pain 

Killers 

  

Cocaine   Nerve Pills   

Marijuana   Sleeping pills   

Stimulants   Others (specify)   

 

Legal History (if applicable): 

Have you ever been arrested?   ___Y  ___  N 

Are you currently or have you ever been involved in a lawsuit? 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 
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(print name) 

 

Melanie S. Rich, Ph.D., L.L.C.  

8115 E Indian Bend Road, Suite 119 

Scottsdale, AZ 85250 

480.467.0288      

 

 

 

AUTHORIZATION TO RELEASE / OBTAIN INFORMATION 

 

 

I, (parent/guardian if patient is a minor) _________________________________, hereby authorize 

Dr. Melanie Rich to obtain information from and/or release information to: 

  

_______________________________________ 

 

_______________________________________ 

 

_______________________________________ 

 

 

Regarding Patient:____________________________________________________________ 

 

Date of Birth:_____________ 

 

Portion of record to be released:            other: (specify)
__ All       _____________________________ 

__ Diagnostic Evaluation    _____________________________ 

__ Summary of Contact with Client  _____________________________ 

__ Verbal Contact 

__ Diagnostic Test Reports 

 

 

 

I understand why this information is needed and I am satisfied that it will be held 

confidential. 

Photocopies of this form will be considered as valid as the original. 

This authorization will remain in effect until revoked by me in writing. 

 

 

 

Signed:    _____________________________ 

 

Date:        _____________________________ 

(PLEASE SIGN BY HAND) 

mm/dd/yyyy 
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