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

TODAY’S DATE

NAME

BIRTH DATE - - AGE GENDER: M / F EMAIL

ADDRESS CITY. STATE ZIP

HOME TELEPHONE ( ) WORK TELEPHONE ( )

CELL PHONE ( ) MAY WE CALL YOU AT WORK? YES NoO
MARITAL STATUS:_____ MARRIED SINGLE DIVORCED _____WIDOWED _____ SEPARATED _____ # OF YEARS

NAME OF SPOUSE/ SIGNIFICANT OTHER:

NUMBER OF CHILDREN

NAMES & AGES:.

WHAT PRECIPITATED THIS VISIT?
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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 CiITY STATE ZIP

FAMILY PHYSICIAN ADDRESS, PHONE & NAME:

ADDRESS CITY. STATE, ZIp

PHONE ( )
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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 PATIENT’S PRIVACY 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

DR. RICH 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 PoOLICY & 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 EVERY 15 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.

| HAVE READ, UNDERSTOOD, AND ACCEPT THE PROVISIONS OF THIS AGREEMENT, AND HAVE NO QUESTIONS
ABOUT THE POLICIES OUTLINED HEREIN. | UNDERSTAND THAT IF | VIOLATE ANY PROVISIONS OF THIS
AGREEMENT, MY TREATMENT MAY BE TERMINATED. | 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
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CONFIDENTIAL PATIENT HISTORY

PATIENT:

PLEASE PROVIDE THE FOLLOWING INFORMATION ABOUT YOUR GENERAL HEALTH AND YOUR
HEALTH HISTORY. PLEASE CIRCLE P FOR PERSONAL HEALTH HISTORY. CIRCLE F FOR AREAS OF FAMILY HISTORY.
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ALCOHOL USE/DRUG USE
ALLERGIES. POLLEN, DUST, ANIMALS
ALLERGIES. MEDICATIONS

ASTHMA, BRONCHITIS

ARTHRITIS, GOUT

ANXIETY

EATING DISORDER: ANOREXIA, BULIMIA
BONE/JOINT CONDITION

BACK, NECK, SPINE, DISC PROBLEM
OR INJURY

BIRTH DEFECTS/ DEFORMITY
BLOOD DISEASE. ANEMIA, LEUKEMIA
BLOOD VESSEL, CIRCULATION DISORDER
HIV/AIDS

BREAST DISEASE

BREAST IMPLANTS (L/R)

BROKEN BONES/ BONE DISEASE
INTESTINAL DISORDERS

CANCER OF ANY TYPE
CONCUSSION/HEAD INJURY
DIABETES
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EAR/NOSE/THROAT DISEASE OR INFECTION
EPILEPSY/ SEIZURE DISORDER, CONVULSIONS

HYSTERECTOMY

FEMALE ORGAN IRREGULARITY,
ABNORMAL PAP, MENSTRUAL
GALLBLADDER

HEART PROBLEM OR CONDITION
HEPATITIS/LIVER DISORDER

HERNIA

HYPERTENSION,

BLOOD PRESSURE DISORDER
HORMONAL/THYROID /PITUITARY
DISORDER

IMMUNE SYSTEM DISORDER, LUPUS
STOMACH/ COLON/ CROHN'’S DISEASE
KIDNEY/URINARY TRACT CONDITION
OR INFECTION

LUNG CONDITION OR INFECTION
MALE ORGAN IRREGULARITY OR
CONDITION: PROSTATE, IMPOTENCE
NERVOUS SYSTEM CONDITIONS

HAS THERE BEEN ANY FAMILY PSYCHIATRIC HISTORY?:

P
P
P
P

P
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F MENTAL: NERVOUS, DEPRESSION

F MIGRAINES/HEADACHES

F MUSCLE/TENDON DISORDERS

F PROSTHETIC IMPLANT/ ARTIFICIAL
LIMBS

F RECONSTRUCTIVE/COSMETIC
SURGERY

F SEXUALLY TRANSMITTED DISEASES

F SKIN DISORDERS/LESIONS/CANCER

F STEROID USE: PREDNISONE,
ANABOLIC

F STROKE

F TUMORS, CYSTS, POLYPS, GROWTHS

F ULCERS, DIGESTIVE DISORDERS

F WEIGHT PROBLEMS

F OTHER, EXPLAIN

CURRENT & PAST MEDICATIONS (PLEASE INDICATE BY CIRCLING C [CURRENT] oR P [PAST] MED)

P
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DO YOU HAVE ANY MEDICATION ALLERGIES? Y N

IF YES, WHAT MEDICATIONS:!

PLEASE LIST ANY OTHER SUBSTANCES YOU HAVE ALLERGIES TO, SUCH AS FOODS OR OVER-THE-COUNTER MEDICATIONS:

HAVE YOU EVER BEEN HOSPITALIZED? IF YES, PLEASE STATE WHEN, WHERE, WHY:

HAVE YOU EVER HAD SURGERY? IF YES, PLEASE STATE TYPE OF SURGERY AND WHEN, WHERE, WHY:

PLEASE CHECK ANY OF THE FOLLOWING AREAS THAT YOU HAVE EXPERIENCED:

[ 1HEAD INJURY
HAVE YOU EVER SMOKED?
IF FEMALE, DATE OF LAST MENSTRUAL PERIOD:

HEIGHT:

___YEs

WEIGHT:

REV 2015-12-01

[ 1LOSss OF CONSCIOUSNESS

No

BLOOD PRESSURE HISTORY:

[ 1 SEIZURES

IF YES, NUMBER OF YEARS:

ARE YOU PREGNANT?

__HiGgH

[ 1coNvuLsiONSs

__ NORMAL

[ 1] OTHER NEUROLOGICAL DIAGNOSIS

DAILY USE:
__YEs __No
_ Low BP RANGE (IF KNOWN):
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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?

WHERE?

How MANY HOURS A WEEK ARE YOU EMPLOYED?

HOw OFTEN DO YOU SPEND TIME WITH OTHERS?

How MANY CHILDREN DO YOU HAVE?

DO THEY ALL LIVE WITH YOU?

DESCRIBE ANY AREAS OF CONFLICT WITH YOUR CHILDREN AND/OR SPOUSE:

PLEASE SHOW HISTORY OF SUBSTANCE ABUSE!

CURRENT

PAST

CURRENT

PAST

ALCOHOL

HYPNOTICS

ToOBACCO

DIET PILLS

CAFFEINE (TEA, COFFEE, SODA)

NARCOTICS / PAIN

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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MELANIE S. RICH, PH.D., L.L.C.
8115 E INDIAN BEND ROAD, SUITE 119
SCOTTSDALE, AZ 85250
480.467.0288

AUTHORIZATION TO RELEASE /7 OBTAIN INFORMATION

|, (PARENT/GUARDIAN IF PATIENT IS A MINOR) , HEREBY AUTHORIZE
(PRINT NAME)

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

| UNDERSTAND WHY THIS INFORMATION IS NEEDED AND | 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:
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