Carolyn Barnes, Psy. D.
404 Peterson Avenue North, Douglas, Georgia 31533
PH: (1)706-622-6553	FAX: (1)706-622-6551
CONFIDENTIAL FORM


NEW CLIENT INFORMATION - CHILD
	
CHILD/CLIENT NAME:__________________________________ DATE OF BIRTH:______________________

ADDRESS WITH CITY/STATE & ZIP:___________________________________________________________  

CHILD’S PRIMARY LANGUAGE:______________________________   SCHOOL:________________________

CHILD’S SSN:____________________________AGE:__________SEX:_________GRADE:_____________

CHILD’S PRIMARY CARE PHYSICIAN:__________________________________PHONE:__________________

EMERGENCY CONTACT:_____________________________________PHONE:________________________
I will only contact this person if I believe it is a ‘life or death emergency.’ Please provide your signature to indicate that I may do so. (Your signature) ________________________________	

CHILD’S SEXUAL &    	__ Heterosexual   	 __Lesbian           __Gay    	__Bisexual   
   GENDER IDENTITY: 	__Transgender  	 __ Asexual	  __In Question 	__Other
	
CHILD’S RACIAL/ETHNIC IDENTITY: 
__African/African-American/Black  			__ Latino/Latino-American  	
__American Indian/Alaska Native			__ Middle Eastern/Middle Eastern-American
__Asian/Asian-American/Asian Pacific Islander		__White/European-American	    
__Bi-Racial/Multi-Racial 				__Other:________________________________	

PARENT’S NAME:___________________RELATIONSHIP:________SSN:_____________DOB:____________

ADDRESS:__________________________________CITY/STATE:_____________________ZIP:_________

HOME PHONE: ____________________ WORK PHONE: ____________________ CELL:________________
	Calls will be discrete but please indicate any restrictions: ____________________________________

PARENT’S EMAIL:_______________________________________________________________________
	
EMPLOYER:_________________________________OCCUPATION:________________________________

PARENT’S NAME:___________________RELATIONSHIP:________SSN:_____________DOB:____________

ADDRESS:__________________________________CITY/STATE:_____________________ZIP:_________

HOME PHONE: ____________________ WORK PHONE: ____________________ CELL:________________
	Calls will be discrete but please indicate any restrictions: ____________________________________

PARENT’S EMAIL:_______________________________________________________________________
	
EMPLOYER:_________________________________OCCUPATION:________________________________
	
REFERRED BY: _ _______________________________________________________________________
May I have your permission to thank this person for the referral?	 _____Yes � 	_____No 	
INSURANCE INFORMATION

PERSON RESPONSIBLE FOR PAYING BILL:_____________________________________________________

SSN:_________________DOB:_________________ RELATIONSHIP TO CLIENT:_____________________

PRIMARY INSURANCE COMPANY:___________________________________PHONE:___________________

POLICY#: ___________________ GROUP #: _______________ INSURED’S NAME:_____________________

NOTE: DR. BARNES DOES NOT ACCEPT SECONDARY INSURANCE AND DOES NOT FILE CLAIMS FOR SECONDARY INSURANCE. HOWEVER, IF YOU HAVE A SECONDARY INSURANCE PROVIDER IT WILL BE IMPORTANT TO DISCUSS THIS WITH DR. BARNES AS SOON AS POSSIBLE. IN MOST SITUATIONS WHERE THERE IS MORE THAN ONE INSURANCE PROVIDER, INSURANCE COMPANIES MAY REFUSE TO REIMBURSE FOR SERVICES RENDERED. IF THIS OCCURS, YOU WILL BE HELD FINANCIALLY RESPONSIBLE FOR SERVICES RENDERED AND PAYMENT WILL BE EXPECTED TO BE MADE AT THE TIME SERVICES ARE RENDERED OR IMMEDIATELY UPON NON-PAYMENT BY YOUR INSURANCE PROVIDER. 

SECONDARY INSURANCE COMPANY:_______________________________PHONE:____________________

POLICY#:__________________ GROUP #: _________________ INSURED’S NAME: ____________________
	

DR. BARNES FILES INSURANCE CLAIMS FOR REIMBURSEMENT AS A COURTESY TO HER CLIENTS. HOWEVER, YOU MUST SUPPLY THE APPROPRIATE INFORMATION TO ENABLE HER TO OBTAIN REIMBURSEMENT OTHERWISE ALL FEES FOR SERVICE WILL BECOME YOUR FINANCIAL RESPONSIBILITY. DR. BARNES REQUIRES AT LEAST A 48 HOUR NOTICE OF ANY CHANGE IN INSURANCE IN ORDER TO OBTAIN THE PROPER AUTHORIZATION FOR TREATMENT AND TO FILE YOUR CLAIM. IF YOU FAIL TO GIVE DR. BARNES AT LEAST A 48 HOUR NOTICE OF A CHANGE IN INSURANCE, ALL CHARGES COULD BECOME YOUR FINANCIAL RESPONSIBILITY. ADDITIONALLY, IF YOU HAVE INSURANCE COVERAGE AND FAIL TO REPORT THIS TO DR. BARNES AND THEN LATER ATTEMPT TO RECOUP YOUR ‘SELF-PAY’ PAYMENTS YOU WILL BE REPORTED TO THE APPROPRIATE AUTHORITIES AS THIS IS CONSIDERED A FRAUDULENT ACT. PLEASE BE ADVISED DR. BARNES UTILIZES AN ELECTRONIC CLAIMS SUBMISSION PROGRAM/COMPANY TO PROCESS CLAIMS. ALL CLIENT INFORMATION IS HANDLED WITH UTMOST CONFIDENTIALITY AND MEETS HIPPA COMPLIANCE.  


ASSIGNMENT OF INSURANCE BENEFITS

I REQUEST THAT PAYMENT OF AUTHORIZED THIRD PARTY BENEFITS BE MADE ON OUR BEHALF TO DR. CAROLYN BARNES FOR ANY SERVICES PROVIDED TO ME OR MY DEPENDENTS.  I UNDERSTAND MY SIGNATURE ALSO AUTHORIZES RELEASE OF ANY INFORMATION CONTAINED IN MY CHILD’S RECORDS TO ANY RELEVANT INSURER, OR TO ITS ASSIGNEES, NECESSARY TO PAY A CLAIM.  BY MY SIGNATURE I ACKNOWLEDGE THAT I AM ULTIMATELY RESPONSIBLE FOR PAYMENT OF ALL FEES FOR ALL SERVICES RENDERED REGARDLESS OF INSURANCE COVERAGE.  




____________________________________________		________________________________
SIGNATURE OF RESPONSIBLE PARTY				DATE







SLIDING FEE SCHEDULE

THIS IS BASED UPON HOUSEHOLD INCOME AND EVIDENCE OF NEED.  I UNDERSTAND THAT THE FULL FEE FOR EACH THERAPY SESSION IS DUE AND PAYABLE AT THE TIME OF SERVICE. PLEASE BE AWARE YOU MAY BE ASKED TO PROVIDE PROOF OF INCOME.

SLIDING FEE SCHEDULE FOR THERAPY	0 - $30,000			DETERMINED BY DR. BARNES
$30,001 - $50,000		$95 PER SESSION
$50,001 –$75,000		$120 PER SESSION
ABOVE $75,001			$150 PER SESSION


OUR AGREED UPON FEE FOR THERAPY IS: _____________________________________________________

CLIENT SIGNATURE:  _________________________________________ 	DATE:  ____________________

THERAPIST SIGNATURE:  ______________________________________	DATE: _____________________



STATEMENT OF PROVIDER INDEPENDENCE

EACH PROVIDER IN THIS OFFICE WORKS WITH A GROUP OF INDEPENDENTLY PRACTICING MENTAL HEALTH PROFESSIONALS. WHILE THE MENTAL HEALTH PROFESSIONALS SHARE OFFICE SPACE, EACH PROVIDER IS COMPLETELY INDEPENDENT IN PROVIDING THEIR CLIENTS WITH CLINICAL SERVICES AND AS SUCH IS FULLY RESPONSIBLE FOR THOSE SERVICES. EACH PROVIDER’S PROFESSIONAL RECORDS ARE SEPARATELY MAINTAINED AND NO MEMBER OF THE GROUP CAN HAVE ACCESS TO CLIENT RECORDS WITHOUT YOUR SPECIFIC WRITTEN CONSENT.


ACKNOWLEDGEMENT OF PRIVACY PRACTICES

AS REQUIRED BY THE PRIVACY STANDARDS OF THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA)

I HAVE HAD THE OPPORTUNITY TO REVIEW AND/OR REQUEST A COPY OF THE NOTICE OF PRIVACY PRACTICES OF DR. CAROLYN BARNES.  I UNDERSTAND THAT IF ANY CHANGES ARE MADE TO THIS NOTICE OF PRIVACY PRACTICES, A REVISED COPY WILL BE POSTED IN THE OFFICE.  I ALSO UNDERSTAND THAT IF I WISH TO RECEIVE ADDITIONAL COPIES OF THIS NOTICE, OR IF I HAVE ANY QUESTIONS WITH REGARD TO THIS NOTICE OF PRIVACY PRACTICES, I MAY CONTACT:

CAROLYN BARNES, PSY.D., LLC
404 PETERSON AVENUE NORTH
DOUGLAS, GA 31533
PHONE: (1) 706-622-6553
FAX: (1) 706-622-6551



________________________________________________		__________________________
SIGNATURE OF RESPONSIBLE PARTY					DATE


 Client-Therapist Agreement AND Informed Consent to Receive Psychological Services
	
Psychotherapy Has Both Potential Risks as well as Potential Benefits
     These risks may include for example, uncomfortable levels of unpleasant emotions and that individuals receiving therapy may feel worse, emotionally, before they begin to feel better. Furthermore, clients often seek psychological services because they wish to change some aspect of their lives, behavior, or environment. Changes in the client frequently produce changes in relationships and other areas of the client’s life. While it is my intention to help my clients manage changes in all areas of their life as they arise, it is important for the client to recognize the potential impact of any changes that may occur before they begin treatment. Informed consent refers to your right to an explanation of your or your child’s condition and proposed treatment plan. You and/or your child have the right to participate in the planning of treatment, to refuse treatment, or to discontinue treatment at any time. Respect and non-discrimination are offered to all regardless.     

Professional Relationship
     Because of the nature of therapy, the ‘designated’ client and your relationship with me has to be different from most relationships. It may differ in how long it lasts, the objectives, or the topics discussed.  It must also be limited to only a professional relationship. If my clients and I were to interact in any other ways, we would then have a "dual relationship" which may impact my objectivity. In order to offer all of my clients the best care, my judgment needs to be purely focused on your needs, this is why your relationship with me must remain professional in nature.  
     You should also know that therapists are required to keep the identity of their clients confidential. As much as I would like to, for your confidentiality I will not address you in public unless you speak to me first. I also must decline any invitation to attend gatherings with your family or friends. Lastly, when your therapy is completed, I will not be able to be a friend to you like your other friends. In sum, it is my duty to always maintain a professional role. Please note that these guidelines are not meant to be discourteous in any way, they are strictly for your long-term protection. 

Statement Regarding Ethics, Client Welfare & Safety
     I assure you that my services will be rendered in a professional manner consistent with the ethical standards of the American Psychological Association. If at any time you feel that I am not performing in an ethical or professional manner, I ask that you please let me know immediately. If we are unable to resolve your concern, I will provide you with information to contact the professional licensing board that governs my profession.    
     Due to the very nature of psychotherapy, as much as I would like to guarantee specific results regarding your therapeutic goals, I am unable to do so. However, with your participation, we will work to achieve the best possible results for you. 
     Additionally, at times people find they feel somewhat worse when they first start therapy before they begin to feel better. This may occur as they begin discussing certain sensitive areas of their life. However, a topic usually isn’t sensitive unless it needs attention. Therefore, discovering the discomfort is actually a success. Once we are able to target your specific treatment needs and the particular modalities that work the best for you, help is generally on the way.  

The Initial Diagnostic Interview
     The Initial Diagnostic Interview takes place during the first few sessions. During this time, I will be reviewing my client’s symptoms and prior history of treatment. After the initial session, I along with the client and/or client’s parents/guardian will decide together if psychotherapy or psychological testing would be helpful, and who would be the best treating provider for you or your child. Moreover, I or the client and/or client’s parents/guardian may decide that you or your child would be better treated with a different service provider, in which case I can assist you with a referral to another provider. If we both decide that I am the appropriate treatment provider, I will plan to schedule one 45-55 minute session per week at a mutually convenient time.    
	



Out of State Treatment
     I am a licensed Psychologist in the state of Georgia and can only provide mental health services within the state of Georgia. Due to the varying laws and requirements governing each individual state, if any client finds themselves in a crisis situation and seeks mental health services while either they or their therapist is located outside the state of Georgia (i.e. vacation, training, etc.) it may be necessary for me to refer the client to a local Emergency Room or to a local mental health provider. While you are encouraged to contact me during any time of crisis, please be aware there may be laws and regulations which impact how and when I can provide mental health services to you or your child as my client.     

Technology Statement
     In our ever-changing technological society, there are several ways we could potentially communicate and/or follow each other electronically.  It is of utmost importance to me that I maintain your confidentiality, respect your boundaries, and ascertain that your relationship with me remains therapeutic and professional. Therefore, I have developed the following policies:

Phone Calls and Phone Consults: You are welcomed and encouraged to call the office to change or schedule appointment times or if there is a major change or crisis with the client between sessions. I also understand that you may have questions or concerns after appointment times. Please be aware I will do my best to return calls within 24 hours, however I see clients by hourly appointments and am unable to do phone consults. If you have therapy questions that are not an emergency (‘life or death’ nature) please wait until your next appointment, or call to schedule an appointment to discuss your concern. If you feel frequent phone calls or consults are necessary, we may need to increase the frequency of your therapy sessions. 
     In case of a life threatening situation, contact 911 immediately! Please be aware that clinicians are not always available to immediately respond to emergencies. It is usually best in these situations to go directly to the nearest hospital Emergency Room or contact 911 for help. The occasional brief phone consultation is not charged. However, please be advised that phone consultations over 10 minutes will be billed at the same rate as office visits, and is generally not covered by your insurance provider. 

Cell phones:  It is important for you to know that cell phones are not completely secure and confidential. However, I realize most people have and utilize a cell phone. I may also use a cell phone to contact you. If this is a problem, please feel free to discuss this with me. Please be aware I use Kaspersky to encrypt data on my cell phone as a means of enhancing and protecting the confidentiality of my clients and to ensure HIPPA compliance. Again, even with the encryption service I cannot guarantee that the use of a cell phone will be completely secure and confidential. 

Text Messaging and Email: Both text messaging and email are not a secure form of communication to discuss confidential matters, nor is it a way to receive emergency mental health treatment. When utilizing these technological means, your confidentiality may be compromised. However, I realize many people prefer to text and/or email because it is a quick way to convey information. It is my office policy to NOT accept text messages from clients. However, if you accept these risks and limitations for emails, you are allowed to contact me by EMAIL only, as long as you take into consideration and accept responsibility for the confidential matter of the communication. If you prefer, you are welcome to call the office and, if necessary, leave a message. Depending on the nature of your email(s), I may email back a brief message or contact you by phone. Please understand I cannot provide treatment recommendations or Emergency mental health assessment by email. Additionally, please know that it is my policy to utilize emails strictly for brief topics such as appointment discussions or confirmations. More specifically, as a courtesy, I generally send my clients an appointment reminder by email which includes the date and time of your appointment and possibly information regarding payment or insurance issues. While I utilize an encryption program, health care information sent by regular email can be lost, delayed, intercepted, delivered to the wrong address, or arrive incomplete or corrupted. If you understand these risks and prefer NOT to accept these risks and would prefer NOT to receive an appointment reminder by email, please let me know immediately! If you agree to receive appointment reminder emails from me, you agree to accept 
responsibility for these risks, and will not hold me responsible for any event that occurs after I have sent the email reminder. You also need to know that I am required to keep a copy of emails as part of my client's clinical record. Please note, I generally keep copies of any email discussing topics other than appointment reminders. 
Facebook, LinkedIn, Instagram, Pinterest, Etc:  It is my policy not to accept requests from any current or former client on social networking sites such as Facebook, LinkedIn, Instagram, Pinterest, etc. because it may compromise your confidentiality. I do not have a business Facebook page, a Twitter account nor am I on LinkedIn. You are discouraged from following me on any of these pages because the general public will be aware of the fact your name is attached to me as a Psychologist. If you choose to ignore my request not to follow me on any of these media, you might want to consider using an alias to keep your connection with me confidential, but that is entirely your decision.
     
Google, etc.:  It is my policy not to search for my clients on Google or any other search engine. I respect your privacy and make it a policy to allow you to share information about yourself with me as you feel appropriate. If there is content on the Internet that you would like to share with me for therapeutic reasons, please print this material and bring it to your session. 

Twitter & Blogs:  I generally do not post psychology news on Twitter or write an entry on a blog. However, if you find such an entry and have an interest in following either of these, please let me know so that we may discuss any potential implications to our therapeutic relationship. Once again, maintaining your confidentiality is my priority, therefore, in this type of situation I recommend you use ever security means available which will help address the confidentiality issue of your having a public link to my content.  
     In summary, technology is constantly changing, and there are implications to all of the above that we may not realize at this time. Please feel free to ask questions, and know that I am open to any feelings or thoughts you have about these and other modalities of communication.
	
Communication with Primary Care Physician
     Treatment with me may be coordinated medically with your or your child’s Primary Care Physician, School, Employer, Physical Therapist, Speech Therapist, or Occupational Therapist, and other service providers involved in your or your child’s cross-disciplinary services. By signing this consent to assessment and treatment, you also consent and give authorization for records to be exchanged between myself and your Primary Care Physician or other cross-disciplinary service providers.  
	
Confidentiality Statement:
     The client’s right to privacy is protected by Federal and State Laws. For minor children, the parent/guardian is the holder of privilege within the therapist/client setting. This means that information discussed during treatment is confidential and that no information can be released to anyone without written authorization from the parent/guardian or client (if 18 or older), subject to the exceptions outlined below.  
1. If I have reason to believe that a child, disabled person, or elder person has been abused, neglected or exploited then I am legally required to file a report with the appropriate authorities. 
2. If a client expresses serious intent to harm him/herself or another person I may be required to take protective actions. These may include but are not limited to crisis mental health evaluation at a hospital Emergency Room, calling police, and/or voluntary or involuntary hospitalization. 
3. There may be other situations that limit my legal ability to maintain client confidentiality, for example, if psychological assessment or treatment is ordered by a court OR if a Judge requires the client’s mental health records be released to the requesting Judge, I am legally obligated to release the client’s records. 
4. If the client or client’s parent/guardian chooses to use a third party or insurance provider to pay for services, clinical information will be released to obtain payment of fees. Additionally, all clients using third parties or insurance providers to provide partial or complete payment of fees should be aware that any and all of the information provided to the paying organization could be made available by that organization to: employers providing the insurance benefits, other insurance companies/agencies requesting the information, and other health-care providers that have contact with the insurance company.
5. If your account is turned over to a Collection Agency, necessary information will be released in order to secure payment or settle the debt.   
6. According to the Patriot Act, I may disclose your health information to authorized federal officials who are conducting national security and intelligence activities or providing protective services to the President or other important officials. According to the Patriot Act, I cannot reveal when I have disclosed such information to the government. 
Confidentiality & Records
     The client’s communications with me will become part of a clinical record of treatment for the client, and it is referred to as the client's Protected Health Information (PHI), protected by both federal and state law. The PHI of the client will be electronically stored on a password protected computer which is encrypted and located in my locked office. Additionally, the PHI of the client is confidential, with the following exceptions: (1) the client directs me to tell someone else and signs a “Release of Information” form; (2) I determine the client  is a danger to themselves or to others; (3) the client or client’s parents report information about the abuse, neglect, or exploitation of a child, an elderly person, or a disabled individual who may require protection; (4) the sessions are being billed to a third part payer or an insurance company, and the client's paying institution requires me to submit information about treatment for claims processing or utilization review; (5) the client’s account is turned over to a Collection Agency and it is necessary to release information in order to secure payment or settle the debt; (6) I am ordered by a judge or court to disclose information or to testify; or (7) in situations where I am required to legally adhere to the Patriot Act. Regarding an order by a judge, my license does provide me with the ability to uphold what is legally termed “privileged communication.” Privileged communication is the client's right to have a confidential relationship with a therapist.  If for some unusual reason a judge were to order the disclosure of the client's private information, this order can be appealed. I cannot guarantee that the appeal will be sustained, but I will do everything in my power to keep what the client says confidential. However, you should be aware that if a judge orders the disclosure of your information, I do not have the legal authority to maintain your confidentiality. 

Parents and Collateral Participants
     Participation of parents, siblings, spouses, friends, and sometimes extended family members means these individuals are ‘collaterals’ who participate on behalf of the designated client. More specifically, collaterals are not considered to be a client and are not the focus of treatment. Collaterals have less privacy protection and should not expect full confidentiality rights. No record or file will be maintained on collaterals although notes about them may be entered into the designated client’s file as it reflects important information about family or relationship dynamics that promote or interfere with the client’s treatment. If you have privacy concerns, please discuss them with me.  
    Clinicians specializing in the treatment of children have long recognized the need to treat children in the context of their family. Parents/guardians of minor children in particular have more rights and responsibilities in their role as collateral than in other treatment situations where the identified client is not a minor. Nevertheless, due to the sensitive nature of counseling and the fragile stage of development that your child is currently experiencing, forming a therapeutic bond with me as his/her therapist is very critical at this point. It is important that he/she feels safe and comfortable discussing personal and private topics with me. In an effort to respect the privacy and sensitive needs of your child, I generally do not discuss the content of therapy sessions in detail with parents/guardians. Rather, it is my anticipation that through the therapeutic process new skills and insights will be gained by your child so she/he can discuss these sensitive topics with you in her/his own time. If your child is too young to do this, the parent/guardian and I will definitely have family meetings to assist in this process. 
     Additionally, as a collateral participating in therapy with the designated client, you should expect me to request that you examine your own attitudes and behaviors to determine if you can make positive changes that will be of benefit to the designated client. Moreover, if at any time I make the assessment that the designated client is in danger or might be a danger to others, if abuse/neglect is suspected or reported, or if there are any other concerns related to the health and welfare of the designated client, the client or parents/guardians of minor clients and in some situations, the collateral will be notified immediately so that the necessary actions and precautions can be taken.  

Confidentiality of Minors
     Adolescents age 14 and over have the right to request treatment and confidentiality, and confidentiality may also be an important issue for youth under the age of 14 years. As a parent/guardian, you are being asked to agree to certain limitations to your access to your child’s records and to specific details of what is discussed in therapy in order to facilitate your child’s ability to benefit from treatment. I reserve the right to make clinical decisions regarding confidentiality issues between adolescents and parents/guardians. Parents/guardians will be informed of any serious health or safety issue concerning the client, with the understanding that this determination will be based upon my clinical judgment. Please feel free to discuss any questions or concerns about this with me.     
In Case of an Emergency
     My practice is considered to be an outpatient facility, and I am set up to accommodate individuals who are reasonably safe and resourceful. I do not carry a beeper nor am I immediately available at all times. If at any time this does not feel like sufficient support for you or your minor child, please feel free to inform me so the two of us can discuss additional resources for you or your minor child or transfer the case to a therapist or clinic with 24-hour availability. However, if you or your minor child is feeling that I am not giving you or your minor child enough support, this is an issue that will need to be discussed in session. Generally, I will return phone calls within 24 hours during a normal business week. Occasionally, I will plan to be out of the office for an extended period of time (i.e. training, vacation) before which I generally notify my clients via verbal or written communication. If you or your minor child has a mental health emergency, I encourage you not to wait for a call back, but to do one or more of the following:
	
· Call 911
· Go to your nearest emergency room. 
· Call Behavioral Health Link /GCAL: 800-715-4225 or other crisis hotline 

Our Agreement to Enter into a Therapeutic Relationship
     I sincerely hope this document has been helpful in explaining your role in the therapeutic process, your rights, risks, and my procedures. I am available to discuss the content of this form with you and to answer any questions you have regarding this information. If you have any questions about any part of this document, please discuss them with me as soon as possible. 
     Please print, date, and sign your name below indicating that you have read and understand the contents of this “Client-Therapist Agreement and Informed Consent to Receive Psychological Services” form as well as the Health Insurance Portability and Accountability Act (HIPAA) Notice of Privacy Practices made available to you on my website or in written form per your request. Your signature also indicates you agree to abide by the terms of the Client-Therapist Agreement and Informed Consent to Receive Psychological Services form and you are authorizing me to begin treatment with you or your minor child. 



____________________________________                	_______________________________________   
Client Name (Please Print)				Client Signature 

___________________________________		                          	
Date				
	


If Applicable: 



_________________________________________          ______ ________________________________   
Parent’s or Legal Guardian’s Name (Please Print)	Parent’s or Legal Guardian’s Signature	


________________________________________
Date


FINANCIAL POLICY AND PAYMENT AGREEMENT

YOUR CLEAR UNDERSTANDING OF MY FINANCIAL POLICY IS IMPORTANT TO OUR PROFESSIONAL RELATIONSHIP.  PLEASE ASK IF YOU HAVE ANY QUESTIONS ABOUT MY FEES OR ABOUT YOUR FINANCIAL RESPONSIBILITY.

I WILL ASK TO SEE YOUR OR YOUR CHILD’S INSURANCE CARD AND DRIVER’S LICENSE ON YOUR FIRST VISIT AND WILL SCAN YOUR CARD INTO MY SYSTEM AS NEEDED TO KEEP YOUR INFORMATION CURRENT.  IT IS YOUR RESPONSIBILITY TO NOTIFY ME IMMEDIATELY  OF ANY CHANGES IN INSURANCE COVERAGE.

STRUCTURE OF SESSIONS AND PROFESSIONAL FEES: THE FEE FOR THE INITIAL DIAGNOSTIC INTERVIEW IS $180 PER 45-55 MINUTE SESSION.  INDIVIDUAL THERAPY IS $150 PER 45-55 MINUTE SESSION.  IF THERE ARE OCCASIONS WHEN YOU OR I FEEL THE TYPICAL 45-55 MINUTE SESSION IS NOT ENOUGH TIME, IT WILL BE NECESSARY TO DISCUSS THE NEED FOR ADDITIONAL TIME PRIOR TO THE APPOINTMENT. FEES FOR OTHER SERVICES, SUCH AS LETTER WRITING OR ATTENDANCE AT MEETINGS ARE DESCRIBED ELSEWHERE IN THIS DOCUMENT. FEE PAYMENT IS DUE AT THE TIME OF SERVICE.  IT IS YOUR RESPONSIBILITY TO IMMEDIATELY INFORM ME OF ANY CHANGES IN ADDRESS, PHONE NUMBER, OR INSURANCE COVERAGE WHICH MAY IMPACT THE COLLECTION OR REIMBURSEMENT OF FEES. 

MISSED APPOINTMENTS.  ONCE AN APPOINTMENT IS SCHEDULED, YOU WILL BE EXPECTED TO PAY $100 FOR THE RESERVED TIME UNLESS YOU PROVIDE 24 HOURS ADVANCE NOTICE OF CANCELLATION.   AS A COURTESY, I MAY SEND YOU AN EMAIL TO REMIND YOU OF YOUR APPOINTMENT.  HOWEVER, REMEMBERING TO KEEP, CANCEL, OR RESCHEDULE YOUR APPOINTMENT IS YOUR RESPONSIBILITY.  IF YOU MISS OR CANCEL YOUR FIRST APPOINTMENT, UNLESS THERE ARE EXTRAORDINARY CIRCUMSTANCES, YOU WILL GENERALLY NOT BE RESCHEDULED.  TWO OR MORE NO SHOW OR LATE CANCELLED APPOINTMENTS WILL LIKELY RESULT IN A TERMINATION OF OUR THERAPEUTIC RELATIONSHIP.  

CANCELLATION POLICY:  IN THE EVENT THAT A CLIENT IS UNABLE TO KEEP AN APPOINTMENT, THE CLIENT OR THEIR PARENT/GUARDIAN MUST NOTIFY ME AT LEAST 24 HOURS IN ADVANCE. IF SUCH ADVANCE NOTICE IS NOT RECEIVED, THE CLIENT OR THEIR PARENT/GUARDIAN WILL BE FINANCIALLY RESPONSIBLE FOR THE MISSED SESSION AND WILL INCUR A $100 FEE FOR EACH SESSION MISSED. PLEASE NOTE THAT INSURANCE COMPANIES DO NOT REIMBURSE FOR MISSED SESSIONS. 
     ADDITIONALLY, IF THE CLIENT FREQUENTLY MISSES OR CANCELS APPOINTMENTS IT WILL BECOME NECESSARY TO REASSESS THEIR COMMITMENT TO AND CONTINUED PARTICIPATION IN PSYCHOTHERAPY. 

FORENSIC FEES.  BECAUSE OF THE DIFFICULTY OF LEGAL INVOLVEMENT, I CHARGE A FORENSIC RATE OF $250 PER HOUR FOR PREPARATION OR ATTENDANCE AT ANY LEGAL PROCEEDING.  IF YOU OR YOUR CHILD BECOMES INVOLVED IN LEGAL PROCEEDINGS THAT REQUIRE MY PARTICIPATION, YOU WILL BE EXPECTED TO PAY THE FORENSIC RATE FOR ALL OF MY PROFESSIONAL TIME, INCLUDING BUT NOT LIMITED TO, PHONE CALLS, PREPARATION FOR THE CASE, RECORD COPYING AND MAILING, TIME TRAVELING TO AND FROM LEGAL PROCEEDINGS, TRAVEL AND PARKING EXPENSES, TIME TESTIFYING, AND TIME SPENT WAITING TO BE CALLED TO TESTIFY.  A MINIMUM OF 3 HOURS FORENSIC TIME OR $750 IS PAYABLE IN ADVANCE. ALL FEES COLLECTED FOR FORENSIC SERVICES ARE NON-REFUNDABLE, EVEN IF A COURT APPEARANCE IS CANCELLED OR RESCHEDULED. A SUBPOENA WILL NOT NEGATE FEES GENERATED. YOU SHOULD UNDERSTAND THAT INSURANCE DOES NOT PAY FOR THESE SERVICES.  FURTHER, YOU WILL BE RESPONSIBLE TO PAY MY FORENSIC RATES EVEN IF I AM CALLED TO TESTIFY BY ANOTHER PARTY.  

INSURANCE.  AS A COURTESY, I WILL BILL YOUR INSURANCE CARRIER FOR YOUR OR YOUR CHILD’S SERVICES IF AM A PARTICIPATING PROVIDER WITH THAT COMPANY.  HOWEVER, YOU ARE EXPECTED TO PAY ANY DEDUCTIBLES, COPAYS, OR COINSURANCE AMOUNTS NOT PAID FOR BY YOUR INSURANCE COMPANY.  PLEASE BE AWARE THAT ALTHOUGH MY OFFICE DOES FILE CLAIMS WITH YOUR INSURANCE COMPANY, ALL CHARGES ARE THE RESPONSIBILITY OF THE CLIENT OR CLIENT’S PARENT/GUARDIAN FROM THE FIRST DATE SERVICES ARE RENDERED. IF PAYMENT IS NOT RECEIVED, OR IF THE PAYMENT THAT IS RECEIVED FROM THE INSURANCE COMPANY IS INCORRECT, A REASONABLE EFFORT WILL BE MADE TO RESOLVE THE ISSUE WITH YOUR INSURANCE COMPANY. HOWEVER, YOU MAY THEN BE BILLED DIRECTLY FOR THE AMOUNT NOT RECEIVED. IT WILL THEN BE YOUR 

RESPONSIBILITY TO CONTACT YOUR INSURANCE CARRIER TO RESOLVE THE ISSUE. IF SUCH PROBLEMS DO ARISE, YOU ARE ENCOURAGED TO CONTACT YOUR INSURANCE COMPANY PROMPTLY, AS ANY BALANCE UNPAID WITHIN 60 DAYS OF THE DATE OF SERVICE MAY BE TURNED OVER TO A COLLECTION AGENCY. IF I AM NOT A PARTICIPATING PROVIDER WITH YOUR INSURANCE COMPANY YOU ARE RESPONSIBLE FOR PAYING THE FULL FEE FOR SERVICES PROVIDED.  IF REQUESTED I WILL, AS A COURTESY, PROVIDE YOU WITH INFORMATION SHOULD YOU DECIDE TO REQUEST REIMBURSEMENT FROM YOUR INSURANCE COMPANY.   
     		
DEDUCTIBLES, COPAYMENTS AND COINSURANCE.  THE CLIENT’S INSURANCE REQUIRES ME TO COLLECT THEIR DESIGNATED DEDUCTIBLE, COPAY OR COINSURANCE AT THE TIME OF SERVICE.  PLEASE BE PREPARED TO PAY THE DEDUCTIBLE, COPAY OR COINSURANCE PRIOR TO YOUR OR YOUR CHILD’S SESSION. MINOR CLIENTS: THE ADULT ACCOMPANYING THE MINOR CLIENT SHALL BE RESPONSIBLE FOR MAKING A CO-PAYMENT AT THE TIME SERVICES ARE RENDERED. FOR MINORS NOT ACCOMPANIED BY AN ADULT, NON-EMERGENCY TREATMENT MAY NOT BE PROVIDED UNLESS PAYMENT IS PRESENTED OR ARRANGEMENTS FOR CO-PAYMENT HAVE BEEN MADE IN ADVANCE. 
	
SELF-PAY:  YOU MAY CHOOSE TO SELF-PAY FOR PSYCHOLOGICAL SERVICES FOR VARIOUS REASONS.  EXAMPLES INCLUDE CLIENTS WHOSE INSURANCE PROVIDES INSUFFICIENT OR NO MENTAL HEALTH COVERAGE, THOSE WITHOUT INSURANCE COVERAGE OR THOSE WHO DO NOT WANT TO USE THEIR INSURANCE. YOU WILL ALSO SELF-PAY FOR SERVICES PROVIDED IN ADDITION TO TREATMENT WHICH MAY INCLUDE ATTENDANCE AT SCHOOL MEETINGS, LETTER WRITING ON BEHALF OF THE CLIENT, OR TREATMENT PROVIDED OUTSIDE THE OFFICE.   
     FOR THOSE CLIENTS OR CLIENT’S PARENT/GUARDIAN WHO FAIL TO IMMEDIATELY REPORT INSURANCE COVERAGE EITHER OBTAINED AT THE BEGINNING OF PSYCHOLOGICAL SERVICES OR LATER ACQUIRED ON BEHALF OF THE CLIENT AND THEN PRESENTS INSURANCE COVERAGE AS A MEANS OF RECEIVING REIMBURSEMENT FOR SELF-PAY FEES WILL BE REPORTED TO THE APPROPRIATE AUTHORITIES AS THIS IS CONSIDERED A FRAUDULENT ACT. I RESERVE THE RIGHT TO WITHHOLD REIMBURSEMENT OF FEES UNTIL THE CHARGE OF FRAUD IS LEGALLY AND ETHICALLY RESOLVED. 

ATTENDING MEETINGS: I CHARGE A FEE OF $150 PER HOUR FOR MY ATTENDANCE AT MEETINGS, SUCH AS IEP MEETINGS, ON BEHALF OF THE .CLIENT.  MY TRAVEL TIME WILL ALSO BE ASSESSED IN MOST CASES.

RETURNED CHECK FEES:  IF YOUR CHECK IS RETURNED FROM THE BANK FOR NONPAYMENT, I WILL CHARGE YOU A RETURNED CHECK FEE OF $30. YOU WILL ALSO BE CHARGED FOR ANY ADDITIONAL BANK CHARGES THAT MAY RESULT.  I AM HAPPY TO PROVIDE AN INSUFFICIENT FUND RECEIPT TO THE CLIENT UPON THEIR REQUEST. IF THE CLIENT OR CLIENT’S PARENT/GUARDIAN INCURS FREQUENT RETURNED CHECKS, I MAY CHOOSE TO REFER THEM TO A NEW THERAPIST. 
	
OVERDUE ACCOUNTS:  IF YOUR ACCOUNT IS NOT PAID IN FULL FOR 60 DAYS, AND ARRANGEMENTS HAVE NOT BEEN MADE FOR PAYMENT, YOUR ACCOUNT WILL BE IN COLLECTIONS STATUS.  THIS MEANS THAT I MAY CHOOSE TO USE LEGAL MEANS TO SECURE PAYMENT. THIS MAY INCLUDE TURNING YOUR ACCOUNT OVER TO A COLLECTION AGENCY OR GOING TO SMALL CLAIMS COURT WHICH WILL REQUIRE THE DISCLOSURE OF OTHERWISE CONFIDENTIAL INFORMATION.

LETTERS:  I CHARGE $30 FOR EACH HALF HOUR REQUIRED TO WRITE A LETTER ON BEHALF OF A CLIENT. 

RECORDS REQUESTS:  INVOICE FOR RECORDS PRODUCTION (CALCULATED PER FORMULA CONTAINED IN O.C.G.A. § 31-33-3, ADJUSTED ANNUALLY BY THE DEPARTMENT OF COMMUNITY HEALTH INCLUDES ADMINISTRATIVE FEES ($25.88), CERTIFICATION FEES ($9.70), $15/HOUR PROFESSIONAL TIME (ALLOWABLE PER § 9-11-26 [CIVIL]OR§ 17-16-9 [CRIMINAL]), $0.97/PAGE FOR FIRST 20 PAGES, $0.83/PAGE FOR PAGES 21 THROUGH 100; $0.66/PAGE FOR PAGES 101 AND ABOVE. 

I HAVE READ THE FINANCIAL POLICY AND AGREE TO ABIDE BY ITS TERMS.


__________________________________________		________________________________  
SIGNATURE OF RESPONSIBLE PARTY				DATE

AUTHORIZATION TO SHARE HEALTH INFORMATION WITH PRIMARY CARE PHYSICIAN
CLIENT NAME:_________________________________________     DATE OF BIRTH:_________________

I AUTHORIZE CAROLYN BARNES, PSY.D., LLC TO RELEASE HEALTH INFORMATION ON BEHALF OF THE CLIENT NAMED ABOVE TO THE PRIMARY CARE PHYSICIAN NAMED BELOW:  


			_____________________________________________________
					(PRIMARY CARE PHYSICIAN)

I UNDERSTAND THAT THIS RELEASE OF INFORMATION IS TO PERMIT OUR TREATING PHYSICIAN TO MONITOR THE AFOREMENTIONED CLIENT’S HEALTH STATUS AND TO COORDINATE CARE WITH DR. BARNES. THIS RELEASE WILL AUTOMATICALLY EXPIRE 12 MONTHS FROM THE DATE SIGNED OR AT THE CONCLUSION OF TREATMENT.  I UNDERSTAND THAT AUTHORIZING THE DISCLOSURE OF THIS HEALTH INFORMATION IS VOLUNTARY.  I CAN REFUSE TO SIGN THIS AUTHORIZATION EITHER I OR MY CHILD CAN STILL RECEIVE TREATMENT FROM DR. BARNES. I UNDERSTAND I MAY INSPECT OR COPY THE INFORMATION TO BE DISCLOSED.  I UNDERSTAND THAT INFORMATION THAT IS DISCLOSED AS A RESULT OF THIS AUTHORIZATION MAY BE RE-DISCLOSED BY THE RECIPIENT AND NO LONGER PROTECTED BY LAW.  



__________________________________________________	________________________________
SIGNATURE OF CLIENT OR PARENT/GUARDIAN			DATE


		Authorization to Release Protected Health Information 
If there are other parties that may assist in your therapy, and you believe it would be helpful for your therapist to contact them regarding your treatment, please read carefully and complete this document. Any information shared will be for the sole purpose of facilitating maximum care to you as the client. Please note that treatment is not conditioned upon your signing this authorization, and you have the right to refuse to sign this form.  
	
Client: ________________________________________        Date of Birth: ________________________

Parent/Guardian:_______________________________________________________________________

I hereby authorize Dr. Carolyn Barnes to exchange health information, academic information, IEP information, psychological evaluation information, behavior, and/or disciplinary information with the following individual(s) or organization(s): ____________________________________________________________________________________

____________________________________________________________________________________

Additionally, the above named parties, therapist & person(s) or entity (entities) designated, agree to exchange information only between themselves (or their agents). Any disclosure of information extended beyond these parties is considered a breach of confidentiality. 
	
Please indicate your preference regarding the information to be shared:
❍  The parties stated above may discuss my medical and/or mental health information without
 limitations.
        ❍  I would prefer to limit the information shared between the parties stated above. The limitations I 
              would like to specify are as follows: _________________________________________________

For the purpose of:  	❍  assessment, treatment planning, and treatment continuity  
			❍  other – Please specify: ____________________________________________ 

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization.  I understand I may inspect or copy the information before it is disclosed. I understand that information disclosed pursuant to this authorization may be re-disclosed by the recipient and no longer protected by federal privacy regulations. If I have questions about the disclosure of my or my child’s health information, I can contact Dr. Carolyn Barnes at 706-622-6553.

I understand I have a right to revoke this authorization at any time and that I must do so in writing with date and signature to Dr. Carolyn Barnes and must be received by Dr. Carolyn Barnes at her current office address to be effective.  I understand revocation will not apply to information already released under this authorization.  Revocation will not apply to our insurance company when the law provides our insurer with the right to contest a claim under our policy.  Unless otherwise revoked, this authorization will expire when treatment is terminated, when the child reaches the age of adulthood, or under the following situation: _____________________________________________________________________________

I understand my or my child’s health record may contain information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), treatment for drug and alcohol abuse, or human immunodeficiency virus (HIV). It will include information about behavioral and mental health services.
	
All parties give permission for a faxed or photocopied signature to serve as an original signature regarding this authorization unless otherwise indicated.

_______________________________________________		__________________________
Client or Legal Representative Signature					Date
	
CHILD DEVELOPMENTAL HISTORY

CLIENT NAME: ________________________________________ NICKNAME: _______________________
		
PERSON COMPLETING THIS FORM: _______________________RELATIONSHIP TO CHILD:________________

SERVICES REQUESTED:	❍ THERAPY     ❍  CONSULTATION       ❍ OTHER: ____________________________

PLEASE SUMMARIZE THE PROBLEMS YOUR CHILD IS EXPERIENCING: __________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

HOW LONG HAS YOUR CHILD BEEN EXPERIENCING THESE PROBLEMS? ________________________________

____________________________________________________________________________________

WHY DO YOU THINK YOUR CHILD IS EXPERIENCING THESE PROBLEMS? ________________________________

____________________________________________________________________________________

CHILD’S PARENTS ARE:   ❍SINGLE     ❍DATING      ❍MARRIED      ❍PARTNERED      ❍SEPARATED      ❍DIVORCED   ❍WIDOWED   
		
CHILD RESIDES WITH:  ❍BOTH BIOLOGICAL PARENTS   ❍ BIOLOGICAL MOM   ❍BIOLOGICAL DAD   ❍FOSTER PARENTS   ❍ADOPTIVE PARENTS	❍GRANDPARENTS     ❍STEP-PARENT	OTHER ____________________

DR. BARNES CANNOT SCHEDULE ANY APPOINTMENTS UNTIL SHE RECEIVES A COPY OF THE DIVORCE DECREE/CUSTODY DOCUMENTS OR ADOPTION DOCUMENTS THAT SPECIFY WHO HAS FINAL DECISION MAKING AUTHORITY REGARDING MEDICAL DECISIONS. IF THERE IS NO DOCUMENTATION, PLEASE LET DR. BARNES KNOW.   

ARE THERE ANY FAMILY PROBLEMS THAT MAY BE CONTRIBUTING TO YOUR CHILD’S PRESENT DIFFICULTIES?
____________________________________________________________________________________
	
IF SEPARATED/DIVORCED, HOW MUCH TIME DOES YOUR CHILD SPEND WITH EACH PARENT?  _________________
____________________________________________________________________________________

LIST OTHERS LIVING IN THE HOME:    (NAME, AGE, RELATIONSHIP)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________



PSYCHIATRIC HISTORY
ANYONE IN THE FAMILY WITH ANY MENTAL HEALTH OR DEVELOPMENTAL PROBLEMS SUCH AS AUTISM, ASPERGER, ANXIETY, DEPRESSION, BIPOLAR DISORDER, SUBSTANCE ABUSE, ADHD, LEARNING PROBLEMS, SUICIDE ATTEMPTS, OR MENTAL RETARDATION?  PLEASE LIST BELOW:
	Family Member
	Type of Problem
	Treatment Received

	
	
	

	
	
	

	
	
	



HAS YOUR CHILD EVER THREATENED OR ATTEMPTED TO COMMIT SUICIDE?  IF SO PLEASE EXPLAIN: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HAS YOUR CHILD EVER HAD PSYCHOLOGICAL THERAPY OR TESTING?  IF SO, PLEASE LIST BELOW:
	Doctor / Therapist
	Therapy or Testing?
	When? List Date or Duration

	
	
	

	
	
	

	
	
	




HAS YOUR CHILD EVER RECEIVED INPATIENT MENTAL HEALTH TREATMENT?  IF SO, PLEASE LIST BELOW:
	Name of Hospital
	Reason for hospitalization
	Date(s)

	
	
	

	
	
	



HAS YOUR CHILD EVER TAKEN ANY PSYCHIATRIC MEDICATIONS?  IF SO, PLEASE LIST BELOW:
	Rx Name
	Reason Given
	Who Prescribed?
	Side Effects/ % Improvement
	Dates Taken & Dosage

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	





HEALTH AND DEVELOPMENTAL HISTORY
PREGNANCY:   
PLEASE CHECK IF ANY OF THE FOLLOWING APPLY TO THE MOTHER’S PREGNANCY WITH THIS CHILD:
						EXPLAIN
❍ TOBACCO USE				__________________________________________
❍ ALCOHOL OR SUBSTANCE USE		__________________________________________
❍ PRESCRIPTION MEDICATION USE		__________________________________________
❍ ACCIDENT OR INJURY   			__________________________________________
❍ EMOTIONAL TRAUMA			__________________________________________
❍ DOMESTIC VIOLENCE			__________________________________________
❍ ELEVATED BLOOD PRESSURE		__________________________________________
❍ PREMATURE LABOR			__________________________________________
❍ ANEMIA OR TOXEMIA			__________________________________________
❍ GESTATIONAL DIABETES		__________________________________________

BIRTH: DELIVERY WAS:  ❍ SPONTANEOUS VAGINAL   ❍ INDUCED    ❍ CAESAREAN  
BIRTH WEIGHT:  _______________   ❍ FULL TERM   ❍ PREMATURE 
ANY COMPLICATIONS?  CHECK ALL THAT APPLY:
❍ BREECH						❍ INFECTION
❍ BREATHING PROBLEMS					❍ ABNORMAL COLOR
❍ PREMATURE BIRTH  (HOW MANY WEEKS? __________)	❍ CORD AROUND NECK
❍ MECONIUM						❍ ABNORMAL MUSCLE TONE
❍ OTHER  ___________________________________	❍ BIRTH INJURY______________________
  
DEVELOPMENTAL MILESTONES:  INDICATE AGE YOUR CHILD:
 SAT UP_____ 	CRAWLED ______      WALKED WITHOUT HOLDING ON _____	 	FED SELF______
 SPOKE FIRST WORDS BESIDES MA-MA OR DA-DA _______ 	TIED SHOES_____	DRESSED SELF_____
 SPOKE IN SHORT PHRASES OR SENTENCES ______		TOILET TRAINED DURING DAY____
SPEECH WAS CLEARLY UNDERSTOOD BY OTHERS OUTSIDE THE FAMILY _______
 DID YOU HAVE ANY CONCERNS ABOUT YOUR CHILD’S DEVELOPMENT IN THE FIRST FEW YEARS? ❍ NO ❍ YES  
IF YES PLEASE DESCRIBE___________________________________________________________

WHICH OF THE FOLLOWING DESCRIBES YOUR CHILD’S TEMPERAMENT IN INFANCY OR EARLY CHILDHOOD?
❍ GOOD NATURED		❍ SLUGGISH		❍ IRRITABLE		❍ ACTIVE
❍ CUDDLY			❍ RESISTANT TO TOUCH	❍ EASILY SOOTHED	❍ AFFECTIONATE
❍ DIFFICULTY SEPARATING	❍ CLINGY		❍ ANXIOUS/FEARFUL	❍ SHY OR TIMID
❍ PROLONGED TANTRUMS	❍ HIGHLY EMOTIONAL	❍ EASY			❍ SLOW TO WARM UP

MEDICAL HISTORY:
CHILD’S PEDIATRICIAN OR FAMILY DOCTOR _____________________________________________________  
LIST ANY MEDICAL PROBLEMS YOUR CHILD HAS __________________________________________________
LIST ALL MEDICATIONS CHILD CURRENTLY TAKES (INCLUDE DOSAGE & DATE OF INITIAL PRESCRIPTION OR REFILL) ____________________________________________________________________________________
ANY DRUG ALLERGIES? ___________________________________________________________________
ANY OPERATIONS? ______________________________________________________________________

HAS YOUR CHILD EVER HAD ANY OF THE FOLLOWING? 	
❍ SEIZURES / CONVULSIONS 			❍ CONCUSSION			
❍ FREQUENT EAR INFECTIONS 			❍ EAR TUBES			
❍ SERIOUS INJURY				❍ FAINTING			 
❍ FREQUENT HEADACHES 			❍ MIGRAINES				
❍ FREQUENT STOMACHACHES 			❍ FREQUENT NAUSEA / VOMITING	
❍ VISION OR HEARING PROBLEMS			❍ FOOD ALLERGIES		 
❍ FREQUENT CONSTIPATION			❍ GASTROINTESTINAL PROBLEMS	
❍ URINATING IN CLOTHES OR BED			❍ SELF-INJURIOUS BEHAVIOR _______________________
❍ DEFECATING IN CLOTHES OR BED 		❍ EATING DISORDER
❍ SPEECH/LANGUAGE THERAPY			❍ SPEECH PROBLEMS 					
❍ PHYSICAL THERAPY 				❍ OCCUPATIONAL THERAPY			
❍ TICS / TWITCHES				❍ SLEEP PROBLEMS

PREVIOUS MEDICAL HOSPITALIZATIONS (APPROXIMATE DATES AND REASONS): __________________________
____________________________________________________________________________________
				
CURRENT GENERAL HEALTH AND PHYSICAL CONDITION:
❍ SEEMS TO BE IN GOOD HEALTH		❍ TIRES EASILY, LISTLESS, LACKS ENERGY	❍ OVERWEIGHT
❍ SLEEPS TOO MUCH			❍ UNDERWEIGHT			❍ SLEEPS TOO LITTLE
❍ OVERLY ACTIVE, ALWAYS MOVING	❍ AWKWARD IN RUNNING, WALKING, OR PLAYING

BEHAVIORAL CHECKLIST:  PLEASE CHECK BEHAVIORS THAT BEST DESCRIBE YOUR CHILD
❍ FEELS HAPPY WITH SELF		❍ SUCKS THUMB				❍ WORRIES
❍ DEMANDS EXCESSIVE ATTENTION	❍ OVERLY DEPENDENT ON OTHERS	❍ WETS BED
❍ PLAYS WELL WITH OTHERS		❍ OVERLY ANXIOUS TO PLEASE		❍ CRIES OFTEN
❍ EXHIBITS UNCOOPERATIVE ATTITUDE	❍ TRIES TO CONTROL OTHERS		❍ POOR SELF-CONTROL
❍ HAS VERY FEW CLOSE FRIENDS		❍ RELATES WELL TO ADULTS		❍ FRIENDLY
❍ LACKS MOTIVATION, LAZY		❍ OFTEN SAD OR DEPRESSED		❍ AGGRESSIVE
❍ DOES NOT ADJUST WELL TO CHANGE	❍ FEARFUL				❍ SHY, WITHDRAWN
❍ ACTS YOUNGER THAN AGE		❍ OPENLY AFFECTIONATE TO FAMILY	❍ DAYDREAMS OFTEN
❍ CAN BE TRUSTED			❍ JEALOUS OF SIBLING(S)			❍ LOUD
❍ DISORGANIZED			❍ IMPULSIVE, ACTS WITHOUT THINKING	❍ MOODY

DISCIPLINE USED AT HOME:
HOW OFTEN IS CHILD DISCIPLINED?  ❍ FREQUENTLY   ❍ OCCASIONALLY   ❍RARELY
WHO ADMINISTERS PUNISHMENT?  ❍ MOTHER   ❍ FATHER   ❍ GRANDPARENT(S)   ❍ NANNY/SITTER   ❍OTHER(S)
TYPES OF DISCIPLINE USED:   ❍ SPANKING   ❍ TIME OUT   ❍ LOSS OF PRIVILEGES   ❍ TAKING THINGS AWAY   
	❍ TALKING / REASONING    ❍ GROUNDING   ❍ SENT TO ROOM   ❍ ISOLATION   ❍ REWARDS   
HOW DOES YOUR CHILD REACT TO DISCIPLINE?  ❍ BECOMES ANGRY   ❍ CRIES   ❍ WITHDRAWS   ❍ FIGHTS BACK
	❍ ARGUES   ❍ SCREAMS   ❍ HITS / KICKS / BITES   ❍ LAUGHS   ❍ ACCEPTS IT   ❍ SULKS / POUTS 
EFFECTIVENESS OF DISCIPLINE METHODS:  ❍ BEHAVIOR IMPROVES   ❍ REMAINS SAME   ❍ BEHAVIOR CHANGES
	❍ BEHAVIOR WORSENS

WHAT IS CHILD’S BEDTIME: ________________________ TIME CHILD GETS UP IN MORNING: _______________ 

LIST CHILD’S MAJOR INTERESTS / ACTIVITIES: ___________________________________________________

EDUCATIONAL HISTORY:
 ATTENDED DAYCARE   AGE ______________   ❍ FULL TIME   ❍ PART TIME
 PRESCHOOL                  AGE __________
 KINDERGARTEN            AGE _________
 GRADES REPEATED _______________
 ANY LEARNING PROBLEMS ________________________________________________________________
 SPECIAL EDUCATION   ❍YES   ❍NO
 RECEIVES TUTORING IN __________________________________________________________________

 ANY BEHAVIOR PROBLEMS AT SCHOOL _______________________________________________________
 ACADEMIC GRADES OR PERFORMANCE   ❍ BELOW AVERAGE    ❍ AVERAGE    ❍ ABOVE AVERAGE
 STRUGGLES WITH:
❍ READING  ❍ MATH  ❍ WRITING  ❍ SPELLING  ❍ ATTENTION/FOCUS    ❍ COMPLETING WORK   ❍ TEST ANXIETY  ❍ HOMEWORK    ❍ ORGANIZATION   ❍ SOCIAL SKILLS   ❍ BULLYING    ❍ DISRUPTIVE BEHAVIOR   ❍ PEER GROUP
WHAT IS YOUR CHILD’S ATTITUDE TOWARD SCHOOL? _____________________________________________
DESCRIBE YOUR CHILD’S STUDY HABITS AT HOME: _______________________________________________
____________________________________________________________________________________
CHILD’S BEST SUBJECTS:_______________________________ WORST SUBJECTS:____________________ 

TRAUMA HISTORY:
HAS YOUR CHILD EXPERIENCED:  ❍ DOMESTIC VIOLENCE   ❍ PHYSICAL ABUSE   ❍ NEGLECT    ❍ SEXUAL ABUSE   
❍  NO    ❍ YES   PLEASE  EXPLAIN:__________________________________________________________

LEGAL ISSUES:
HAS YOUR CHILD EVER BEEN ARRESTED, ON PROBATION, OR OTHERWISE INVOLVED WITH THE LEGAL SYSTEM? 
 ❍NO   ❍YES    PLEASE EXPLAIN____________________________________________________________

SUBSTANCE USE:
DO YOU SUSPECT OR HAS YOUR CHILD EVER USED TOBACCO, ALCOHOL, OR DRUGS?   ❍ NO   ❍YES   IF YES, PLEASE EXPLAIN ________________________________________________________________________

RELIGIOUS PRACTICES:
RELIGIOUS BELIEFS:        ❍ PREFER NOT TO ANSWER       ❍ NONE      ❍ JEWISH        ❍ MUSLIM       ❍ HINDU 
❍ CHRISTIAN (LIST DENOMINATION)__________________________________________________________
❍ OTHER (PLEASE LIST)__________________________________________________________________
DOES YOUR FAMILY PARTICIPATE IN RELIGIOUS SERVICES?  ❍ YES   ❍ NO    ❍ SOMETIMES    ❍ DOES NOT APPLY
IS THE PRACTICE OF YOUR FAITH AN IMPORTANT PART OF YOUR FAMILY LIFE?  ❍ YES    ❍ NO     ❍ SOMEWHAT 
	❍ DOES NOT APPLY

ADDITIONAL INFORMATION: PLEASE USE THIS SPACE TO PROVIDE ANY ADDITIONAL INFORMATION YOU CONSIDER IMPORTANT REGARDING YOUR CHILD: 
____________________________________________________________________________________
	
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

THANK YOU FOR PROVIDING THIS HELPFUL INFORMATION
EMAIL: drcarolynbarnes@gmail.com		WEBSITE: www.drcbarnes.com	

