General Consent & Acknowledgement Form
Consent for Treatment


I consent to evaluation and treatment of the condition for which I, my child or my dependent have come to Horizons Behavioral Health.

Patient Rights and Responsibilities


I have received, read and understand the Financial Policy.
 FORMCHECKBOX 
Yes


I have received a copy of the Privacy Notice
 FORMCHECKBOX 
Yes


Consent for the Use and Disclosure of Health Information


I consent to the disclosure of my health information necessary for billing, collections, and auditing purposes.  My health information may be disclosed to insurance companies, third party payors, and claims review organizations.


I consent to the disclosure of my health information to my primary care physician for the purposes of continuity of care.


I consent to the disclosure of my health information as necessary for medical treatment, (example:  information we need to disclose to order consultations, special evaluations, and laboratory tests).


Unless I revoke this consent in writing to Horizons Behavioral Health, it is valid throughout the course of my treatment.  I understand that I can revoke this consent to the extent that action has not been taken by Horizons Behavioral Health.


I will tell you if I want to inspect the information being disclosed.


I release and hold harmless Horizons Behavioral Health, its agents, employees, and clinicians from any liability that may arise from the disclosure of health information in accordance with this consent.

Confirmation of Appointments


You may call me to confirm appointments.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


You may call me at home.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


You may leave a message at home.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


You may call me at work.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


You may leave a message at work.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Patient Responsibility for Pre-certification


I am responsible for notifying my insurance company to obtain authorization before service is provided.  If I do not pre-certify, my benefits may be reduced or lost. In that case, I will be responsible for my bill.

Missed Appointments

I am responsible for 50% of the full fee for a scheduled appointment not cancelled at least 24 hours in advance.

Prescription Re-writes


If a prescription is lost or stolen and a re-write is required, there will be a $20 charge.

Assignment of Benefits and Agreement for Payment


I authorize my insurance company to pay benefits directly to Horizons Behavioral Health. I am financially responsible for any unpaid balance on my account. Unless I make prior arrangements, I will pay “out-of-pocket” charges at the time of service. If I default or do not pay, Horizons is entitled to the right of recovery of all collection expenses, including court costs and reasonable attorney’s fees incurred for the purpose of securing payment. If I am the named insured, I agree that any credit balance on an account of any family member may be applied to the account of anyone else in my family.

Patient Name 







Date: 








(Please print)

Patient Signature






Date:





Parent/Guardian






Date:





(if patient is less than 18 years of age)

Witness Signature






Date






	
	

	Horizons Behavioral Health
	Patient Name:_________________________________

	
	Account # ____________________________________


Confidentiality
We keep the information you give to us about you or your child confidential. We will not share it with anyone without your written permission. There are four exceptions when the information you give us will not be kept confidential. They are, as follows:

1. We can release information necessary to keep you or another person safe from imminent physical or psychological danger.

2. We are required by state law to report known or suspected physical or sexual abuse of a child to the State Department of Children and Family Services.

3. We are required by state law to report suspected abuse, neglect or financial exploitation of an adult age 60 or more who, because of dysfunction, is unable to seek assistance for him or herself, to the State Department of Aging.

4. We will comply with any valid court order for the release of all or part of your record.

By signing this form, I am indicating that I have read and understood the limits of confidentiality.  If I have any questions about confidentiality, I will discuss them with my clinician before signing.

Patient Signature________________________________
Date:___________________

Parent/Guardian_________________________________
Date:___________________

(if the patient is less than 18 years of age)

	
	

	Horizons Behavioral Health
	Patient Name:_________________________________

	
	Account # ____________________________________


Medical History





                                                                 Date:________________

Patient Name:_________________________ Date of Birth: 






Emergency Contact:____________________  Relationship: ________________________________

Phone # of  emergency contact: (Home) _________________  (Work) ________________________

Primary Care Physician:________________________Phone Number: ________________________

May we contact this physician for continuation of care? 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Chief Complaint/Reason for Visit:______________________________________________________

___________________________________________________________________________________

Do you have any known Allergies?
 FORMCHECKBOX 
Yes(describe below)

 FORMCHECKBOX 
NO

______________________________________________________________________________________________________________________________________________________________________

Medication Taken Routinely:

List ALL medications you are currently taking, including over the counter and herbal remedies (Medication Name/Dose/Frequency/Last Dose):
______________________________________________________________________________________________________________________________________________________________________
Chronic Illnesses: (please check all that apply)

 FORMCHECKBOX 

Head Injuries:  FORMCHECKBOX 
L.O.C.   FORMCHECKBOX 
Concussion_____________________________________________________

 FORMCHECKBOX 

Neurological:   FORMCHECKBOX 
TIA   FORMCHECKBOX 
Stroke  FORMCHECKBOX 
Seizures  FORMCHECKBOX 
Headaches  FORMCHECKBOX 
Blackouts ____________________________

 FORMCHECKBOX 

Eye Problems:   FORMCHECKBOX 
Glaucoma   FORMCHECKBOX 
Cataracts  FORMCHECKBOX 
Macular degeneration ______________________________

 FORMCHECKBOX 

Heart Disease:   FORMCHECKBOX 
Angina  FORMCHECKBOX 
MI   FORMCHECKBOX 
CHF FORMCHECKBOX 
Irregular Heart Rate  FORMCHECKBOX 
High Blood Pressure _______________

 FORMCHECKBOX 

Lung Disease:   FORMCHECKBOX 
Asthma   FORMCHECKBOX 
Emphysema  FORMCHECKBOX 
Bronchitis  FORMCHECKBOX 
Pneumonia____________________________

 FORMCHECKBOX 

Endocrine:   FORMCHECKBOX 
Thyroid   FORMCHECKBOX 
Diabetes Mellitus__________________________________________________ FORMCHECKBOX 

Gastrointestinal:   FORMCHECKBOX 
Ulcers   FORMCHECKBOX 
Rectal Bleeding_______________________________________________

 FORMCHECKBOX 

Gallbladder Disease:___________________________________________________________________

 FORMCHECKBOX 

Liver/Pancreas:   FORMCHECKBOX 
Cirrhosis  FORMCHECKBOX 
Hepatitis  A / B / C  ___________________________________________

 FORMCHECKBOX 

Genitourinary:   FORMCHECKBOX 
Urinary Tract Infections   FORMCHECKBOX 
Prostate problems   FORMCHECKBOX 
Kidney Stones___________________

 FORMCHECKBOX 
         Gynecological:  FORMCHECKBOX 
PMS  FORMCHECKBOX 
 Hormonal ______________________________________________________

 FORMCHECKBOX 
        Sexually transmitted diseases:  FORMCHECKBOX 
HIV ____________________________________________________

 FORMCHECKBOX 

Musculoskeletal:   FORMCHECKBOX 
Arthritis   FORMCHECKBOX 
Fibromyalgia  FORMCHECKBOX 
Osteoporosis  FORMCHECKBOX 
Back Pain ________________________

 FORMCHECKBOX 

Blood Disease:   FORMCHECKBOX 
Anemia_______________________________________________________________

 FORMCHECKBOX 

Weight Changes:   FORMCHECKBOX 
Weight Gain   FORMCHECKBOX 
Weight Loss_____________________________________________

 FORMCHECKBOX 

Cancer:______________________________________________________________________________

	
	

	Horizons Behavioral Health
	Patient Name:_________________________________

	
	Account # ____________________________________


Have you ever had any serious injuries or previous surgeries?
  FORMCHECKBOX 
Yes(describe below)   FORMCHECKBOX 
No

______________________________________________________________________________________________________________________________________________________________________

Previous Hospitalizations  (medical and psychiatric)

Year



Reason



Name of Hospital

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you or could you be pregnant at this time?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A  FORMCHECKBOX 
 LMP_____________
Do you currently smoke?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Have you ever received psychiatric treatment?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

Has anyone in your family had or been treated for a psychiatric illness?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Have you ever been treated for alcohol or drug abuse?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Has anyone in your family been treated for alcohol or drug abuse?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

Have you recently experienced any of the following (check all that apply):

 FORMCHECKBOX 
Depression

 FORMCHECKBOX 
Anxiety/Nervousness FORMCHECKBOX 
Irritability

 FORMCHECKBOX 
Sadness

 FORMCHECKBOX 
Hopelessness

  FORMCHECKBOX 
Helplessness

  FORMCHECKBOX 
Feel Disorganized

  FORMCHECKBOX 
Pressured Speech

  FORMCHECKBOX 
Stressed

  FORMCHECKBOX 
Agitation                            

  FORMCHECKBOX 
Sleep Changes

  FORMCHECKBOX 
Appetite Changes

  FORMCHECKBOX 
Problems Functioning          

  FORMCHECKBOX 
Anger

  FORMCHECKBOX 
Rage

  FORMCHECKBOX 
Tantrums

  FORMCHECKBOX 
Sexual Issues

  FORMCHECKBOX 
Self Harm

  FORMCHECKBOX 
Confusion

  FORMCHECKBOX 
Isolation

Any additional information please add:_________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Signature________________________________
Date:___________________



Parent/Guardian_________________________________
Date:___________________



(if patient is under 18 years of age)

Reviewed with Patient ___________________________     Date: __________________



	
	

	Horizons Behavioral Health
	Patient Name:_________________________________

	
	Account # ____________________________________














