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New Patient Information




         Carter S Townsend, Psy.D. 












          214.414.2806

 










Today’s Date____________________
Patient







       
Name___________________________________________________________________Preferred Name______________________

First


Middle


Last
Address____________________________________________________________________________________________________


Number


Street



City


State

Zip
Home/work #______________________  Cell #_________________________   Email___________________________________
Date of Birth___________________  Age_____________

Sex:     F     M     Other
Employer_______________________________________________Job Title/Occupation__________________________________
Work Address_______________________________________________________________________________________________


Number

       Street


Suite#


City

State

Zip
Religious Affiliation or Spiritual Practice________________________________________________________________________

Primary Care Physician________________________________________________Date of Last Exam_______________________

Psychiatrist (if applicable)_______________________________________________Date of Last Appointment________________

Relational Status:   Single       Partnered       Married       Committed       Separated       Divorced       Widowed       Other
Length of Current Relationship______________
Dates of Previous Marriage(s)/Committed Relationship(s):__________________________________________________________
____________________________________________________________________________________________________________
Dependent(s) Names/ Age(s)___________________________________________________________________________________

___________________________________________________________________________________________________________

Who may I thank for referring you:_____________________________________________________________________________
Emergency Contact(s)
Name(s)____________________________________________________________________________________________________

Relationship(s)______________________________________________________________________________________________

Day Telephone #___________________________________________Evening #__________________________________________

Address____________________________________________________________________________________________________


Number


Street



City


State

Zip

Do You Have Any Medical Problems or History of Medical Problems?   Yes   No   If  Yes, Please Explain:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medications & Dosage (Prescription/Herbal/Other):


Prescribed by:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Listing of Prior Treatment

Beginning with the most recent, please list all professionals (psychologists, psychiatrists, counselors, social workers, pastoral counselors, etc.) and facilities (hospitals, alcohol and drug programs, clinics, etc.) that have provided psychological evaluation and/or treatment.

	Patient Initials

	Type of Service (counseling, hospitalization, etc)

	Provider

	Dates of Service


				
				
				

	


Has anyone in your family (blood relatives) ever been diagnosed with a mental illness?__________________________
____________________________________________________________________________________________________

Has anyone in your family ever attempted suicide?_________________________________________________________
____________________________________________________________________________________________________

My symptoms include (Circle all that apply):

Sadness

irritability

insomnia

crying spells 

suicidal thoughts

no pleasure
no energy
trouble sitting still
trouble concentrating

fear

changes in appetite
sleeping too much
low self-esteem

troubling thoughts

feeling paranoid

feeling out of control

thoughts of harming others


confused or forgetful

alcohol abuse

hopelessness       
 
helplessness

excessive or inappropriate guilt

excessive or inappropriate anger

worrying

panic attacks

indecisiveness

impulsivity

racing thoughts

irritability 
relationship difficulties 

physical symptoms_________________________________________


Others:______________________________________________________________________________________________

Briefly Describe the Problems/Reasons That Bring You Here________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

What Would You Like To Achieve and/or See Happen By Coming Here For Care?______________________________ ​​​​____________________________________________________________________________________________________
____________________________________________________________________________________________________
Payment Information

Financially Responsible Party:     Self_____     Other_____     If Self, Give Billing Address Below:

Same as Previously Given________, or:

Address____________________________________________________________________________________________________


Number


Street



City


State

Zip

If Financially Responsible Party Is Not the Patient, Please Provide the Following Information:

Responsible Party’s Name_____________________________________________________________________________________





First



Middle



Last
Relationship to Patient________________________________________________________________________________________

Billing Address______________________________________________________________________________________________



Number


Street


City


State

Zip

Home #____________________________Cell #__________________________Work #___________________________________
Employer_______________________________________________Job Title/Occupation__________________________________
Payment Agreement
Agreement to Pay.  I accept responsibility for payment of charges for services rendered to the above named patient.  I understand that full payment is expected at the time services are rendered.  I further understand that Carter S. Townsend, Psy.D. does not enter into contracts with managed care companies due to the loss of patient confidentiality and the loss of patient control over their treatment.
Psychotherapy Fee Schedule.  The usual and customary fee for services is $180 per 50-minute individual psychotherapy sessions. 75-minute sessions for individuals is $270. In addition to weekly appointments, there may be a charge for other services such as telephone conversations, which last longer than 15 minutes, requested attendance at meetings/consultations with other professionals, or preparation of treatment summaries.

Cancellation Policy.  Appointment times are individually reserved.  When appointments are cancelled at the last minute, it keeps others who want an appointment from being scheduled. For this reason; cancellations must be made 48 hours in advance.  I understand and agree that I will be charged for and required to pay for missed appointments not cancelled at least 48 hours in advance.

Out-of-Network Insurance Claims.  I understand that it is my responsibility to ascertain out-of-network insurance coverage and file my own claims.  I may request a HICFA form from Carter S Townsend, Psy.D. with the documentation and diagnosis needed in order to file a claim with my insurance company.  I fully and freely consent to the release of any and all such patient information as is necessary for the processing and review of health care claims made.  

_____________________________________________

_________________________

Signature






Date

_____________________________________________



Print Name






       

_____________________________________________

_________________________

Witness Signature





Date

_____________________________________________



Print Name
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