Advanced Psychological Associates

10722 Arrow Route  Suite #314  Rancho Cucamonga, Ca.  91730-7614    

909 367-3333 Fax 909 581-0920
Patient Information

Last Name: ______________________________First Name _________________________MI_______

Street Address ______________________________________________________________________
City ___________________________________State ___________________Zip__________________

Phone #___________________________Cell #_______________________Date of Birth ___________

Patient email address ______________________________________________​​​​​​​​___________________

_____________________________________________    ___________________________________________

Place of Employment or Name of School


Phone 

___________________________________

____________________ ________  ____​​​______

Address






City                     

State

Zip

Sex M    F    Soc Sec #________________            Marital Status S  M   D   W   ___________________       

Organization/Person Insured responsible for Payments------Relationship to patient__________________________________

 Last Name:_____________________________ First Name _________________________MI_______

Street Address ______________________________________________________________________
City ___________________________________State ___________________Zip__________________

Phone #___________________________Cell #_______________________Date of Birth ___________

__________________________________________   ____________________________________

Place of Employment or Name of School


  Phone 

_________________________________

____________________ ________  __________

Address






City                     

State

Zip

Sex M    F    Soc Sec #________________Marital Status S  M   D   W   

Email address ___________________________________________________________________

Adult Family Member

________________________________  ________________________  _________________________

Last Name




 First Name



Place of employment

_________________________________  _______________________   _______       _________

Address




   City




State

Zip

Phone______________________

Relationship to Patient________________________________

Children in household


Date





         Relationship

Name


  Age
   Grade
of Birth
School



to Patient

_______________  _____   ________   _______  __________________________    _______________

_______________  _____   ________   _______  __________________________    _______________

_______________  _____   ________   _______  __________________________    _______________

_______________  _____   ________   _______  __________________________    _______________

Referred By:   Employer/Website/Internet Search/Church/Doctor/Insurance Company/Family/Friend/Other __________________Is it okay to thank your referral  Yes No   initial ___________

Referral: Last Name:____________________________ First Name_____________________________

Phone #___________________________Cell #_______________________

Welcome to Advanced Psychological Associates.  We are dedicated to making your experience here as rewarding as possible.  The following information provides clarification of our office policies and requirements.  If you have any questions regarding our procedures, please feel free to speak with your therapist at any time.

Confidentiality

Although your therapy sessions are records are confidential, there are some exceptions countermanded by the law.  Please be aware that therapists are mandated by law to report child abuse, neglect, or endangerment, child’s witnessing of domestic violence, elder abuse, danger to yourself, threat or danger to another person and certain legal proceedings (i.e. Workman’s Compensation).

Insurance

As a courtesy, we are happy to bill your insurance for services, however, all professional services are charged directly to you and remain your responsibility at all times.  Your insurance coverage is a relationship between you and your insurance carrier.  Any questions regarding your account, please contact the office.

Minors:  If your children are not involved in therapy, please arrange for their supervision during your session.  We regret that we are not licensed, insured, or staffed for childcare.

After Hours:  If you need to reach your therapist after hours, you can do so by calling our office at 909 367-3333.

I authorize payment directly to the person/therapist of any group insurance benefits otherwise payable to me.  I understand that I am financially responsible for any charges not covered by this authorization.  I authorize release of any information relating to any claim or claims.  I understand that this practice is owned and operated by an independent person.   I acknowledge that each person working here is individually responsible for the care provided to me and no one else or corporate entity is responsible for my care or treatment.   _________Initial

Intake Sheet

Last Name ______________________________ First Name _________________________MI_______

What problem (s) led you to seek therapy at this time? _______________________________________

___________________________________________________________________________________

How long has this been a problem? _____________________

Do you have any significant medical problems that any be having an impact on you emotionally? Yes No

If Yes, please explain _________________________________________________________________

___________________________________________________________________________________

Did a physician refer you? Yes No  If yes, who is the referring physician? _________________________

Do you give consent for our office to contact him/her to discuss your case? _______________________

Phone _____________________________________________________________________________

Note:  your physician will not be contacted without your permission.

Are you currently on any Medications?  If so what medications and what dose?

Medication







Dosage

________________________________________

__________________________________

________________________________________

__________________________________

________________________________________                 __________________________________

Have you ever been treated by a mental health professional before?  Yes No If yes, please explain

 __________________________________________________________________________________

Has anyone in your family suffered from an emotional or mental disorder, or from an addictive disorder such as alcoholism?  Yes No  

_______________________________________   __________________________________________

Disorder






Relationship

_______________________________________   __________________________________________

Disorder






Relationship

______________________________________     __________________________________________

Disorder






Relationship

Car Make__________________    Model________________ Year______________

Color___________ License Plate No_____________

CALIFORNIA PRIVACY PRACTICES ACKNOWLEDGEMENT

I have received the California Privacy Practices Notice Form and I have been provided an opportunity to review it.

Name: ____________________________________ Birthdate: _________________________

Signature: _________________________________________________Date: ___________________

Cancellations

I understand that if I am unable to keep my appointment and don’t notify the office or answering service at least 24 hours in advance I am liable for the full amount of the appointment, not the discounted amount.  ______________ Please Initial  

I authorize and accept treatment from Advanced Psychological Association.

______________________


_________________________________________

Date






Patient (Parent/Guardian)

Authorization to Release Information and Payment

I hereby authorize the release of information to my insurance company as necessary to obtain authorization and payment of medical benefits to physician/therapist for services rendered and allow a photocopy of my signature to be used to file insurance claims.

I hereby authorize my insurance carrier to issue payment to Advanced Psychological Associates for services rendered. Regardless of my insurance benefits, I agree that I am financially responsible for fees of service, as well as missed appointments.  Confidentiality will be respected unless the law requires disclosure. If this account, due to non-payment, must be turned over for collections, I understand that I will be responsible for collection costs.

_______________________


___________________________________________

Date






Responsible Party/Insured
