Diane H. Browne, Psy.D., LLC

Licensed Psychologist
Wholeness is Healing® 

PATIENT INFORMATION FORM

Patient Name (first)______________(Middle)_____________(Last)________________

Address ________________________________________________________________

Home Phone _____________________Work _________________Cell ______________

Social Security ___________________ Birthdate ______________Age ______________

Sex __________Marital Status _______Ethnic Identity ___________________________

Employer _____________________________Occupation ________________________

Are you having work-related problems? ________ Do you enjoy your work? _________

Religious Affiliation___________________Do you attend services? ______________

Would you like your faith integrated into your treatment? ________________________

Highest level of education_______________Major area of study__________________

If a student, what school do you attend? _______________________________________

Please list who you live with and their ages: _______________________________________________________________________

If a dependent child, are parents:  Married___________Separated_______Divorced__________Deceased ______________

Primary Care Physician:  Name ____________________Address: __________________


Phone __________________When was your last physical? __________________

Are you being treated for a medical condition? ______What are you being treated for?  ________________________________________________________________________

Have you received mental health services before? ____________When were you treated? _______________________________________________________________________What were you treated for?_________________________________________________ ________________________________________________________________________

Who was the care provider? _________________________________________________

Do I have your permission to release and receive information from the referring professional and or your medical doctor if it is appropriate?  Yes ______No_______

How did you hear about me?  ________________________________________________

What is your primary reason for coming here? ___________________________________

What precipitated your coming in now? __________________________________

In case of emergency please notify:  Name ________________Relationship __________


Phone _________________Cell Phone __________________________________
Financially Responsible Party

Guarantor Name:_________________________Phone: ___________________________

Guarantor Address: _______________________________________________________

Guarantor Relationship with Patient: __________________________________________

Guarantor’s Employer: ________________________Work Phone: _________________

Occupation: __________________________Social Security No: ___________________
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Insurance Information

Though Dr. Browne does not contract with any insurance carriers, the following information is often requested from insurance companies to process claims patients have submitted for reimbursement. You can choose not to file for reimbursement.

Primary Insurance ___________________________________________ 
Subscriber’s Name: _________________________Relationship to Patient: __________

Subscriber’s Birthdate: ________________ Subscriber’s SS (if used by the insurance company: _________________ Group ID #: _______________________

Guarantor Agreement: I certify that the information on the previous page is true and correct.  I understand that Dr. Browne does not accept any insurance plans and I agree to take full responsibility for the entire amount due for any and all services rendered by 
Dr. Diane Browne.  Dr. Browne will provide me with a receipt for each service rendered. 

I accept responsibility for contacting my insurance company to inquire about being reimbursed and submitting receipts for my care. 

Guarantor Signature:
____________________________
Date:  _____________                              

Tell me briefly about what brings you or your family in to see me.  How can I help?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Adult Consent to Treatment

I certify that I have come seeking treatment with Dr. Diane Browne on my own accord.  I hereby authorize the provision of psychological services as deemed necessary or advisable by Dr. Browne to address my needs. I agree to pay for all fees and charges for such treatment. 

Signature _______________________    Date  ____________________

AUTHORIZATION FOR RELEASE OF PERSONAL HEALTH INFORMATION

I authorize use and disclosure of my personal health information for the purposes of diagnosing or providing treatment to me, helping me obtain reimbursement for my care, or for the purposes of conducting the healthcare operations of Dr. Browne’s practice.  I authorize Dr. Browne to release any information required in the process of applications for financial reimbursement to me for the services rendered.  This Authorization provides that Dr. Browne may release objective clinical information related to my diagnosis and treatment, which may be required by my insurance company or its designated agent.  I give Dr. Browne permission to disclose written or verbal information about my care and costs associated with my insurance company during and after my care has been provided.

Signature _______________________     Date ___________________

NOTICE OF PRIVACY RIGHTS UNDER HIPPA REGULATIONS 

I will receive Dr. Browne’s “Notice of Privacy Policies” and her “Client’s Rights Statement” when I come in for my first appointment. These hand-outs will provide me with further information about my rights including the right to see and copy my record, to limit disclosure of my health information, and request an amendment to my record, is explained in the Policy.  My right to make a complaint and file a grievance is also explained.  I understand that I may revoke in writing my consent for release of my health care information except to the extent that Dr. Browne has already made disclosure with my prior consent. 
AUTHORIZATION FOR USE AND DISCLOSURE

OF PROTECTED HEALTH INFORMATION

(Only fill out if I need to talk to other people about your care)
Patient Name _______________________________ Date of Birth________

Address ____________________________________SSN# _____________

Home Phone ____________________ Work Phone ___________________
I, the undersigned patient or legal guardian authorize 

___x__Verbal information to be released by _____x_____or exchanged___x__ about me or my child from the following providers: 

___x__Written information– including mental health tests and reports, chart notes, intake, diagnosis, prognosis, medication, and treatment history ____x___, substance abuse, ___x_ HIV status to be released ___x__________or exchanged about me or my child from the following providers:

1.___ Diane H. Browne Psy.D., LLC (Licensed Psychologist______________________________, 

 Name of Releasing Provider and or Facility

__15803 Crabbs Branch Way, 2nd Floor Rockville, Md 20855   301-520-2723  301-417-0290 
Address of Releasing Provider or Facility
 Phone



Fax

2._________________________________________________________________________

Name of Releasing Provider or Facility      Phone          



Fax

___________________________________________________________________________

Address of Releasing Provider or Facility           





3._________________________________________________________________________

Name of Releasing Provider or Facility      Phone         



 Fax

___________________________________________________________________________

Address of Releasing Provider or Facility                                       





Release of information is to allow providers to  ______coordinate care with

___________Billing or Claims, ________Attorney, ________Medical Doctor

_______Pastor,  ________________Teacher/School System _______Mental Health Provider

· I understand that this Authorization is voluntary and that my treatment by Dr. Browne is not contingent on my signing this form.

· I understand I may be charged for copying and mailing my record.

· I understand that the Authorization can be withdrawn by me at any time in writing. I cannot, however, take exception to actions that have already taken place before I withdrew my consent.

· I understand that the information disclosed by Dr. Browne may be re-disclosed by the recipient and will no longer be protected.  Dr. Browne is hereby released from any legal responsibility or liability for disclosure of the above information to the extent indicated and authorized herein.

· I understand that the information which is being released is from records in which confidentiality is protected by state and federal law.

Name of Patient or Legal Representative___________________________________

Signature of Patient or Legal Representative (Expiration Date: 180 days after signature or 180 days after treatment ends) 

Patient Signature:





Date:

PATIENT: __________________________________

MEDICATION RECORD

Please complete if you are taking any medications, supplements, or herbal remedies of any kind.

DATE    MEDICATION   
 USE


PRESCRIBING MD


Movement
How much do you move in a typical day? What exercises to do you do? What type of exercise do you most enjoy doing?

DIET

What do you typically eat?  What are your favorite foods? Are you happy with your weight?

	
	Please provide the following history so that in the first session we can focus on what brings you in rather than gather this information.  Knowing your history is part of your treatment! Thanks

	       Birthplace
	

	
	

	       Where grew  up?
	

	
	

	     Tell me about your 

     mother
	

	
	

	
	

	      Tell me about your 

       father   
	

	
	

	      Do you have siblings?
	

	     Where are they now?
	

	       Do you have children?
	

	
	

	        Ever been hospitalized?
	

	        When and Where?
	

	
	

	       Head Injuries?
	

	       Allergies?
	

	
	

	      What were you like as a   

       cbild?    
	

	
	

	
	

	      How would you describe  

      your adolescence?
	

	
	

	
	

	      Please list your three         .     worst traumas


	

	       If you had three wishes
	

	    what would they be?
	


