
PATIENT INFORMATION SHEET 
 

Patient Name:     _Jr. / Sr. / III Marital Status: Single 
 (Last) (First) (MI) 
Address (Mailing):  City:     

 

State:     Zip: _   Physical Address (If Different): _   
 

Sex:  M  or  F Date of Birth:  Social Security #:  Email:     
 

Home Phone: _  Cell Phone:  Work Phone:     
 

Employer:  Address:     
 

City:  State:  _ Zip:  Occupation:     
 

Whom may we contact in case of emergency: _  Relationship:     
 

Phone:     
 

Are there other members of the immediate family who have already been to this office? Y or N 
 

If so, list their names:     
 

INSURANCE INFORMATION 
 

Primary Insurance Patient’s Insurance ID#:     
 

Subscriber (whose job provides plan?):     
(Last) (First) (MI) 

Subscriber’s  Date of Birth: _  Sex:  M  or F    Subscriber’s Social Security #:     
 

Insurance Company:  ID #:  _ Group#:     
 

Second Insurance?   Y  or  N Patient’s Insurance ID#:     
 

Subscriber: _      
(Last) (First) (MI) 

Subscriber’s  Date of Birth: _  Sex:  M  or  F   Subscriber’s Social Security #:     
 

Insurance Company:  ID #:  Group #: _   
 

If there is a third plan, please put information on back.   Is this related to a Motor Vehicle Accident   or Worker’s Comp ? 

Ultimately, who is responsible for the bill (the Guarantor)?:       

Address:     
 

AUTHORIZATION TO PAY INSURANCE BENEFITS/CONSENT FOR TREATMENT 
If required, I hereby authorize payment directly to the healthcare provider responsible for my care. I understand that I am 
financially responsible to my healthcare provider for all fees incurred and for fees not covered by this authorization. I authorize 
the release of my medical information to my third party payor in order to obtain payment. I hereby authorize the healthcare 
provider to release any medical information required for my examination or treatment. I understand that payment is expected at 
rendering of services unless other arrangements have been made. I hereby also consent to medical treatment for my present 
condition or injury, and for any illness or injury incurred at any time after the date noted below. I have completed this form 
fully and completely, and certify that I am the patient or duly authorized general agent of the patient, authorized to furnish the 
information requested. I understand that even if I have some type of insurance coverage, I am responsible for payment of 
services. 

 
 

Signature of Responsible Party (relationship) Date 



INTAKE PACKET 

Welcome and thank you for choosing Four Square Clinicals as your Behavioral Health Care 
Provider. It is our mission to be the community leader in improving the health of the populations 
in our service area, by providing quality and compassionate care. 

Please read the following information specific to your Behavioral Health visits and sign at the 
bottom. 

Appointments: Length of appointment times are driven by session type and at discretion of your 
provider. Please be sure to cancel any session with at least 24 hour notice. 

• Psychology: The length of sessions are 30, 45, or 50 minutes.
• Psychiatry: The length of sessions are 15, 30, or 45 minutes.

Missed or No-Show Appointments: Please note that a letter will be sent to address non- 
compliance and to schedule an appointment within one week of your missed/cancelled 
appointment in the event that any of the following occur: 

• If you have 3 consecutive no-shows or late arrivals (more than 15 minutes from your
scheduled appointment time).

• If you have 3 or more cancellations without at least 24-hour notice.

If we do not hear from you in response to the non-compliance letter, your case will be 
administratively closed. 

Fees: We accept some insurance plans, Medicaid, and for those who qualify we offer a sliding 
fee scale. If you are uninsured, one of staff members can meet with you to discuss all of the 
programs we offer, as well as your payment options. 

Limitations of Confidentiality: Anything discussed in the therapy will be kept confidential. 
There are, however, some exceptions. Our Providers are “legally mandated” reporters by the 
State of Nevada, we are required to report any suspicion of child/elder abuse. We are also 
required to report if you have intent to harm yourself or another person. Four Square Clinicals 
will also release information if a Judge of the Court orders your records. 

Emergencies: You should dial 911 if there is an emergency. Should a non-emergency crisis 
occur you may call the office to request an appointment. If you have an immediate need to talk 
with someone, please call the numbers provided to you at your local crisis lines. 

By signing below I acknowledge that I have read and understand the above information as well 
as received a copy of the local 24 hour access and crisis lines. 

Signature  Date 

Last Revised: 06/04/2020 



BENEFITS AND RISKS OF THERAPY 
CONSENT FOR TREATMENT 

The majority of individuals who obtain therapy benefit from the process. Success may vary depending 
on the particular problem being addressed. Therapy requires a very active effort on your part. Self- 
exploration, gaining understanding, finding ways for dealing with problems and learning new skills are 
generally quite useful. Some risks do exist, however. 

While the benefits of therapy are well known, you may experience unwanted feeling such as unhappiness, 
anger, guilt, or frustration. These are a natural part of the therapy process and often provide the basis for 
change. Important personal decisions are often a result of therapy. These decisions are likely to produce 
new opportunities as well as unique challenges. Sometimes a decision that is positive for one family 
member will be viewed quite negatively by another family member. There are no guarantees: however, 
commitment to the process should assist in a helpful outcome. 

Testing/evaluation help us to understand why behavior occurs and may be recommended in your case. 
Initial impressions about treatment plans, suggested procedures and goals should ne discussed. Your own 
feelings about whether you are comfortable with the therapist are an important part of the process. You 
should discuss all these issues with your therapist. If you have questions about the services being 
provided at any time during treatment, you should ask for clarification. Your therapist will help you 
secure an appropriate consultation with another mental health professional whenever it is requested. 

If a third party such as an insurance company is paying for part of your bill, I am normally required to 
give a diagnosis. I will reveal only the minimal information that is necessary for the purpose of payment, 
and will gladly discuss it with you. 

I have read and understand about the benefits and risks of therapy, and I hereby give my consent to this 
psychological treatment. 

Signature of Patient (or parent if patient is minor) Date 

06/04/2020 



 

BEHAVIORAL HEALTH LIMITATIONS OF CONFIDENTIALITY 
 

Counseling for psychological, psychiatric or substance abuse issues necessarily involve 
establishing relationships that are both confidential and professional in nature. What you 
communicate during the course of treatment is protected by legal, professional and ethical 
standards. Information gathered in the course of treatment may not be released without your 
prior written consent except under certain circumstances, as outlined below. 

 
Written Consent requires ten elements: 

 
1. The names or general designations of the programs making the disclosure 
2. The name of the individual or organization that will receive the disclosure 
3. The name of the patient who is the subject of the disclosure 
4. The specific purpose or need for the disclosure 
5. A description of how much and what kind of information will be disclosed 
6. The patient’s right to revoke the consent in writing and the exceptions to the right to 

revoke or, if the exceptions are included in the program’s notice, a reference to the 
notice 

7. The program’s ability to condition treatment, payment, enrollment, or eligibility of 
benefits on the patient agreeing to sign the consent, by stating 1) the program may not 
condition these services on the patient signing the consent, or 2) the consequences for 
the patient refusing to sign the consent 

8. The date, event, or condition upon which the consent expires if not previously 
revoked 

9. The signature of the patient (and/or other authorized person) 
10. The date on which the consent is assigned 

 
When used in the criminal justice setting, expiration of the consent may be conditioned upon the 
completion of, or termination from, a program instead of a date. 

 
At Four Square Clinicials, communication between your primary care provider and your 
behavioral health provider is a standard of practice in order to improve both quality of 
healthcare services and for coordination of your care. 

 
Both federal and State law have placed specific limits on the confidentiality of the therapeutic 
relationship. 

 
SITUATIONS WHERE DISCLOSURES BY PSYCHIATRIC SERVICE 
PROVIDER/PSYCHOLOGIST/THERAPIST ARE REQUIRED: 
According to State law, this counselor and agency has a legal obligation to release information 
and/or notify the appropriate authorities under the following circumstances: 

 
1. If a patient communicates a serious threat of physical violence against a reasonably 

identifiable victim or victims, including him or herself. 
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2. If a psychiatric service provider/psychologist/therapist knows or reasonably suspects a 

child is being severely neglected or abused. 

3. If a psychiatric service provider/psychologist/therapist has reasonable knowledge that a 
person over the age of 65 or a dependent adult has been physically abused. 

4. If requested by patient or compelled by court order. 
 
 
 

SITUATIONS WHERE THERE IS OR MAY BE A LIMITATION ON CONFIDENTIALITY: 
Confidentiality may also be limited in the following situations: 

 
1. If the psychiatric service provider/psychologist/therapist determines, or has reasonable 

cause to believe, the patient is in a mental or emotional condition that causes him or her 
to be a danger to him/herself or another person or property of another, and if the 
disclosure of confidential information is necessary to prevent the threatened danger. 

2. In case of threatened suicide, the psychiatric service provider/psychologist/therapist has a 
legal duty to take reasonable steps to prevent it. 

3. Reasonable suspicion of elder or dependent adult abuse. 

4. In case of a medical emergency. 
 

CONFIDENTIALITY IS LIMITED WHEN RELATING TO THE TRAINING OF 
COUNSELORS/MEDICAL STUDENTS AND RESIDENTS. 
In accordance with State laws and licensing regulations, all counselors who have not yet 
attained licensure receive individual and group supervision. Therefore, confidentiality will not 
be maintained during consultation with supervisors and other professional persons hired by the 
agency for the purpose of staff training. 

 
I have read this statement and fully understand the contents. I agree to these limits of 
confidentiality and will not hold the agency staff or the agency liable for any breach of 
confidentiality under the conditions stated above. 

 
This document expires three years from the date of execution unless previously revoked. 

 
 

Participant/Guardian Signature Date 
 
 
 

Participant Date 
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LIST OF VERIFICATION FOR THE ORIENTATION OF THE CLIENT 
 
 

By signing this form I recognize and understand that the following information was given to 
me during my orientation: 

1. My rights and responsibilities 
2. How to give my opinion about: 

a. Goals achieved 
b. Level of satisfaction 

3. What is expected of me 
4. Hours the Behavioral Program is open for services 
5. How to receive assistance after hours, especially if it’s an emergency 
6. A summary of the Professional Code of Conduct of the Organization 
7. Information of how my information is kept confidential 
8. Information about the limits of confidentiality 
9. I have met the person that will be coordinating my services 
10. How I will participate in my treatment planning 

 
 
 
 
 

  

Signature of the Client, Parent/Guardian Date 
 
 
 

 
 

 

Name, Title of Behavioral Program Staff Date 
 
 
 
 
 
 
 
 
 

Rev. 06/04/2020 



Medication Informed Consent Form 
 

This clinic needs to maintain a written record of your decision to consent to the administration of psychotropic medications. You 
may be treated with psychotropic medication only after you have been informed of your right to accept or refuse such medications. 
In order to allow you to make an informed decision, your physician must have provided to you sufficient information regarding the 
proposed psychotropic medication, which shall include the following: 1.The nature of your psychiatric condition. 2. The reason for 
taking such medication, including the likelihood of your improving or not improving without such medication, and that your consent, 
once given, may be withdrawn at any time by your stating such intentions to your physician. 3. The reasonable alternative 
treatments available, if any. 4. The type, range of frequency, amount, and duration of taking the medications. 5. The probable side 
effects of these medications known to commonly occur, risks, as well as expected benefits, and approximate time course to 
improvement. 6. The possible additional side effects which may occur if you take such medication beyond three months.(specifically 
neuroleptics/antipsychotics). You should have been advised that such side effects may include persistent involuntary movement of 
the face, mouth or might at times include similar movement of the hands and feet, and that these symptoms known as tardive 
dyskinesia are potentially irreversible and may appear after medications have been discontinued. 

 
It is important to not abruptly stop any medication without first discussing it with your physician. You must understand that 
combining alcohol and/or illicit drugs with medications is potentially dangerous and not advised by your physician. 

 
The original and/or subsequent class(es) of medication(s) discussed, and recommended by your physician is 
(are): 

 
Antipsychotics/Neuroleptics 

            
Antidepressants 

            
 MAO Inhibitors Antidepressants 

            
 

Anxiolytics/Sedatives 
            

Benzodiazepines/Hypnotics 
            

 Stimulants 
            

     _ 
Mood Stabilizers/Antiepileptic 

            
Antiparkinson agents 

            
 Lithium 

            
 

Other 
            

   

 
The general side effect profile(s) of the above medication(s) have been reviewed with me, and could include some specifically from 
the list below. 

 
This is not a complete list of all possible side effects. 
‐‐Insomnia‐‐diarrhea/constipation ‐‐motor changes/EPS ‐‐Headaches ‐‐weight gain/loss ‐‐glaucoma ‐‐sedation/stimulation ‐cardiac 
conduction changes ‐‐stroke ‐‐drowsiness‐‐confusion ‐‐nausea/vomiting ‐‐changes in blood pressure ‐‐dry mouth ‐‐dizziness 
‐‐elevated cholesterol/triglycerides ‐‐liver inflammation ‐‐seizures ‐‐hypothyroidism ‐‐renal impairment‐‐diabetes/elevated glucose ‐‐ 
hyponatremia‐congenital abnormalities to fetus 

 
Your signature below constitutes your acknowledgement: (1) That you have read and agree to the forgoing. (2) That the medications 
and treatment set forth above have been adequately explained and/or discussed with you by your physician, and that you have 
received all the information you desire concerning such medication and treatment.(3) That if you encounter side effects or 
difficulties with this/these medication(s) you will contact your physician or you pharmacist. (4) That if you have a reason to believe 
you have become pregnant (if applicable) while on medication, you will contact your physician immediately, and (5) That you 
authorize and consent to the administration of such medication and treatment. 

 
Date/Time 

 

Patient’s Name  

Patient’s Signature 
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MENTAL HEALTH QUESTIONNAIRE 
 

Please complete the following questions: 
 

1. What is happening in your life which resulted in this appointment? 
 
 

 

2. What would you like to see accomplished in therapy? 
 
 

 

3. Previous Therapy  YES NO  
If yes, what was it for? 

 
 

4. Medications you are currently taking: 
 
 

Check any of the following items that apply to you: 
 Physical Health Complaints  Trouble controlling my temper 
 Concerned about physical or sexual abuse in 

my family 
 Thoughts of hurting someone 

 Sometimes bothered by thoughts of insanity  Panic attacks 
 Trouble falling asleep  Seeing things others don’t see 

 Being watched or talked about by others  Sexual problems 

 Thoughts of suicide  Legal Problems 

 Poor appetite  Mood Swings 

 Awakening in the early morning  Trouble concentrating 

 Depressed  Concerned about my drug use 

 Concerned about my alcohol use  Memory problems 

 Having feelings of extreme loneliness  Nervousness, or finding it difficult to relax 

 Difficulties in raising my children  Feeling of worthlessness 

 Financial problems  Hearing voices that other people don’t hear 

 



 
 

Over the last 2 weeks, how often have you been 
bothered by any of the following problems? 
(Use checkbox ☐  to indicate your answer) 

Not at 
all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things 0 ☐ 1 ☐ 2 ☐ 3 ☐ 
2. Feeling down, depressed, or hopeless 0 ☐ 1 ☐ 2 ☐ 3 ☐ 
3. Trouble falling or staying asleep, or sleeping too much 0 ☐ 1 ☐ 2 ☐ 3 ☐ 
4. Feeling tired or having little energy 0 ☐ 1 ☐ 2 ☐ 3 ☐ 
5. Poor appetite or overeating 0 ☐ 1 ☐ 2 ☐ 3 ☐ 
6. Feeling bad about yourself – or that you are a failure or 

have let yourself or your family down.  0 ☐ 1 ☐ 2 ☐ 3 ☐ 

7. Trouble concentrating on thigs, such as reading the 
newspaper or watching television. 0 ☐ 1 ☐ 2 ☐ 3 ☐ 

8. Moving or speaking so slowly that other people could 
have noticed? Or the opposite — being so fidgety or 
restless that you have been moving around a lot more 
than usual 

0 ☐ 1 ☐ 2 ☐ 3 ☐ 

9. Thoughts that you would be better off dead or of 
hurting yourself in some way 0 ☐ 1 ☐ 2 ☐ 3 ☐ 

 
 

FOR OFFICE CODING ___0___ + ________ + ________ + ________ 
 

= Total Score: ________ 
 
 

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult 
at all 
  

Somewhat 
difficult 
  

Very 
difficult 
  

Extremely 
difficult 
  

 
 

 
 
 
 
 
 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc. No permission required to reproduce, translate, display or distribute. 

P A T I E N T  H E A L T H  Q U E S T I O N N A I R E -  9 
( P H Q - 9 )   



Generalized Anxiety Disorder 7-item (GAD-7) scale 
 

Over the last 2 weeks, how often have you been 
bothered by the following problems? 

1. Feeling nervous, anxious, or on edge 
 
2. Not being able to stop or control worrying 

 
3. Worrying too much about different things 

 
4. Trouble relaxing 

 
5. Being so restless that it's hard to sit still 

 
6. Becoming easily annoyed or irritable 

7. Feeling afraid as if something awful might 
happen 

Add the score for each column 
 
Total Score (add your column scores) = 

Not at Several Over half Nearly 
all sure days the days every day 

0  1  2  3  

0  1  2  3  

0  1  2  3  

0  1  2  3  

0  1  2  3  

0  1  2  3  

0  1  2  3  

+ + +  

 

 
If you checked off any problems, how difficult have these made it for you to do your work, take 
care of things at home, or get along with other people? 

 
Not difficult at all  
Somewhat difficult 
Very difficult 
Extremely difficult 

 
 

Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety 
disorder. Arch Inern Med. 2006;166:1092-1097. 



Local 24 Hour Access and Crisis Lines 
 

National Suicide Prevention Life Line 
Call 1-800-273-8255 
The Lifeline provides 24/7, free and confidential support for people in distress, prevention and 
crisis resources for you or your loved ones, and best practices for professionals. 

 
Ayuda En Español (Spanish National Suicide Prevention Lifeline) 
Cuando usted llama al número 1-888-628-9454, su llamada se dirige al centro de ayuda de nuestra 
red disponible más cercano. Cuando el centro contesta su llamada, usted estará hablando con una 
persona que le escuchará, le hará preguntas y hará todo lo que esté a su alcance para ayudarle. 

 
Crisis Text Line 
Crisis Text Line is free, 24/7 support for those in crisis. Text HOME to 741741 from anywhere 
in the US to text with a trained Crisis Counselor. 

 
Crisis Support Services of Nevada 
775-784-8090 
Crisis Support Services of Nevada is a 24/7 number where skilled counselors can assist you. 

 
Mobile Outreach Safety Team (18 yrs and older) 
Washoe County (775) 334-2677 

 
Trevor Project 
Call 1-866-488-7386 or Text "Trevor" to 1-202-304-1200 M- F, 12 noon - 7 PM PST (Standard 
text messaging rates apply.) 
The Trevor Project is the leading national organization providing crisis intervention and suicide 
prevention services to lesbian, gay, bisexual, transgender, queer & questioning (LGBTQ) young 
people under 25. 

 
Children's Mobile Crisis Response Team (18 years and younger) 
Southern NV--702-486-7865; Monday - Sunday, 24 hours 
Northern NV--775-688-4970; Monday - Friday, 8 AM to 8 PM; Saturday - Sunday, 8 AM - 6PM 
Rural NV--702-486-7865; Monday - Sunday, 9 AM - 6 PM 

 

National 24 Hours Access and Crisis Lines 

Family Crisis: 866-233-4357 

Suicide Crisis: 800-273-8255 

Teen Crisis: 866-331-9474 

Teen Crisis Hotline: 800-852-8336 

Substance Abuse: 877-548-2072 

https://suicidepreventionlifeline.org/
https://suicidepreventionlifeline.org/help-yourself/en-espanol/
https://www.crisistextline.org/
http://crisiscallcenter.org/
https://www.washoecounty.us/hsa/adult_services/most/index.php
https://www.thetrevorproject.org/#sm.00013243udmxseunzas1ucryfurb5
http://knowcrisis.com/
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