
Date: _____________________________                      

Adult  __________________Child __________________                 Psychiatry/Med Checks  ___________    Therapy  ____________ 

APPT SCHEDULED:  _________________________   TIME:   _____________________   PROVIDER: ___________________________ 

PATIENT 

 
Last Name: __________________________________________   First Name: __________________________________________ 
 

DOB: _________________________                    Age: _____________          Gender:       ☐      Male        ☐      Female 
 
Mailing Address:___________________________________________________________________________________________ 
 
City/State/Zip:   ___________________________________________________________________________________________ 
 
Phone # for Reminder Calls    _______________________________________________________________        Cell            Home      
 
Primary Care Physician:________________________________________________ Phone # _____________________________ 
 
Previous Psychiatrist: ______________________________________________________________________________________ 

Reason for Visit:  _____________________________________________________________________________________________________ 

Current Medications:  _________________________________________________________________________________________________ 

Guarantor 

 
☐         Self       ☐          Mother       ☐       Father       ☐        Guardian 

 
Last Name:  _______________________________________________    First Name:  __________________________________ 
 
Mailing Address : _________________________________________________________________________________________ 
 
City/State/Zip:   __________________________________________________________________________________________ 

 

Primary 
Insurance 

 
Insurance:  ___________________________________________________    Phone # ___________________________________ 
 
Policy #: ___________________________________________________  Group # ______________________________________ 

OFFICE USE ONLY 

Insurance Verified 

☐  YES    ☐   NO 

Deductible Remaining 
_______________________ 

Copay Amount 
_________________________ 

Coinsurance % 
_________________________ 

Secondary 
Insurance 

 
Insurance:  ____________________________________________________    Phone # __________________________________ 
 
Policy #: ____________________________________________________  Group # _____________________________________ 

 
Information to review with the patient/parent PT NOTIFIED 

Our providers limit the use of controlled substances (for example we do not prescribe ADHD medications for adults).  
Patients will not receive a prescription for any controlled substance on their first visit.     

 

For new patients that are on controlled substances, and for patients that remain on controlled substances,  
there is an additional charge for urinary drug screens. 

 ( $50 that is not covered by your insurance plan and will be required at the time of the visit) 

 

Letters and/or disability paperwork are additional charges that are not covered by your insurance.  
Patients must have been seen by the doctor for 6 visits before paperwork will be completed.     

Payment is required at the time the paperwork is picked up. 

 

There is a $50 no show fee and a $35 same day cancellation fee for appointments  

You will have new patient paperwork that needs to be filled out on the first visit.     You may download those forms from 
our web site www.salveohealth.org  under ‘MAKE AN APPOINTMENT’.   

Please arrive 15 minutes early to complete that paperwork.    
Bring your insurance card, photo ID, and a complete list of all of your current and prior medications, if possible.   

 

http://www.salveohealth.org/


 
 


