
Psychiatric History Record

Date:

Name:

Address:

Home Phone:

Family Physician:

Page l.

Business Phone:

EmpIoyed Where:

Ma「ital Status:

Name of Spouse:

HowしOng: _」ob TitIe:

Dし構

DOB:

Spouse EmpIoyment:

しist Any Medicine You Take ReguIa「ly:

HowしOng:_ 」ob TitIe:

List What You Con§ider Your Main ProbIem:

Medicai History

A=e「gic To Any Medjcations?

Any Weight Change ln Past Year?

Li§t any Cu「rent MedicaI ProbIems ofYour; Or Your ;pouse

しist AII HospitaIizations in Past lO Years Fo「 You, Spouse Or ChiIdren:

Yea「, Where, Reason and Docto「:



Name

Any Other Surgery or Majo川lness or Injury in Your Past History?

D.0.B.

Any Previous Counseling or P§yChiatric Treatment for You or Your Spouse List When and Where

List AnyT「anqu冊zers′ Antidepressants or Nerve Medicines You Have Taken On a Reguiar Basis in the

Past.

Have You Had any Bad Reaction To Any Ofthese Medicines?

Have You Ever Taken Any PsychoIogical Test Before?　　　Where?

Liit Any Phvsicians Who Have Diagnosed orTreated You in Past 12 Months.

Date ofしast Physical Exam.

Have You Had any UnexpIained Medical Symptoms?

AicohoI and Drug Hi§tOry

At What Age Did You T∂ke First Drink/First Use D「ugs?

Do You Think You Have Any AicohoI Or Drug ProbIems?　　Does Your Famiiy Think So?

How Did You Fist Get Started With D「inking/Drugs reguiarIy? 〈With Friends, Fam時AIone, Other)

Do You Drink Do Drugs ReguiarIy, How Many Years?

What BIood Relatives Have Suffered From AIcohoI and/or Drug Problems?

Do You Have Any Cu「rent Legal ProbIems/ Charges Pending As a ResuIt OfAIcohoi Or Drugs?



Name D.0.B.

各amiIY Histoり

Age now HeaIth Now Live§ Where　　　しivjng or Deceased Cause Of Death

Father

Mother

Brothers and sisters

l

Do you have any biood reiatives who have su什ered from depression?

Have had any emotionai probIem§ Or mental probiems?

Been ho§Pita=zed f「om emotional or mental probiems?

Has had heart disease, CanCer Or diabetes?

Have there been any suicides in our famiIy?

How did your parents get aiong when you grew up?

BriefIy desc「ibe your father’s per§OnaIitγ during your childhood.

Briefly de§Cribe your mother’s per§OnaIity du而g you「 ch胴hood.

Whe「e you aware ofany physicaI or sexuaI abuse in your fam時during your childhood?

MiIitary Histo「y

Which branch of service?

Date of discharge:

Type of discharge:

Date entered?

Highest Grade HeId:



Name

Past History

BirthpIace and date of birth:

D.0.B.

Age of parents when you were born: Father

Occupation of your parents during you「 childhood:

Father:

List訓cities lived in before age 18, incIude yea「s:

Mother:

Mother

Did you live away from your parents any time during you「 chiIdhood?

During you childhood:

Did you have any serious川nesses?

Was there any se「ious i冊esses o「 death of parents or siblings?

Did you parents separate o「 divo「ce?

Do your parents live togethe「 now?

しjst date:　　　　　　　　　　　If remarried when:

Separated or divorced,

Did you ever had to drop out of schooI or repeat a schooI yea「?

What schooi activities did you take part in during high school?

Went to high schooi where?

Co=ege attendance: 〈Where, When, and what degree?)

Year graduated

Do you smoke?　　　How much?

Do you attend church reguia「Iy?

How Iong have you smoked?

Which church?



Name

Any past legai probiems?　　ifso why?

Ever been in ja冊

How many arrest?

lfso whY?

DWi’s License suspended

What i§ the pattern for your d「inking now? (With friends, fam=y, alone, Othe「〉

Has your drinking o「 drug use活creased/decreased recentIy?

How?

Do you have bIackouts?　　　Do you miss work from drinking/drugs?

Have you ever been in an aicohol or drug 「ehab program

When?　　　　　　　　　Where?

Have you been violent when drinking/doing drugs?

How much do you estimate you spend a week on aIcohoI/d「ugs?

Have you ever gone to AA/NA Meetings?

Have you ever felt you ought to cut down?

When?

Have peopIe annoyed you by criticizing your drinking/drugs?

Have you ever feIt bad or gu冊y about you drinking/d「ugs?

Have you ever had a drinkldrug first thing in the morning to §teady nerve§ O「 §tOP a hangover?

R.O.S.S.-( CiRCしE ANY PRO飢EMS YOU HAVE)

Heent-Headache, Dizzy Spe=§, Pas;ing Out, Hearing, Vision)

CR-Sho「tness of Breath, Chest Pains, Coughing BIood, AnkIe/しeg Swe冊ng.

GI- Constant Indigestion, Black Stool, Vomiting BIood, Nausea.

GU- Burning With Urination, BIood in Urine, Hard To Stop/Start Urine.

NM- Weak=eSS OfArm O「 Legs′ Fainting Spe=s, BaIa=Ce Problems, Twitching Muscies.



Marriage Name

Year you were married?

Years children were bom:

if marriage ended, When?

Years chiIdren we「e born:

Your age then?

Your age then?

D.0.B.

Spouse’s age then?

Year you remarried?

Spouse’s age then?　　lf marriage ended, When?

ChiIdren and or stepchiIdren:

Name

(1)

(2)

(3)

(4)

(5〉

(6)

Age しives where

Ifany chiIdren deceased, CauSe Of death

Any chiidren with serious heaIth probIems now or in the past?

Any separation during cur「ent marriage:

EmpIoγment

EmpIoyment changes in the last 5 years:

EmpIoyer Type of work Year changed Reason

EmpIoyment ofspouse in past 5 yea「S:



Name

しist a= citie§ Iived in past 5 years:

Page 7.

Any other info「mation you feeI the Doctor shouId know?

Person compIeting the form:

ReIationship to patient:

PhγSician Reviewed:
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Patient Name

PATIENT AUTHORIZATION

Date of Birth

Please initial all applicable boxes. If a category does not apply to you理lease write `N/A.”

Definition§. “I,”, “me,’’and “my’’meaus the patient naned above. I am signing this agreement

to obtain services.

COMMUN量CATION RELATING TO DIAGNOSIS AND TREATMENT

THROUGH USE OF E-MAIL

Due to the nature ofe-mail, third parties may have access to messages. VⅥhen

COmmunicating from work, yOu Should be aware that some companies consider

e-mail corporate property and your messnges may be monitored. I understand

that血is o餓ce wi11 not be responsible for infomation loss or delay or breaches in

confidentiality that are due to technical factors beyond thi§ O餓ce’s co巾Ol

regarding e-mail messages.

FINANCIAL RESPONSBILITY

I agree血at I am ultimately responsible for payment for services rendered by

Joseph P. Arisco, M.D. I will honor Dr. Arisco’s payment policy.

AUTHORIZATION FOR CARE

I grant pemission for Joseph P. Arisco, M.D., tO render care such血at he deems

nece§Sary m my diagnosis and treatme虹.

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby au血orize Joseph P. Arisco, M"D., to release necessary infomation to

Other physicians for continulng PrOfessional care or otherwise as allowed by law.

I release Joseph P. Arisco, M.D., from any liability from the release of血is

infomation, and I understand血is release specifically include§ any and all blood

and related tests言ncluding HIV, HIB and other di eases. This authorization is

irrevocable and is not limited in time.

HIPAA NOTICE OF PRIVACY PRACTICES

I understand that my initials on皿s fom indicate that I have received or have

been o餓3red血e full Notice of Privacy Practices.

Signature of Patient or

Repr6S e虹如ive

Wi億ess

Relationship to

P貌ie虹



、bseph P. Arisco,肋。D., D.F.A.P.A

Paych居れSt

lO760醐2813, Sui章e 500

用初鼻血as 75762

NPI: 1902876378

PRIVATE CONTRACT

RE:

I, Joseph P. Arisco, M.D., aS yOur PrOVider have opted out ofthe Medicare program.

You, aS the beneficiary or your legal representative, aCCePt full responsibility for payment

Ofmy physician charges for services provided to you by me. Medicare limits do not

apply to any items or services fumished to you by me.

You agree not to submit a claim to Medicare or to ask me to submit a claim to Medicare.

Medicare will not pay for any items or services provided by me that would have

Otherwise been covered by Medicare ifthere was no private contract and a proper

Medicare claim had been submitted.

You enter into this contract with the knowledge that you have the right to obtain

Medicare covered items or services from physicians or practitioners who have not opted

Out OfMedicare, and that you are not compelled to enter into private contracts that apply

to other Medicare covered services fumished by other physicians or practitioners who

have not opted out.

The e飾ective date ofthe opt-Out Period is 7-1-18 and expires 6-30-22.

You understand that Medigap plans do not and that other supplemental plans may elect

not to make payments for items or services for which Medicare does not pay.

Beneficiary/Legal Representative

Joseph P. Arisco, M.D.

Witness



FINANCIAL POLICY

Na血e Date of Bi巾h

I am committed to providing you with the best possible care.

I do not accept any lnSuranCe. AII visits are on a cash basis only and payment is due pnor

your scheduled appointment. I do accept cash, Check, American Express, Discover,
Mastercard, and Visa.

I do not accept any third party insurance, letters ofprotection from attomeys or Workers

Compensation.

There will be a $30・00 charge for all retumed checks. I do not accept post-dated checks.

I HAVE READ AND COMPLETELY UNDERSTAND THE

FINANCIAL POLICY.

Sigmture of Patiem and/or Responsible Party



Patient Consent for Use of Email Communications

Na血e Date of Birth

To better serve our patients, this o餌ce has established an email address for some

forms of ∞mmunication. For routine matters that do not require immediate response,

Please fee上free to contact us at info徹oseDharisco"com. Please remember‥ this form of

communication in not appropriate for us in an emergency. The tumaround time for

routine communication is 24 hours. The service provider may delay message delivery.

Should you require urgent or immediate attention, this medium is not appropriate・

Please put the subject ofyour message in the subject line so we can pro∞SS it more

e餓ciently. Be sure to put your name, meSSage, and retum telephone # in the body oftext.

We also ask that you acknowledge receipt of emails coming from硯s o餌ce by using the

auto reply feature.

Cbm脇nica#om reめted Jo dc堆Wos帝q#eStions, C柳oZ/brカvecI鋤ent wi〃 bef履d in yoぴ

me俄cal recoIて出.

This o餌ce is dedicated to keeping your medical record infomation confidential. Despite

Our best e徽)rtS, due to the nature ofemails, third parties may have access to such

messages, When communicating from work, yOu Should be aware that some companies

∞nSider email “corporate property” and your messages may be monitored. Even when

emailing from home, yOu may feel that ac∞SS tO yOur email in not controlled, so yOu

Should take that into consideration. In addition, yOu Should be aware that, aIthough

addressed to me, my Staffmay have access to this information.

I understand that this o価ce wiil not be re§POnSible for information, loss, de営ay, Or

breaches in con鯖dentiality that are due to technical factors beyond this o鮪ce’s

contro書.

I understand and agree to the above policy.

By signing beIow, yOu are agreeing that we may §end medical related

COrre§POndence to you via emaiI, and that we may respond to your emails to us via

email.

Patie血t Signature Witnes§



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY

BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS

INFORMATION. PLEASE REÅD CAREFULLY.

SUMMARY :

This information is a summary ofthe most important aspects ofhow Joseph P. Arisco,

M.D., will be using your personal health information. We ca= this infomation
“PROTECTED HEALTH INFORMATION, or寝PHI." This noti∞ desc正bes the types

Ofuses and discIosures that we make with your PHI.

A You have several rights regarding your PHI. You may‥

*Request restriction on uses and discIosures of your PHI.

*Request that we use di餓3rent methods to communicate with you.

*View and have copleS made ofyour PHI.

*Request amendments of your PHI.

*Obtain a listing ofdiscIosures we have made.

*Obtain a copy ofthis noti∞.

B.　You may file a complaint about our pnvacy practices.

C.　We may use and discIose your PHI without authorization from you in the

following circumstances:

*To provide health care treatment to you.

*To obtain payment for services.

*For health care operations.

*For other required ciroumstances.

D.　You can o切ect to certain uses and discIosures.

E.　We may ∞ntact yOu in certain circumstances such as:

坤To provide appointment reminders.

*To provide information about treatment, Services, Products or health care

PrOViders.
*For fundraising activities.

FOR MORE DETAⅡ,ED INFORMATION, PLEASE ASK FOR A COPY OF THE

NOTICE OF PRIVACY PRACTICES FROM THE REC田PTIONIST.


