DAVID C. Hall, M.D.

Family & Child Psychiatrist

564 NE Ravenna Blvd.   (  Seattle, WA  98115  (  (206)527-2266  (  FAX (206)527-1009
Notice of  Policies and Practices to Protect the Privacy of Your Health Information

THIS NOTICE DESCRIBES HOW MEDICAL/PSYCHIATRIC INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

I.  Uses and Disclosures for Treatment, Payment, and Health Care Operations  

I may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes with your consent. To help clarify these terms, here are some definitions: 

       ▪ PHI refers to information in your health record that could identify you. 

       • Treatment is when I provide, coordinate or manage your health care and other services related to your health care. An example of treatment would be when I consult with another health care provider, such as your family physician or another psychologist.

       ▪ Payment is when I obtain reimbursement for your healthcare.  Examples of payment are when I disclose your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage.

      ▪Health Care Operations are activities that relate to the performance and operation of my practice.  Examples of health care operations are quality assessment and improvement activities, business-related matters such as audits and administrative services, and case management and care coordination.

       ▪ Use applies only to activities within my office, such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you.

       ▪ Disclosure applies to activities outside of my office, such as releasing, transferring, or providing access to information about you to other parties. 

II.  Uses and Disclosures Requiring Authorization 

I may use or disclose PHI for purposes outside of treatment, payment, and health care operations when your appropriate authorization is obtained. An “authorization” is written permission above and beyond the general consent that permits only specific disclosures.  In those instances when I am asked for information for purposes outside of treatment, payment, and health care operations, I will obtain an authorization from you before releasing this information.  Washington state law allows minors under the age of 18 to consent to medical care and treatment under the following conditions:  Emancipation or marriage to spouse over 18; Emergency medical care; Birth control; Pregnancy termination and medical condition related to pregnancy; HIV and sexually transmitted diseases (14 or older); Outpatient substance abuse (13 or older); Out patient mental health (13 or older).

You may revoke all such authorizations (of PHI) at any time, provided each revocation is in writing. You may not revoke an authorization to the extent that (1) I have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, and the law provides the insurer the right to contest the claim under the policy.

III.  Uses and Disclosures with Neither Consent nor Authorization

I may use or disclose PHI without your consent or authorization in the following circumstances: 

·  Child Abuse: If I have reasonable cause to believe that a child has suffered abuse or neglect, I am required by law to report it to   the proper law enforcement agency or the Washington Department of Social and Health Services.

· Adult and Domestic Abuse: If I have reasonable cause to believe that abandonment, abuse, financial exploitation, or neglect of a vulnerable adult has occurred, I must immediately report the abuse to the Washington Department of Social and Health Services. If I have reason to suspect that sexual or physical assault has occurred, I must immediately report to the appropriate law enforcement agency and to the Department of Social and Health Services.   

· Health Oversight: If the Washington Board of Quality Assurance subpoenas me as part of its investigations, hearings or proceedings relating to the discipline, issuance or denial of licensure of state licensed physicians, I must comply with its orders.  This could include disclosing your relevant mental health information.

· Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is made for information about the professional services that I have provided to you and the records thereof, such information is privileged under state law, and I will not release information without the written authorization of you or your legal representative, or a subpoena of which you have been properly notified and you have failed to inform me that you are opposing the subpoena, or a court order. The privilege does not apply when you are being evaluated for a third party or where the evaluation is court ordered. You will be informed in advance if this is the case.

· Serious Threat to Health or Safety: I may disclose your confidential mental health information to any person without authorization if I reasonably believe that disclosure will avoid or minimize imminent danger to your health or safety, or the health or safety of any other individual. 

· Worker’s Compensation: If you file a worker's compensation claim, with certain exceptions, I must make available, at any stage of the proceedings, all mental health information in my possession relevant to that particular injury in the opinion of the  Washington Department of Labor and Industries, to your employer, your representative, and the Department of Labor and Industries upon request.

· Funeral Directors/Coroners:  If requested, consistent with applicable law, to allow them to carry out their duties.

· Health and Safety Oversight Activities:  We may share health information with the Department of Health. 

· Disaster Relief:  For example, we may share health information with disaster relief agencies to assist in notification of your condition to family or others. 
· Military Authorities of the U.S. and Foreign Military Personnel:  The law may require us to provide information necessary to a military mission. 
· Specialized Government Functions:  We may share information for national security purposes, but will not do so without notifying you.  
IV.  Patient's Rights and Psychiatrist's Duties

Patient’s Rights:

· Right to Request Restrictions –You have the right to request restrictions on certain uses and disclosures of protected health information about you. However, I am not required to agree to a restriction you request. 

· Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not want a family member to know that you are seeing me.  Upon your request, I will send your bills to another address.)  

· Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in my mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record. I may deny your access to PHI under certain circumstances, but in some cases, you may have this decision reviewed. On your request, I will discuss with you the details of the request and denial process. 

· Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record.  I may deny your request.  On your request, I will discuss with you the details of the amendment process. 

· Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI for which you have neither provided consent nor authorization (as described in Section III of this Notice).  On your request, I will discuss with you the details of the accounting process. 

· Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if you have agreed to receive the notice electronically. 

Psychiatrist’s Duties:

· I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy practices with respect to PHI.

· I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such changes, however, I am required to abide by the terms currently in effect. 

· If I revise my policies and procedures, I will provide you with a revised notice in person, by mail to the most recent address I have on record, or by e-mail to the most recent e-mail address I have on record.

V.  Complaints

 If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about access to your records, you may contact me for further information, or you may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services.  I can provide you with the appropriate address upon request.

 VI. Effective Date, Restrictions and Changes to Privacy Policy

 This notice is in effect as of  04/14/2003.

 I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that I maintain.  I will provide you with a revised notice in person, by mail to the most recent address I have on record, or by e-mail to the most recent e-mail address I have on record.

David C. Hall, M.D.

Child and Family Psychiatrist

564 NE Ravenna Blvd  (  Seattle, Washington  98115  (  (206)527-2266  (  FAX (206)517-1009

NOTICE OF PRIVACY PRACTICES —ACKNOWLEDGEMENT

We keep a record of the health care services we provide you.  You may ask to see and copy that record.  You may also ask to correct that record.  We will not disclose your record to others unless you direct us to do so or unless the law authorizes or compels us to do so.  You have the right to request restrictions on our uses and disclosures or your protected health information for treatment, payment, and health care operations.  We are not required to accept your requests, but if we do it is binding.  

Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed, and how you can access your information.  We reserve the right to change and update our “Notice” as needed.  We will make reasonable attempts to notify you of any updates at your next visit, and make a revised copy available to you at your request.


You have the right to review our “Notice” prior to signing this consent.
By my signature below, I acknowledge receipt of the Notice of Privacy Practices.

__________________________________________________________
____________________________________

Patient or legally authorized individual signature 



Date 



Time

__________________________________________________________
____________________________________

Printed name if signed on behalf of the patient 




Relationship










(parent, legal guardian, personal representative)

You may share appropriate information about my medical/psychiatric care with the following:

____________________________________________________________________________

This form will be retained in your medical record.

DAVID C. HALL, M.D.,

Child, Adolescent and Family Psychiatry

Samaritan  Center   ( 564 NE Ravenna Blvd. ( Seattle, Washington  98115 (Reception (206)527-2266 ( FAX (206)527-1009 ( VM (206)957-4702
DX:








   Date:  _______________

  PATIENT INFORMATION  (A)

Name: _________________________________________________      

Marital Status: S    M    D   W   P

Address:  _____________________________________________________________________________________

City:    ________________________________________    State: ___________ Zip:  ________________________

Home Telephone:  (___)__________________________  Work Telephone: (____)___________________________    

Age: _________Date of Birth:_____________Sex:  M   F  Social Security _________________________________

Employer: _________________________________    Occupation:  _______________________________________

Partner’s name: _____________________________      Partner’s    S. S. #__________________________________

Partner’s Employer: _____________________ Work Telephone: _________________________________________

List of any medications taking currently: _____________________________________________________________

Allergies to medication: __________________________________________________________________________

         INSURANCE INFORMATION

Is this self-pay? ___

Do you want insurance billed?  ______If so, please fill in insurance info.  

DOES YOUR INSURANCE REQUIRE REFERRAL TO DR. HALL? YES____NO____ (initial)

IS THAT REFERRAL IN PLACE FOR YOUR FIRST VISIT? YES ____ NO _____ (initial)

Who referred you to Dr. Hall? _________________________   Phone Number: ____________



Primary Insurance




Secondary Insurance
  Name of Insured:

Relation to Patient:

Name of Insured:                  Relation to Patient:

Employer:


WK Number:


Employer:


WK Number:

__________________________________________________________________________________________________

  Insurance Company:




Insurance Company:

      ID/SS Number:

Group Number:
             
ID/SS Number:              
Group Number:

   PERSON TO CALL IN CASE OF EMERGENCY:

Name:



Address:


Phone:


Relationship:

If you should have a life-threatening medical emergency, call 911.  If you need to reach me on an urgent basis, call 206-527-2266 and ask the receptionist to have me paged.  If you are calling after hours, call 206-957-4702 and follow instructions. 
Although services may be covered by insurance, I understand I am fully responsible for payment for care I receive.

I understand an administrative service charge of 1% or $2.00 per month, whichever is greater, will be charged on all 

unpaid balances due more than 90 days.  I authorize payment of medical benefits to Dr. Hall for services rendered.  

I authorize the doctor or insurance company to release any information required for payment of services rendered by this office.  

** I understand that 24-hour notice of cancellation is required and that I will be billed $40 for late cancellation of a 45 min. appointment or $20 for late cancellation of a 25 min. appointment. **

By signing this document, I am authorizing Dr. Hall to provide treatment for me. 

Signed:_______________________________________________________  Dated:________________________

I hereby authorize Dr. Hall to exchange medical and psychiatric information with my primary care physician:

PCP’s name: ______________________________________________________

PCP’s contact info: ___________________________________________________________________________

I further wish to give permission for Dr. Hall to exchange medical and psychiatric information about me with:

Name and relationship: ______________________________________________________________________

Contact information:  ________________________________________________________________________

This authorization remains in effect until (initial one):  _____ I rescind it in writing








       _____ 90 days from today.

Signed:_______________________________________________________  Dated:________________________

David C. Hall, MD, Child & Adolescent Psychiatry

564 NE Ravenna Blvd,  Seattle, WA 98115 - Phone 206-527-2266 - Fax 206-527-1009

Intake Questionnaire - Adult

(Complete and bring with you to first appointment)

               







Date: _____________

Patient’s name: ____________________ Birthdate:_______ Sex:_____

Marital status:  Married  Divorced  Remarried  Never married  Partnered

Home address:_____________________________________________ 

Home phone:__________________ Best call times ________________

Work phone:__________________ Hours _______________________

Cell phone:___________________ Best call times ________________

Email:____________________________ 

Spouse or person closest to you: _______________________________

Children’s names (if any): ____________________________________

Primary care physician: ___________________ Phone: ____________

Education (in years):  high school___  college___  graduate school___

Who lives in the same household with you?______________________ _________________________________________________________

Please state briefly the problem(s) you wish Dr. Hall to address and why you seek help at this particular time.

Problem #1:

__________________________________________________________________________________________________________________

Problem #2:

__________________________________________________________________________________________________________________

Problem #3:

__________________________________________________________________________________________________________________

Other problems:

__________________________________________________________________________________________________________________

Is anyone currently at risk of serious harm?  Yes   No    Please describe:

__________________________________________________________________________________________________________________

Past diagnoses or mental health care:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please write a brief history of each problem above, including when it started, how it developed, what was helpful and what was not, any medications tried, and why you seek help now.

__________________________________________________________________________________________________________________

_________________________________________________________

__________________________________________________________________________________________________________________
(Please use the back of this sheet for additional writing space)

Difficulties growing up

Elementary school years:___________________________________________

Middle school years:_______________________________________________

High school years:_________________________________________________

Academic strengths: _______________________________________________

Academic difficulties: ______________________________________________

Medical history

Medicines you take (include when started, doses, time of day taken): 

  name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

Other medicines you used to take (list them): ___________________________

________________________________________________________________

Allergies to medicine

name of medicine:____________________ reaction: ____________________   

name of medicine:____________________ reaction: ____________________

Hospitalizations: __________________________________________________

Surgeries/broken bones: ____________________________________________

Head injuries: ____________________________________________________

Drug or alcohol use (what, when, how long): ____________________________

________________________________________________________________

Family medical history (siblings, parents, aunts, uncles, cousins, grandparents): ___________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________

Family psychiatric history (siblings, parents, aunts, uncles, cousins, grandparents): ___________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________

Related concerns. Do you:

___ snore or make odd breathing sounds while asleep

___ seem to stop breathing while asleep

___ feel unduly tired or sleepy during the day

___ have (or have you had) a problem with alcohol or drugs

___ have unusual difficulties with focus or concentration

___ have behavioral or temper difficulties at home, school or work

___ have unusual difficulty with a particular task/subject in school or work

___ give up easily when faced with difficult tasks

___ see things or hear things or sense things that you know are not really there (ie, hallucinate)

___ ever feel like killing yourself or someone else

___ have a history of emotional, physical, or sexual assault or serious harrassment

___ have a history of severe emotional loss

___ have a relative who has killed himself or herself

___ have lethal weapons in your home            ___ are they securely locked away

___ any major medical problems not already listed ____________________________________

Please list prior mental health providers below:

Provider’s name: ________________________________________________________

Approximate dates of service: ________________________________________


Phone (if you would like Dr. Hall to make contact): ________________________ 

Provider’s name: ________________________________________________________

Approximate dates of service: ________________________________________


Phone (if you would like Dr. Hall to make contact): ________________________ 

Your Treatment Goals (what will be accomplished if treatment is successful):

1) _______________________________________________________

2) _______________________________________________________

3) _______________________________________________________

4) _______________________________________________________

Comments/other information: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Your signature __________________________________________________

Your name (printed) _____________________________________________ 


Date ____________________

Thank you.

DAVID C. HALL, M.D., 

Child, Adolescent and Family Psychiatry

Samaritan  Center   ( 564 NE Ravenna Blvd. ( Seattle, Washington  98115 (Reception (206)527-2266 ( FAX (206)527-1009 ( VM (206)957-4702
DX:








   Date:  _______________

  PATIENT INFORMATION  (C)

Child’s Name: ___________________________________________________________________________      



Address:  _____________________________________________________________________________________

City:    ________________________________________    State: ___________ Zip:  ________________________

Home Telephone:  (___)__________________________  School Contact: (____)___________________________    

Age:  ________Date of Birth:____________   Sex:  M   F     Social Security _______________________________

Parent/Guardian name: ___________________Occupation:  ______________________Phone: ________________

Parent/Guardian name: ___________________Occupation:  ______________________Phone: ________________

Parent/Guardian Employer: ____________________  Parent/Guardian Work Telephone: _____________________ 

Parent/Guardian Employer: ____________________  Parent/Guardian Work Telephone: _____________________

List of any medications taking currently: ____________________________________________________________

Medication allergies: ____________________________________________________________________________

         INSURANCE INFORMATION

Do you want insurance billed? _____  If so, please fill in insurance info.  Is this self-pay?___

DOES YOUR INSURANCE REQUIRE REFERRAL TO DR. HALL? YES____NO____ (initial)

IS THAT REFERRAL IN PLACE FOR YOUR FIRST VISIT? YES ____ NO _____ (initial)

Who referred you to Dr. Hall? _________________________   Phone Number: ____________



Primary Insurance




Secondary Insurance
  Name of Insured:

Relation to Patient:

Name of Insured:                  Relation to Patient:

Employer:


WK Number:


Employer:


WK Number:

__________________________________________________________________________________________________

  Insurance Company:




Insurance Company:

      ID/SS Number:

Group Number:
             
ID/SS Number:              
Group Number:

   PERSON TO CALL IN CASE OF EMERGENCY:

Name:



Address:


Phone:


Relationship:

If you should have a medical emergency call  911.  If you need to reach me on an urgent basis, call 206-527-2266 and ask the receptionist to have me paged.  If you are calling after hours, dial 206-957-4702 and follow the instructions.

Although services may be covered by insurance, I understand I am fully responsible for payment for care I receive.

I understand an administrative service charge of 1% or $2.00 per month, whichever is greater, will be charged on all 

unpaid balances due more than 90 days.  I authorize payment of medical benefits to Dr. Hall for services rendered.  

I authorize the doctor or insurance company to release any information required for payment of services rendered by this office.  

I understand that 24-hour notice of cancellation is required and that I may be billed $40 for late cancellation of a 45 min. appointment or $20 for late cancellation of a 25 min. appointment. I understand that I am responsible for my bill and will follow the payment option of:  1.  Payment in full at each session._______; 2. Copayment at each session _________; 3. Full payment within 10 days of statement ________; 4. Payment as follows:_______________________________ (Describe). (Please initial  option)

By signing this document, I am authorizing Dr. Hall to provide treatment for my child ______________________________. 












(child’s name)

Signed:_______________________________________________________  Dated:________________________


      (parent or legal guardian)

I hereby authorize Dr. Hall to exchange medical and psychiatric information with my child’s primary care physician:

PCP’s name: ______________________________________________________

PCP’s address: ___________________________________________________________________________

PCP’s phone and fax numbers:  Phone ___________________    Fax  ___________________________

This authorization remains in effect until (initial one):  _____ I rescind it in writing








       _____ 90 days from today.

Signed:_______________________________________________________  Dated:________________________


      (parent or legal guardian)

Your name (printed):  ___________________________________________________________________

Thank you.

David C. Hall, MD, Child & Adolescent Psychiatry

564 NE Ravenna Blvd.  Seattle, WA 98115 - Phone 206-527-2266 - Fax 206-527-1009

Intake Questionnaire - Child

(Complete and bring with you to first appointment)

Date: _______________

Patient’s name: ____________________ Birthdate:_______ Sex:_____

Parent/Legal Guardian:______________________________________

Parents’ marital status:  Married   Divorced   Remarried   Never married   Partnered

Home address:_____________________________________________ 

Home phone:__________________ Best call times ________________

Work phone:__________________ Hours _______________________

Cell phone:___________________ Best call times ________________

Email:____________________________ 

Primary care physician: ___________________ Phone: ____________

Grade in school/name of school:___/___________________________ 

Who lives in the same household with your child?__________________ _________________________________________________________

Siblings (name & age): ______________________________________

Please state briefly the problem(s) you wish Dr. Hall to address and why you seek help at this particular time.

Problem #1:

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Problem #2: _________________________________________________________

_________________________________________________________

__________________________________________________________________________________________________________________

Problem #3:

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Other problems:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is anyone currently at risk of serious harm?  Yes   No    Please describe:

__________________________________________________________________________________________________________________

Past diagnoses or mental health care:

___________________________________________________________________________________________________________________________________________________________________________

Please write a brief history of each problem above, including when it started, how it developed, what was helpful and what was not, any medications tried, and why you seek help now.

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
(Use back of this sheet for additional writing space)

Developmental History

Pregnancy, birth, and infancy of this child was  (normal and healthy  

(difficult (please describe):

___________________________________________________________

___________________________________________________________

___________________________________________________________

Toddler years: (walked by 14 months  (clear words by 18 months  (simple 

sentences by 2 years  Comment ​​​_________________________________


____________________________________________________
Preschool years: (socializes well  (learns letters & sounds  (counts to 100  (behavior problems  Comment __________________________________


____________________________________________________
Elementary school years:  (makes friends easily  (well-focused in school  (good physical skills for age  (behavior problems  (school problems Comment___________________________________________________


____________________________________________________
Middle school years:  (makes friends easily  (well-focused in school  (good physical skills for age  (behavior problems  (school problems Comment___________________________________________________


____________________________________________________
High school years:  (makes friends easily  (well-focused in school  (good physical skills for age  (behavior problems  (school problems Comment___________________________________________________


____________________________________________________
Academic strengths: _____________________________________________


____________________________________________________
Academic difficulties: ____________________________________________


____________________________________________________
Medical history

Medicines your child takes (include when started, doses, time of day taken): 

  name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

Other medicines your child used to take (list them): ______________________

________________________________________________________________


Hospitalizations: __________________________________________________

Surgeries/broken bones: ____________________________________________

Head injuries: ____________________________________________________

Drug or alcohol use (what, when, how long): ________________________

________________________________________________________________

Family medical history (medical problems that run in the family, ie, siblings, parents, aunts, uncles, cousins, grandparents): ________________________________________________________________ ________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Family psychiatric history (mental or emotional problems that run in the family, ie, siblings, parents, aunts, uncles, cousins, grandparents): ________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________
Related concerns. Does your child:

snore or make odd breathing sounds while asleep?   Yes  No

seem to stop breathing while asleep?   Yes  No

feel unduly tired or sleepy during the day?   Yes  No

become excessively anxious?   Yes  No

have compulsive rituals or complain of obsessive thoughts?   Yes  No

have a problem with alcohol or drugs?   Yes  No

have a history of legal difficulties or school expulsions?   Yes  No

have unusual difficulties with a particular subject in school?   Yes  No

have unusual difficulties with focus or concentration?   Yes  No

have unusual difficulty with a particular subject in school?   Yes  No

give up easily when faced with schoolwork, sports, or other tasks?   Yes  No

have a history of emotional, physical, or sexual assault?   Yes  No

have a history of severe emotional loss?   Yes  No

have a relative who has killed himself or herself?   Yes  No

Please list prior mental health providers below:

Provider’s name: ________________________________________________________

Approximate dates of service: ________________________________________


Phone: ________________________ Fax: ______________________________

Provider’s name: ________________________________________________________

Approximate dates of service: ________________________________________


Phone: ________________________ Fax: ______________________________

Provider’s name: ________________________________________________________

Approximate dates of service: ________________________________________


Phone: ____________________ Fax: __________________________

Comments/other information: 

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Your Treatment Goals (what will be accomplished if treatment is successful):

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

Person filling out this form: _______________Relation to patient: __________

Date: ________________

Allergies to medicine (list all of them)


name of medicine:__________________ reaction: ____________________   


  name of medicine:__________________ reaction: ____________________


  name of medicine:__________________ reaction: ____________________


Allergies to food: __________________________________________








