Date

ELAINE S. BERMAN E4.D.
CLIENT INTAKE INFORMATION FORM

CLIENT INFORMATION

Name Last First Mi
ADDRESS City ST Zip
PHONE Home ( ) - Work ( ) =

Marital Status ____ (S-single M-married W-widowed D-divorced

SP-separated)

Sex___ SSN - = Date of Birth / /

Employer Occupation Ph(_ ) N
Address City ST Zip
SPOUSE’S NAME Last First Mi

Birth Date Occupation

RESPONSIBLE PARTY INFORMATION

NAME Last First Mi

Address City ST Zip
Fhone ( ) - -
CLIENT’S RELATIONSHIP TO THE RESPONSIBLE PARTY (S-self P-spouse

C-child O-other)

REFERRAL INFORMATION

NAME Last First Mi
Business Name Phone ( ) -
Address city ST Zip
TYPE: _ Educator __Clergy _ Legal __Medical __Business
_ Presentation _ Friend Cincinnati Yellow Pages
~_Hamilton Yellow Pages. If yellow pages, which
heading? Other

Please sign and date to grant permission for me to thank your
referral source for referring you.

Signature DATE
-1- (please complete other side)



OTHER INFORMATION i

All Present & Previous Marriage(s)/Divorce(s) and/or Significant
Relationships Dates

Patient’s Spouse(s) /Significant Other

CHILDREN’S NAMES ! SEX ! SCHOOL OR WHEREABOUTS | BIRTHDATE | ETC.

HEALTH HISTORY (Physical and Psychological)
Illness ! Physician I Medication & Dose! Dates

Present Medications:
Present Handicaps
Emergency Person to Contact Phone ( ) -
Education Grade Completed- Man’s Woman’s
Present Problem




UNITED

~ Bt IAvIOrAL HIEALTEH S

EXCHANGE OF INFORMATION FORM

UBH requires contracted behavioral health practitioners/providers to coordinate freatment with other behavioral
health practilioners/ providers, primary care practitioners [PCPs), and other appropriate medical practitioners
involved in a member's care. This is an opfional form that can be used to facililate coordination of care. Please
send it fo the appropriate care provider(s) reating the member.

PATIENTNAME: _

A. Treating Behavioral Health Practitioner/Provider Information:

Name: - - Phone:
Name: o ) I Phone:
Name: _ ___Phone:
Address:

Name: = Phone:
Address: —

C. Patient Clinical Information:

1. The patient is being treated for the following behavioral health problem(s):

[0 ADHD/ Behavior D/O O Subsiance Abuse 0 Psychotic Disorder [ Bipolar D/O

0O Depressive D/O 0O Anxiely D/O 0O Eating Disorder O Adjustment D/O
O Personality D/O OOIHER:

2. The patient is taking the following prescribed psychotropic medication/s:

O Antidepressant O Anxiolytic O Clozaril

0O Anticonvulsant O Antipsychaotic 0 Mood Stabilizer

0O Other(s):_ T e,

3. Expected length of treatment: 0 <3 monins 0 3-6 months O 6-12 months 0 >1 year

4. Coordinafion of Care Issues/Other Significant Information impacting medical or behavioral heaithcare:

DATE FORM MAILED OR FAXED TO OTHER PRACTITIONER/PROVIDER:

(PLACE A COMPLETED COPY OF THIS FORM ON THE PATIENT'S MEDICAL RECORD)

| hereby freely, voluntaiily and wilhoul coercion, aulhoize the behavioral heallh practitioner lisled above in section A lo release the information
contained on this form to the praciilioner/provider listed in section B above. The reason for disclosure is 10 facilitate continuity and coordination of

reatment. This consenl will last  days from the dateé signed. | undersiand that | may révoke my consent al any lime.

| do not wish to have information shared with:
O my PCP/medical praclitioner O my other behavioral health practitioner(s)/provider(s).

0 | am not currently receiving services from a PCP
0O | am not currently receiving services from any other behavioral health practitioner/provider.

Patient Signat_u?e Date

Be;a;%ral Health Practitioner Signature Date

[THIS IS NOT A REQUEST FOR MEDICAL RECORDS]

Approved by UBH St. Louis Network Clinician Advisory Council Commitree 6/28/04



Elaine S. Berman Ed.D. 1712 Lago Vista Blvd.
Florida Licensed Psychologist Palm Harbor, FL 34685

CONSENT TO TREAT

I HEREBY GIVE WRITTEN CONSENT FOR

(Patient(s)
BORN / / , TO BE PROVIDED PSYCHOLOGICAL SERVICES

BY ELAINE S. BERMAN, Ed.D., PSYCHOLOGIST.

Signature of Patient (Parent or Guardian if patient is a minor) Date

Signaturc of Witness Date









