Psychologlcal Health

Services

P-614- 430 -9697 F-614- 430 9837 8472 Cotter Street Lewis, OH 43035

All paperwork is to be mailed 8472 Cotter Street

Lewis Center, OH 43035 or emailed back or even B
dropped off between 9am and 4pm, paperwork can
be faxed as well to: Fax# 614-430-9837. '

Questionnaires are front and back be sure to do both
sides!

Email paper work to:
Psychologicalhealthservices@gmail.com
Unfortunately, we can NOT schedule you until all
your paperwork is returned to our office.

Your appomtment will be over the phone unless

,!‘ !"QE"‘#!Q er’ev iud o

We use a program called Google chat if specified to
use it when scheduled.

Any questions or concerns please call our office at
614-430-9697.



& Psychological Health

Services

Today’s Date:

Patient Name: Date of Birth:
Patient Address:
City: State: Zip:

Main Phone:( )

Other Phone: ()

Insurance ID#

Insurance:

Additional Insurance Policy#

Patient's Social Security#: Age:
Patient's Gender; ___ Male ___ Female ___ Other
Marital Status: ~__ Single ____ Married ____ Other

If married, # of years married:; # of previous marriages:

E-mail Address:

Education (Highest grade/degree abtained):

Religion:

~ Occupation:

Patient's Employer:

Spouse’s Name: DOB:

Spouse’s Employer:

List all medications that the patient is taking:

In case of emergency, call: at phone#:

Referred by:

Where did you hear about us?




SELF-EVALUATION QUESTIONNAIRESTAI Form Y-1

Please provide the following information:

el AL e N iMAa BeREA "o otadaran
__ Read sach statomant and thar = Ci5 iig eIt UEnatE umoer Yoihe fght ofthe-siatamant

Name Date

Age Gender (Circle) M F

DIRECTIONS:
A number of statements which people have used lo describe themsalvas ars given below.

i

rj/&d.

Copyright 1968, 1977 by Charles D. SpeHbgrger. Al rights rasn

ta indicate haw you feal rght now, that Is, at this moment. Thera are no right or wrong
answers. Do not spend toe much lime an any one stalemen! but give the answer which
seams 10 describe your presant feelings best,

TR CaIM et

3. lamtense............

4. 11861 STRINEA .. ..o cermreerions

5. 11881 BLOSE ..c.ooooo e cevcermsoseaee oo

8.1 feel UPSEL ..ovvurvcevrirereerreesss e,
7.1 am presantly worrying over possible MisforUNES ..o

8.1 1eel satisfied........ovoe....

SRR (yte il T OO

10. | feel comfortable ...,

11.1 {eel setf—conﬂdent

12. | fesl nervous

TG, 1AM TBIAXEA oot ecesesseesses e eonees
18, 1BL CONBNE ... e cctrre e ot

17.]1 am worried .............

18, 1101 CONTUSEM... i v i ieeveeiesrineesetceesieessestsesscsversessssssaseseassrasessnsesssnsssssessnen

19. l feel steady.......ccecerrrvrevrncneriiririnnnas

20, 18RI PlEASANE..... .ottt et e re et s s s s ear s

. r J
® Co ht 1968,197T by Charfes D. Spialbaerger. All nghts raserve ]
Publigl}l’edg by Mind Garden, Inc., 1690 Woodside Rd, Suite 202, Redwood City, CA 84061

STAIP-AD Tesl Form Y
www.mindgarden.com




SELF-EVALUATION QUESTIONNAIRE
STAI Form Y-2

Namae

DIRECTIONS

A number of statements which peopla have used lo describe themselves are given below.
Read sach statament and lhen circle the appropriate number to the right of the statement

to Indicate how you ganerslly fesl, Thera are no right or wrong Bnswers, Do nolspendten

Date
B T

——mu&"rih'f_ic"’r.m’-’.:aﬁy;@ne:sieie:.ni’e‘rit—buafg%v-e%he—aﬁsmr'whi'ch 588ms to dascribe how you

Copyright 1968, 1577 by Charles D. Spelibergsr. All fighls resanwd.

|

genarally fasl,

2T 1Rl PIBSAN. oot

23. | feel satisfied with MYSelf....neeviiiviirenn,

24. 1 wish | could be as happy as others sesem to beuirren

25 1160l e 8 faINIE .ot oo

26, | fee] rested

27.1am “calm, cool, and collected”......ocoovvivvin,

28. | feel that difficulties are piling up so that | cannot overcome them......cvn.......
29. ! worry Yoo much over something that really doesn't matter......................
30. I am PBPDY ettt e e
31. T have disturbing NOUGIES .o ersrs s caeseesesnesss oo

32. ! lack setf—conﬁdence.................-.................... vees

33. 1 feel secure

34, | makedec:,:smnsAeasdy

35 1181 INGAEGUALE...11ve. vesomcreesse e eeeees e eooeoeeeoeoeeeees oo

36. | am content

37. Some unimportant thought runs through my mind and bothers me...........
38. | take disappointments so keenly that f'can‘t put them out of my mind.....

39.  am a steady person.........o....

40.1 ga{ in a state of tension or turmoil as | think over my recent concerns

E=1aTo a1 T IR

o ight 1968,1977 by Chares D. Spisiberger. Al rights reserved, )
Puglci’:my Mind Garden, Inc., 1830 Woodside Rd, Suile 202, Redwecod City, CA 94061

“rlitievevara

STAIP-AD Test Form Y
yeww.mindgarden.com




Maritat Status; Age:

Occupation:

.Education:

Instructions: This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, and
then pick out the one statement in each group that best describes the way you have been feeling during the past two

weeks, including today. Circle the number beside the statement you have picked. If several statements in the group

: 3 ! ke Lot s L e SO o
seem to apply equally well, circle the hishest number for al group—Be-sure that-youde ng teheosemorcthanone

~stateonent for any group, including Ttem 16 (Changes in S|

eeping Pattern) or Item 18 (Changes in Appetite).

1. Sadness
0 Idonot feel sad.
I I feel sad much of the time,
2 Iam sad all the time.
3 Tamso sad or unhappy that I can’t stand it.

2. Pessimism
0  1am not discouraged about my future,
1 Ifeel more discouraged about my fulure than I
used to be.
I do not expect things to work out for me.
3 Ifeel my future is hopeless and will only
get worse.

o

3. Past Failure
0 Idonot feel like a failure,
I Ihave failed more than I should have.,
2 Aslook back, I see a lot of failures.
3 T'feel Iam a total failure as a person.

........

0 Igetas much pleasure as [ ever did from the
things I enjoy.
1 Idon’t enjoy things as much as [ used to.

2 Igetvery little pleasure fom the things | used
to enjoy.

3 Ican’t get any pleasure from the things ] used
to enjoy.

5. Guilty Feelings
0 Tdon't feel particularly guilty.
1 1 feel guilty over many things I have done or
should have done.
2 Ifeel quite guilty most of the time.
3 I feel guilty all of the time.

L

6. Punishment Feelings

7. Self-Dislike

8. Self-Criticainess

9. Suicidal Thoughts or Wishes

1 Thave thoughts of killing myself, but I would

10, Crying

0 Idon’tfeellam being punished.
1 Ifeel I may be punished.

2 Iexpect to be punished.

3 TIfeelTam being punished.

0 [feel the same about myself as ever.
1 Thave lost confidence in myself.

2 Tam disappointed in myself,

3 Idislike myself,

I don’t criticize or blame myself more than usual,
I'am more critical of myself than T used to be.

T criticize myself for all of my faults,

[ blame myself for everything bad that happens.

[PX I N R

0 Idon’t have any thoughts of killing myself.
not carry them out,

2 I'would like to kill myself.

3 Twould kill myselfifT had the chance.

0 TIdon'tcry any more than I used to.
1 Tcry more than Jused to.

2 Icry over every little thing,

3 Tfeel like crying, but I can’t.

PEARSON
—

2526272822930ABCDE 2812831 321

Copyright @ 1996 Aaron T. Beck, All rights reserved.
Printed In the United States of America,
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11, Agitation | 17, Irritability
0 [am no more restless or wound up than usual. i 0 {am no more irritable than usual.
{ I feel more restless or wound up than usual. 1 I am more irritable than usual.
2 —Fam-serestless-eragitated-that-it s-hard to-stay : 2 T am muchmore-irritable than usual,
still. 3 lamirritable all the time.
3 Tam so restless or agitated thal I have to keep ;
‘ moving or doing something. : 18. Changes in Appetite
H I . .
! | 0 T have not experienced any change in my
; 12, Loss of Interest appetite.
¢ 0 hav? not lost interest in other people or la My appetit is somewhat less than usual.
I(‘f1\f ‘l
j’ I ‘l A pprw o b—Miy-appetite-issomewhai-greaterthan-usual
am less interested in other people or things :
than before. peop 2a My appetite is much less than before.
E 2 1have lost most of my intercst in other people b_My appetitc is I_HUCh greafer than usual.
or things. 3a [ have no appetitc at all.
| . . . v :
{3 Tt’shard to get interested in anything. 3b [crave food all the time.
i 13. Indecisiveness i 19. Concentration Difficulty
| i v . b a8 W
i 0 Tmake decisions about as well as ever, 0 Ican concentrate as well as ever.
% I Ifind it more difficult to make decisions than 5 1 Ican't concentrate as well as usual.
f usual. { 2 It's hard to keep my mind on anything for
{2 [have much greater difficulty in making very long.
i decisions than 1 used to. 3 1find I can't concentrate on anything.
{ 3 Ihave trouble making any decisions.

: 14, Worthlessness

0
1

9]
Fa

o

1
2
3

15, Loss of Energy

I do not feel [ am worthless.

1 don’t consider myself as worthwhile and useful
as [ used to.

I feel more worthless as compared to other
people.

1 feel utterly worthless.

[ have as much energy as ever.

[ have less enecgy than I used to have.

| don’t have enough energy to do very much.
[ don’t have enough energy to do anything.

16. Changes in Steeping Patiern

[ have not experienced any change in my
sleeping pattern.

[ sleep somewhat more than usual.
I sleep somewhat less than usual.

I'sleep a lot more than usual.
I sleep a lot less than usual.

1 sleep most of the day.
T wake up 1-2 hours early and can’t get back

to sleep.

0

0

[EN I SO

20. Tiredness or Fatigue

1 am ne more tired or fatigued than usual.

T get more tired or fatigued more easily than
usual.

1 am too tired or fatigued to do a lot of the things
[ used to do.

[ am too tired or fatigued to do most of the
things I used to do.

21, Loss of Interest in Sex

= 1 hawn not nohr‘orl Y DL CAANYe L

interest in sex.
1 am less interested in sex than I used to be.

I am rnuch less interested in sex now.
I have lost interest in sex completely.

~ Subtota] Page 2
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SOAPP* Version 1.0-14Q

Name: Date;

The following are sone questions given to all patients at the Pain Management Center who

are on or being considered for opioids for their pam. Please answer each quemon as honestly

remdiricon IOHF[IHSWE)'5

s gstpossipie —This IR oAt on-is Jforourrecordsand will Femairn t_un_/zuenmu

alone will not determnine your treatment. Thank you

Please answer the questions below using the following scale:

0 =Never, 1 = Seldom, 2 = Sometimes, 3 = Often, 4 = Very Often

I. How often do you have mood swings? 01234
2. How often do you smoke a cigarette within an hour after
you wake up? 01234
3. How often have any of your famity members. including parents
and grandparents. had a problem with alcohol or drugs? 01234
4. How often have any of your closc friends had a problem with
alcohol or drugs? 01234
5. How often have others suggested that you have a drug or
alcohol problem’.’ 01234
6 How often ha ve you attended an AA or NA mectmu’ 01234
7. How otten have you taken medication other than the way that it v
was prescribed? 01234
8. How often have you been treated for an alcohol or drug problem? 01234
9. How often have your medications been lost or stolen? 01234
10. How often have others cxpresscd concern over your usc
01234

of medication?
©2008 [nflexxion, Inc, Permission granted solely for use in published format by individual practitonars in
clinical practice. Mo other uses or alteralions are authorized or permitted by copyright holderl. Permzs‘sxons
questions: PainEDU@infllexxion.com. The SOAPP® was developed wilh a grant from the National Institutes
of Health and an aducational grant from Eado Pharmaceuticals,

Pqin_--




0 =Never, | = Seldom, 2 =Se metimes, 3 = Often, 4 = Very Often

11, Bow often have you felt 3 craving for medjcation? 01234
12. How often have you been asked 1o give a urine screen

for substance abuse” 01234
13. How ofien have you used illegal drugs (for example,

mdrijuana, cocaine, etc.) in the past five vears? 0123 4
14. How often, in your lifetime, have you had legal problems or

been arrested? 01234

Please include any additional information you wish about the above answers. Thank you.

©2008 Inflexxion, Inc. Permission granted solely for use in published format by individual practitoners in
clinical practice. No other uses or alterations are autharized or permitted by copyright holder, Permis;ions
questions: PainEDU@inflexxon.com, The SOAPP® was developed with a grant from the Nalional Institutes
af Health and an educational grant from Endo Phamaceuticals.

Pain - .




HAAAcknowledgement and Consent Form

l'understand that, under the Health Insurance Portability & Accountability Act of

1996 (HIPAA), | have certain rights to privacy regarding my protected health

A Ll b s e e ; =5 pope: oLt | A S : -
wtndeansdRrgrmation-canand willbe used to:

informatian, | understan;

*Conduct, plan and direct my treatment and follow-up care among the multiple
healthcare providers who may be involved in that treatment directly or indirectly.

*Obtain payment from designated third-party payers.

*Conduct normal health care cperations such as quality assessments or
evaluations, and physician certifications.

I'have been informed by you of your Natice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | have been given the right to
review such Notice of Privacy Practices prior to signing this consent. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that |
may contact this organization at any time to obtain a current copy of the Notices of Privacy

Practices.

I'understand that | may request in writing that this organization restrict how my private
~information is used or disclosed to carry out treatment, payment or health care operations. |

also understand the organization is not required to agree to my requested restrictions, but if

the organization does agree, then it is bound to abide by such restrictions. | understand that |

may revoke this consent in writing at any time, except to the extent that the organization has

taken action relying on this consent.

Date

Print Patient’s Name

Date

Patient’s Signature (Parent’s if minor)



Psychologica] Health Services

Informed Consent Form
——=-1ned Lonsent Form

INFORMATION DISCLOSURE STATEMENT

explained below that you are having completed in our offige,
Types of evaluations/Tests:
Neuro psychological Testing - $2,500.00 if not using insurance.

Psychological Testing for anxicts ai‘;d:epg—;éssz‘@;riziié’@?Q@ii%ii&tfaﬁﬂg%‘in’surance.

4 Psychological evaluation for opioid appropriateness- $150.00 is not using insurance.
Psychological evaluation for spinal cord stimulator- $150.00 if not using insurance,
Psychological evaluation for pain pump implant- $150.00 if not using insurance.

Psychological evahuation for bariatric procedure.- $500.00 if not using insurance,
Psychological Evaluations: The psychological evaluation is to assess appropriateness for various
surgical procedures (e.g. spinal cord stimulator implantation, pain pump implantation, bariatric
surgical Procedures, etc.) Assessing potential risk factors of opiate/narcotic treatment of

patients struggling with chronic pain.
or coping styles, Throughout the assessment process you have the right to inquire about the

administration of one or more educational and/or psychological tests, Although it is sometimes
possible to complete the testing procedure in one sitting, it is common for people to be asked
to return for another session to finish the assessment battery. Once testing is completed, the
data will be analyzed and a report will be written. You will then have the Opportunity to meet

- with vour clinician to discuss the results and receive a copy of the report. - -
Confidentiality: You are protected under the provisions of the Federal Health Insurance
Portability and Accountability Act (HIPAA). This law insures the confidentiality of all electronic
transmission of information about you, Whenever | transmit information about you
electronically (for example, sending bills or faxing information), it wiil be done with special

party excluding payers, shall not be shared without a signed release form.
Client Consent

their decisions,

Patient or guardian

Print name: Date

Date

Signature:




PSYCHOLOGICAL HEALTH SERVICES

PR T

TEL EPSYCHOLOGY INFORMED CONSENT
As a client receiving psychological services through telepsychology methods, | understand:

email) and may not involve direct, face to face, communication. There are benefits and
limitations to this service, | will need access 1o, and familiarity with, the approoriate

technology ta participa-te—ir—.-ft:’:i,e,se:r:qice:pre’\;'éé’eE‘FExTh'an’g'e Ot information will not be direct

and any paperwork exchanged will likely be exchanged through electronic means or through
postal delivery.

2. | may decline any telepsychology services at any time without jeopardizing my access to
future care, services, and benefits,

3. These services rely on technology, which allows for greater convenience in service
delivery. There are risks in transmitting information over the internet that include, but are
not limited to, breaches of confidentiality, theft of personal information, and disruption of
service due to technical difficulties.

4. My psychologist may utilize alternative means of communication in the following
circumstancas: |f internet goes out we will contact by phone.

5. My psychologist will respond to communications and routine messages within: ZOOM or
Duo

6. Itis my responsibility to maintain privacy on the client end of communication, Insurance
companies, those authorized by the client, and those permitted by law may aiso have access
ta records or communications.

Client Printed Name

Signature of Client or Legal Guardian Date

Printed Name of Psychologist

Signature of Psychologist Date



1. INDIVIDUAL’S FINANCIAL RESPONSIBILITY
l'understand that | am financially responsible for my heafth insurance deductible,

coinsurance or non-cove red service. Cs-paym ents-are-dueattime of service.

—ifmypian requires a referral, | must obtain it prior to my visit. In the event that my health plan

determines a service to be “not payable”, I'will be responsible for the complete charge and
agree to pay the costs of al services provided. If | am uninsured, I agree to pay for the medical

services rendered to me at time of service.

2. INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS
I hereby authorize and direct payment of my medical benefits to (Psychological Health Services)

on my behalf for any services furnished to me by the providers,

3. AUTHORIZATION TO RELEASE RECORDs
I'hereby authorize (Psychological Health Services) to release to my insurer, governmental

agencies, or any other entity financially responsible for my medical care, all information,

4. MEDICARE REQUEST FOR PAYMENT _ _
I request payment of authorized Medicare benefits to me or on my behalf for any services
chological Health Services). | authorize any holder of medical or

Printed name of Patient, Authorized Representative or Responsible Party Date

Signature of Patient, Authorized Representative or Responsible Party Relationship to Patient



