COMPREHENSIVE BEHAVIORAL HEALTH SERVICES

Olatunde Fatinikun, M.D. Vishwas Mashalkar, M.D. Khawaija Shahzad, M.D.
Diplomates, American Board of Psychiatry & Neurology

Our office staff, Doctors, and Therapists would like to thank you for choosing our practice for your needs.
Please take your time to carefully read through and SIGN ALL FORMS in this packet.

Our office hours are as follows: Monday-Thursday 8:00am-5:00pm, Friday 8:00am-4:00pm

Due to the nature of our practice, please know that appointment times are valuable. In the event of
needing to cancel or reschedule, kindly give 24-hour notice prior to your appointment time. Failure to do
so will result in a $50.00 fee (Mon-Fri appointments) and 5150.00 fee (Saturday Therapy appointments)
and a delay in being rescheduled. Patients arriving more than 5 minutes after the scheduled visit time
may not be seen and will have to be rescheduled. We do offer voicemail service for after-hours and
weekend calls.

Any remaining balance or no-show fees will need to be paid prior to scheduling your next appointment.

If you have any court documentation regarding custody, medical decision-making, and/or payment
responsibilities, please submit them to the front office so CBHS staff can add the proper annotation to
the patient’s chart.

Again, we would like to thank you for choosing our practice. We look forward to providing you and/or
your family with outstanding care.

Sincerely,

Comprehensive Behavioral Health Services Providers and Staff

Adult, Child, and Adolescent Psychiatry
2770 Centennial Road * Toledo, OH 43617 » Tel: 419-794-0567 « Fax: 419-794-0569
www.comprehensivebehavioralhealth.com
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REGISTRATION FORM
Section |: Patient Information

Last Name: First: Middle Initial:
DOB: Preferred Name:

Address:

City/State/Zip Code:

Cell Phone: Home Phone: Work Phone:

The best time to contact me is: AMO PMO at this number Celld WorkdO HomeDO
Email Address: Web Portal Access? YesOO NoO
Sex: Marital Status: Gender Identity:

Race: Ethnicity:

Preferred Language: Will you require an interpreter for your visit? YesdO NoO
SSN*: *Your social security number is needed for billing purposes

only. Without this number, you may assume the full cost of your treatment. All other questions in this
box are optional.

Section Il: Insurance Information

Primary Insurance Company: Start Date:
Policy Number: Group Name/Number:
Subscriber Name: Subscriber DOB/SSN:
Address:

City/State/Zip Code:

Cell Phone: Home Phone: Work Phone:

Relationship to Patient:

Secondary Insurance Company: Start Date:
Policy Number: Group Name/Number:

Subscriber Name: Subscriber DOB/SSN:

Address:

City/State/Zip Code:

Cell Phone: Home Phone: Work Phone:

Relationship to Patient:

Do you have a tertiary insurance company? Yesd No[O
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Patient Name: DOB:

Section Ill: Patient History

Reason for visit (please be as detailed as possible):

**If you would like to provide additional information, use blank space below or attach a sheet of paper

to this packet.**

List all current medications:

Prior History of Mental Health Treatment? Yesd NoO If yes, when?

Where? Provider Name:

Hospitalization for Mental Health Issues? YesOO NoO If yes, when?

Where? Provider Name:

History of abuse? Yesd NoO If yes, please explain:

Drug/alcohol abuse today?  Yesd No[O If yes, how often?

Drug/alcohol use in the past? YesO NoO If yes, how often?

Problem related to accident or work injury? If yes, please explain:

02/2023
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Patient Name: DOB:

Section IV: Preferred Pharmacy Information
Preferred Pharmacy Name: Phone Number:
Address/City/State/Zip:

Section V: Consent for Treatment

| (we) hereby give my (our) consent to CBHS to provide treatment for me (us) and/or for my
minor child(ren) on an outpatient basis. The risks and benefits of treatment have been explained to me
(us). Information necessary to carry out treatment, payment, and healthcare operations will be
submitted to the appropriate organizations for accreditation, certification, or authorization. CBHS’ client
grievances procedures, client rights and responsibilities, and notice of privacy practiced have been
explained to me (us) and | (we) have received my (our) own copies.

Patient Signature (if patient is a minor, please print patient name) Date

To provide treatment to minors, CBHS is required to obtain consent for treatment from the
minor’s legal guardian or custodian. By signing below, you are attesting that you have legal or custodial
responsibility for the minor named above.

Parent/Guardian/Authorized Representative Signature Date

Section VI: Financial Authorization

| (we) have received, read, and agree to adhere to CBHS office and financial policies. | (we)
understand that if | (we) do not adhere to the policies herein, | (we) and/or my child(ren) may be denied
services and may be discharged from the practice.

Please read the office and financial policies before signing below. (pgs. 4 & 5 of patient handbook)

Patient Signature (or Parent/Guardian if a minor) Date

Notice of Privacy Practices
The notice provided for you describes how medical information about you may be used and
disclosed, and how you can get access to this information. Please review it carefully.

| have read and acknowledge the revised “Notice of Privacy Practices” at Comprehensive Behavioral
Health Services, updated and effective September 1, 2013. (pgs. 6-10 of patient handbook)

Patient Signature (or Parent/Guardian if a minor) Date

Printed Name Relationship
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Patient Name: DOB:

PATIENT TREATMENT CONTRACT

As a participant in treatment, | freely and voluntarily agree to accept this treatment contract as follows:

1. lagree to keep and be on time to all my scheduled appointments to the best of my ability.

2. lagree to adhere to the financial policy outlined by this office.

3. lagree to conduct myself in a courteous manner in the doctor’s office.

4. |agree not to sell, deal, share, or give any of my medication to another person. | understand that
such mishandling of my medication is a serious violation of this agreement and would result in
my treatment being terminated.

5. lagree not to steal or conduct any illegal or disruptive activities in the office.

6. lunderstand that if dealing or stealing or if any illegal or disruptive activated are observes or
suspected by employees of the pharmacy where my medication is filled, that the behavior will
be reported to my doctor’s office and could result in my treatment being terminated without any
recourse or appeal.

7. |agree that my medication/prescription can only be given to me at my regular office visits. A
missed visit may result in my not being able to get my medication/prescription until the next
scheduled visit.

8. | agree that the medication | receive is my responsibility and | agree to keep it in a safe, secure
place. | agree that lost medication will not be replaced regardless of why it was lost.

9. | agree not to obtain medications from any doctors, pharmacies, or other sources without telling
my treating physician.

10. | understand that as part of my treatment plan it is required that | see the physician on a regular
basis as part of my treatment and no prescriptions will be written without an office visit.
Subsequently | understand that if | do not keep appointments regular with my provider and a
period of 60 days elapses, | may be discharged as a patient from care.

11. | agree to take my medication as my doctor has instructed and not to alter the way | take my
medication without first consulting my doctor.

12. | agree to come in and appear upon 48 hours notice for a pill count where | will bring in my
prescribed medication for inspection at the notice of CBHS representative.

13. | understand that | may be screened for drug abuse or use at anytime.

Patient Signature (or Parent/Guardian if a minor) Date
Printed Name Relationship
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Patient Name: DOB:

TELEHEALTH INFORMED CONSENT

| understand that telemedicine is the use of electronic information and communication technologies by a
healthcare provider to deliver services to an individual when he/she is located at a different site than the
provider; and hereby consent to CBHS providers, providing health care services to me via telemedicine. |
understand that the laws that protect privacy and the confidentiality of medical information also apply
to telemedicine. As always, your insurance carrier will have access to your medical records for quality
review/audit. | understand that | will be responsible for any copayments or coinsurance that apply to my
telemedicine visit. | understand that | have the right to withhold or withdraw my consent to the use of
telemedicine in the course of my care at any time, without affecting my right to future care or treatment.
| may revoke my consent orally or in writing at any time by contacting CBHS at (419) 794-0567. As long as
this consent is in force (has not been revoked) CBHS Providers may provide health care services to me via
telemedicine without the need for me to sign another.

Patient Signature (or Parent/Guardian if a minor) Date

Printed Name Relationship
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Comprehensive Behavioral Health Services, LLC
. 11\ 2770 Centennial Rd., Toledo, OH 43617
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Patient Name: DOB:

INFORMED CONSENT FOR IN-PERSON SERVICES DURING COVID19 PUBLIC HEALTH CRISIS

This document contains important information about our decision (yours and mine) to resume in-person services in light of the COVID19 public
health crisis. Please read this carefully and let me know if you have any questions. When you sign this document, it will be an official agreement
between us.

Decision to Meet Face-to-Face

We have agreed to meet in person for some or all future sessions. If there is a resurgence of the pandemic or if other health concerns arise,
however, | may require that we meet via telehealth. If you have concerns about meeting through telehealth, we will talk about it first and try to
address any issues. You understand that, if | believe it is necessary, | may determine that we return to telehealth for everyone’s well-being.

If you decide at any time that you would feel safer staying with, or returning to, telehealth services, | will respect that decision, as long as it is
feasible and clinically appropriate. Reimbursement for telehealth services, however, is also determined by the insurance companies and
applicable law, so that is an issue we may also need to discuss.

Risks of Opting for In-Person Services
You understand that by coming to the office, you are assuming the risk of exposure to the coronavirus (or other public health risk). This risk may
increase if you travel by public transportation, cab, or ridesharing service.

Your Responsibility to Minimize Your Exposure

To obtain services in person, you agree to take certain precautions which will help keep everyone (you, me, and our families, [my other staff]
and other patients) safer from exposure, sickness and possible death. If you do not adhere to these safeguards, it may result in our
starting/returning to a telehealth arrangement. By signing this you agree to these actions:

. You will only keep your in-person appointment if you are symptom free.

. You will take your temperature before coming to each appointment. If it is elevated (100°F or more), or if you have other symptoms
of the coronavirus, you agree to cancel the appointment or proceed using telehealth. If you wish to cancel for this reason, | won't
charge you our normal cancellation fee.

. You will wait in your car or outside [or in designated safer waiting area] until no earlier than 5 minutes before your appointment
time.

. You will adhere to the safe distancing precautions we have set up in the waiting room and testing/therapy room. For example, you
won’t move chairs or sit where we have signs asking you not to sit.

. You will wear a mask in all areas of the office (I [and my staff] will too).

. You will keep a distance of 6 feet and there will be no physical contact (e.g. no shaking hands) with me [or staff].

. If you are bringing your child, you will make sure your child follows all of these precautions and distancing protocols.

. You will take steps between appointments to minimize your exposure to COVID19.

. If your commute or responsibilities or activities put you in close contact with others (beyond your family), you will let me [and my
staff] know.

. If a resident of your home tests positive for the infection, you will immediately let me [and my staff] know and we will then [begin]
resume treatment via telehealth.

I may change the above precautions if additional local, state, or federal orders or guidelines are published. If that happens, we will talk about
any necessary changes.

My commitment to Minimize Exposure
My practice has taken steps to reduce the risk of spreading the coronavirus within the office and we have posted our efforts on our website and
in the office. Please let me know if you have any questions about these efforts.

If You or | Are Sick

You understand that | am committed to keeping you, me, [my staff] and all of our families safe from the spread of this virus. If you show up for
an appointment and | [or my staff] believe that you have a fever or other symptoms, or believe you have been exposed, | will have to require
you to leave the office immediately. We can follow up with services by telehealth as appropriate.

If | [or my staff] test positive for the coronavirus, | will notify you so that you can take appropriate precautions.

Your Confidentiality in the Case of Infection

If you have tested positive for the coronavirus, | may be required to notify local health authorities that you have been in the office. If | have to
report this, | will only provide the minimum information necessary for their data collection and will not go into any details about the reason(s)
for your visits. By signing this form, you are agreeing that | may do so without an additional signed release.

Informed Consent
This agreement supplements the general informed consent/business agreement that we agreed to at the start of our work together.
Your signature below shows that you agree to these terms and conditions.

Patient Signature (or Parent/Guardian if a minor) Date

Printed Name Relationship
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Patient Name: DOB:

PATIENT CONTACT AUTHORIZATION

Contact Information for Patient (or Parent/Guardian if a minor)

Name: Email:

Cell Phone: Home Phone: Work Phone:

OK to leave a detailed message voicemail on cell or home phone? YesdO NoO

It is OK for the following family member(s) or representative(s) to schedule, change, and/or cancel
appointments, and discuss financials on behalf of the patient.

Name: Relationship:
Name: Relationship:
Name: Relationship:

** Please request a Release of Information at the front desk or by phone if more detailed patient
medical information is to be released. **

Patient Signature (or Parent/Guardian if a minor) Date

Printed Name Relationship

RESPONSIBLE PARTY INFORMATION

(The responsible party [guarantor] is the parent, guardian, or patient over 18 years of age)

Last Name: First: Middle Initial:
DOB: SSN (required for billing):
Address:

City/State/Zip Code:

Cell Phone: Home Phone: Work Phone:
EMERGENCY CONTACTS

Primary Name: Phone:

Relationship:

Secondary Name: Phone:

Relationship:
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Date

Patient Health Questionnaire and General Anxiety Disorder
(PHQ-9 and GAD-7)

Patient Name:

D

ate of Birth:

Over the last 2 weeks, how often have you been bothered by any of the following problems?
Please circle your answers.

PHQ-9 Not at | Several | More than half Nearly
all days the days every day

1. Little interest or pleasure in doing things. 0 1 2 3

2. Feeling down, depressed, or hopeless. 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much. 0 1 2 3

4. Feeling tired or having little energy. 0 1 2 3

5. Poor appetite or overeating. 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or have let 0 1 2 3
yourself or your family down.

7. Trouble concentrating on things, such as reading the 0 1 5 3
newspaper or watching television.

8. Moving or speaking so slowly that other people could have
noticed. Or the opposite — being so fidgety or restless that you 0 1 2 3
have been moving around a lot more than usual.

9. Thoughts that you would be better off dead, or of hurting 0 1 > 3
yourself in some way.

Add the score for each column

Total Score (add your column scores):

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or
get along with other people? (Circle one)

Not difficult at all Somewhat difficult

Very Difficult

Extremely Difficult

Over the last 2 weeks, how often have you been bothered by any of the following problems?
Please circle your answers.

GAD-7 Not at all | Several Over half Nearly
sure days the days every day
1. Feeling nervous, anxious, or on edge. 0 1 2 3
2. Not being able to stop or control worrying. 0 1 2 3
3. Worrying too much about different things. 0 1 2 3
4. Trouble relaxing. 0 1 2 3
5. Being so restless that it's hard to sit still. 0 1 2 3
6. Becoming easily annoyed or irritable. 0 1 2 3
7. Feeling afraid as if something awful might happen. 0 1 2 3
Add the score for each column

Total Score (add your column scores):

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or
get along with other people? (Circle one)

Not difficult at all Somewhat difficult

Very Difficult

Extremely Difficult
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Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc.
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