
Volusia Neuropsychology & Behavioral Health
REGISTRATIONFORM

Plcasc have your insurance card(s) rnd idcnttflcation avallable to be photocopied

PATIENTINTORMATION
Palient's Name: Marital Status (circle one):

Sinete /Mar /Div/sep /Wid /Par
Social Security No.: Birth date:

I
Age:

oF'
Sox:

OM
Street Address:

7)lP Code:P.O. Box: City: St.tc:

Home Phone No.:
()

Cell Phonc No.:
()

Work Phons No.:
()

Other Phono No.:
()

Occupation Employer: Ernployer Phone No.:
()

Namc of Primary Care Physician: Phone No.:

Data of Injury/Orsel of lllness: Motor Vehicle Acoidert?: O Yes 0No

Aro you using rn attorney for rhis incidentr If yes, plaese completc bolow:O Yes ONo

Attomoy: PhoneNo.: ( )

Address:

INSURANCE INT'ORMATION
Phone No.:
()

Address (if difrersnt tom patieot):Person Responsible for bill: Birt} date:

GroupNo,: (if indicoted on card)IDlPolicy No.:Name of PRIMARY insuranco:

Group No,: (if indioeted on card)ID/PolicyNo.:Name of SECOI\IDARY insuratrce:

IN CASE OFEMERGENCY
I

l

Cell or Work No.:
()

Relationship to Patient: Home Phone No.:
()

Name of local friend/relativo ot spouse:

I hereby acknowledge tLat I havo receivcd tbe Notice of Privacy
that I agre to all the provirions thcreia. Ile abovc iaformation
Volusia Ncuropsychologl & Behavloral Ilcolth Inc may use my
billing(s) to my insurane*.ecrynnyr attomey or other designated entlty.

Practices in accordence qith IIIPPA and
is tnre to lhc best of my knowledge.
patient information as necded to submit

PatienlGuardian Signature Date

DATE OT'APPOINTMENT:



Volusia Neuropsycholory & Behavioral Health

512 Canal St

New Smyrna Beach Fl 32168

P\one # 386-423-04A Fax # 386-423-0402

CONSENT FOR PSYCHOLOGY/NEUROPSYCHOLOGICAL EVALUATION AND TREATMENT

I understand that the purpose of this evaluation is to provide information to my
physician, health care provider, or other source who has requested the evaluation in order to
assist in the diagnoses and/or treatment of any medical or psychological condition. the material
from the interview and psychological/neurological testing will result in the generation of a
report that will provide information related to diagnoses and/or treatment. The report
generated by Dr. Merilson, Dr. Parker, Dr. Barnett, Dr. Meth, Dr. Bailey, or Sharon Crane will be
sent to my physician , health care provider, or other identified source and Dr. Merilson, Dr.

Parker, Dr. Barnett, Dr. Meth, Dr. Bailey or Sharon Crane may discuss results with them. lf
desired by me or my referring provider Dr. Merilson, Dr. Parker, Dr. Barnett, Dr. Meth, Dr.

Bailey or Sharon Crane will also discuss the results with me or any others which I so designate
by signing a release of information allowing Dr. Merilson, Dr. Parker, Dr. Barnett, Dr. Meth. Dr.

Bailey or Sharon Crane to do so. lf this evaluation and/or treatment is being covered or partially
covered by my insurance, Dr. Merilson, Dr. Parker, Dr. Barnett, Dr. Meth, Dr. Bailey or Sharon

Crane may be required to provide the insurance company with the records as well.

I agree to cooperate to the best of my ability and understand that although I am

expected to give honest and accurate answers I am free to refuse to answer and question i

choose to or terminate the evaluating at any time I desire. i also understand that i may choose

to terminate psychological treatment at any time.

the terms of the evaluation and/or treatment and any potential limits to confidentiality have

been reviewed and understood and agreed to by me.

Patients Signature Date

Patients Name



Volusia Neuropsychology & Behavioral Ifealth
512 Canal St

New Smyrna Beaeh, FL 3?168
Phone#: 386-4n4,44f, [m#: 386-423.0402

Finaneial Policy/Assignment of Benefits

Palientts Name: Date o{ Birth:

As a patien( it is your resporsibtlity to familiarize yourself widr the tenns oflour health care plan. Yoru
insurnlce policy is e contract bet$eetr you atd your insurnncc compnny. We rvill make eve4r aftenpt to
collect paymolt liorn your insurance comlmny. Payrnent for services rcrdercd by any doctor's olfrce or
litcility is based on'rnedical necessity". This is determincd by yotr insurnnce company drerutbre; our
offico canlmt gn rant€e that the selhes pcrfurmed will be poid- Ale will moke all effort to ohtairr
appropriate aullorization arxl pre.ce(iftcntion for services. Honrever, you are ultimately {ina ncially
rcsponsible for all or part of serviccs provided by our office not covered b5r your insurance c( )rnpany.
Your dedactlble and co-paymoutr {re eooutr.3 deleruined by your lEaltt,srce covertrge end you ore
rGqaircd lo pay thesc deduc(iblcs ard co-paymells at l$e tlme of servic€.

I hcrcty iuilroct ard&ecr' t&e ft&uirgricsrrr.mtu<vrrp*ry{s)

To pay by eheck, wftich chould be madc pa;yeble and msikl to:

Volusia Nerrropsychology & Behavioral llealth, fnc.
5I2 Canal St

New Smyrnr BearIL FL 32168

Payable lbr the prdessional or medical expense bcncfrls allorva6lb andouierwt'se paya6rb rr: nrv rrmd:r-.rr.;'

cun€nt imofolrcc polioy as payment to$rard tlrs total chargps for professiord scrviccs fi)ndt:red. TIIIS lE
A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS ITNDER THIS POLICY. 'fltis payrneot

rvill not exceed rny indebtedness to thc above-me$tioned assignee, arrd I agreo to pay, io a I imely rll{urn(,l,

an-v balance ofsaid ptofessional servic'e cherges over and above any insurulce paynrelrts.

A photocopy or facsimile of this assignmcnt shalt be cors'itlereti as eltecirve zfrrlift'a'b,atfu6anL\
also authorizo th€ releass ol any information pertin€ot to my case to toy insuranco companr4 ndiuster, or
attonrey iDvolved in tris case-

I aulhorize Volusia Neuroprychology & BehaYiorat ftealth, Inc. ao initiete a conrplaint to tl te Insutance

Conrmissioner for any reason on nry behali

Patient Signnture Dare

I

Polirylrclder Sigrature (if otlrcf thoD paticnt)



AUTHORIZATION TO RECEIVE AND/OR RELEASE INFORMATION

Patient Name DOB:

I hereby authorize the name(s) or organizations written below to release verbally or in writing the use

or disclosure of my Personal Health lnformation (PHl). I understand that these records are privileged

information and will not be further discussed without specific written consent of the person to whom it
pertains, or otherwise permitted by law.

lvoluntarily authorize Lisa M. Merilson, Psy.D, Julie L. Parker, Psy.D, Christine Bailey Ph.D, Alexa Barnett

Psy.D, Michael B. Meth, Psy. D and or Sharon L. Crane, LMHC of Volusia Neuropsychology & Behavioral

Health to receive and/or release my PHl.

Name(s)/ Organization to receive and/or release my PHI: Phone # and/or Fax #

Disclosure may include the following verbal or written information (Check all that apply)

_Alltreatment records _ Lab/Diagnostic testing results _History & Physical

_Psychiatrictreatmentrecords_Medicationrecords Schoolinformation

_Other (please

Expiration: I understand that this authorization shall remain in effect for L2 months from the date of
signature, unless otherwise revoked by me in writing prior to that time.

Revoke Authorization: I understand that I have the right to revoke this authorization, in writing, at

anytime by sending written notification to the office of VN&BH. I further understand that the revocation

of the Authorization in not effective to the extent that action has been taken in the reliance on the
authorization.

Redisclosure: I understand that the information that the information used or disclosed pursuant to the
authorization may be subject to redisclosure by the recipient of my information may no longer be

protected by the HIPPAA Privacy Policy.

I may request a copy of this authorization for my records. I certify that all my questions were answered

to my satisfaction and that I understand this Authorization form and all its concerns.

Signature of patient, Parent, Guardian or Representative Date

Volusia Neuropsychology & Behavioral Health
512 Canal St New Smyrna Beach Fl 32168
phone 386-423-0042 fax 385-423-0402



Patlent Name- Date

Name of Medication Oosage

Yoluria Neuropsychology & Behavioral Health

512 Canal $t

New Smyrna Beach tr'l 32168

Phone#386-423-0442 9ax#3864234402


