
Volusia Neuropsychology & Behavioral Health
REGISTRATION FORM

pl-r* ha* y*i insurance card(s) and identification available to be photocopied

Marital Status (circle one):
/Mar/Div/Sepl

Physician Phone No.:Name of Primary Care PhYsician:

Motor Vehicle Accident?
Yes I No

Date of Injury/Onset of Illness:

A"" 
"o, 

,r"ing 
"n 

attorney for this incident? [ Yes 0 No If
Attomey Name:

Person Responsible for bill:

Address (if different fiom patient):

Name of Local Contact:

t Practicqs in accordatrce with HIPPA

"oa 
tnrt f ,g."" to il the provisions therein. The above information is true to the best of my

L"o*i.ag;iAosia Neuropsychology & Behavioral I{ealth Inc may use my patient information as

needed 6 submit bilting(s) to my i*.r"an"" 
"o-patry, 

attorney or other design.ted entity.



VOLUSI.A NEUROPSYCHOLOGY & BEH,AYIORAL IIEALTH
221 N. Causeway, Suite B

New Smyma Beach,FL 32169-520A
Phone #: 386-423-0442 Fax#: 386423-0402

Patient Name:

If m\iBH needs to coniact you for any reasorl may we leave a message?

l'ES NO

Would you like to receive a reminder calJ before your appointment?

YES NO

If YES, please list the contact numbers you wish VNBH to use:

lst preference: r Home s Work a Cell tr Other

2nd preference: s Home n Work o Cell o Other

n Home o Work o Cell o Other3rd preference:

Signature Dare

*** Please oote that if this form is not signed Do reminder call will be made due to
confi detrtiality concerns.

Remiid€r Autlrorization Forrn Rcvi*d 12i2120t4



Volusia Neuropsychology & Behavioral Health
221 N. Causeway, Suite B

New Smyrna Beach, FL 32169
Phone#: 386-423-0442 ?ax#:386-423-0402

Authorization to Receive and/or Release Information

Patient Name: DOB:
Please Print Name

I hereby authorize the name(s) or organizations written below to release verbally or in writing the use or
disclosure ofmy Personal Health Information (PHI). I understand thal these records are privileged
information and rvill not be further disclosed rvithout specific written consent ofthe person to whom it
pertains, or as otherwise permitted by larv.

I voluntarily authorized Lisa S. Merilson, Psy.D, Julie L. Parker, Psy.D, and/or Sharon L. Crane,
LMHC of Volusia Neuropsychology & Behavior Health to receive and/or release my PHI.

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

Expiration:
I understand that this Authorization shall remain in effect for twelve ( 12) months from the date of
signature, unless othenvise revoked by me in writing prior to that time

Revoke Authorizstion:
I understand that I have the right to revoke this Authorization, in writing, at any time by sending rvritten
notification to the office of Volusia Neuropsycholog- & Behavioral Health. I further understand that the
revocation ofthe Authorization is not effective to the extent that action has been taken in reliance on the
Authorization.

Redisclosure:
I understand that the information used or disclosed pursuant to the Authorization may be subject to
redisclosure by the recipient ofmy information and may no longer be protected by the ItrPAA Privacy
Policy.

I may request a copy of this Authorization for my records. I certifu that all my questions were answered to
my satislhction and that I understand this Authorization form and all its contents.

Disclosure mav include the followins verbal or written information: (Check all that
All treatment records Lab/Diaprrostic testins results Historv & Physical
Psychiatric treatment records Medication records School Information
Other (specify):

Signature of Patient, Parent. Guardian, or Representative Date



VOLUSIA NEUROPSYCHOLOGY & BEEAVIORAL MALTH
221 N. Causeway, Suite B

NewSuymaBeac\FL 32169
Phone #: 3E6-423-0442 Fax #: 386423-0402

ASSIGNMENI OF BEMTITS

Pntlent: Dnte of Birth:

As a patient it's your responsibility to familiarize youself with the terms of your heal0 care plan.
Your insurance poiicy is a conEact between you and your insurance compatry. We will make every
attempt to collect payDertt fiom your inswance compa[y. Payment for services rendered by any
doctor's ofEce or facility is baspd on "medioal necessity". This is detenained by your insurance
company therefore, our office cannot guarantee that the services performed will be paid. We will aake
all effort to obtair appropriaf au{rorization and pre-certifioatioa for services. However, you are
ultimately financially responsible for all or part of services provided by our office not covered by your
iosurance compasy. Your deductible and co-paymenls are amounts determined by your insurance
covcrage and you are required to pay these deductibles aud co-payments at the time of service.

instruct and direct the

to pay by check, uihich should be made
Volueie Neuroprychologr & Behaviorrl Hcalth, Inc.
221 North Caurcwey, Suitc B
New Smyrna Beach, FL 32169-5200

For tbe professionsl or medical expense benefits allowable and otherwise payable to me under my
cnrpnt iDsuranc€ policy as paymeat toward the total charges for professional services rendered. THIS
IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER TIIIS POLICY. This
paymegl will not exceed my indebtedtess to the above-mentioned assigree, and I agree to pay, in a
currcDt ma rer, any balance of said professional service charges over Bnd above any insurance
payrtreDts.

A photocopy or facsimile of this assignrnent shall be considered as effective ard valid as the original.
I also authorize the release ofany inforrnation pertinent to my oase to a&y insuranoe company, adjuster,

or attomey involved in this case.

I authorize Volusia Nernopsychology & Behavioral Healtb, trc. to initiate a complaint to tbe Inzurance

Commissioner for aoy r€ason oa my behalf.

Date

Sipatre of Patient

Aisigntn!fl I of Bcrotia Fot,l

Sigaanre of Poiicyholder, if other then Patient

)2lt lnoot



VOLUSIA NEUROPSYCHOLOGY & BEHAVIORAL HEALTH
221 N. Causeway, Suite B

Nerv Smyrna Beach, FL 32169
Phone#:386-423-0442 Fax#: 386-423-0402

Financial Policv

As a patient, it is your responsibility to familiarize yourself with the terms of your health cate

plan. Your insurance policy is a contract between you and your insurance company. We wili
make every attempt to collect payment from your insurance company. Payment for services
rendered by any doctor's office or facility is based on "medical necessity." This is determined by
your insurance company therefore, our office cannot guarantee that the sen ices performed rvill
be paid. We will make all effort to oblain appropliate authorization and pre-certification for
sewices. However, you are ultimately financially responsible for all or part of services provided
by our office not covered by your insurance company. Your deductible and co-payments are
amounts determined by your insurance coverage and you are required to pay these deductibles
and co-payments at the time of service.

Cancellation Policy:
Your appoiutment time is reserved exclusively for you. Whether you receive a reminder call
or nol, your appointment time is your responsibility to keep or change in a timely manner.
Please help us serve you better by keepirrg scheduled appointments. Unless cancelled at least 24
houls in advance, you will be charged lor the missed appointment/late cancellation. It is

important to note that insurance companies do not provide reimbursement for cancelled sessions.

In order to assure that you and other patients receive timely services we ask that you try to arrive
on time and/or no later than 15 minutes past the scheduled appointment time. Any late anivals
beyond l5 minutes w,ill have to be rescheduled and possibly the cancellation fee will be assessed.

Also, excessive cancellations or no shows will be subject to consideration for discharge from
care.

'lhank you for your cooperation,

Read carefully and complete:
I understand that I rpill be billed a 0i!U9-@. in the event that I miss dn appobrtmerrt or for
failure lo cancel on appoinhnent wilhia 24 lnurs in advance of my sclteduled appoinlment,

I also understand that late arrivals bevond 15 minutes of the original lime $'ill have to be

rescheduled.

Your signature below indicates that you have read this agreement and agree to its terms.

Patient Signature:

Patient Printed Name:



Volusia Neuropsychology & Behavioral Health
221 N. Causeway, Suite B

New Smyrna Beach, FL 32169
Phone #: 386-423-0442 Fax #: 386-423-0402

Consent for Treatment and Limits of Confidentiality

Date of Birth:

I hereby attest that I have voluntarily ertered into treatment or give my consent for the minor or person

under my legal guardianship mentioned above to receive treatment. Further, I consent to have treatment

provided by Sharon L. Crane, LMHC. I understand that treatment may be discontinued at any iime by

either party. We encourage that this decision be discussed lvith the treating professional. This will help

facilitate a more appropriate plan for discharge.

Generally, we may not disclose that a patient is receiving treatment at our office or discuss anlhing said

during the treatment session. It will not be shared rvithout written permission except under the follorving
conditions:

l. The patient threatens suicide.
2. The patient threatens harm to another person(s), including murder, assault, or other physical

harm.
3. The patient reports suspected child abuse, including trut not limited to, physical beatings, and

sexual abuse-
4. The patient reports abuse ofthe elderly.

State law mandates that mental health professionals may need to report these situations to the appropriate

persons or agencies.

In addition, ifthe patient is involved in a legat action and claims mental health issues related to the legal

action (i.e., plea of 'Not Guilty by Reason of lnsanity," or claiming emotional harm in a la*'suit), mental

health records may be required to be released.

Communications between Sharon Crane, LMHC and the patient will otherwise be deemed confidential as

stated under Florida state larv.

Having read and understood lhe above, I agree lo the Consenlfor Treatment and Limits of
ConjidentialiE.

Signature of Patient

Signature of Guardian (if applicable) Date

Date



Yolusia Neuropsychologlr & Behavioral Health, Inc.

Personal History-Adult

Client's n&!e:

Gender: _ F _M Date ofbirth: Age:

Form conpleted by (ifsomeone other than client):

Address: City:

Phone (home): (cell):

Ifyou noed morc space for any oftho quostions please usc tle back ofthe sheet.

Please check behaviors ard symptoms tiat occur to you more often thatr you would likc them to t ke place:

zip:

- 
Aggression

_ Alcohol dependonca

_ ADger

_ Appetite Changee

_ Anxiety

_ Hopelessness

- 
IEpulsivity

_ Irritabiliiy

- 
Judgment errus

- 
Memory impairment

_ Mood shits

_ Phobiavfca$

_ FatiSue

- 
Gambting

-Llallucinations_ Avoiding people

_ Speech problems

_ Suicidal tboughls

_ Thoughb disorganized

_ Distractibility
_ Worrying

_ Panic Atlacks

_Social Isolation

_ Rrcurfing lhoughts

_ Sexual addiction

_ Sexual difficulties
_ Changes in sleep

_ Cyber addiction

_ Depression

- 
DisoriEntation

_ Loneliness

- 
Dnrg depeadence

_Other (speci&):

Briefly discuss bow the above symploms impair your ability to firnction effectively:

Maritql Statur (more then one answer rnay apply)

_ Single Marricd _ # oftfunes Divorced # of times

Other (Soparato4 Cobsbitatiotr, etg) which?

Parsotal Informatlon

Pareuts legally marricd

Parents hrve ever been s€parated

Parents ever divorc€d

Speoial circurustances (e-g,, raised by person o&er than par€nE, information about spouse/childrer not living with yoU

€tc.

PcIsonal History - Aduh 2t27t20t1

Date: 

--



FAMILY INFORMANON

Childhood Development

Arc ttere gpecial, musual, or trautnatic circumsbm€s ttat sft€ted your developmenr? 

- 
Ycs 

- 
No

If Yes, please describe:

Has fiere bocn history ofchild abuse? 

- 
Yes 

-No
If Yas, wtich typ{si? 

- 
Sexual 

- 
Physical 

-VerbalIfYcJ, &e abuse was as a: _ Victim 
- 

P€rpetator

Other childhood i*sues: 

- 

Netleot 

-- 
Inadequara nutrition 

-Other 

(please speci!):

CorIments re: childhood dGvelopment:

Relationship Name Ag€
Living?

Mo&er

Father

Spous€

Children

SICNIFICANT OTHERS (brotrers, sistcrs, grandparents, stsp/hatf relatives)

Socirl nclrt omhlps

Chcok how you generally get along with othcr people: (check all that apply)

_ Affectionate

- 
Friendly

- 
Other (specify

- 
Aggressive 

- 

Avoidart 
- 

Fi8}t/argue ooen

- 
Leader 

- 
Ourgoing 

- 
Shy/withdrawn

Follower

Submissive

PcroEEl Hirtoy - Adult u27t20t42



Legal

Current Ststus

Are you ilvolved in any active cases (taffic, civil, oriminal)? _ yes 
-- 

No
If Yes, please describe and indicate fre court and hearing/tial dates aDd charges

fue you presently on probation or parole? _ Yes .- No

If Yes, please describe:

Psst Hlitory
Traffic violations: _ Yes _ No

Criminal involvement _ Yes _ No

DWl, DUI, ete.: 
- 

Yps 

- 
No

Civil involvement: _ Yes * No

Ifyou responded Yes to aly of tie above. please fill in the fiollowine irformation.

Charees Date Where (citv)

Education

Fill in all that apply: Ycars ofeducation: 

-_ 
Curently enoll€d in school? _ Yes _. No

_ High school grad/GED

_ Vocational:

_ Collcgc:

_ Graduate:

Otler raining
Sp€cial otpumsta$€s (e.g., lcarning disabilities, gifted):

EmployBent

Bcsip l.yitt most recent iob. tistjob histori,/:

Employer Dates Title Reason left thojob How oftan miss work?

CurrcDtly: 
-FT -PT - 

Temp 

- 
Laid{ff 

- 
Disabled 

- 
Retired

_ Sooial Seurity _ StudeDt _ Other (describe):

Mtlitary

Military exp€ri€nc€? 

- 
Yes =_No Combat €xperience? 

- 
Yes 

-NoWherer

Bralch: Discbarge daie:

Number ofyears: _ Graduated: _Yes _No Major:

Nrmrber of yoars: _ Gradua&d: _ Yes _ No Major:

Number of years: 

- 
Graduated: _ Y€s _No Major:

Date drafte.t

Dare edisted

'Ilpe of discharge:

Rank al disobarg€:

Pasonsl llitor, . Adull 2D1nAL43



MedlcaUPbysiul Healtb History

- 
AIDS

- 
Alcoholism

_ Abdominal pain

_ Abortion

_ Allergics

_ Anemia

_ Appendicitis

_ athritis
_ AsthEa

_ Bronchitis

- 
Bed wettirg

_ Cancor

_ Chest pain

_ Chronic pain

- 
Colds/Coughs

- 
Constipation

- 
Chicken Pox

_ Dental problems

_ Diabetes

_ Diarrhea

Current health concems:

_ Dizziness

_ Drug abuse

_ Epilepsy

_ Ear infectioas

- 
Eating probleru

_ F&inting

-_ Fatigue

- 
Frequent winotion

_ Headaches

- 
Hearing problems

_He8rt Palpitrtions

- 
llspatitis

_ High blood pressure

_ Kidney problems

_ Measles

_ Mononucleosis

_ Mumps

_ Menstusl pain

-_ Miscariages

-Nsusea

Neurological disorders

_Nose bleeds

-PneumoniaRheumatic Fever

_Soxually tr3nsmited diseases

Slecping disorders

Sore Throat

_Scarlet Fever

_Sinusitis
Smallpox

_St'oke
_Sexual problems

_Tonsi llitis

_Tubcrculosis

-Thyroid 

problcms

_Vision problems

_Vomiting

--rtrhooping 
cough

_Other (describe)_

Ptease check iftherc have been any reccnt changcs in &e following:

_ Sleep pattBms _ Eating pattems _ Behavior _ Enerry level

_ Physical activity lcvel _ General disposition _ Weight _ N€rvousnesslt€nsion

Describe changes ir arcas ir whioh you checked above:

Are you allagic to aoy medications or drugs?- Yes =- No lfYes, describe:

Are you uoder my medical 6qe? 

- 

Yes No lfYes, who?

Family history of medical problems:

MDDICATIONLIST
NAME OT'MEDICATION DOSAGE

If addldolal space lr trcodcd pleesc conthue on brck of ltfu forn
PGrioltgl lfistory - AdutI 4 t27lm4



Counsellrg/Prlor Trestment Hlstory
hfonration about you (patient) (pasr and prese ):

Your reaction

Yes No When Where to overall experience

Counseling/Psychiatic treatteal
Suicidal thoug[ts/attempts

Drug/alcohol treatuent
Hospitalizations
Involvement with self-help groups _
(e.g., 44'' Al-Anon, NA, Overcaters Anonyrnous)

Do you feel suicidal at tLfu time? _ Yes _ No

If Yes, explaiD:

Inform*ion about family/ripificant otterS (past and prcsent):

Your reaction
Yes No lYhcn Where to overall sxp€rietpc

Counseling/Psychiarrictreament _
Suicidal thoughts/atrcmpts

Drug/alcohol ieaheDt
Hospitalizations

Involv€rnent x'ith self-help groWs _
(e.9,, A,4, Al-Anon, Nl., Ovoresters A[onymous)

CheBicrl U3c History

Method of Frcquenoy Age of Age of Used in last Used h last

lrse atld amount ofuse first use last us6 48 houE 30 davs

Yes No Yes No

Alcohol

Ba$ifiralBs

Valium/Librirm

Cocaindcrack

Heroln/Opiatcs

Marijuana

PCP/LSD/Mcscalh€

Inhalan$

Caffeine

Nimtine

Substance of preGrence

t.
r.

3.

Havo you bad wfihdrawal symptoms when tryin8 to stop usitrg drugs or alcohot? 

- 
Yes 

- 
No

If Yes, describe:

Have you had odverse rcastious or ovadose to drugs or alcohol? (describe):

Parsoisl Hiriory . Adult 2121n0t45


