 Center for Health Psychology - Kirtley E. Thornton, Ph.D.

2 Ethel Road, Suite 203C, Edison, NJ 08817

Telephone 732 662 7458 — FAX 732 662 7460

Email- ket@neurotherapy.com Website-  www.chp-neurotherapy.com
Patient Information 
You can type information in or print and fill in.  Signature required at bottom.
Please bring in forms with you for your first appointment or fax to 732-662-7460 or email to debbief@chp-neurotherapy.com
Date:
    


Name:    
Address:                                                       
Phone #s: Work: (     ) 

Home:  (     )


Cell: (     )

Date of Birth: 


Age:



Sex:  M    F

Employer:

Social Security #:

Please print very clearly: we will use this email address to contact you regarding appointments or other information.

Email Address:  



@


          com   net    org

Parent or Guardian to read and sign below:

I understand that my signature requests that payments be made directly to the provider. I authorize release of all my medically information to the insurance company if requested. I am aware that I am responsible for the deductible, co-pays, and all non-covered services and charges that are rendered. Any administrative or collection fees that incur in our attempt to collect outstanding balances will be the responsibility of the patient or the guardian.

Print/Type Name:

Signature:






Date

INSURANCE INFORMATION 

Not required if you have called this information in to Debra. 
Information can be filled out on computer, printed and faxed to 732-662-7460.
PRIMARY INSURANCE

	Company
	
	Phone
	(      )

	Address
	
	
	

	Member 
	
	 
	

	Name
	
	Date of Birth
	

	Address
	
	
	

	Social Security #
	
	ID #
	

	Group # or Name
	
	
	

	Employer
	
	
	

	Address
	
	
	

	Telephone
	
	
	

	 
	Self
	Spouse
	Child

	Relationship to Member
	
	
	


SECONDARY INSURANCE

	Company
	
	Phone
	(      )

	Address
	
	
	

	Member 
	
	 
	

	Name
	
	Date of Birth
	

	Address
	
	
	

	Social Security #
	
	ID #
	

	Group # or Name
	
	
	

	Employer
	
	
	

	Address
	
	
	

	Telephone
	
	
	

	 
	Self
	Spouse
	Child

	Relationship to Patient
	
	
	


Please Type in response (place x to the right of correct answer), print and fill in, fax to Debra at 732-662-7460 or bring in to your first appointment.

	Name
	

	Date of Birth
	                                                    Today’s Date

	Age
	                                   Race                                          Sex    M      F

	Height
	                                                       Weight

	Hair Color

Eye Color
	Brown           Black         Blonde         Red         Other

Brown           Black         Blonde         Red         Other

	Born (location)
	                                                               Raised (Location)

	Year Moved to NJ
	Grew up in NJ  Yes   No                Year Moved to NJ

	# Years School 
	8        12        16       20      other                Classified by School:     Yes    No

                                                                    Label

	Education you would like to pursue
	No                    Yes – what type?

	Job History # years
	Most recent / current 1:                                 Not presently working

# yrs.                                               When Stopped?                Why?

	Last 2 longest jobs
	2:

# yrs.

	
	3:

# Yrs.

	Marital Status
	Single          Married (yr)         Divorced (yr)           Separated (yr)           Widowed (yr)

                     # yrs.                   # yrs.                         # yrs.                        # yrs.

	Marriage Length
	Marriage #1:                                    Marriage #2:

# yrs.                                                 # yrs.

	Children by marriage
	#1:             Male         ages                           Female        ages

#2              Male         ages                           Female        ages

	# children reside with you
	Male         Ages                                   Names

Female     Ages                                    Names

Are you financially responsible for children?          Yes        No

	Reside in:  
	House        Apartment          Rooming House           Motel             Other

	Reside with
	Alone         Spouse             Children                       Other

Names:

	Occupation of Household Members
	Spouse                   

Children

Other

	Source of Income
	Job                Disability              Unemployment          Savings          other



	History
	Military history:                                               Religious Background

                                                                          Active         Mildly active     Inactive

	Medical History
	1:

2:

3:

4:

5:

	Present treating MD
	1:                                                             3:

2:                                                             4: 



	Hospitaliza-tions: When

Reason
	

	Present Medications

(dosage/
frequency)
	1:                                                              2:

3:                                                              4:

5:                                                              6:

purpose:  anti depressant   anti anxiety   blood pressure    side effects:

Prescribing MD:

	Allergies

Adverse Rx?
	

	Emergency Contact
	Name:                                                    Address:
Phone Number:                                      Relationship:

	Psych Tx History
	Outpatient Psych:  yes  no when (yrs.)                             frequency      

Reason: Depression  Anxiety   

Response to intervention:   positive    neutral     negative

Inpatient:  yes      no        when                             where       

Reason

Response to intervention:   positive    neutral     negative

Professional Involved.



	Major Present Problems
	Marital        Occupational         Family       Other            Depression   Anxiety

Describe:



	History of
	Criminal behavior (describe)                        Alcohol/drug abuse (describe)

Legal conflicts (describe)



	Hobbies
	

	Academic Grades
	Elementary                            High School                         College

	# Brothers

# Sisters
	Ages:

Ages:

	Relationship with Family when young
	Good       Neutral     Distant      Hostile

Describe:



	Present relationship with family
	Good       Neutral     Distant      Hostile

Describe:



	Are Parents Alive?
	Father  Yes            No                 Mother    Yes   No

Living (location)

	History of Head Injury?
	Yes            No         Describe:        (when / severity / unconscious  / age / hospitalized)

Memory/concentration problems after accident:   Yes     No

	If child history of 
	Prenatal problems:                                  Birth Complications:

Developmental Problems:

Hi Fevers

Head Injury

Other



	Addt Hx you would like to relay
	

	
	N/A
	Can’t Function
	
	Serious Impairment
	
	Moderate
	
	Mild
	
	No Impairment

	
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9

	Job
	
	
	
	
	
	
	
	
	
	

	Marital
	
	
	
	
	
	
	
	
	
	

	Family
	
	
	
	
	
	
	
	
	
	

	Interpersonal
	
	
	
	
	
	
	
	
	
	


Current Signs and Symptoms (Mark each category)
	Symptoms
	None
	Mild
	Moderate
	Severe

	Depressed Mood
	
	
	
	

	Hopelessness
	
	
	
	

	Suicidal Thinking
	
	
	
	

	Disturbed Sleep
	
	
	
	

	Appetite Changes
	
	
	
	

	Psychomotor Slowing
	
	
	
	

	Significant Weight Loss
	
	
	
	

	Poor Concentration
	
	
	
	

	Poor Grooming
	
	
	
	

	Agitation
	
	
	
	

	Elevated Mood
	
	
	
	

	Mood Swings
	
	
	
	

	Inappropriate, vacillating emotions
	
	
	
	

	Obsessive thoughts
	
	
	
	

	Tension / anxiety
	
	
	
	

	Fearfulness
	
	
	
	

	Physical Symptoms
	
	
	
	

	Compulsive Behavior
	
	
	
	

	Loose Inappropriate Associations
	
	
	
	

	Inappropriate Speech
	
	
	
	

	Hallucinations
	
	
	
	

	Impaired Intellectual Functions
	
	
	
	

	Impaired Judgment
	
	
	
	

	Long Term Memory Deficit
	
	
	
	

	Short Term Memory Deficit
	
	
	
	

	Paranoid ideas
	
	
	
	

	Delusions
	
	
	
	

	Hostility
	
	
	
	

	Violent Behavior
	
	
	
	

	Homicidal Thoughts 
	
	
	
	

	Lawbreaking
	
	
	
	

	Authority Conflict
	
	
	
	

	Disruptive Conduct
	
	
	
	

	Social Isolation
	
	
	
	

	Dissociative Episodes – 

feeling  as if you are not you.
	
	
	
	


Do You Have Any of These common Symptoms?

	Symptom
	Intensity 0 – 5

0=none 5=severe
	Frequency of Occurrence

X times a week
	Frequency of Occurrence

X times a month

	Example
	2
	1-3
	4

	Cold hands or feet
	
	
	

	Hot or cold spells
	
	
	

	Neck, shoulder, back pain
	
	
	

	Frequent illness
	
	
	

	Sweating hands, feet, etc.
	
	
	

	Hypertension
	
	
	

	Nausea, vomiting, upset stomach
	
	
	

	Diarrhea, constipation
	
	
	

	Heart pounding, racing
	
	
	

	Muscle twitches or tremors
	
	
	

	Nervousness, shakiness 
	
	
	

	Coronary heart disease
	
	
	

	Easily fatigued,  low energy, burnout
	
	
	

	Premenstrual syndrome (PMS)
	
	
	

	Sensitivity to light or noise
	
	
	

	Dizziness or vertigo
	
	
	

	Coordination problems
	
	
	

	Headaches
	
	
	

	Pains or tightness in chest
	
	
	

	Itching, skin disorders
	
	
	

	Dry throat or mouth
	
	
	

	Teeth grinding or clenching
	
	
	

	Frequent urination
	
	
	

	Eating problems
	
	
	

	Nail biting
	
	
	

	Accident, injury proneness
	
	
	

	Insomnia, onset or waking
	
	
	

	Trouble getting your breath
	
	
	

	Body numbness or tingling
	
	
	

	A lump in the throat
	
	
	

	Weakness or heaviness of body
	
	
	

	Unable to get rid of negative thoughts and ideas
	
	
	

	Unusual body feelings, mental events
	
	
	

	Anxiety, fear, apprehension, panic
	
	
	

	Stomach aches, abdominal pains
	
	
	

	Loss of sexual interest or pleasure
	
	
	

	Symptom
	Intensity 0 – 5

0=none 5=severe
	Frequency of Occurrence

X times a week
	Frequency of Occurrence

X times a month

	Feeling critical of others
	
	
	

	Nightmares
	
	
	

	Stuttering, stammering
	
	
	

	Feeling easily annoyed, angered
	
	
	

	Feeling confused
	
	
	

	Crying easily
	
	
	

	Temper outbursts you can’t control
	
	
	

	Blaming yourself for events
	
	
	

	Impulsive behavior
	
	
	

	Emotional instability
	
	
	

	Fidgeting without reason
	
	
	

	Feeling blocked in finishing tasks
	
	
	

	Feeling lonely, separate
	
	
	

	Worry, concern
	
	
	

	Feeling no  interest in things
	
	
	

	Feeling guilt, shame
	
	
	

	Feelings being easily hurt
	
	
	

	Feeling others are not sympathetic
	
	
	

	Having to do things very slowly in order to be sure you are doing them right
	
	
	

	Feeling inferior to others
	
	
	

	Having to double check what you do
	
	
	

	Difficulty making decisions
	
	
	

	Wanting to be alone
	
	
	

	Trouble concentrating, easily distracted
	
	
	

	Feelings hopeless about future
	
	
	

	Feelings of unreality
	
	
	

	Depression, withdrawn
	
	
	

	Feeling self conscious
	
	
	

	Talking too much
	
	
	

	
	Yes
	No
	

	Do you hear voices or noises that others do not hear?
	
	
	

	Do you think people are out to get you?
	
	
	

	Do you have repetitive thoughts that you can’t get out of your head?
	
	
	

	Have you threatened to kill yourself in the past?
	
	
	

	Have you had recent thoughts of killing yourself?
	
	
	

	Do you have frequent thoughts of death?
	
	
	

	Medical History
	
	
	

	Type
	Self
	Frequency
Description
	Family Members

	Headaches
	
	
	

	Arthritis
	
	
	

	Asthma/ allergies
	
	
	

	Alcoholism
	
	
	

	Drug abuse
	
	
	

	Diabetes
	
	
	

	Epilepsy
	
	
	

	High blood pressure
	
	
	

	Gastro intestinal disorders
	
	
	

	Heat Disease
	
	
	

	Cancer
	
	
	

	Emotional problems
	
	
	

	Insomnia
	
	
	

	Other
	
	
	

	
	
	
	

	
	
	
	


Assignment of Benefits & Consent for Disclosures
I irrevocably assign to Ctr. For Health Psychology and all associated professionals all my rights and benefits under any insurance contracts for payment for services rendered to by the CHP. I irrevocably authorize CHP to act in my behalf and report any suspected violations of proper claims practices to the proper regulatory authorities. I hereby authorize all professionals involved in my case to release information relevant to my case to any professional involved in my case, technician or insurance company. I further authorize a lien on my case to the professionals involved in my case against any and all proceeds of my settlement, judgment, or verdict which may be paid to the attorney involved in my case or myself as a result of the injuries for which I have been treated. This statement serves as an instruction to my lawyer to honor the above stated lien on my case for the treatment rendered to me.

Patient’s Signature________________________________
Date________________

Patient’s Guardian’s Signature_______________________ Date________________
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