


SECONDARY INSURANCE Policy Holder

Policy Holder D.O.B. (mm/dd/yyyy) Relationship

Policy Holder Address

City State Zip Code

Policy Number Group Number

PARENT/GUARDIAN INFORMATION (If applicable)

First Name Last Name

Phone Relationship

First Name Last Name

Phone Relationship

MENTAL HEALTH HISTORY/STATUS

What problems are you seeking help for?

CURRENTMENTAL HEALTH TREATMENT

Are you currently receiving mental health services? ☐YES ☐NO

If yes, where are you receiving services? ___________________________________________________________

If changing services, why are you making this change? ______________________________________________

___________________________________________________________________________________________

Is someone (other than a parent for a child/adolescent) helping you complete these forms? ☐YES ☐NO

If yes, what is their name and role? ________________________________________________________________

PASTMENTAL HEALTH TREATMENT

Have you ever been hospitalized for psychiatric reasons? ☐YES ☐NO

If yes, when and where? ________________________________________________________________________

Have you ever had outpatient treatment by a psychiatrist or psychiatric provider (e.g. NP or PA)? ☐YES ☐NO

If yes, when and by whom? _______________________________________________________________________

Have you ever received counseling or psychotherapy in the past? ☐YES ☐NO

If yes, when and by whom? _______________________________________________________________________











Alcohol, Drug, and Tobacco Use

Describe your use of alcohol:

Describe your use of recreational drugs:

Describe your use of tobacco:

Please list any additional notes that you think would be helpful for treatment below:



CLINIC POLICY AGREEMENT

First Name: Last Name:

ACKNOWLEDGEMENT OF CLINIC ATTENDANCE POLICY:

INITIAL ___ I understand that North Country Behavioral Medicine requires that all appointments be
cancelled no later than 24 business hours before the appointment is scheduled (Monday through
Friday 8:00 am to 5:00 pm, excluding holidays).

INITIAL ___ I understand that if I no-show or cancel an initial evaluation with our clinic with less
than 24 business hours’ notice, my file will be closed.

INITIAL ___ I understand that I will be allowed 3 (three) late cancellations in a 12 month period. If
this number is exceeded, I understand that my file will be closed.

INITIAL ___ I understand that I will be allowed 2 (two) no-shows in a 12 month period. If this
number is exceeded, I understand that my file will be closed.

INITIAL ___ Notwithstanding the above, I understand that I will be allowed a combined total of 1
(one) no-shows and 2 (two) late cancellations in a 12 month period. If this number is exceeded, I
understand that my file will be closed.

INITIAL ___ I understand that if I have commercial insurance I will be charged $75 for any no-show
appointment.

INITIAL ___ I understand that it is my responsibility to call the office at (802) 404-1492, or via our
appointment reminder system, to cancel any appointment.

By signing below I acknowledge that I have read, understand and will abide by the above policies
and that if I do not, my file with North Country Behavioral Medicine will be closed.

Printed Name

Signature Date

Additionally, I understand that the office of North Country Behavioral Medicine PLLC will attempt to

bill my insurance, however if my insurance does not pay, for whatever reason, I am responsible for

any remaining balance. This may include deductibles, copays, or out of pocket expenses.

My signature acknowledges:

 In the case of a Psychiatric Emergency I will call 911 or go to the nearest hospital

 72 business hours is required for any prescription renewals.

 I will adhere to the guidelines above to the best of my ability.

Patient Name (please print)

Patient/Guardian Signature Date


