Pritha R. Dhungana, MD, FAACAP
Board Certified in Child, Adclescent & Adult Psychiatry
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| 2 Aud UNDER

835 Cakley Seaver Dr. Clermont, FL. 34711 803 E. Dixie Ave. Leesburg, FL. 34748
Tel: 352-241-5282 Fax: 352-633-4288
Support@SerenityHC.net

Hello and welcome to our office.

The following paperwork is everything you need to fill out and either fax, email, or upload within 2 days of receiving it.
To guarantee your appointment, ONLY those with fully COMPLETED paperwork received PRIOR to the appointment will be
guaranteed. PLEASE arrive 45 minutes PRIOR to your scheduled appointment time. Every document is essential and has a
purpose, please fully complete each page, prior to our first meeting with vou or your child.

Documents needing to bring with vou: Appointment Time: Appointinent Dale :
O ID Card/ Drivers Licence

J Copy of Insurance Card
{0 Name and Address of Pharmacy

(O Fill out complete list of ALL medications you are taking; from doctors & over the counter; include dosages

Information about our office:

s,
e

WE DO NOT PRESCRIBE ADDERALL/ Benzodiazepines/Hypnotics/ OR AMBIEN MEDICATIONS

We do not place or fill out any forms related to to Disability, FMLA, Service Animals, Workman's Compensation or

Medical Martjuana

* Palients will be evaluated, but there is no guarantee that they will be given the type of medication they seek or any
medication. Dr. Dhungana and her Nurse Practitioners believe in a holistic approach to medicine.

< ALL patients must arrive 15 minutes prior to their scheduled appointments.

Please arrive 45 minutes prior to your appointment time, il you have completed all your New Patient paperwork, and

have sentitto: email: Support@SerenityHC.net , or faxed to 352-241-4282 within 48 hours of receiving it.

Please bring in your medication list and bottles of your medications.

Please ensure you CONFIRM your appointment at Jeast 24 hours in advance of every visit to avoid a $50 Fee

)
..4

ALL MINORS- 17 and under

* If parents are married: BOTH PARENTS ARE REQUIRED TO ATTEND INITIAL APPOINTMENT

* If parents are divorced: Both parents are Strongly Encouraged to attend the first visit - will
paperwork.

* If adopted: Legal court paperwork is required.

also need the legal divorce

Thank You.
Serenity Health Centers

Patient Name:

Patient/ Guardian Signature:__ Date




Filvie Tig 2id
Psychiatry Clinic Intake Questionnaire
(Please Print Clearly and Complete ALL Page)

Child's NAME; Today's Date;
Last First Middle

Legal Guardian’s Name;,

Home Address:

Telephone: CELL# Work #:

SSN: Sex: M/ F Other: Date of Birth:

Child's sccial status: Still at home  In School Away in School Working

Email: Allergies:

Highest Level of Education:

Elementary {grade} Middle (grade) HS {grade) (Graduated Yes/No) GED
College (Graduated Yes / No) Graduate Scheal (Graduzaied Yes/No)

Child’s Place of Education:
Nams Address City

Child’s Place of Employment:
Name Address City

Who Referred you o our Cffice?

Name Telephone

Who is the Child’s Pediatricizn? /

Name & Practice Telephone
For what problem(s) do you seek help?:

What problem(s) with your child do you seek help?

What makes the problem worse?

What makes the problem better?

What gozl(s) do you hope psychiatric treatment will help you to achieve?

What form of treatment do you expect ( medication, psychotherapy, cther)?

How long do you feel this will take?




The SNAP-IV Teacher and Parent Rating Scale

James M. Swaason, PaD., University of Californiz, Irvine, CA 52715

Neme:

Gender: Ager Grede:
Ethmicity (circle one which bestapplies):  Afticen-Amedicen  Asian  Cancasien Hispesic  Ofber
Completed by: “"Type of Class: Cless size:
For cack iem, c'nm:k the colurmm which best describes this child: NotAt JostA Quite Very
ARl Tiwtle AP Much

1. Ofter feils to give close attenden to details or makes careless mistekes in schoolwork or tasks
2. Ofeer bes difficuity sustaining attention in tesks or play ectivities

3. Often docs not scem to LEsten when spoken to directly

4, Often does not follow throrgh on fnstructions 2nd fails 1o fimish schoolwork, chores, or duties

5. Often hies difficulty orgenizing tasks and zctivities

6. Often avoids, diskikes, or relnctantly engages in tasks requiting sestained mental sfort

7. Often loses things necessary for activities (e.g., 10¥s, school zssignments, pencils, or books)

8. Often is distracted by extrancons stimoli

9. Often is forgerfvd in daily activifies

10. Oftex has Giffouity meintaining elertess, orienting to raguests, or executing directions

11. Citen fidgets with hands or feet or squimms in seer

12. Often leaves seat in classzoom or in other situetors In which remaining seated is expested

13. Often rons ebout or climbs excessively in skwedons in which it is inzppropriate

14. Often has difficulty playing or engaging in leisure sctivides quiedy

15. Often is “on the go™ or oftex acts a5 I “driven by 2 moror™

16. Often taTks excessively

17. Often blusts out 2uswers before guestions have been completed

18, Often bas ifficnlty aweitng torm

19. Often interrupts orintrades.on others (e.g., butts into conversations/garnes)

20. Ofter has difficulty sitting still, being quiet, or inhibitng impuises in the classroom or at home

e

1. Often Ioses temmper

)

. Cften axgues with adults

G E

. Often zctively defies or refuses adult requests or rules
A

P

Often deliberately does tings ther annoy other people

25, Oftzn Diames others Tor his or her mistakes or mishehavior

28. Often touchy or easily annoyed by others

27 Otften is angry and resénrfel
28, Often is soiteful or vindictve

29. Often is quarrelsorne

30. Often is negative, defiant, disgbedient, or hostile toward authority Tigezes

31. Often makes noises (e.g., humming o 0dd sounds)

32. Ofter is excitzble, irmpuisive
33. Often cries easily

34. Often is uncooperative

335. Oftex 2cts “smart”

36. Often Is restless or overactive

37. Qften &sterbs other children

38. Often chenges mood quickly end drastically

38. Cfien eesily fustrated if demand are not met frmmsediztely

40. Often 1zases other children and interfares with their activites




Chreck the column which best describes this child: Not At Il_zst A Qai_tc
All Limle ABIt
41, Often is eggressive to other children (¢.g., picks Hghts or bullies) ¢

Very
Much

42, Often is destructive with property of others (s.g., vandalism)

43, Often is deceitful (e.g., steals, Hes, forges, coples the wark of others, or “cons” others)

44, Often and seriovsly violzmes rales {¢.g., is Truent, runs awey, or completely ignores class rules)

45, Has versistent pettern of viclating the basic rights of others or mejor socieral nomms

46, Has episodes of failure 1o resist aggressive fnpulses (to 2ssexit others or 1o destroy property)

47. Hes motor o verbal tics (sedden, rapld, secement, nonrhydhmic motor o verbel actvity)

48. Ees repetitive motor behavior (¢.g., hand waving, body rocking, or picking 2 skim)

49, Has obsessions (persistent znd intusive ineppropriats ideas, thoughts, or fmpulses)

50. Has compulsions (repetitive bebeviors or meatzl acts to reduce anxiety or distress)

51. Often is restless or seems keyed vp oron edge

52. Often is easily farigned

53. Often bes difficulty concentrating (mind goes blank)

54, Often is irritable
55, Often hes muscle tension

56. Often hes excessive enxiery and wozy (e.g., epprehensive expectzton)

57. Often has daytime sleepiness (rointended sleeping i inepproprisze simations)

58. Often hes excessive emotionalify and anention-seeiing bebavior

59. Often bas need forumdue admiretion, grandiose behavier, or lack of emmpathy

60. Often: has instability in reletionships with others, reactive 2o0¢; and imprlsivity

61 Sometimes Tor at least 2 weel has inflated self esteent or grandiosity

62. Sometimes for 2t least 4 week is more talkztive then Tspal or seems pressured to keep telidng

63. Sometimes forat least = week has Jight of deas or says that thoeghts are racing

64. Scmetimes Tor at least 2 week has elevated, expansive ot eephoric mood

65. Scmetimes Tor ot least 2 week is excessively involved in pleastrable but risky activites

88, Sometimes for at least 2 weeks has denressed mmood (sad, hopeless, disconraged)

67. Sometimes for et least 2 wesks hes ixitable or crenky raood (not just when SusTated)

68. Sometimes for ot least 2 weeks has markedly diminisned interest or pleasure in most 2otvities

65. Sometimes for at least 2 weeks has psyckomotor zgitation (gven more zetive than usual)

70. Sometimes for 2t least 2 weeks hes psychomotor rezardation (slowed dowr in most aetivities)

71. Bometimes for et least 2 weeks is fatigued or has loss of energy

72. Sometimes for at leest 2 weeks has Teelings of worthlessness or excessive, ingpproprizie guli

73. Sometimes for ot least2 weels hes dirminished ebility to think or concentrate

74.Chroxic low self-estecra rmost of the fime for 2t Teast 2 year

75. Chronic poor concentreton or difficelty meking decisions most of the tme for af least 2 yoxr

76. Chronie feelings of hopelessness most of the'time for at least a year

77. Cuzrently is hypervigiiant (overly watchful or alsrt) or has exeggerated startls response

78. Currently i irrteble, has anger outbursts, or has ¢ifferdty concentrating

79. Cuently has an emotionel {e.g., nervous, worried, hopeless, tearful) response 1o swess

80. Currently has 2 behavioral (e.g., fighting, vendalism, truzncy) response 1o stress

81.

Has d@fficulty getting started on classroom 2séignments
82,

Fas difficulry staying oz tesk for an entre classroom period

83. Has problems it completion of work on classroom assignments

84. Hes problerss in accuracy or neamess of written work in the classroom,
85, Has diffictlty-attending to & group classtoom activity or discussion

86. Has difficulty meking wensitions 1o the next topic or classroom period
87. 5

as problems in interactions with peers'in the ¢lessroom
88.

Has problems in interactions with sw=ff (wecher or 2ide)
89.

Has difficulty remainfng quist 2ccording fo classroom rules
50, Eas diffculry staying seated according to classroom rules




Screen for Child Anxiety Related Disorders (SCARED)

Parent Version - Page 1 of 2 (To be filled out by the PARENT)

Name; Date:

Directions:

Below is a list of statements that describe how people feel. Read each statement carefully and
decide i it is “Not True or Hardly Ever True” or “Somewhat True or Sometimes True” or “Very
True or Often True” for your child. Then for each statement, fill in one circle that corresponds
fo the response that seems to describe your child for the last 3 months. Please respond to &l
stalements as well as you can, even if some do not seem to concern your child.

th?i'me : Som:what Verszrue
or Hardiy True or or Often
Ever True | Sometimes True
True
1. | When my child feels frightened, it is hard for him/her to breathe 0 o] o]
2. | My child gets headaches when he/she is at school o] o] of
3. | My child doesn't like to be with people he/she doesn't know weli 0 o) o]
4. | My child gets scared if he/she sleeps away from home c o o
5. | My child worries about other peaple liking him/her 0 0 0
8. |When my child gets frightened, he/she feels like passing out o} o o
7. | My child is nervous 0 o o
8. | My child follows me wherever | go o] o] o]
8. |Peopie tell me that my child looks nervous o o o]
10. | My child feels nervous with people he/she doesn't know well o] (o} o]
11. | My child gefs stomachaches at school 0 e} 0
12. When my child gets frightened, he/she feels like he/she is going 8 5 &
crazy
13. | My child worries about sleeping alene o o
14. | My child worries about being as good as other kids o]
15, | When hefshe gets frightened, he/she feels like things are not real o] o}
18. My child has nightmares about something bad happening to his/her o o a
parents
17. | My child worries about going to schoel o) o o
18. | When my child gets frightened, his/her heart beats fast o o} ]
18. | Helshe gets shaky 0 o] e
20. | My child has nightmares about something bad happening to him/her o) o o}

43




Screen for Child Anxiety Related Disorders {(SCARED)

Parent Versjon - Page 2 of 2 (To be filled out by the PARENT)

Not?rme S‘om:whaf Veryz'rrue
ordardly | Trueor or Often
Ever True | Somefimes True
True
21. | My child worries zbout things working eut for him/her o] o o
22. | When my child gets frightened, he/she sweats z lot o o c
23. | My child is 2 worrier o} o} o
24. | My child gets really frightened for no reascn at all o c o
25. | My child is afraid to be zlone in the house o] o c
28. | Itis hard for my child to t2lk with people he/she doesn't know well 0 o c
27. | When my child gets frightened, he/she feels like he/she is choking 0 0 e}
28. | Peopie tell me that my child worries too much o o ©
28. | My child doesn't ike to be away from his/her family o o Q
SC. | My child is afraid of having anxiety {or panic) attacks o o o
31, My child worries that something bad might happen to his/her 4 . %
parents
32. | My child feels shy with people he/she doesn't know well el o] o
33. | My child worries about what is going to happen in the future o o} Q
34. | When my child gets frightened, he/she Teels fike throwing up o o] o]
35. | My child worries gbout how well he/she does things o o o
36. | My child is scared to go to schoo) o o] s}
37. | My child worries about things that have already happened o 0 0
38. | When my child gets frightened, helshe faels dizzy o o o
My child feels nervous when he/she is with other children or aduits
38. | and hefshe has to do something while they watch him/her {for o} o o}
example: read zloud, speak, play a game, play 2 sport)
40. My child feels nervous when he/she is going to parties, dances, or
any place where there will be pecple that he/she doesn’t know well o ° -
41. | My child is shy e} o] o

Developed by Boris Birmaher, MD, Sunesta Khetarpal, MD, Marlane Cully, MEd, David Brent, MD, and Sandra McKenzie,

PhD. Westem Psychiatric institute and Clinic, University of Pgh. (10/95). Email: birmaherb@msx.upme.edu

a4




Screen for Child Anxiety Related Disorders (SCARED)

Child Version - Page 1 of 2 (To be filled out by the CHILD)

Name: Date:

Directions: o
Below is a list of sentences that describe how people feel. Read each phrase and decide if itis

“Not True or Hardly Ever True” or “Somewhat True or Sometimes True” or “Very True or Often

True” for you. Then for each sentence, fill in one circle that corresponds to the response that
seems to describe you for the last 3 monihs.

0 1 2
Not True | Semewhat | Very True
or Hardly True or or Cften
Ever True | Sometimes True
True
1. | When [ feel frightened, it is hard for me to breathe o) o] 5]
2. |l get headaches when | am &t school o 0 o)
3. |ldon't ike fo be with people | don't know well o} o] o]
4. |l getscared if | sleep away from home o o o]
5. |l worry about other pecple liking me o o] o
8. |When | get frightened, | feel like passing out o} 0 o
7. |!am nervous o) c o)
8. |l follow my mother or father wherever they go o) o o]
9. |People tell me that | lock nervous o o) 0
10. |1 feel nervous with people | don't know well o} (o] o
11. | My 1 get stomachaches at school o] o o]
12. | When | get frightened, | feel like | am going crazy o] o] o]
13. | 1 worry about sleeping alone o o] 0
14. | ' werry about being as good s other kids o o) 8]
15. | When | get frightened, | feel like things are not rezl o] o o
16. I have nighimares about something bad heppening to my par- 5 5 5
ents
17. | 1 worry about going to school 0 0
18. | When | get frightened, my heart beats fast o e o]
18. | I get shaky o] o] o
20. |1 have nightmares about something bad happening to me 0 o o




Screen for Child Anxiety Related Disorders (SCARED)

Child Version - Page 2 of 2 (To be filled out by the CHILD)

Noterme Som;wh'at Verszrue
orHardly | Trueor or Often
Ever True | Sometimes True
True
21. | I worry about things working out for me o o ©
22. | When | get frightened, | sweat a lot 0 o o}
23. |l am a worrer o o] e
24. |1 get really frightened for no reason at 2l (e} o] o]
25. |l am afraid to be alone in the house o o] C
26. | It is hard for me to talk with people | don't know well e} e} o
27. | When | get frightened, | feel like | am choking e o o
28. | People tell me that | worry too much o) o c
28. || don't like fo be away from my family o 0 o}
30. | 1 am afraid of having anxiety (or panic) attacks c o] o]
31. | I worry that something bad might happen to my parents o) o] o]
32. |l feel shy with people [ don't know well o] o 0
33. | I worry about what is going to happen in the future o} o e}
34. | When [ get frightened, | feel like throwing up o] (o} o
35. |1 worry about how well 1 do things 0 o] o)
36. |1 am scared to go to school o] o o
37. | worry about things that have already happened o) o] o
38. | When | get frightened, | feel dizzy o) o 0
I feel nervous when | am with other children or adults and | have
38. |to do something while they watch me (for example: read aloud, c o o]
speak, play a game, play 2 sport)
40. I feel nervous '_when [ am going to pariies, danqes, or any place & o 5
where there will be people that | don’t know well
41. |1am shy 0 0 o)

“For children ages 8 to 11, it is recommended thzt the clinician explain all questions, or have the child
answer the questionnaire sitting with an adult in case they have any quesfions.

Developed by Boris Birmaher, MD, Suneetz Khetarpal, MD, Marlane Cully, MEd, David Brent, MD, and Sandra
McKenzie, PhD. Western Psychiatric Institute and Clinic, University of Pgh. {10/95). Email: birmaherb@msx.upme.edu
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CHILDREN'S DEPRESSION INVENTORY : LDI

Name: ) : Date:

Kids sometimes have different Teelings and ideas.

This form lists different feelings & ideas in groups. From each group, pick one sentence that

describes you best over the past two weeks, After you pick a sentence from the first group, go
on to the next group.

There is no right or wrong answer. Just pick the sentence that best describes the way you have
been feeling recently.

Fill in the circle { O) next to the sentence that you pick for your answer.

Here is an example of how this form works. Try it. Fill in the circle next to the sentence that
describes you best.

Example: C  Iread books zll the time.
'O lread books once in 2 while.
QO  Ineverread books.

REMEMBER, PICK OUT THE SENTENCES THAT BEST DESCRIBE YOUR FEELINGS & IDEAS OVER
THE PAST TWO WEEKS.

O 1 am sad once in 2 while.
G tam sad many times. - 8.

O1 think ebout bad things hzppening to me
C fam sad 2l the time.

once in-a while. .
QO Iworry that bad things will happen to me.

O Nothing will ever work out for me. O | am sure that terrible things will happen to
C | am not sure if things will work out for me. me.

O Things will work out for me.
7. O lhate myself.
C 1 do most things OK. QG 1 do not like myself.
G | do many things wrong. O I like myself.
G 1 do everything wrong.

8. O All bad things are my faulk.
QO Many bad things are my fault.
O Bad things are not usually my fauit.

G 1t have fun doing many t}';ings.
C ! have fun doing some things.
QO Nothing is fun at ail.

8. Ol do not think about killing myself.
O | think about killing myself but | would not
doit.
G Twant to kill myself.

O | 2m bad 2l the time.
1 am bad sometimes.
O 1 2m bad once in a3 while,



. O 1Teel like crying every day.

C 1 feel like crying once in a while.
Q | do not feel like crying.

. © Things bother me 2ll the time.

12,

13.

14.

[=)
n

O Things bother me once in a while.
O Things do not bother me.

O | like being with people.
C 1do not like being with people.

C | do net want to be around people at all.

C 1 cannot make up my mind about things.

O It is hard to make up my mind sbout things.

O | make up my mind about things easily.

O | lock CK.

C There are some bad things 2bout my looks.

O 1iocok ugly.

. O | have to push myself all the time to do my

<

5 h

school/home work.
Q 1 have to push myself some of the time to
do my school/home work.

O Doing school/home work is not a big
problem.

. O t have trouble sleeping every night.

O | have trouble sieeping on some nights.
C 1 sieep pretty well,

. O [ am tired once in a while.

O I am tired some days.
O | am tired all the time.

O Most days | do not Teel like eating.
O 1 sometimes do notfeel like eating.
O | ezt pretty well.

& | do not worry sbout aches a;nd pains.
O | sometimes worry about aches and pains.
O 1 worry about aches and pains sll the time,

20.

21,

22.

23;

25.

26.

27.

O 1 do not feel zlone.
O | feel 2lone often.
O 1 feel alone zll the time.

O | never have fun at school.
O | have fun at school once in a while.
O 1 have fun 2t schoel all the time.

Gl hav;e plenty of friends.
O 1 have some friends but 1 wish | had more.
O | do not have any friends.

O My school/home work is alright.
O My school/home work is not as good as
before.

O 1 do badly insubjects | used to be good in.

. O | can never be as good zs other kids.

Q | can be just as good as other kids if | want
to.

Q | am just as good as other kids.

O No one really loves me.
O | am not sure if someone loves me.
C | am sure that someone loves me.

QO | usuzally do what 1 am told.

C | do not do what | am told 2 lot of the time.
O | never do what | am told.

QO | get along with people.
Q | do not always get eleng with peopie.

O 1 do not get zlong with people.

TOTAL:




CHILD MANIA RATING SCALE, PARENT VERSION (CMRS-P)

Child’s name Date of Birth
(exm/dd/yy)
INSTRUCTIONS

The following questions concern your child’s mood and behevior 1z Lhe past week Please place 2 check mark or an %’ in2 box for

each frem. Please copsider ita problem if it is censing trouble and is beyond what is nommel for your child's 2ge. For example, check
'raxe or never' i the behavior is not ceusing trouble.

Does vour child . . .
7

1.

t

:l'a.

10.

11.

2 5048

13

14.

Have periods of feeling super happy for hours or days at
tdme, extremely wound up and excited, such as feeling
"on top of the word"

Feel irritable, cranky, or med for hours or days at 2 time

Think that he or she can be anything or do 2nything
(€-g-; leader, Dest basket ball player, rap singer,
willionaire, princess) beyend what is usual for that age

Believe that he or she has unrealistic abilirffes or

powers that are unusual, 2nd mmay ty to zct upon them,
which cavses trouble

Need less sleep than usual; yet does not feel tired
the next day

Have periods of too much energy

Have periods when she or he tallss too much or too
loud or talks 2 mije-a-minute

Have periods of racing thoughts that his or her mind
carmot slow down ; and it seems that your child’s mouth
cannot keep up with his or her mind

Talls so fast that he or she jumps from topic to topic
Rush around doing things nonstop

Have trouble staying on wack and is easily drawn
to whar is happening around him or her

Do many more things than usual, or is uzusually
productive or highly creative

Behave in 2 sexually inappropriate way

(e-g:, talks dirty, exposing, playing with Ppzivare parts,
masturbating, making sex phone calls, butnping on
dogs, playing sex games, touches others sexcuzlly)

Go and taik to stangers inappropdately, is rore
socizlly outgoing than nsual

. . VERY
NEVER SOMETIMES OFTEN . e
® 6 1 2 3
0 1 2 3
0 i 2 3
¢ 1 2 3
g i 2 3
0 1 2 3
o] 1 Z 3
G i 2 3
0 2 3
e} i Z 3
] 1 2 3
3 1 e 3
) i 2 3
0 1

2

(93]




VERY
. NEVER  SOMETMES  OFTEN el

Does yonr child . . . ¥
15. Do things that ere unusual for him or her that ate 0 : - 3

foolish or risky (e.g., jumnping off heights, ordering -

CDs with your credir casds, giving things away)
16. Have rage ariacks, intense and prolonged temper tantrums 3 1 4 3
17. Crack jokes ox pun more than usual, laugh loud, ) - -

oz act silly in 2 way that is out of the ordinary < 4 £ 3
18. Experience rapid mood swings 0 i 2 3
19. Have any suspicious or strange thoughts ¢ i 2 3
20. Hear voices that nobody else can hear o 1 2 3
21. See things thatnobody else can see 0 1 2 3
TOTAL SCORE

Please send comments to:
PavuleoMD@Brainandwellness.cora




Pritha R. Dhungangz, MD, FAACAP
Board Certified in Child, Adolescent & Adult Psychiatry

835 Oakley Seaver Dr. Clermont, FL. 34711 803 E. Dixie Ave. Leesburg, FL. 34748
Tel: 352-2431-5282 Fox: 352-6334288

EXPRESS AND INFORMED CONSENT FOR TREATMENT

Patient Name: Date:

I, the undersigred, a patient, guardian advocate, Healtheare surrogate/ proxy, hereby
authorize the professional staff of this facility to administer mental hezlth assessment and tregtment.

Iunderstand that I am responsible for the fees for services rendered.

I understand that mor information will be provided to me before my informed consent will be requested for
the administration of psychotropic medications.

Iunderstand that my consent can be revoked orally or in writing prior o, or during the treatmment period.

I understand that my records are confidentional, but there are some exceptions. Serenity Health Center agrees
not to release any information about you, other than to Serenity Health Center staff on a need to know basis
without getting your permission in writing. Florida and Federal law protects such information. Violadons of
these regulations may be reported as a crime. However, there are times when the law also says that
information must be shared. These include cases where there is physical and sexuzl abuse or neglect of
children, elders, or disabled persons; there is espression of intent to harm self or others; there is a threat or
commission of a crime on Serenity Health Center’s premises or to staff; a court order is issued requiring
Serenity Health Center to release information; we learn of a contagious disease which may harm others; a2nd
or the State requires that we report client data for follow-up study.

Patient Signature:

Date:
Parent/ Guardian/ Surrogate Signature: Date:
I hereby GIVE DO NOT GIVE Serenity Health Center permission to contzet me by:
Phone Text You can call me at: - - During these
hours:

We may want to cantact you by phone an

d/or text to remind you of your appointment, or how you are doing
upon the completion of your treatment.

Patient Signature: Date:

Parent/ Guardian/ Surrogate Signature: Date:




Billing and Insurance Procedure Consent
You Must Read And Initial Where Indicated

1 request that payment of authorized Medicare/ other Insurance Company benefits be
made on behalf of Serenity Health Centers for services rendered from physicians or
associates of Serenity Health Centers. { } Initial

I authorize Serenity Health Centers to release any medical information conceming me to
my insurance company or its agents necessary to determine benefits or the benefits
refated to the payable services. | am aware that | am responsibie for any deductibles,
co-insurances, and non-covered services. | understand this applies to all Medicare, and
Commercial Insurance Companies. ( ) Initial

| understand that payment is due at the time services are rendered. Al co-pays and
deductibles will be collected. ( ) Initial

- Serenity Health Centers will file a claim to your Insurance Company. If your insurance

company coes not respond to the claim within 60 days from the date of filing, then the
balance will become the Patient’s responsibility. The patient will receive a statement and
payment will be due upon receipt. If payment is not received within 30 days, further
action will be taken. If your deductible has not been met, or if you do not have insurance,

arrangements must be made prior to your first appointment with the Physician or any
medical personnel. { } Initial

Medicare patients: We will flle your secondary insurance as a courtesy. We will only bill
one insurance company after Medicare. If we receive no response, the balance after
Medicare pays will be your responsibility. { } Inifial

if you have an HMQ, obtaining authorization is your responsibility for all visits,
procedures, efc. If you choose to be seen without prior authorization and your insurance
company denies payment, you will be responsible for your entire bill, ( } Inftial

important Note: Please remember that your coverage is a contract between you and your insurance
company. WE ARE NOT PART OF THAT CONTRACT. We file as 2 COURTESY to you.

» have read and understand the above billing a2nd insurance

Print Name

procedures.

Patient Signature

Date



oy ®ye.w

ient Righis an sibilitie
While receiving services from Serenity Health Center you have the right to...

1. An environment that preserves the dignity and contributes to a positive self-image

2. Beserved in the least restrictive treatment alternative available with your treatment needs.

3. Have all identifying and treatment information held in a confidential manner:

4. Know that information disclosed concerning abuse, neglect, or exploitation of a child, disabled adult, or the
elderly MUST be reported to the Department of Health and Rehabilitation for possible investigalion ( under
Florida State Law).

Be involved in the development and review and review the clinical records compiled as a result of treatment.
Refuse care, treatment or services at any tme.

Treatment free from mental, physical, sexual, and verbal 2buse, neglect and exploitaticn, or any form of
corporal punishment,

To be informed (and when appropriate, family members) about the outcomes of care, inclading tnanticipated
outcomes.

9. ZExercise citizenship privileges.

N oo

w

As a patient of Serenity Health Centers you have the Responsibility to...

Provide accurate and complete information.

Schedule appointments and make any calls during normal office hours ¢ am - 4 pm Monday through
Thursday. If you call after normal business hours, please leave a message and we will return your call within
24 10 48 business hours. If you are in Crisis or have an Emergency Immediately call 911.

3. Meet financial commitments by: a.) Paying the fees for services rendered

b.) Being financielly responsible for missed appointments.

P

4. sk questons when you do not understand your care or do not know what is expected of you.
3

Show respect and consideraticn. You may be held legally responsible for any verbal or physical 2buse towards
Serenity Health Center’s staff.

6. Follow rules and regulations set forth by staff.
7. Attend medication appointmments to obizin prescription refills.
Accept the consequences for outcomes i you do not follow treatment recommendations.

By signing this form, I am verifying that I have read and received a copy of my Rights and Responsibilities form

Pztient Signature: Date:

Parent/ Guardian Signature: Date:

Wiiness Signature: Date:
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YQU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. If you have 2ny questions regarding this notice please contact:

Serenity Hezlth Center

835 Ozkley Seaver Dr.

Clermont, FL_ 34711 (Effective date November 14, 2008)
WHO WILL FOLLOW THIS NOTICE:

This notice describes our practice’s privacy prectices and that of:

Any physician or health care professional authorized to enter information into your medical chart.

All departments and units of the practica.

All employees, staff, and other personnel.

All these individuals, sites and locations follow the terms of this notice. In addition, these individuals, sites, and locations may share medical
information with each other or with 'third-pa;rty specialists for treatment, payment, or office operations purposes described in this nofice.

QUR PLEDGE REGARDING MEDICA] INFORMATION

We understand that medical information about you and your health is personal. We are committed to protecting medical informaticn about you, We create 2
record of care and services you receive at our office. We need this record to provide you with quality care and to comply with cerizin lega! requirements.
This notice applies to all of the records of the care generated by our office.

e o @

This notice will tell you about the ways in which we may us2 and disclose medical information bout you. We also describe your rights and cerizin
obligations we have regarding the use and disclostre of medical information.

We are required by law to:
= Make sure that medical information that identifies you is kept private;

e Give you this notice of our legal duties and privacy practices with respect to medical information zbout you; and
e  Folicw the terms of this notice that is currently in effect.

HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU

The following categories describe different ways that we use and disclose medice] information. Not gvery use or disclosure In 2 category will be used.
However, all of the ways are permitted to use and disclose information will fall within one ofthe categories.

e  For Treatment: We may use medical information ebout vou to provide you with medical treatment ar services. We may disclose medical
information about you to the practice's office personne! who are involved in taking care of you in the office and elsewhere. We may also disclose
medical information abeut you to people sutside our office who may be involved in your care after you leave the office, such as family members
or others we use to provide services that are 2 part of your care provided you have consented to such disclosure. These entities include third
pariy physicians hospitals, nursing homes, pharmacies, or clinical labs with whom the offices consults or makes referrals.

¢  For Pavment: We may use and disclose medical information about you so that the treatment and services you receive at our office may be billeg
1o'and payment may be collected from you, an insurance company, or 2 third party. For example, we may need to give your health plan

information about procedures you received at the office so your healt plar will pay us or reimburse you for the services. We may also tell your
hezlth plan 2bout a treatment you are going to receive to obtain prior epproval or to detérmine whether your plan will cover the ‘reatment.

For Hegltheare Qperations: We may also use 2nd disclose medical information about you for medical office operations. These uses and
disclosures are necessary to run our office and make sure that all patients receive quality care. For example, we may use medical information to
review our treatment and setvices and to evaluate performance of our staffin caring for you. We may also combine medical information about
many patents to decide what addificnal services the office should offer, what services are not needed, and whether certain new treatments are
effective. We may also disclose information to our physicians, st=, and other office personnel for review and leaming purposes.

Appointment Reminders: We may also Use your information to contact you 2s 2 reminder that you have an appointment for treatment or
medical care in our office, You may be contacted by any of our personnel via'phona, mail, text, or email.

e Treatment Alternatives: We may use your information to tell you about possible recommended treatment options or aftematives that may be of
interest to you.
® Individuals Invelved In Your T ot For Yeour

: We may release medical information about you to 2 friend or family member

who is involved in your medical care provided you have consenied to such disclasure. We may also give information to someone whe helps pay
for your care. In adgition, we may disclose information about you to an entity assisting in a disaster refief effort so that your family can be notified
of your condition, status and location.

° As Reguired By Law:; We will disclose medical information about you when required to do so by federal, state, or locz! law.

e ToAvert 3 Serious Threat to Health or Safetv: We may use and disclose medical information about you when necessary to prevent a serious
threat to your heglth and safely of

ey the public or another person. Any disclosure, however, would only be to someone zble to help prevent the
rea

o He?i‘tf: oyersight Activiies: We may disclose medical information to 2 health oversight agency for activities authorized by law. The oversight
acivities include for example, audits, investigations, inspections, and licensure. These aclivities are necessary for the govemment to monitor the
healthcare system, government pregrams, and compliance with civil rights laws,
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NOTICE OF PRIVACY PRACTICES
e Lawsuyits and Disputes: If you are involved in 2 Jawsuit or dispute, we may disclose mediczl information about you in response to a subpoena,

discovery request, or other lawful process by someone eise involved in the dispute, but only of efforis have been made to tell you about the
request or to obtain an order protecting the information requestad.

e  Law Enforcement;: We may release medical information if asked to-do so by a law enforcement official in response to 2 court order, a subpoena,
warrani, summons, or similar process. To identify or locate a suspect, fugitive, meterial witness, or missing person abeut the victim of 2 crime If
under certain limited circumstances, we are unable to obtain the person’s agreement about a death we believe may be the result of criminal
conduet, about criminal conduct at the office, 2nd the person's emergency circumstances io report 2 ¢rime, the locafion of the crime or viclims, or
the identity, description or location of the person whe committed the crime.

° Coroners. Medical Examiners and Funeral Directors: We may release medical information to 2 coroner or medical exeminer. This may be

necessary, for example, to identify = deceased person to determine the cause of death. We may ziso release medicz! information about patients
of the office to funeral directors s necessary to camy out their duties.

HT: IN Y

You have the following rights regarding medical infermation we obtain abott you:

= Right to inspect and copv: You have the right to 2 copy of your medical information that may be used to make decisions abaut your care. To

inspect and/or receive-a copy of medical information that may be used to make decisions about you; you must submit in wrifing to Serenity

Health Genter. If you request a copy of the information, we may charge you a minimum fee-of $50.00 to cover the costs of copying and malling or
other supplies associated with your request. We may deny vour request to inspect and copy in certain bmited circumstarices.
Right to Amend: If you feel that the information we have zbout you is incomplete or incorrect, you may ask us to amend the information. You
have the right to ask for an amendment for as long as the information is kept by our office. To request an amendment, you must request in writing
£ your physician. In addition, you must provide 2 rezson that supporis your request. We may refuse to 2mend your record under limited
circumnstances.
Eight 10 Accounting Bisclosures: You have the right to request a list of disclosures we made of medical information abour you, To request this
list you must submit a request in writing to Serenity Health Genfer and denote 2 time pericd not to exceed seven years. The first request will be

free of gharge, but additional lists may apply fees o be determined before any charges will be applied, at which time you may refract your
request before any costs gre incurred.

e  Right to Reguest Restrictions: You have the right to request restrictions or limitations on the medical information we use ro disclose about you
for treatment, payment, or healthcare operations. You also have a right to request 2 “limit” on the medical information we disclose about you to
someone whe is involved in your care or payment for your care, fike a family member or friend.

©  We Are Not Reguired o Acree to Your Reguest:. If we do not agree to comply with your request, and only do so if the information is
needed to provide you with emergency treatment. You must submit, in writing to Serenity Health Center ciing: (1) which information
you wish to limit; {2) whether you want to imit our use, disclosure or both; and (3) to whom you want the limits to apply.

e  Rightto Request Confidential Communications: You have the right to request that we will communicate with you about medical mattersina
certain way or ai a certain location. For example, you may request that we only centact you at work or by mail. Please submit your request in

writing. We will notask for 2 reason for your request and we will accommodate all reasonzble reguests.

Rioht to 2 Pacer Cooy of this Notice: You have the right to receive a paper copy of this notice. You may ask us fo give you 2 copy of this nofice

atany time. You may request in writing to Serenity Health Center that 2 copy be mailed toyou.

°  Mental Health Exemotion: As per HIPAA Privacy Rule Mental Health Care providars who specialize in Psychiatry and Mentzl Health are
specifically exempt from disclosing patient records to patients directly. The Privacy Rule definition of Psychiatrie notes are “notes recorded in any
medium” by a healthcare provider who is a Licensed Mental Health Care Provider, Therapist, or Psychiatrist. We can, however, send your

medical records, upon written request and with proper signed Medical release form stating Facility, Physicians name, and Fax number, 1o the
medical provider of your choice.

CHANGES TO THIS NCTICE

We reserve thr_s: right io change this notice. We reserve the right to make the revised or changed notice effactive for medical information we already have or
may obtain in the future. We will posta current copy of this notice in the office. The notice will contain on the first page, in the top left corner, the effective
date, In addition, each time you we will offer you a capy of the current notice in effect.

COMPLAINTS

If you believe your privacy rights have been violated, you may file a written complaint with Serenity Health Genter, 835 Oakley Seaver Driver, Clermont, FL.
34711, Or with the Office of Civil Rights within the Depariment of Hezlth and Human Services by visiting their website at www hhs gov/cer/hinaa, All
compiaints must be submitted in writing. You will not be penalized or retaliated against for filing 2 complaint

OTHER USES OF MEDICAL INFORMATION

Cther uses and disclosures of medical information not covered by this nofice or the laws that apply to us will be made only with your written permission. If
you provide us permission, you may also revoke that pemission 2t any time, in writing. If you revoke your permission, we will no longer use or disclose
inforration about you for reasons covered by your written authorization. You understand that we are unable to tzke back 2ny disclosures we have already
made with your permission, and that we are required to retain our records of the care that we provided to you.
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NOTICE OF PRIVACY PRACTICES

Acknowiedgement and Consent
Notice of Privacy Praciices
The notice of Privacy Practices tells you how we may use and share your health records.
1. We will use and share your health records to treat you and to bill for the services we provide.

2. We will use and share your health records to run our pracfice.
3. We will use and share your health records as required by law.

You have the following rights with respect to your health records:

-

You have the right to have your psychiatric medical records sent to another medical
professional.

You have the right to receive a list of whom we have given your records to.

You have the right tc ask us to correct a mistake in your health records.

You have the right to ask that we not use or share your health records.

You have the right to ask us to change the way we contact you.

g eN

All of these rights are explained in more detail in the Notice of Privacy Practices.

I have received a copy of Serenity Hezlth Center’s Notice of Privacy Practices.

I consent to the use and the sharing of my health records for freatment, payment, and operation
purposes as described in the Nofice of Privacy Practices. | know that if | do not consent,
Serenity Health Care can not provide services to me.

Signature of patient or legal representative Date



Prithz R. Dhungana, MD, FAACAP
Board Certified in Child, Adolescent & Adult Psychiatry

835 Oagkley Segver Dr. Clermont, FL. 34711 803 E. Dixie Ave. Leesburg, FL. 34748
Tel: 352-241-9282 Fax: 352-633-4288

NO SHOW/NG CONTACT/ OFFICE ARRIVAL POLICY

Appointments are scheduled to accommodate your schedule and the schedule of our providers,
please be courteous of their time as we are aware your Hime is just as valuable.

® Please arrive 15 minutes prior to your scheduled appointment time.

® New patients with completed paperwork, please arrive to the office 30 to 45 minutes
prior to your appointment time. If you have NOT completed your paperwork Please
ARRIVE S0 minutes prior to your scheduled appointment.

@ [f you are running late please call 352-241-9282, as 2 courtesy to the office staff, so that
we are aware. We may be able to place the next person who is ready in with the
provider, and you will not have to rush, without any fees being charged to you.

® We allow Established patients a 7 minute “grace period” ¥ you are late after this time

period you will be considered a NO SHOW.,

If any patient arrives 8 minutes after their scheduled appointment time and no calls have

been made to reschedule or cancel, you will be charged a NO SHOW fee.

See fee schedule befow

@ Iiyou have an a2ppointment with us and you do not CONFIRM, DO NOT Reschedule or
Cancel 24-48 hours prior to your scheduled appointment you will be charged the NO
SHOW/ No Contact Fee.

® Be aware that after 3 No Show/ No Contacts within 2 calendar vear you will be
automatically discharged from our practice.

® Prior to being rescheduled with a2 No Show/ No Contact Fee, this MUST be paid PRIOR to
being able to Reschedule or 2nd Refills being sent.

No Show/No Contact Fees

New Patient: $100
Established ist occurrence——— . $50
Established 2nd occurrence———- $100
Established 3rd occurrence————- $150

Please be advised that Serenity Health Center WILL NOT be responsibie for any adverse reactions due to
discontinuetion of medication(s), due to the incbility of the potient not coming in to their scheduled
appointrnents as determined by their provider, {initici)

Patient Signature: Date:

Parent/ Guardian Signature: Date:




