Pritha R. Dhungana, MD, FAACAP ’?} —
Board Certified in Child, Adolescent & Adult Psychiatry 3

835 Oakley Seaver Dr. Clermont, FL. 34711 - 803 E. Dixie Ave. Leesburg, FL. 34748
Tel: 352-241-9282 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.

Documenis needing o bring with vou: Appointment Time: Appointment Daie :
[ ID Card/ Drivers Licence

[J Copy of msurance Card
[0 Name and Address of Pharmacy

[J Fill out complete list of ALL medications you are taking; from doctors & over the counter: include dosages

Information about our office:

< '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 Marijuana

% Patients 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, if 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 vour medications.

Please ensure you CONFIRM your appointment at least 24 hours in advance of every visit.to avoid a S50 Fee
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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 also need the legal divorce
paperwork.

* If adopted: Legal court paperwork is required.

Thank You,
Serenity Health Centers
Patient Name:

Patient/ Guardian Signature:
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Psychialry Clinic Inteke Questionnaire
{Please Print Clearly and Complete ALL Page)

Child's NAME: Today's Date;
Lest First Viddle

Legal Guerdian's Name;

Home Address:
Telephone: CELL# Work #
SSN; Sex: M/F Cther: Dzte of Birth:

Child’s social status: Sé@llathome InScheol Away in School Working

Emzil:

Allergies:
Highest Level of Education:
Elementary (grade) Middle {grede) HS___ (grade) (Gradusted Yes/No) GED
College (Graduated Yes / No) Craduate School____ (Graduated Yes/No)
Child's Place of Educeation:
Nzme Address City
Child’s Place of Employment:
Name Address City
Who Referred you to our OFice?
Narne Telephone
Whe is the Child’s Pediatrician? /
Name & Practice Telephone

For what problem(s) do you seek help?:

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

What mzkes the problem worse?

What mekes the problem betier?

Whet goal{s} do you hope psychiatric treatment will help you to achieve?

What form of treatment do ¥ou expect ( medication, psychotherapy, other)?

How long do you fee] this will take?




Screen for Child Anxiety Related Disorders (SCARED)

Parent Version - F;age 10T 2 (To be filled out by the PARENT)

Name: Date:

Birections:
Selow is a [ist of statements that describe how people feel. Read each statement careiully and
decide if 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 staternent, fill in one circle that corresponds
to the response that seems fo describe your child for the fast 3 months, Please respond to all
statements as well as you can, even if some do not seem o concem your child.

1 2
Hc.t!?i‘me- Somewhat ‘ Very True
or Hardly True or or Ofen
Ever True | Sometimes True
True
1. | When my child feels frightened, it is hard for him/her to breathe o) 1] o}
2. | My chilg gets headaches when heishe is at school 0 o} o
3. | My child doesn't like to be with pecple he/she doesn’t know well o) o) o
4. | My child gets scared if he/she sleeps away from home o o o]
5. | My child worries about othier people liking him/her o] o] e
8. |When my child gets frightened, he/she feels like passing out o o o]
7. | My child is nervous o] o] o]
8. | My child follows me wherever i go 0 o] o
S. | People tell me thet my child looks nervous o o o]
10. | My child éels nervous with people hefshe doesn’t know well o] 0 e
11. | My child gets stomachaches at schoo! o o c
15, When my child gets frightened, he/she feels like he/she is going & o -
crazy
13. | My child worries about sleeping zlone o]
14. | My chiid worries about being s good as other kids 0
15. | When he/she gets frightened, he/she feels like things are not real o o ]
15. My child has nightmares zbotrt something bad happening to his/her & & -
parents
17. | My child worries zbout going te scheal o o o
18. | When my child geis frightened, his/her heart beats fast o o] o}
18. | He/she gets shaky 0 o] Lo}
12(3- My child has nightmares about something bad happening o himvher o’ o] o]

43




Screen for Child Anxiety Related Disorders (SCARED)

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

Not?rme Som:what }.’eryz'rrue
or Hardly True or or Often
Ever True | Sometimes |  True
True
21. | My child worries about things werking out for himv/her o} o] o
22. | When my child gets frightened, he/she sweats 2 lot o} c o
23. | My child is 2 worrier o o o]
24. | My child gets really frightened for no rezson at 2ll o 0 ©
25. | My child is airaid to be alone in the house o] © o
26. | Itis hard for my child to talk with pecple hefshe doesn't know well o o 0
27. | When my child gets frightened, he/she feels [ike he/she is choking o o} o
28. | People tell me that my child womies too much o o o
28. | My child doesn't like to be away from his/her family o o o}
30. | My child is afraid of having anxiety {or panic) atiacks o o] o]
31, My child worries that sornething bad might happen to hisfher & & o
parents
32. | My child feels shy with people hefshe doesn’t know well o o o
33. | My child worries about what is going te haopen in the future o o} o
34. | When my child gets frightened, hefshe feels like throwing up e} ) °
33. | My child worries about how well he/she does things o o o
38. | My child is scared to go to schoot o 0 el
37. | My child worries zbout things that have already happened o} o o
38. | When my child gets frightenad, he/she feels dizzy o} o o
My child feels nervous when hefshe is with other children or 2duks
38. |and he/she has to do something while they waich him/her {for o o o
example: read aloud, speak, play a game, play a sport)
20, My child feels nervous when hefshe is going to parties, dances, or 4
any place wheare there will be people that he/she doesn' know well o © b
Jﬂ' My chilc is shy 8 o o

Beveloped oy Boris Birmaher, MD, Suneeta Khetarpal, MD, Marlane Cully,
PhD. Westem Psychiatric Instiute and Clinic, University of Pgh. (10/35).

&b

MEd, David Brent, MD, and Sandre McKenze,
Email: birmzherb@msx.tpme.edu




Screen for Child Anxiety Related Disorders (SCARED)
Chilé Versior—Pg. 1 of 2 (To be filled out by the CHILD)

Name:
Date:

Directions:

Below is 2'Hst of sentences that describe kow people feel. Read each phrese 2nd decide it Is “Not True or Hardly
Ever Tree” or “Somewhat True or Sometimes True” or “Very Troe or Often Tzue™ for you. Thep for each sentence;
E1 In ome circle that correspords to the response thet seerms o deseribe you for the last 3-months,

] i 2
Not Trneor | Somewhat | Very True
Harcly True or or Oiten
Ever True | Sometimes Trae
True

d

1. When I fes! frighteneg, it is hard 1o breathe.
2. I getheadaches when I am at school.

3. X don’t like fo be with people I don’t know well.
| 4.1 get scared if 1 sleep away from home,

5. I worry about other people Hking me.

§. When I get Fightened, T feel ke passing out.

7. I am mervous.

8. I follow my mother or father wherever they go.

9. People t2ll me ther T look nervous,

10. I Zeel nervors wit people I don’t know well,
11.T get stomachaches at school.
12. When T get frightened, I feel like ] am going crazy.

13. I'worry zbout sleeping 2lone.

14. Tworry shout belng 25 good as other Kids,

IO |

15. When I get frightened, I feel ke things are not real.

16. T heve nightmeres-about something bad heppening to my
parents,

17. T worry 2bont going to school,

18. When I get fightened, my heart beats fast,
19, 1 get shaky.

O|o{Olo]| O [Olo|0]|0]|0]O]O|0|0O]0|0[O|0|O|O
O|olojo| O |O|0]|0|O|0|0|O[O|0]0O|0|0]O|0|0
QO[O0 | O |0|o|o|0|0|0|0]0|O|O|0| 00|00

20. T 2zve nightreres zhout something bed hzppening to me.

Made avaiizble with permission from Boris Binmzher, M.D. This form hes not been modified.




Screen for Child Anxiety Related Disorders (SCARED)
Child Version—Pg. 2 02 {To be flled out by the CHILD)

0 1} 2
NotTroeor | Somewhat | VeryTrae
Bardly True or or Offen
BverTroe | Sometimes Trae
True

21. Tworry zbout things working cut forme.
22. When I get Fightered, I sweatalot.
23.7T 2 2 worrier.

24T get rezlly Frightened for o reason zt 2l

25. 1 2m 25214 t6 be 2lone In the house.

26. It 3s hard for me to t2lk with people I don’t know well,
27. Wher I get frightened ] feel ke T 2m choldng,
28. People tell me thar I worry too much.

28. T don’t like 10 be away fom my farmily,

30. I zm 2fr2id of heving emdety (or paric) attacks.

31. I worry that something bad might heppen to my pavents.
32. 1 feel shywith people T don™t know well.

33. I'worry gbout whet is going to happen in the firture.
34, When T get Sightened, T feel Tike TrowIIg up-
35. I worry 2hout how well I do things,

36. I am scared 1 2o ™ school.

37. I worry zbout things that have already happened.
38. When I get fighrened, T feel dizzy.

38. I feel nervous when I 2m with other children or adults znd
have to do something while they watch me (for example: read
aloud, spezk, play 2 game, play 2 sport.)

40. I feel nervous when I axz going to parties, dznces, or any place
where there will be people that I don’t know well.

4I.Tzm shy.

O |O|O|0|0l0|O|0[0|O[O[O|0]|OI0]0]0|0]|O
O |O|O|O[O[O[O|0]0|0[0|0|0|O[O]0]0]|0|0
O |[o]ol0]O[0O]|0|0]|0|0[00[0|0[O[0O|0]0|0

O
O
O

O
Q

SCORING:

A total score 0f > 25 may indicate the presence of an Axxiety Disorder. Scores higher thet 30 are more specific.
A scoreof 7 for items 1, §, 9, 12, 15, 18, 19, 22, 24, 27, 30, 34, 38 may ndicare Paxic Disorder or Significant
Somztic Symptoms.

A score of § for tems 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate Generzalized Anxiety Disorder.

A score of 5 for items 4, 8, 13, 16, 20, 25, 29, 51 may mdicate Separation Anxiety Disorder,

A score of 8 for items 3, 10, 26, 32, 59, 40, 41 may indicete Secial Arxiefy Disorder,

A score of 5 for fterss 2, 11, 17,36 may indicete Significant School Avoidance.

“For children ages 8 w0 11, it is recommended thet the clinician explain all questions, or heve the child Dwer Dre
guestonndire siting with an: adult in case they have any guestions.

Developed by Boris Birmaker, MD., Sunectz. Fhetzmpal, M D, Mazlzze Cally, ME, David Bresmt MOD,, md Senédre MeKenie PRD., Westes
Psychizelc Instae 20 Clinic, Ustversiy of Pek. (10/95). E-xeail: bk co@rmsrrome.ets

Made availeble with permission from Beris Birmaher, M.D. This form hes not been modified.
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CHILDREN'S DEPRESSION INVENTORY

Name:

Kids sometimes have different feelings end ideas.

CDI

Date:

This Torm 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 Teeling recently.

Fill in the drcle { O} next to the sentence that vou pick foryour answer.

Here Is an example of how this form works. Try it. Fill in the circle next to the sentence that

describes you best,

txemple: C  1read books 2ll the tima.

G lIread books once in = while.

O I never reedhooks.

REMEMBER, PICK OUT THE SENTENCES THAT BEST DESCRIBE YOUR FEELINGS & IDEAS OVER

THE PAST TWO WEEKS.

O I am sad once in 2 while.
Q lam sad many times. °
O [ 2m szd 20 the time.

C Nothing will ever work out for me.

- O 12am not sure i things will work out for me.

O Things will work out for me.

Q I do most things CK.
O | do many things wrong.
Q 1 do everything wrong.

C [ have fun doing many things.
O 1 have fun doing some things.
O Nothing is fun at 2l

O lam bad 3]l the time.
O | 2m bad sometimas.
C l2m bad once in & while.

‘0\

Ol think about bad things happening to me
once in 2 while.
C ['worry that bad things will happnn to me.

O I'am sure thet terrible things will happen to
me.

QO | hate myself.
O 1 do not like myself.
Q | like myself.

O All bad things zre my fault,
O Many bad things sre my fzult.
Q Bad things are not usually my fault.

O 1 do not think about killing myself.

O Ithink about killing myself but | would not
doit.

C 1wantto kill myself.



10. O 1 feel like crying every day.
C [ fee] like crving once in 2 while.
C | do not Teel like crying.

11i. O Things bother me &ll the time.
O Things bother me once in 2 while.
O Things do not bother me.

12. G 1 like being with people,
C 1 do notlike being with pecple.

G | do not'want to bearound people at all.

13. © I cannot make up my mind about things.

C Itis hard to make up my mind about thinzs.

G ! make up my mind about things essily.

14. O | look OK.

O There are some bad things about my looks.
C tleck ugly.

13. O I have to push myself 2l the time to do my
school/home work.
O | have to push myself some of the time to
do my school/home work.

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

186. O 1 have trouble steeping every night.
G | hiave trouble sieeping on some nights.
G 1 sleep pratty well.

17. O { am tired once in 2 while.
G tam tired some days.
O | am tired all the time.

18. © Most days | do not feel like eating.
O | sometimes do notfeel like ezting.
O 1 ezt pretty well.

19. C I do not worry about aches 2nd pains,
C | sometimes worry about aches znd pains.
O | worry sbout aches and pains 2ll the time.

20. O 1 do not Teel glone.
QO 1 feel zlone often.
QO 1 feel 2lone alf the Hime.

21. O | never have fun atschool.
QO ! have fun =t school once in 2 while.
C | have fun 2t school 2ll the time.

22.01 havé plenty of friends.
O | have some friends but | wish | had mere.
O {do not have any friends.

23. O My school/nome work is siright.
< My school/home work is not gs good @s
before. ;
O 1do badly in subjects ] used to be good in.

24. O | can never beas good as other kids,

O [ can be just as good as ather kids it | want
to.

G | am just as good as other kids.

25. C No one rea]ly loves me.
C 1 am not stre if someone loves me.
G 1 zm sure that scmeone loves me.

26. O | usually do what | 2rn told.

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

27. O 1 get along with people.
O [ do not always get zlong with people.
G I do not get slong with people.

TOTAL:




Childs Name: DATE:

Directions: Please read each question below and circle the answer number which most closely describes
Yyour child.

1. Mood -1s your child’s mood higher (befter} than usuzal?
0. No

1. Mildly or possibly increased

2. Definite elevation- more optimistic, self-co nfident; cheerful; appropriate to their conversation
3. Elevated but inzppropriate to content: Joking, mildly silly

4. Euphofic; inappropriate laughter; singing/making noises; very silly

2. Motor Activity/Energy - Does your child’s energy level or motor activity appear fo be greater
than usual?

0. No

1. Mildly or possibly increased

2. Mcre animated; increased gesturing

3. Energy is excessive; hyperactive at times; restess but can be calmed
4. Very excited; continuous hyperactivity; cannot be celmed

3. Sexual interest - Is vour child showing more than usual interest in sexusl matters?
0. No

1. Mildly or possibly increased

2. Definite increase when the topic arises

3. Talks sponizneously about sexual matters; gives more detall then usual; more interested in
girls/boys than usual

4. Hezs shown open sexual behavior- Touching others or seff inzppropriately

4. Sleep - Has your child’s sleep decreased lately?
0.No
1. Sleeping less than nomal amount by up to one hour
2. Sieeping less than normal armount by more than one hour
3. Need for sleep appears decreased; less than four hours
4. Denies need for sleep; has stayed up one night or mare

S. Irritabiiity - Has your child @ppeared irritable?
€. No more than usuz!
2. More grouchy or crabby
4. Imitzble openly several fimes throughout the day; recent episodes of anger with family, at
schaol, or with fiends
8. Frequently iritable to point of being rude or withdrawn
8. Hesfile and uncooperative about all the time

6. Speech {rate and amount} -
€. No change
2. Seems more t=lkative
4., Telking faster or more to say at times 6. Talking
interrupt
8. Confinuous speech; unable to interrupt

Is your child taiking more quickly or more than useai?

more or faster to point hefshe is difficult 1o



Childs Name: DATE:

7. Thoughts - Has your child shown changes in his/her thought patfemns?
0. No
1. Thinking faster; some decrease in concentration; talking “around the issue”
2. Distractible; loses frack of the point; changes topics frequently; thoughts racing
3. Difficuit to follow; goes from one idez fo the next: topics do not relaie; makes thymes or
repezts words
4. Not understandable; he/she doesn’t seem o mzke any sense

8. Content - Is your child talking about diferent things than usual?
C. No

2. Hefshe has new interests and is mezKing mere pians

4. Making special projects; more religious or interested in God

8. Thinks more of him/herself; belisves helshe has special powers; believes he/she is receiving
special messzges

8. Is hearing unreal noises/voices; detects odors no one else smells; feels unusual sensstions;
has unrez! beliefs

8. Disrupfive-Aggressive Behavior - Has your child been mere disruptive or aggressive?
0. No; hefshe is cooperative
2. Sercastc; loud; defensive
4. More demanding; making threats
€. Has threafened a family member or teacher: shouting; knocking over possessions/ fumniture or
hiiting 2 wall

8. Hes attecked family member, teacher, or paer; destroyed property; cannot be spoken to without
viclence

10. Appearance - Has your child’s interest in his/her zppearance changed recently?
0. No

1. Alitile less or more inferest in grooming than usual

2. Doesn't care about washing or changing clothes, or is changing ciothes more than three fime 2
day

3. Very messy; needs to be supervised to finish dressing; applying makeup in overiy- done or
pboor fashion

4. Refuses fo dress @ppropriately; wearing bizarre styles

11. Insight - Does your child shink helshe needs help 2t this fime?
0. Yes; admits difficuities and wanis tfreatment
1. Believes there might be something wrong
2. Admits to change in behavior but dentes he/she needs halp
3. Admits behavior might have changed but denies need for heip
4. Denies there have been any changes in histher behavior/thinking

Signature of Parent / Guardian:




The SNAP-IV Teacher 2nd Parent Refing Scale )
James M. Swansoz, Pe.D,, University of C2¥forniz, Tvine, CA 92715
Neme: Gender: Ages Crade:

Sthoicky (cirele one which besteopliss):  AfdcencAmericen  Asiem  Covepsios  Hispemic  Ofker,

Completed by: "Tyoe of Cless; Class size;

Toreach ftemn, chieck the oolumm Which best deseribes this child: Norr Testa Qe Very
) AT Iéde  ABR  Moa
1. Often Feils to give close ettention to Setils or mskes coreless miswkes schoolwork oriesks
2. Otien hes Giffictlty sustzining 2tteation in tasks or oizy ectivities
3. Often o5 oot sesm 1o Lsten when spokez 1o Siectly

&. Often, does not follow trouzh on instruetions 2nd f2ils 10 Snish schoolwerk, chores, or Guties
S. OZen hes Eificulty orgenizing tasks end acdvitdes
5. Ofer avoids, Fskikes, or reluctantly engages intosks requirng sestained mental efort

7. Ofter Toses things nesessery Tor activities (&.g., Ty, school assigaments, percils, or books)
8. Often is distracted by exmeneons stimel
2. Often is forgetfvl in daily activities

10. Often: bas difonlty maintaiming alertmess, orienting 10 requests, or execting Girections

11. Often Sdgets wits hends or feer or squitos n se21

12, Often leaves seat in clessroom ar in gther sTeazions Inwhich remaining seated is expected
15. Often muns 2bowt or climbs excessively It shoations in which # i inanorovrisre

2% Ofien hies &ffcalty pleying or engesing in lolsore ecrivizies coistly . :
15. Often I5 “on the go” or oftsn 20t 25 E “Criven by 2 moter”
16, Glfter welks excessively’

27. Oftzn Sluxts out answers before qrestions have been complersd

18. Ofen has G3fRenlry ewaitng tom

19. Often Interrupts or Sutrudes.on others (0.2, betis lto conversations/games)
20. Often ks diffionlty siting 5150, being Guies, or hibit

2%, Ofiex loses tempex

22, Clten argres wWith adels

23. Cften 2ctively defies or refuses 28ul reguests ¢r rales

2%, Often, Celiberately does Tings that annoy other poople

25, Olten Ylermes others for ks or her mistkes or mishehzvior
25. Often tochy or eesily ammoyed by others

27 Cften is angry znd zeséntinl

28. Often is spivefnl orvindictive

29, Ofter is grerelsome

30. Often Is negative, defant, discbedient, or hostie towast axthenity fgoves

n

L. Often mmalkes noises (23, humming or 0dd sounds)

32, Often iy excirzble, immolsive
33. Often cries ezsily

34. Oft=a'is tncooperative

35. Uftem 2015 “smavt”

36. Ofteny is restless or overective
=

Oftes Estarbs other children

58. Ofter: changes mood grickly and Grestically

8. Cften cesily Frsmated i demand e ot met tmmediaraly
<0, Oftex teeses other caildren sud Interferes Witk thelr activities




reck the coll Hich best describes s chd: otAt  JostA  Quiw Ve

zeck the coltnn wihich best Gescribes this child: Not & : ?
e comR AI ik  ABER Mk
41, Often is aggressive to otaer chilzer (8.g., picks Sgints or bollies)

42. Cftzxn is destuctive with property of othess {e.g., vendalism)

43, Often Is deceitivl (s.g., steals, Hes, Torges, conies the work of others, or “cons” others)

44, Often 2nd sectoesly viclaes rales (6.3. I Toas, 7ens 2wWay, or completely ignores cless rules)

£5. Hes pessistont patterz of vioketing the besic dghis of oféss ormeajor soctetal nozms

46, Ees episodes of faffure 10 rosist eopressive tmpulses (to zsszult others or o Gesoy property)

47, Bes motor or erddl dos {sudien, wmoid, rectmenr, norshyimic mmotor o verbel activity)

48, Hes repetitive motor bezavier (s.g., band waving, body rocking; or picking 2t skin)

49, Has obscssions (oersistept 2nd introsive mappropmiets idess, thonghts, or irnprlses)

50. Hes commpulsions (reperitve behaviors or mentl 2005 T reduce axiety or distress)
S1. Often is restless or seems keyed vp oronedge ’

S2. Often Is casily Tadgred

§3. Cfien kes &3 erlty concentrating (mind goes blunk)
54, Often 35 Imiteble

55. Often has muscle tension

56, Often hes excessive enxdety and womy (e.g., toprehensive expectzson)

57. Oftex hes dayyrime slogpiness (waistended Sleeping in mappropriste sitzesons)
58. Gfter nas excessive emotiona¥iry and arention-seeking behavior

S8. Oftzn hes need for tndoe admittion, grandiose behzvior, or lask of emmpathy

€0. Often kas fnswbility & relationships with othess, reactive mmood, and bmpulsivity

81 Sometimes Tor atleast 2 week has Inffated seif esteem or grandiosity

62. Sometmes Tor e least 2 wesk is more t2lkative thanusval or seerms pressured io keep widng

G3. Sometimes Tor at least 2 weck hes flight of iees or says Tar thonghts ererating

6%. Sometimes Tor 2t leest 2 week bes elevared, expansive or supaorc mood

65. Sometimes for erleast 2 week ks excessively Imvolyed in nieasurable but risky activides

65. Sometmes Jor at least 2 wesks Hes dupressed mood (s2d, hopeless, discoureged)

67, Sometimes Tor et iast 2 Wesks has irftebls or crenly mood {notjust when Trustreted)
68, Sometimies Tor ax least 2 Weels bas marked'y diminished inverest or plezstre & most activities

§9. Sometimes for at leest 2 weeks hes psychometor 2gitation (gven more 2ctive then nsual)
70. Sometmes for ez leasi 2 wesis b

Lies psychomaorar reterdarion {slowed dowm inmost setivities)
TL.Sometimes forat least 2 weeks Is fatigned or s loss of energy

72. Sometimes for atleast 2 weeks hzs feelings of workilessness or eXcessive, inepproprize gulit
73.Sometimes Tor at least weeks hay domitished 2biliy 1o think or conceniete

74. Crroxic low selftestetm most of the #mefor ot least 2 Ve

73. Czonic poor concentretion or difouity maling decisions mos: of the time for 2t §
76. Chromic

T2 yesr
mic feelings of hopelessmess most ofth

the'time for ot least 2 year

77. Carenly is hyperviglant (overdy wehsl or aler) or bes exXaggerered sterde respozse

78. Cuzrently is Ixiteble, has anger outbursts, orhzs dfSculty concentrating
79, Comendy bas 2o emotionz] (e.g., nervons,

womied, hopeless, tearfel) response W stess
80. Cizrertly hias 2 behaviorel (e.z., St

- SgoTing, vandalism, weency) nesponse io siess

81, Has difficrity geming sterted on ¢lessroom 255igrments
82. Fes dificulry staying on taskfor ox entire classroonz

period
85. Has problems & completion of work on classtoom assicnvrients
84. Hes oroblems i acors

ozob TY 0T TerTIess of wilten work in the classroom
85.Has

Eictiny-axtending 10 2 groty dessoom activity or discussion

86, Hes difSenlty making tensitions o the next topic or clessroom period

§7. Zzs problerss i interactiony with pesrs inthe clessroom
88. Ezs problerms in fnreraes

At :ﬂl - s,
35, Has s ozs With steff (teacher oz 2ide)

o Ty Temainiag quier 2ocording to classoom wles
90, Has &85,

%
celry staying seated acoording 1o clessroom rales




Pritha R. Dhungane, MD, FAACAP
Board Certified in Child, Adelescent & Adult Psychiztry
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835 Qakley Seaver Dr. Clermont, FL 34711 803 E. Dixie Ave, Leesburg, FL. 34748
Tel: 352-241-9282 Fox: 352-635-4288

EXPRESS AND INFORMED CONSENT FOR TREATMENT

Paternt Name: Date:
I, the undersigned, a patient, guardian advocate, Healthcare surrogate/ proxy; hereby

authorize the professional staff of this facility to administer mental health assessment and treatmernt

T understand 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 psychetropic medications.

Tunderstand thet my consent can be revoked orally or in writing prior to, or during the treztment period.
Iunderstand that my records are confidential, but there 2re some exceptions. Serenity Hezith Center agress
not to refease any information showt you, other than to Serenity Health Center staff on 2 need to know basis
without getting your permission in writing. Florida and Federal law protects such information. Viclatons of
these regulations may be reparted as 2 crime. However, there are times when the law zlso says that
Information must be shared. These inchude cases where there is physical and sexual 2buse or neglect of
children, elders, or diszbled persons; there is espression of nternt to harm self or others; there is a threat or
commission of a crime on Serenity Health Center’s premises orto staff; a court order is issued requiring
Serenity Hezlth Centerto release mformation; we learn of 2 contagious disease which may harm others; 2nd
or the State requires that we report client data for follow-up study.

Pafient Signature: Date:
Parent/ Guardian/ Surrogate Signatre: Date:

Ihereby GIVE

DCNOT GIVE Serenity Health Center Dermission to contact me by:

Phorne Text You can czll me ot

- - - During these
[ours:

We may mt o cantact you by phone and/or text to remind you of your appointinert, or how you are doing
upon the completion of your treatment.

Patient Signature:

Date:

Parent/ Guardian/ Surrogate Signatore: Date:

——————
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Paiieni Richis an ibilitie

While receiving services from Serenity Health Center you have the right to...

L. An enviroxment that preserves the dignity and contributes to 2 positive self-image

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

3. Havezll identifying and treztment information held in 2 confidential manmer.

4. Xnowthat information disclosed concerning abuse, neglect, or exploitation of z child, diszbled adult, or the
elderly MUST be reported tothe Department of Health and Rehabilitation for possible nvestigation {under
Florida State Law).

5- Beinvolved in the development and review and review the clinical records compiled 2s 2 result of treatment.

6. Refuse care, treztment or services ot any Hme.

7- Treatment free from mental, physical, sexuzl, and verbal abuse, neglect and exploitation, or any form of

corporal pumishment.
8. To beinformed (and when appropriate, family members) about the outcomes of care, including mnarticipated
outcomes,

- Exercise citizenship privileges.

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

1. Provide zccurate and complete information.
2. Schedule zppointments and make any calls during normal office hours g am - 4 pm Monday through
Thursday. ¥you call after normel business hours, please leave 2 message and we will refiorn your call within
24 T 48 business hours. Ifyou are in Crisis or fave ar Emergency Fonediately call gz,
3. Meet financial commitments by 2.) Paying the fees for services rendered
b.) Befng financially responsible for missed 2ppointments.

4. Askguestions when you do not understend your caxe or do not know what is expected of you.

5. Showrespect and considerstion. You moay be held legally responsible for eny verbal or physical abuse towards
Serenity Health Center's staff.

§. Followrules and regulations set forth by staff.

7. Attend medication appointments to obtain Drescripton refills.

8. Acceptthe consequences for outcomes if you do not follow treatment recommendations.

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

Pzdent 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 r-!OW YOU CAN GETACCESSTO
THIS INFORMATION, PLEASE REVIEW IT CAREFULLY. ¥ you have any questions regarding this notice please contzct
Serenity Health Center
835 OCailey SeaverDr.
Clermont, FL. 34711 (Effective dzte November 14, 2008)
WHO WILL FOLLOW THIS NOTICE:
This nefee describes our practice’s privecy praciices and thet of
* Any physicien or health care professional authorized to enter informesion into your medical chart.
© Al depariments.and units of the practice.
e Al empioyees, staff, and other personnel.
e Allthese individuals, sites and locafians follow the ferms of this notice. In zddition, these individuals, sites, 2nd locations may share medice!
information with each other or with third-party specizlists for treatment, payment, or office operations purposes described iy this notice.
OUR PLEDGE REGARDING MEDICAL INFORMATION
We understand thet medical information about you and your hezlth is personal, We are commified to protecing medics} information about you, Wecrsate 2
record of care and services you recsive at our office. We need this record to provide you with quality care and to comply with certain legal requirements.
This notice appies to ab of the records of fie care genersted by-our office.

This notice will tell you about the ways i which we may use and disclose medical information about you. We alss deseribe your rights and certain
ebligetions we have regarding the tse and disclostire of medical information.

We are required by law tor
s Make sure that medical nfermetion the: identifies you is kept private;

e  Give you this notice of our legal duties and privacy practices with respect fo medise! information about you; and
@  Follow the terms of this notice thatis currently in effect.

HOW WE MAY USE AND DISCLOSE MERICAL INFORMATION ABOUT YOU

The following categories describe different ways that we use and disclose medical information. Not every use or disclosure m 2.category will be used.
However, 21l of the ways zre permitied o use.and disclose information will &21 within one of the categeries.

» ForTreatment: We may use medicalinformetion zboyt you to provide you with medicel treztment or services. We mey disclose medical
information about you o the prectice’s office personnel who zre invelved in t2king care of you in the office 2nd ‘slsewhere. We may 2lso disciose
medical information 2bout vou to people outside our office who may be invelved in yourcare zfter vou leave the office, such 2s family members
or athers we Use to provide services thatare.a part of your care provided you have consented to such disglosure. These entifies nclude $hird
pary physicians hospitals, nursing homes, phammacies, or clinice! leas with whom the offices consults or makes referrals.

@ EorPazvment We may use and disclose medical information 2bout you so that the Yreatment and services you receive gt our office may be billed
to anc payment mzy be collected from you, 2n insurence company, or 2 tird parly. For example, we may need 1o give your heaith plan
information gbout procedures you received ot the effice 56 your health plan will pay us or reimburse you for the senvices. We mey also tell your
health plan about 2 freatment you are going to receive 1o obtein priorapprovel orto detemnine whether your plen will coverthe treatment.

o Mﬁﬂ!mm We may giso use 2nd disclose medical information about you for medical office operafions. Tnese uses and
disclosures zre necessary to run our office and make sure that all patients receive quality care. For exemple, we may use medical information te
review olr freatment and services and o evaluate periommance of our staff in cering for you. We may also combine medical information about
meny patients to decide what additional services the office should offer, what services are not needed, 2nd whether certein new tregtments are
effective. We may also disclose information o our physicians, staff, and cther office personnel for review arnd ieaming purposes.

° Appointment Reminders: We may also use your information to confect you gs:a reminder that you have an appointmert for treatment or

medical care in our office. You may be contacted by any of our personnsl via phone, mall, text, or email,

o Treatment Alternstives: We may use your iniormation to tell you about possible recommended reatment options or altematives that may be of
interest to you.
e Indivig g

ek T : We may relesse medical information about you to g filend or {zmily member
who is invalved in your medical cere provided you have consented to such disclostre. We mey 2lso give information to semecne who helps pay
for your-care. In 2ddition, we may disclose information zbout

Yau to 2n entity assisting in 2 disaster refief effart 5o that vourfernily can be netified
of your condition, status and location.

( -You when required to do so by federal, stzte, or local lew,
ze2lth or Safetv: We may use and. disciose medical irformation a2hout vou when necessary e prevent a serious

;J;r 50 your health and safety of the public.or another person. Any disclosure, however, would only be:ts someone 2ble o help prevent the
rest

@ Heszith Oversicht Activities: We mey disclose medice] information'to.a h

actvities include for
healthcare system,

i ; ezith oversight agency for activities authorized by law. The oversight
2xample, 2udis, nvestigeions, inspections, and licensure. These aclivities are necessary for the government to monitor e
gevemment programs, and compliance with civil Tights laws,
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NOTICE OF PRIVACY PRACTICES
= Lewsuits and Digputes: fyou are invelved in 2 lawsuit or dispute, we mey disclose medical informetion 2bout you In respense 10 2 subpoenz,

discovery request, or other lawful process by somecne else involved in the dispute, but only of effors have been made to4ell vou eboutthe
Tequest or to obtein an order proteciing the informztion requested.

Law Snforcerment: We may release medicel information if 2sked to do so by a law enforcement official in response % 2 court order, 2 subpoe:na,
warrani, surmmons, or simiar process. To identiiy or locate 2 suspecs, fugiive, materal witness, or missing person about the vicim of 2 cime if
under certein Emited:circumstances, we are unzble 1o obtain the person’s agreement about 2 death we believe may be the resul of ériminal
conduet, about erimina! conduct 2t the office, 2nd the person's emergency circumstances 1o report 3 crime, the location of the orime o victims, or
the identity, description or locaton of the person who committed the crime.

° Coroners, Medieal Examiners'and Fumerel Directors: We may release medical information o a coroner or medical examiner, This may be

necessary, for exemple, to identify 2 deceased person to determine e cause of death. We may 2lso release medical information about patierds
of the office to funeral direciors 2s necessary io cary cut their duties.

L

YOUR RIGHTS REGARDING MEDICA! INFORMATION ABOUT YOU
You have the following tights regarding medical information we obtzin sboat you:
© Rightto inspect and conv: You have the rightto a CCpY of your medicz] information that may be used to meke decisions about yourcars. To
inspect and/or receive 2 copy of medice! information that may be used to meke decisions abeut you, you must submit in writing to Serenity
FHeelth Cerer. If you request 2 copy of the Information, we may cherge you & mirimum fee of S50.00 fo cover e costs of copying and mailing or
other supplies associated with your request. We may deny your request to inspett and copy i ceriain imited dircumstences.
°  Richtto Amend: If you feel thet the information we Have =botit yeu is incomplete or incomect, you may 2sk us to amend the imformation. You
have-the right to ask for an amencment for 2 long 25 the formation is, kept by our office. To request an amencment, you must requestinwriling

o your physician. In 28didon, you must provide & rezson that supports your request. We mey refuse to zmend vour record underlimited
circumstances.
° 7 b 3 s

1 You heve the rig

Rt to request 3 list of disclosures we made of medica! information 2bout you, To request this
list you must submit a request in writing

to Serenify Health Center and denote 2 fime period not to exceed seven vears. The first request vl be
iree of charge, but additional lisis may apply fees to be determined before any charges will be applied, 2t which time you may retractyour
reguest before any costs ere incurred.
¢ Richtte Recuest Restrictions: You have e right to request restrictions or Emitztions on the medical information we uss ro disclose ebout you
for reztment, payment, or heaithcare operations. You also have a right to request a “limit” on the medical nformation we disclose zhout youto
someone who is involved in your care or sayment for yourcare, like 2 family member or Hend.
¢ We Are Nof Required to Anree o Your Reayest:. f we do not agree to comply with your request, and only do so i *he information is
needed to provide you with emergency treatment. You must submit, in writing to Serentty Health Center citing: (1) which information
you wish to fimit; (2) whether you-want fo fimit our uss, cisciosure or bioth; and (3) fo whom you want the limits to 2ppiv.
zest Confidantiat nications: You have the right to request that we will communicate with yauzbout mediczl matters in 2
ceriain way or atz certzin location. For exanple, you may request that we anly contact you 2t work or by mail. Please submiit your request in
writing, We will ot ask for 2 rezson for your request and we will accommodzte all rezsonable requests.
° Rightto = Paver Copv of this Notice: You have the right 10 receive 2 paper copy of this notice, You mayasK Us to.give you 2 copy of this notice
2tany time. You may request in wriing to Seronity Health Center that 2 copy be rmailed %o you.
@  Mental Health Exemption: As per HIPAA Privacy Rule Mentz] Health Care providers wha specielize in Psychizty and Mentz| Hezlth zre
speciically exempt from disclosing patient records fo pabents directly. The Privacy Rule definiton of Psychictic nates are “notes recorded in eny
medium® by 2 healthcars provider whois 2 Licensed Mental Health Gare Provider, Therzpist, or Psychiatrist. We can, however, send our

medical records, upon written reguest 2nd with proper signed Medical releese form stating Facllty, Physicians name, and Fax number, 1o the
mediczl provider of your choice.

CHANGES TO THIS NOTICE
We reserve the right to chiznge this notice. We reserve the right 1o make the revised or changed notice effective for medical infarmaSon we glready have or
mzy ebtain in the future. We will past 2 curent copy of this noti

ce in the office. The notice will cantzin on the frst page, in the top left comer, the effectve
czte. in eddition, each ime you we will ofer You 2 copy of the current notice in effect.

P 7

IFyou befieve your privacy fights have been vickated, you may fle'z written
34711, Qr with the Cflice of Civil Rights within the Departrment of Health
complaints must be submitted in ‘writing. You will not be penzlized or

complaint with Serently Heakh Center, 335 Oakley Seaver Driver, Clermont, FL
and Human Services by visiting their website 3t www nhs govigerhinaa. Al
retzliated against for fling a complaint.

OTHER USES OF MEDICAL INFORMATION

=S oot OF MEDICAL INFORMATION

Other uses and discosures of redical information not covered Sy this notice or the laws that
you provide us permission, you may also revake that permissicn at any tme, n wriing. If you revoke yeur perrmissior, we will no longer use or gisclose
inenmEtion 2bowt you for reasons covered by your wii

: T 10! itten authorization. You understand that we 2re unable to take back 2ny disclostres we have already
mace with your permission, and that we are required to retain our records of the care that we provided to you.

2pely to us will be mace only with yeur writlen permission..If
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NOTICE OF PRIVACY PRACTICES

Acknowledgement and Consent
Notice of Privacy Practices

The nofice 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 fo run our praciice.
3. We will use and share your health records as required by law.

You have the following rights with respect fo your healh records:

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

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

You have the right o ask us fo correct a mistzke in your healh records.

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

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

e

h

All of these rights are explained in more detzail in the Nofice of Privacy Praclices.

I have received a copy of Serenity Health Center’s Notice of Privacy Praciices.

! consent to the use and the sharing of my health records for treatme
Purposes as described in the Nofice of Privacy Practices.
Serenity Health Care can not provide services to me.

nt, payment, and opération
1 know that i | do nof consent,

Signature of patient or legal representative Date
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Billing and insurance Procedure Consent

You Must Read And Initial Where Indicated

1. Irequest that payment of authorized Medicare/ other Insurance Company benefiis be
made on behalf of Serenfty Health Centers for services renderad from physicians or
@ssociates of Serenity Health Centers. { } Inftial

i authorize Serenify Health Centers to release any medical information conceming me fo
my insurance company ‘or fts agents necessary to determine benefits or the benefits
related to the payable services. | am aware that | am responsible for any deductibles,
co-insurances, and non-covered services. | understand this applies o all Medicare, and
Commercial Insurance Companies. { } Initial

3. | understand that payment is due at the time services are rendered. All co-pays and
deductibles will be collected. { } Initiad

4. Serenity Health Centers will file a claim t0 your Insurance Cempany. If vour insurance
company does not respond 1o the claim within 60 days from the date of filing, then the
balance will become the Patient’s respensibility. The patient will receive 2 statement and
payment will be due upon receipt. ¥ paymentis not received within 30 days, further
action will be tzken. If your deduciible has not been met, or if you do not have nsurance

amangements must be made prior to your first appointment with the Physician or any
medical personnal. { } Initizt

7

5. Medicare patients: We will file your secondary instrance s a courtesy. We will onty bill
one insurance company after Medicare. If we receive rio response, the balance affer
Medicare pays will be Your responsibility. { ) Initizl

if you have an HMO, obtaining authorization is your responsibility for all visits,
procedures, ic. If you choose to be seen without prior autherization and your insurance
company denies payment, you will be responsible for your enire bil, { } inftial

important Nete: Please remember that your coverage is a contract between You and your insurence
company. WE ARE NOT PART OF THAT CONTRACT. We file as a COURTESY to vou.

'y

, have read and understand the above billing and insurance
Print Name

procedures.

Patient Signzture Date



Prithe R. Dhungans, MD, FRACAP
Bozrd Certified in Child, Adolescent & Adult Psychiatry

835 Cakley Seaver Dr. Clermont, FL. 34713

803 £, Dixie Ave. Leesburg, FL 34748
Tel: 352-241-9287

Fax: 352-6334233

NG SHOW/NO 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 fime 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 eppeintment time. if you have NOT completed your paperwork Please
ARRIVE 50 minutes pricrto your scheduled appointment.

b

¥ you zre running lste 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 whe is ready in with the

provider, and you will not have o rush, without any fees being charged to vou.

© We zllow Esteblished patients 2 7 minute “grace period.” If you are late aiter this Hme
period you will be considered 2 NO SHOW.

i any patient arrives 8 minutes =fter their schedul

been made to reschedule or cancel,

See fee scheduie below

if you have an appointment with Us and you do not CONFIRM, DO NOT Reschedule or

Cancel 24-48 hours vrior tc your scheduled appointrient you will be charged the NO
SHOW/ No Contact Fee.

Be aware that after 3 No Show/ No Contacts within a cal
gutomaticzlly discherged from our practice.

Pricr to being rescheduled with a No Show/ No Contact Fee, this MUST be paid PRIOR to

ed appeintment ime and no calls have
you will be charged 2 NG SHOW fee,

endar year you will be

being able to Reschedule or and Refills being sent.
No Show/Ne Contact Fees
New Patient: $100
Established ist occurrence— $30
Established 2nd occurrence— 100
Established 3rd occurrence— $150

P{ease {:e‘ ad:?.v'sed--ﬁ?dt.ierenfty Health Center WILL NGT pe responsible for sny edverse regctions dueto
d:sca:-mnuaaon of medication(s}, due to the Ingbility of the putient not coming in to their schedufed
SPpaiTtments as determined by their provider. {initial}

Patient Signature:

Parent/ Guardien Signature:




