
Dr. Michelle A. Emick 

Patient name: ____________________________________ 

Appointment date: ___________________  Appointment time: ___________________ 

Please fill out all forms as thoroughly as possible. The completed paperwork must be returned 

to this office at or before your scheduled appointment. If you are unable to complete the 

paperwork prior to your appointment, please arrive 45 minutes early to do so. Please call the 

office in advance to inform us that you will be doing so. 

If you have completed the paperwork prior to your appointment, we ask that you arrive 15 

minutes prior to the appointment and bring with you: 

 Your insurance card, 

 Your driver’s license (or other identification card), 

 Your copayment/coinsurance, 

 Any medical records or school documents which may be relevant to evaluation or 

treatment, 

 Divorce and custody documents in the event that the patient is a minor. 

Please make note that we do have a 48 hour cancellation policy. Once an appointment s 

scheduled, you will be expected to pay for it unless you provide 48 hours advance notice of 

cancellation. The amount charged for an appointment is $150.00. We cannot bill your 

insurance company for missed appointments. You are solely responsible for this charge. No 

appointments will be scheduled until this bill is paid in full or a payment plan has been 

arranged. 

This office has therapy dogs on site. If you are afraid of, allergic to, or just plain don’t like 

dogs, please contact the office immediately to cancel your appointment. We will be happy to 

refer you to another provider!  

If you must cancel or reschedule your appointment for any reason, please inform the office as 

soon as possible. 

If you have any problems completing the paperwork or have any other questions, please call 

the office at 940-591-9550. 



The office is located two blocks south of the square in historic downtown Denton. The office 

address is 215 West Mulberry Street, Suite B, Denton, Texas 76201.  

When Coming from the South

 From I-35E North take exit 465B toward US-377/Fort Worth Drive. 

Turn right onto US-377/Fort Worth Drive. 

Fort Worth Drive becomes South Carroll Boulevard. Remain on South Carroll Boulevard. 

At the stop light, turn right onto West Mulberry Street. 

The building is on the right at the corner of West Mulberry Street and Cedar Street. 

 When Coming from the North

 From I-35E keep left at the fork to continue on I-35E South toward Dallas. 

Take exit 465B toward US-377/Fort Worth Drive. 

Turn left onto US-377/Fort Worth Drive. 

Fort Worth Drive becomes South Carroll Boulevard. Remain on South Carroll Boulevard. 

At the stop light, turn right onto West Mulberry Street. 

The building is on the right at the corner of West Mulberry Street and Cedar Street. 



Dr. Michelle A. Emick

OUTPATIENT SERVICES AGREEMENT

Welcome to my practice! This document (the Agreement) contains important information 
about my professional services and business policies. It also contains summary information 
about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that 
provides privacy protections and patient rights with regard to the use and disclosure of your 
Protected Health Information (PHI). HIPAA requires that I provide you with a Notice of Privacy 
Practices (the Notice) for use and disclosure of PHI for treatment, payment and health care 
operations. The Notice explains HIPAA and its application to your personal health information in
greater detail. The law requires that I obtain your signature acknowledging that I have provided
you with this information. 

Although documents such as this one are long and sometimes complex, it is very important that
you read them carefully. We can discuss any questions you have at any time during the course 
of your treatment. When you sign this document, it will represent a legally binding agreement
between us. You may revoke this Agreement in writing at any time. That revocation will be 
binding on me unless I have taken action in reliance on it, if there are obligations imposed on 
me by your health insurer in order to process or substantiate claims made under your policy, or 
if you have not satisfied financial obligations you have incurred. I will keep the original 
document and provide a copy for you as well.

SERVICES I OFFER

Psychological and Neuropsychological Assessment

Psychological assessment involves evaluation of both cognitive (intellectual) and emotional 
functioning. In addition to an interview in which I will be asking you questions about your 
history and symptoms, I will use different techniques and standardized tests including, but not 
limited to, asking questions about your knowledge of certain topics, having you read and/or 
view printed material, and having you manipulate objects. The assessment includes behavioral 
observations of attitude toward testing, motivation and effort put forth as well. On average, a 
psychological assessment takes three to four hours of direct contact to complete. It is also 
necessary for me to review records, score and interpret tests and write a comprehensive 
report. This takes approximately two to three hours, in addition to the direct contact. 
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Neuropsychological assessment includes extensive evaluation of multiple cognitive processes 
such as attention, memory, language and problem-solving, as well as intellectual and emotional
functioning. In addition to an interview, in which I will be asking you questions about your 
history and symptoms, I will use different techniques and standardized tests including, but not 
limited to, asking questions about your knowledge of certain topics, having you read and/or 
view printed material, having you draw figures and shapes, having you listen and respond to 
recorded tapes and having you manipulate objects. The assessment includes behavioral 
observations of attitude toward testing, motivation and effort put forth as well. A 
neuropsychological evaluation typically takes four to six hours of direct contact to complete, as 
well as four to five hours for me to review records, score and interpret tests and write a 
comprehensive report. 

For some individuals, assessments can cause fatigue, frustration and anxiety.

I will make every effort to complete an assessment report within two weeks of the date of 
evaluation, and will notify you if I anticipate any increase in the time it will take to produce the 
report. Once the report is complete, I will schedule another appointment in which test results, 
and recommendations based upon those results, are reviewed with you in detail. Results are 
typically provided to the individual or agency that requested the evaluation as well. It is 
important to note that, although I emphasize the confidentiality of results and that results are 
intended for professional use only, I have no actual control over how results are disseminated 
or used once they have been delivered to another individual or agency. 

Psychotherapy and Neurocognitive Rehabilitation

Psychotherapy and neurocognitive rehabilitation are not easily described in general statements.
Treatment varies depending on the expertise of the provider and personality of the patient, and
the particular problems you are experiencing. There are many different methods I may use to 
address the problems that you hope to manage. Psychotherapy and neurocognitive 
rehabilitation call for a very active effort on your part. In order for the treatment to be most 
successful, you will have to follow recommendations and work on things we talk about both 
during our sessions and outside my office.

Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant 
aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, 
frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been 
shown to have benefit. Therapy often leads to better relationships, solutions to specific 
problems, and significant reductions in feelings of distress. There are no guarantees as to what 
you will experience. 
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Psychotherapy and neurocognitive rehabilitation sessions are typically 45-minutes in length, 
although some may be longer, and are scheduled on a weekly basis. Our first meeting will 
involve an evaluation of your needs. By the end of the evaluation, I will be able to offer you 
some first impressions of what our work will include and a treatment plan to follow, if you 
decide to continue with treatment. 

Therapy and rehabilitation involve a large commitment of time, money, and energy, so you 
should be very careful about the provider you select. If you have questions about my 
procedures, we should discuss them as they arise. If your doubts persist, I will be happy to help 
you arrange a meeting with another professional for a second opinion. 

APPOINTMENTS

If you are fifteen or more minutes late for an appointment, it is considered a missed 
appointment. Once an appointment is scheduled, you will be expected to pay for it unless you 
provide 48 hours advance notice of cancellation, or if we both agree that you were unable to 
attend due to circumstances beyond your control. Under such circumstances, if it is possible, I 
will try to find time that same week to reschedule the appointment. I cannot bill your insurance
company for missed appointments. You are solely responsible for this charge. No appointments 
will be conducted until this bill is paid in full or a payment plan has been arranged. 

PROFESSIONAL FEES

My fee is $200.00 per hour for testing, therapy and other professional services you may need. 
Other professional services include report writing, completing forms on your behalf, telephone 
conversations lasting longer than 5 minutes, consultations with other professionals you have 
authorized, preparation of records or treatment summaries and time spent performing any 
other service you may request of me. 

If, at the time of initial consultation, you are aware of any pending legal matters in which I 
may become involved, I cannot accept your case. After treatment has been initiated, if you 
become involved in legal proceedings that require my participation, you will be expected to pay
for my professional time, even if the request comes from another party. Because of the 
complexity of legal matters, I charge $300.00 per hour for preparation, time spent traveling, 
speaking with attorneys, reviewing and preparing documents, testifying, being in attendance, 
and any other case-related costs.
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BILLING AND PAYMENTS

You will be expected to pay for each session at the time it is held, unless we agree otherwise or 
unless you have insurance coverage which requires another arrangement. Payment schedules 
for other professional services will be agreed upon when they are requested. In circumstances 
of unusual financial hardship, I may be willing to negotiate a payment installment plan. 

If your account has not been paid for more than 60 days and arrangements for payment have 
not been agreed upon, I have the option of using legal means to secure the payment. This may 
involve hiring a collection agency or filing suit in small claims court. If such legal action is 
necessary, its costs will be included in the claim. In most collection situations, the only 
information I will release regarding a patient’s treatment is his/her name, the nature of services
provided and the amount due. 

INSURANCE REIMBURSEMENT

In order for us to set realistic treatment goals and priorities, it is important to evaluate what 
resources you have available to pay for your treatment. If you have a health insurance policy, it 
will usually provide some coverage for treatment. In particular, you should carefully read the 
section in your insurance coverage booklet that describes mental health services. If you have 
questions about the coverage, please call your plan administrator. 

Of course, I will provide you with whatever information I can, based upon my experience, and 
will help you to understand the information you receive from your insurance company. If it is 
necessary to clear confusion, I am willing to call the company on your behalf as well. I will also 
fill out required forms and provide you with whatever assistance I can in helping you receive 
the benefits to which you are entitled; however, you (not your insurance company) are 
responsible for full payment of my fees. It is very important that you understand that you are 
financially responsible for any services not covered by your insurance policy. 

Some insurance plans are limited to short-term treatment approaches designed to sort out 
specific problems that interfere with a person’s usual level of functioning. It may be necessary 
to seek approval for more treatment after a certain number of sessions have been completed. 
While a lot can be accomplished in short-term therapy, some patients feel that they need more 
services after insurance benefits end. Some managed-care plans will not allow me to provide 
additional services to you once your benefits end. If this is the case, I will do my best to find 
another provider who will help you continue your treatment.
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You should also be aware that most insurance companies require you to authorize me to 
provide them with a clinical diagnosis. Sometimes I have to provide additional clinical 
information such as treatment plans or summaries, or copies of the entire clinical record. In 
such situations, I will make every effort to release only the minimum information about you 
that is necessary for the purpose requested. This information will become part of the insurance 
company’s files. Though all insurance companies claim to keep such information confidential, I 
have no control over what they do with it once it is in their hands. In some cases, they may 
share the information with a national medical information databank. I will provide you with a 
copy of any report I submit, if you request it. Should you choose to utilize your insurance 
benefits, your signature on this document authorizes payment to me on your behalf. It further 
authorizes me to release to any third party payor any and all information requested. 

Once we have all of the information about your insurance coverage, we will discuss what we 
can expect to accomplish with the benefits that are available and what will happen if they run 
out before you feel ready to end your treatment. It is important to remember that you have the
right to pay for my services yourself to avoid the problems described above. 

CONTACTING ME 

Routine Calls

Typically I am not immediately available to respond to telephone calls. The telephone is 
answered during office hours by a receptionist. At times when the office is receiving an 
unusually high number of telephone calls, your call may be transferred to a secure voice 
messaging system. Outside of office hours, a secure voice messaging system is available for you 
to leave a message. If you call during office hours, I will make every effort to ensure that your 
call is returned on the same day you place it. If you leave a message outside of office hours, 
your call will be returned the next business day.  

Emergency Services

I do not currently provide emergency services. If my receptionist cannot assist you with a 
particular issue and you need to speak directly with me, you will be asked to schedule a 
telephone conference. If you feel that you can’t wait for a telephone conference, contact your 
family physician or the nearest emergency room and ask for the psychologist or psychiatrist on 
call. If I will be unavailable for an extended time, I will provide you with the name of a colleague
to contact, if necessary. 
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ELECTRONIC COMMUNICATIONS & TELEHEALTH

Definition 

Telehealth is the provision of healthcare remotely by means of telecommunications technology.
Telehealth includes both clinical and non-clinical services, such as billing and scheduling. 

One of the benefits of telehealth is that the patient and health care provider can engage in 
treatment without being in the same physical location. This can be helpful in ensuring 
continuity of care under settle in place orders, or if the patient or clinician moves to a different 
location, takes an extended vacation, or is otherwise unable to continue to meet in person. 

Telehealth, however, requires technical competence on both our parts to be beneficial and, 
although there are benefits of telehealth, there are some differences between in-person and 
remote treatment, as well as some risks. 

Text Messaging

I do not use text messaging services to discuss clinical issues, as they are not secure or HIPAA 
compliant. If you choose, you can receive appointment reminders and cancellation notifications
via text message, after you sign a consent form allowing me to send them to you in this fashion.

Email Communications

I only use email communication for administrative purposes, such as sending certain forms. 
Please do not email the office about scheduling or clinical matters, as your email is likely not 
secure, and my email accounts are not continuously monitored. If you need to discuss a 
scheduling or clinical matter, please call the office or utilize the Patient Portal to do so. 

Website

I have a professional website, www.doctoremick.com, that I use to provide information to 
others about me and my practice. You are welcome to access and review the information that I 
have on my website. If you have questions about that information, please feel free to discuss 
them with me.

Patient Portal

I offer a Patient Portal on my website solely as a convenient and secure means of 
communication between patients and my office. Through the Patient Portal you can request an 
appointment, send a secure message, and submit forms. Your records are not stored in, nor can
they be accessed from, the Patient Portal. Any information you submit via the Patient Portal will
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be added to your actual record in the office. Your choice to use the Patient Portal is entirely 
voluntary, and you can choose to discontinue use at any time. The Patient Portal is not 
continuously monitored and is NOT to be used for medical emergencies. Your 
correspondence will not be reviewed in real time. For example, if you submit a message at 
11:30 PM on the evening of a national holiday, it will not be read and reviewed until the office 
opens after the holiday. I will take every effort to respond to you within two business days of 
receipt and review of your correspondence. 

Telephone and Video Conferences

Although I do not routinely provide treatment via telephone or video conferencing, there are 
times when it may be appropriate and effective. In such cases, we will decide together which 
type of technology to use. If telehealth is not appropriate, we will discuss options for referral to 
another professional in your location who can provide necessary services. 

If we agree that teleheath is appropriate, you are solely responsible for any cost to you to 
obtain necessary equipment, accessories or software to participate in remote communications. 
While there are benefits to providing services remotely, there are also some risks. For example:

 Risks to confidentiality. I have a legal and ethical responsibility to attempt to protect all 
communications between us. However, the current nature of technology is such that I 
cannot guarantee that our remote communications will be kept confidential, or that 
other people may not gain access to those communications. I use updated encryption 
methods, firewalls and HIPAA compliant software to help keep your information secure, 
but there is a risk that our remote communications may be compromised or accessed by
others. For example, numerous prominent organizations have had their entire 
operational systems “hacked.” Although both my office telephone and video 
conferencing systems are HIPAA compliant, data collected and stored by your telephone
company or internet service provider could be accessed without your authorization. 

In addition to confidentiality issues related directly to technology, there is the potential 
for other people to overhear you if you are not in a private place while speaking to me 
from a remote location. In order for you to protect your confidentiality when remotely 
communicating with me, it is important that you find a private place where you will not 
be interrupted or overheard. It is also important that you protect the privacy of your cell
phone or other electronic device by only using secure networks, and by creating 
passwords to protect the device you use to communicate with me remotely.

 
 Issues related to technology. There are many ways that technology issues might impact 

remote communications. For example, devices, software and telephone or internet 
services may fail during an appointment. If this occurs, disconnect from the telephone 
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call or video conferencing platform and then reconnect. I will wait two minutes before 
contacting you via telephone or the platform we were using. If that fails, I will attempt 
to call you at the telephone number you have listed below as the number at which 
messages can be left. If you do not receive a call from me, or are unable to reconnect to 
the video conference within two minutes, please call the office directly. In the event 
that there is a technological failure and we are unable to resume the connection, the 
charge for the appointment will be prorated to reflect the actual time spent engaged in 
the appointment.

 Crisis management and intervention. Prior to engaging in remote communications, we 
will develop an emergency response plan to address potential crisis situations that may 
arise during the course of treatment. Assessing and evaluating threats and other 
emergencies is much more difficult when done remotely, rather than in my office. For 
your safety, I will not engage in remote communication with you if you are experiencing 
a crisis situation requiring high levels of support and intervention. If you are 
experiencing an emergency, call 911 or go to your nearest emergency room. After you 
have obtained emergency services, please call the office to schedule an appointment 
with me. 

 Efficacy. Telehealth is an emerging technology and field of research. Although current 
research suggests that remote communication can be as effective as in-office treatment,
there is debate about a provider’s ability to fully appreciate nonverbal information and 
communication when working remotely. 

Fees

The same private pay fee rates will apply for remote communications as for in-office 
appointments. Your particular health insurance policy may not cover appointments that are 
conducted remotely. If it does not, you will be solely responsible for the entire fee for the 
appointment. Please contact your insurance company prior to engaging in remote 
communication appointments to determine whether these appointments will be covered.

Records

To preserve confidentiality, I will not record remote communications. I will maintain 
documentation of the appointment in the same way I maintain records of in-office 
appointments. Should you choose to engage in telehealth treatment, you also agree not to 
record your appointments with me in any format.

Web Searches

I will not use web searches to gather information about you as I believe that this violates your 
privacy rights; however, I understand that you might choose to gather information about me in 
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this way. In this day and age there is a vast amount of information available about individuals 
on the internet, some which may be accurate and some which may be false. If you encounter 
any concerning information about me through web searches, or in any other fashion for that 
matter, please discuss this with me so that we can effectively address the issue and its potential
impact on your treatment. 

Social Media

I do not communicate with, follow, or contact any of my patients through social media 
platforms such as Twitter or Facebook, as I believe that communicating with patients in such a 
manner has a high potential to compromise the professional relationship. Please do not try to 
contact me in this way; I will not respond and will terminate any online contact, no matter how 
accidental.

Online Reviews

Recently it has become fashionable for patients to review their healthcare providers on various 
websites. Unfortunately, providers cannot respond to negative comments or misstatements of 
fact due to restrictions involving patient privacy and confidentiality. If you encounter a negative
review of me, or any professional with whom you are working, please share it with me so we 
can discuss it and its potential impact on your treatment. Please do not post negative reviews 
of me on any of these websites while I am treating you, as this has a significant potential to 
damage our ability to work together. If you have issues with me or your treatment, please 
discuss them directly with me so that we can effectively address them. 

INTERACTIONS WITH STAFF

In this office, we attempt at all times to treat others with dignity and respect, and we expect 
that in return. Although we realize that, at times, individuals may be frustrated or 
overwhelmed, while interacting with me or my staff over the telephone, if you become 
argumentative, use profanity, raise your voice, or threaten or denigrate the person attempting 
to assist you, you will be given one verbal warning, after which your call will be released. If you 
engage in these behaviors while interacting with me or my staff in the office, you will be given 
one verbal warning, after which you will be asked to leave the building. Should you refuse to do
so and continue with the aforementioned behavior, the legal authorities will be contacted. I 
may choose to refer you to another provider/agency if I feel that our professional relationship 
has been compromised as a result of your behavior.   
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THERAPY DOGS

Therapy dogs may be present in the office during your scheduled appointment. By signing this 
document, you acknowledge that you are aware of this and that you expressly and specifically 
assume any and all known and unknown risks associated with interacting with the dogs, which 
may include, but are not limited to, licking you, nibbling you, leaning on you, brushing against 
you, accidentally scratching you, and you having an allergic or other physical reaction to them. 
You also agree to treat the dogs in a humane manner at all times, regardless of whether they 
are directly incorporated into your treatment.

PROFESSIONAL RECORDS

The laws and standards of my profession require that I keep protected health information in a 
clinical record for a period of seven years after termination of services, or for three years after a
minor patient reaches the age of majority, whichever is greater. I will maintain your records for 
that period of time, after which they will be destroyed. Except in unusual circumstances that 
involve danger to yourself and/or others, you may examine and/or receive a copy of your 
clinical record if you request it in writing. After I receive your request, I have fifteen days in 
which to respond. Because these are professional records, they can be misinterpreted and/or 
upsetting to untrained readers. For this reason, I recommend that you initially review them in 
my presence, or have them forwarded to another mental health professional so you can discuss
the contents. 

In most circumstances, the Texas Administrative Code, Title 22, Part 21, Chapter 465, Rule 
$465.22 (C)(8) allows me to charge a reasonable fee for the cost of reproduction of records, to 
be paid in advance. I may recoup the cost of postage as well. The current rates for reproduction
of records can be found in the Texas Administrative Code, Title 22, Part 9, Chapter 165, Rule 
$165.2 (e)(1)(B) and $165.2 (c)(5)(C). You agree you will pay, in advance, for the copying cost of 
the actual record and the time required for the preparation of the documents. This includes 
providing copies or reports to any court or legal representative or designate. In the event of 
your death, these requirements will be binding on any heirs, successors or executor(s). If I 
refuse your request for access to your records, you have a right of review, which I will discuss 
with you upon your request. 

PATIENT RIGHTS

HIPAA provides you with certain rights with regard to your clinical record and disclosures of 
protected health information. These rights include requesting that I amend your record in the 
event of inaccuracies; requesting restrictions on what information from your clinical record is 
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disclosed to others; requesting an accounting of most disclosures of protected health 
information that you have neither consented to nor authorized; determining the location to 
which protected information disclosures are sent; having any complaints you make about my 
policies and procedures recorded in your records; and the right to a paper copy of this 
Agreement, the HIPAA Notice form, and my privacy policies and procedures. 

LIMITS ON CONFIDENTIALITY

In general, the privacy of all communications between a patient and a psychologist is protected 
by law, and I can only release information about your treatment to others with your written 
permission.  But there are a few exceptions, and your signature on this Agreement provides 
consent for those activities, as follows: 

• I may occasionally find it helpful to consult with other health and mental health 
professionals about a case. During a consultation, I make every effort to avoid revealing 
the identity of my patient. The other professionals are also legally bound to keep the 
information confidential. If you don’t object, I will not tell you about these consultations 
unless I feel that it is important to our work together. I will note all consultations in your 
clinical record.

• You should be aware that I utilize administrative staff. In most cases, I need to share 
protected information with these individuals for both clinical and administrative 
purposes, such as scheduling, billing and quality assurance. All staff members have been 
given training about protecting your privacy and have agreed not to release any 
information outside of the practice without my permission or that of an “on call” 
clinician. 

• I may share “on call” responsibilities with other clinicians. All of the clinicians are 
bound by the same rules of confidentiality. My professional records are separately 
maintained. However, there may be times when I am unavailable and one of these 
clinicians will need to access your records. They will only do so at your request.

• I also have contracts with attorneys. As required by HIPAA, I have a formal business 
associate contract with these attorneys, in which they promise to maintain the 
confidentiality of this data except as specifically allowed in the contract or otherwise 
required by law. If you wish, I can provide you with the names of these individuals 
and/or a blank copy of this contract.

• Disclosures required by health insurers or to collect overdue fees are discussed 
elsewhere in this Agreement. 
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There are some situations in which I am permitted or required to disclose information without 
either your consent or Authorization:

• If you are involved in a court proceeding and a request is made for information 
concerning your diagnosis and treatment, such information is protected by the 
psychologist-patient privilege law. I cannot provide any information without your (or 
your legal representative’s) written authorization. However, I must abide by a court 
order compelling me to release requested information. If you are involved in or 
contemplating litigation, you should consult with your attorney to determine whether a 
court would be likely to order me to disclose information.

• If a government agency is requesting the information for health oversight activities, I 
may be required to provide it for them.

• If a patient files a complaint or lawsuit against me, I may disclose relevant information 
regarding that patient in order to defend myself.

• If a patient files a worker’s compensation claim, I must, upon appropriate request, 
provide records relating to treatment or hospitalization for which compensation is being
sought.  

Although unusual in my practice, there are some situations in which I am legally obligated to 
take actions which I believe are necessary to attempt to protect others from harm, and I may 
have to reveal some information about a patient’s treatment:

• If I have cause to believe that a child under 18 has been or may be abused or 
neglected (including physical injury, substantial threat of harm, mental or emotional 
injury, or any kind of sexual contact or conduct), that a child is a victim of a sexual 
offense, or that an elderly or disabled person is in a state of abuse, neglect or 
exploitation, the law requires that I make a report to the appropriate governmental 
agency, usually the Department of Protective and Regulatory Services. Once such report 
is filed, I may be required to provide additional information.

• If I determine that there is a probability that the patient will inflict imminent physical 
injury on another individual, or that the patient will inflict imminent physical, mental or 
emotional harm upon him/herself, or others, I may be required to take protective action
by disclosing information to medical or law enforcement personnel or by securing 
hospitalization of the patient.
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If such a situation arises, I will make every effort to fully discuss it with you before taking any 
action, and I will limit my disclosure to what is necessary. While this written summary of 
exceptions to confidentiality should prove helpful in informing you about potential problems, it 
is important that we discuss any questions or concerns that you may have now or in the future. 
The laws governing confidentiality can be quite complex, and I am not an attorney. In situations 
in which specific advice is required, formal legal advice may be needed.

TERMINATION OF TREATMENT

The length of time required for treatment will be determined by your personal situation. I will 
do my best to fulfill your therapeutic needs and provide you with the best professional care. For
your part, you agree to participate in the process to the best of your ability. It is intended that, 
when your treatment goals are met, to the extent that they can be, we will terminate our 
relationship. There is no guaranty of a cure.

You may terminate treatment at any time. This may be done via written letter, oral 
communication, canceling two consecutive appointments or three nonconsecutive 
appointments, failing to attend a scheduled session without giving prior notice, or failing to 
follow treatment recommendations I may make. I will respect your wishes. If you do terminate 
treatment with me, it will be my decision as to whether we can re-establish a professional 
relationship in the future. Keep in mind that your decision to terminate and the method chosen
to accomplish this termination will impact any decision regarding whether I will agree to 
resume a professional relationship with you.

Telephone number at which you can be contacted and voice mail messages may be left for you:

______________________________________________________________________________

Do you wish to have appointment reminders/cancellations sent via text message? Yes □ No □

Telephone number to which appointment reminders can be sent: ________________________

Do you wish to have appointment reminders sent via email? Yes □ No □ 

Email address to which reminders can be sent: _______________________________________ 

By signing this document, you authorize Dr. Michelle A. Emick and members of her staff to 
contact you and/or leave messages for you at the telephone numbers and email addresses 
listed above.

215 West Mulberry Street, Suite B Denton, Texas 76201
Telephone: 940.591.9550. Facsimile: 940.591.9555
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Person(s) to contact in case of emergency:

Name(s) ______________________________________________________________________

Telephone number(s) ____________________________________________________________

Relationship(s) to patient _________________________________________________________

By signing this document, you authorize Dr. Michelle A. Emick and members of her staff to 
contact the person(s) listed above in the event of an emergency at the telephone number(s) 
listed above.

Your signature below indicates that you have read the information in this document and agree 
to abide by its terms during our professional relationship. It also serves as an acknowledgment 
that you have received the HIPAA Notice of Privacy Practices Form.

________________________ _______________________________

Printed Name of Patient Signature of Patient 

______________________________ ______________________________

Printed Name of Legal Guardian, if Applicable Signature of Legal Guardian, if Applicable

______________________________ ______________________________

Relationship of Legal Guardian to Patient Date Document Signed

Michelle A. Emick, Ph.D. is a Licensed Psychologist with the Texas State Board of Examiners of Psychologists (TX 
License #30727). For information on how to verify a license, please call (512) 305-7700 or go 
to www.tsbep.texas.gov. For information on how to file a complaint, please call (512) 305-7700 or go to 
https://www.tsbep.texas.gov/how-to-file-a-complaint-enforcement.            

Revised and adopted on May 1, 2020     

215 West Mulberry Street, Suite B Denton, Texas 76201
Telephone: 940.591.9550. Facsimile: 940.591.9555
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Dr. Michelle A. Emick 
Notice of Policies and Practices  

to Protect the Privacy of Your Health Information 

This notice describes how psychological and medical information about you may be used and 
disclosed and how you can get access to this information. Please review it carefully. 

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations 

I may use or disclose your protected health information (PHI), for treatment, payment, and 
health care operations purposes with your consent. To help clarify these terms, here are some 
definitions:  

“PHI” refers to information in your health record that could identify you.  

“Treatment, Payment and Health Care Operations” 
– Treatment is when I provide, coordinate or manage your health care and other services 
related to your health care. An example of treatment would be when I consult with 
another health care provider, such as your family physician or another psychologist. 

- Payment is when I obtain reimbursement for your healthcare. Examples of payment are 
when I disclose your PHI to your health insurer to obtain reimbursement for your health 
care or to determine eligibility or coverage. 

- Health Care Operations are activities that relate to the performance and operation of 
my practice. Examples of health care operations are quality assessment and 
improvement activities, business-related matters such as audits and administrative 
services, and case management and care coordination. 

-
“Use” applies only to activities within my office such as sharing, employing, applying, utilizing, 
examining, and analyzing information that identifies you. 

“Disclosure” applies to activities outside of my office such as releasing, transferring, or 
providing access to information about you to other parties.  

II. Uses and Disclosures Requiring Authorization 

I may use or disclose PHI for purposes outside of treatment, payment, and health care operations 
when your appropriate authorization is obtained. An “authorization” is written permission above 
and beyond the general consent that permits only specific disclosures. In those instances when I 
am asked for information for purposes outside of treatment, payment and health care operations, 
I will obtain an authorization from you before releasing this information 
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You may revoke all such authorizations at any time, provided each revocation is in writing. You 
may not revoke an authorization to the extent that (1) I have relied on that authorization; or (2) if 
the authorization was obtained as a condition of obtaining insurance coverage, and the law 
provides the insurer the right to contest the claim under the policy. 

III. Uses and Disclosures with Neither Consent nor Authorization

I may use or disclose PHI without your consent or authorization in the following circumstances:  

Child Abuse: If I have cause to believe that a child has been, or may be, abused, neglected, or 
sexually abused, I must make a report of such within 48 hours to the Texas Department of 
Protective and Regulatory Services, the Texas Youth Commission, or to any local or state law 
enforcement agency.  

Adult and Domestic Abuse: If I have cause to believe that an elderly or disabled person is in a 
state of abuse, neglect, or exploitation, I must immediately report such to the Department of 
Protective and Regulatory Services.  

Health Oversight: If a complaint is filed against me with the State Board of Examiners of 
Psychologists, they have the authority to subpoena confidential mental health information from 
me relevant to that complaint. 

Judicial or Administrative Proceedings: If you are involved in a court proceeding and a 
request is made for information about your diagnosis and treatment and the records thereof, such 
information is privileged under state law, and I will not release information, without written 
authorization from you or your personal or legally appointed representative, or a court order. The 
privilege does not apply when you are being evaluated for a third party or where the evaluation is 
court ordered. You will be informed in advance if this is the case. 

Serious Threat to Health or Safety: If I determine that there is a probability of imminent 
physical injury by you to yourself or others, or there is a probability of immediate mental or 
emotional injury to you, I may disclose relevant confidential mental health information to 
medical or law enforcement personnel. 

Worker’s Compensation: If you file a worker's compensation claim, I may disclose records 
relating to your diagnosis and treatment to your employer’s insurance carrier.  

IV. Patient's Rights and Psychologist's Duties

Patient’s Rights: 

Right to Request Restrictions –You have the right to request restrictions on certain uses and 
disclosures of protected health information about you. However, I am not required to agree to 
a restriction you request.  

Right to Receive Confidential Communications by Alternative Means and at Alternative 
Locations – You have the right to request and receive confidential communications of PHI by 
alternative means and at alternative locations. (For example, you may not want a family 
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member to know that you are seeing me. Upon your request, I will send your bills to another 
address.)  

Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of used 
to make decisions about you for as long as the PHI is maintained in the record. I may deny 
your access to PHI under certain circumstances, but in some cases you may have this 
decision reviewed. On your request, I will discuss with you the details of the request and 
denial process.  

Right to Amend – You have the right to request an amendment of PHI for as long as the PHI 
is maintained in the record. I may deny your request. On your request, I will discuss with you 
the details of the amendment process.  

Right to an Accounting – You generally have the right to receive an accounting of disclosures 
of PHI for which you have neither provided consent nor authorization (as described in 
Section III of this Notice). On your request, I will discuss with you the details of the 
accounting process.  

Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me 
upon request, even if you have agreed to receive the notice electronically. 

Psychologist’s Duties: 

I am required by law to maintain the privacy of PHI and to provide you with a notice of my 
legal duties and privacy practices with respect to PHI. 

I reserve the right to change the privacy policies and practices described in this notice. Unless 
I notify you of such changes, however, I am required to abide by the terms currently in effect.  
If I revise my policies and procedures, I will notify you by mail. 

V. Complaints

If you are concerned that I have violated your privacy rights, or you disagree with a decision I 
made about access to your records, you may contact my Office Manager at 940.591.9550 
extension 0#. 

You may also send a written complaint to the Secretary of the U.S. Department of Health and 
Human Services. The person listed above can provide you with the appropriate address upon 
request. 

VI. Effective Date, Restrictions and Changes to Privacy Policy

This notice will go into effect on April 1, 2003. I reserve the right to change the terms of this 
notice and to make the new notice provisions effective for all PHI that I maintain. I will provide 
you with a revised notice in writing. 
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Dr. Michelle A. Emick 
OUTPATIENT SERVICES AGREEMENT FOR COLLATERALS 

The purpose of this document is to inform you about the risks, rights and responsibilities of 
your participation as a collateral participant in an identified patient’s treatment.  

WHO IS A COLLATERAL? 

A collateral is usually a partner, family member or friend who participates in treatment to assist 
the identified patient. The collateral is not considered to be a patient and is not the subject of 
the treatment. Psychologists have certain legal and ethical responsibilities to patients, and the 
privacy of the psychologist-patient relationship is given legal protection. However, collaterals 
are not afforded the same rights and protections as are identified patients. My primary legal 
and ethical responsibility is to my patient, not to a collateral, and I must place my patient’s 
interests first. 

THE ROLE OF COLLATERALS IN TREATMENT 

The role of a collateral will vary greatly. For example, a collateral might attend only one 
appointment, either alone or with the patient, to provide information. In other cases a 
collateral might attend all of the patient’s appointments and his/her relationship with the 
patient may be a focus of the treatment. We will discuss your specific role in the treatment 
during our first meeting and at other appropriate times as the need arises.  

Parents as Collaterals

Psychologists specializing in the treatment of children have long recognized the need to treat 
children in the context of their families. Participation of parents, siblings, and sometimes 
extended family members is common and often recommended. Parents, in particular, have 
more rights and responsibilities in their role as a collateral than in other treatment situations in 
which the identified patient is not a minor. If you are participating in therapy with your child, 
you should expect the psychologist to request that you examine your own attitudes and 
behaviors to determine if you can make positive changes that will be of benefit to your child. 

BENEFITS AND RISKS

Treatment often provokes intense emotional experiences, and your participation may cause 
strong anxiety or emotional distress. It may also expose or create tension in your relationship 
with the patient. While your participation can result in better understanding of the patient or 
an improved relationship, or may even help in your own growth and development, there is no 



Collateral Agreement Page 2 

guarantee that this will be the case. In particular, psychotherapy is a positive experience for 
many, but it is not helpful to all people.  

MEDICAL RECORDS

No record or chart will be maintained about you in your role as a collateral. You will not carry a 
diagnosis, and no individualized treatment plan will be developed for you. However, notes 
about you may be entered into the identified patient’s chart. The patient has a right to access 
the chart and the material contained therein. It is sometimes possible to maintain the privacy of 
our communications. If that is your wish, we should discuss it before any information is 
communicated. You have no right to access the patient’s chart without the written consent of 
the identified patient.  

FEES

As a collateral you are not responsible for paying for my professional services unless you are 
financially responsible for the patient. 

DO COLLATERALS EVER BECOME A FORMAL PATIENT? 

Collaterals may discuss their problems with me as they relate to the issues of the identified 
patient. However, I may recommend formal treatment for a collateral, for example, if it 
becomes evident that a collateral is in need of mental health services. In this circumstance the 
collateral needs to have a psychologist devoted to his/her individual treatment, a formal 
diagnosis, and chart records kept. Most often, but not always, I will refer the collateral to 
another psychologist for treatment in these situations. There are two reasons such a referral 
may be necessary: 

Seeing two members of the same family, or close friends, may result in a dual role, and 
potentially cloud a psychologist’s judgment. Making a referral to another psychologist helps 
prevent this from happening. 

The psychologist must keep a focus on the original primary task of treatment for the 
identified patient. For example, if the psychologist started treating a child’s behavioral 
problem, then begins couples therapy with the child’s parents to address their relationship 
problems, the original focus of therapy with the child may be lost. Referral to another 
psychologist helps the psychologist to stay focused. 
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LIMITS ON CONFIDENTIALITY 

In general, the privacy of all communications between a patient and a psychologist is protected 
by law, and I can only release information about your treatment to others with your written 
permission.  But there are a few exceptions, and your signature on this Agreement provides 
consent for those activities, as follows:  

• I may occasionally find it helpful to consult with other health and mental health professionals 
about a case. During a consultation, I make every effort to avoid revealing the identity of my 
patient. The other professionals are also legally bound to keep the information confidential. If 
you don’t object, I will not tell you about these consultations unless I feel that it is important to 
our work together. I will note all consultations in your clinical record. 

• You should be aware that I utilize administrative staff. In most cases, I need to share 
protected information with these individuals for both clinical and administrative purposes, such 
as scheduling, billing and quality assurance. All staff members have been given training about 
protecting your privacy and have agreed not to release any information outside of the practice 
without my permission or that of an “on call” psychologist.  

• I may share “on call” responsibilities with other psychologists. All of the psychologists are 
bound by the same rules of confidentiality. My professional records are separately maintained. 
However, there may be times when I am unavailable and one of these psychologists will need 
to access your records. They will only do so at your request. 

• I also have contracts with attorneys. As required by HIPAA, I have a formal business associate 
contract with these attorneys, in which they promise to maintain the confidentiality of this data 
except as specifically allowed in the contract or otherwise required by law. If you wish, I can 
provide you with the names of these individuals and/or a blank copy of this contract. 

• Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in 
this Agreement.  

There are some situations in which I am permitted or required to disclose information without 
either your consent or Authorization: 

• If you are involved in a court proceeding and a request is made for information concerning 
your diagnosis and treatment, such information is protected by the psychologist-patient 
privilege law. I cannot provide any information without your (or your legal representative’s) 
written authorization. However, I must abide by a court order compelling me to release 
requested information. If you are involved in or contemplating litigation, you should consult 
with your attorney to determine whether a court would be likely to order me to disclose 
information. 
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• If a government agency is requesting the information for health oversight activities, I may be 
required to provide it for them. 

• If a patient files a complaint or lawsuit against me, I may disclose relevant information 
regarding that patient in order to defend myself. 

• If a patient files a worker’s compensation claim, I must, upon appropriate request, provide 
records relating to treatment or hospitalization for which compensation is being sought.   

There are some situations in which I am legally obligated to take actions which I believe are 
necessary to attempt to protect others from harm and I may have to reveal some information 
about a patient’s treatment. These situations are unusual in my practice: 

• If I have cause to believe that a child under 18 has been or may be abused or neglected 
(including physical injury, substantial threat of harm, mental or emotional injury, or any kind of 
sexual contact or conduct), that a child is a victim of a sexual offense, or that an elderly or 
disabled person is in a state of abuse, neglect or exploitation, the law requires that I make a 
report to the appropriate governmental agency, usually the Department of Protective and 
Regulatory Services. Once such report is filed, I may be required to provide additional 
information. 

• If I determine that there is a probability that the patient will inflict imminent physical injury on 
another individual, or that the patient will inflict imminent physical, mental or emotional harm 
upon him/herself, or others, I may be required to take protective action by disclosing 
information to medical or law enforcement personnel or by securing hospitalization of the 
patient. 

If such a situation arises, I will make every effort to fully discuss it with you before taking any 
action and I will limit my disclosure to what is necessary. While this written summary of 
exceptions to confidentiality should prove helpful in informing you about potential problems, it 
is important that we discuss any questions or concerns that you may have now or in the future. 
The laws governing confidentiality can be quite complex, and I am not an attorney. In situations 
in which specific advice is required, formal legal advice may be needed. 

You are expected to maintain the confidentiality of the identified patient in your role as a 
collateral.  

SUMMARY 

If you have questions about treatment, my procedures, or your role in this process, please 
discuss them with me. The best way to assure quality and ethical treatment is to keep 
communication open and direct.   
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Your signature below indicates that you have read the information in this document and agree 
to abide by its terms during our professional relationship.  

______________________________  ______________________________ 
Printed Name of Collateral  Signature of Collateral

______________________________  ______________________________ 
Printed Name of Patient                                                 Signature of Patient or Legal Guardian 

______________________________  ______________________________ 
Relationship of Collateral to Patient  Date Document Signed 
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Dr. Michelle A. Emick 

Adult New Patient History Form 

Legal Name _______________________ Date of Birth ______________ Age _______ 

Who referred you? ____________________________________________________________ 

Why are you seeking evaluation and/or treatment now? _______________________________ 

___________________________________________________________________________ 

Have you been previously evaluated or treated for this issue? No    Yes  If yes: 

Type of Evaluation/Treatment Name of Treating Provider Date(s) of Service

___________________________________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________ 

Are you currently involved in or aware of any possible future legal action in which you may 

become involved? No    Yes   If yes, please explain: ______________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Do you currently receive or are you applying for any form of disability? No    Yes   If yes, 

please explain: _______________________________________________________________ 

___________________________________________________________________________ 

Do you have a driver’s license? No    Yes  Do you drive independently? No    Yes 
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Developmental History 

Where were you born? _________________ How long did you live there? ______________ 

How old were your parents when you were born?  Mother _______ Father _______ 

What was your birth order? _______ of _______ 

While pregnant with you did your mother use: 

□ Cigarettes  How many? _______ per (□ day □ week) 

□ Alcohol  How many drinks? _______ per (□ day □ week) 

□ Medications Yes  No  If yes, list below: 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

□ Recreational drugs Yes  No  If yes, list below: 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Was the pregnancy full term?  Yes  No 

Was labor induced? Yes  No  Length of labor__________________________ 

Was a cesarean section performed? Yes  No   If yes, please explain:  

___________________________________________________________________________ 

___________________________________________________________________________ 

Was anesthesia used? Yes  No 

Did you have jaundice? Yes  No  Receive phototherapy? Yes  No 
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Did you require oxygen/resuscitation at birth?  □ Yes □ No If yes, please explain: 

___________________________________________________________________________ 

___________________________________________________________________________ 

Birth weight __________ Length _______  APGAR score _______  

Did you or your mother stay in Special or Intensive Care? Yes  No 

If yes, please explain: 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

Was your overall rate of development: □ Slow □ Normal □ Fast 

What was your father’s highest level of education? __________________________________ 

Was he employed? If so, in what capacity? ________________________________________ 

What was your mother’s highest level of education? _________________________________ 

Was she employed? If so, in what capacity? ________________________________________ 

Did your parents divorce? ______________________________________________________ 

How many times has your mother been married? ____________________________________ 

How many times has your father been married? _____________________________________ 

How many siblings do/did you have? _____________________________________________ 

How many half siblings do/did you have? __________________________________________

How many step siblings do/did you have? _________________________________________
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Social History 

Where else have you lived and for how long? _______________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

For how long have you lived at your current address? _______________________ 

Are you currently: 

Single/never married  Married  For how long? ____ Divorced  For how long? ____

Estranged/separated  For how long? ____ Engaged  For how long? ____

Living cooperatively  For how long? ____  

Previous marriages/significant relationships________________________________________ 

___________________________________________________________________________

___________________________________________________________________________ 

Children (include ages) ________________________________________________________ 

___________________________________________________________________________ 

With whom do you currently live? Please list all individuals currently residing in the home and 
include their ages, gender, and relationship to you.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

To whom do you turn for emotional, physical, and/or financial support? Please list all 

individuals and include their ages, gender, and relationship to you. 

___________________________________________________________________________

___________________________________________________________________________ 
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Educational History 

What is the highest grade you completed? _________________________________________ 

From what colleges, universities, community colleges and technical school did you 

graduate/receive a certificate? __________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________ 

Did you repeat a grade or participate in special education, tutoring or therapy while in school? 

If yes, please explain:  _________________________________________________________ 

___________________________________________________________________________  

Occupational History 

Employed FT     Employed PT  Unemployed  Retired  Student 

Current  Employer: ___________________________________________________________ 

Current position: _____________________________________________________________ 

For how long have you held your current position? ___________________________________ 

Job satisfaction: ______________________________________________________________ 

Job performance: _____________________________________________________________ 

Future aspirations: ____________________________________________________________ 

Previous employers and positions held: ___________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 
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Current Symptoms 

In the past twelve months have you experienced: 

Loss of consciousness  Yes  No  Frequent headaches  Yes  No 

Muscle jerks or twitches  Yes  No  Seizures   Yes  No 

Fainting   Yes  No  Numbness   Yes  No 

Weakness   Yes  No  Hoarseness   Yes  No 

High fever   Yes  No  Blurred or double vision  Yes  No 

Ringing in the ears   Yes  No  Bowel or bladder problems Yes  No 

Dizziness   Yes  No  Speech difficulties   Yes  No 

Memory difficulties   Yes  No  Decreased energy   Yes  No 

Decreased motivation  Yes  No  Weight changes   Yes  No 

Sleep difficulties   Yes  No  Change in ability to smell  Yes  No 

Chronic pain   Yes  No  Agitation/anger outbursts  Yes  No 

Nightmares   Yes  No  Flashbacks   Yes  No 

Mood changes or swings  Yes  No  Feelings of paranoia  Yes  No 

Social Isolation/withdrawal Yes  No  Suicidal thoughts   Yes  No 

Unusual thoughts   Yes  No  Visual hallucinations  Yes  No 

Auditory hallucinations Yes  No 
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Childhood and Adult Medical History 

Please list any and all medical conditions for which you have received treatment: 

 Injury/Illness/Disorder Name of Provider Type of Treatment Length of Treatment

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

Please list any known medication, food or environmental allergies: 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

Do you currently drink alcohol? If so, what type(s), how much and how often? 

___________________________________________________________________________ 

Have you ever used alcohol? If so, what type(s), for how long and when did you stop?  

___________________________________________________________________________ 

Do you currently use tobacco products? If so, which products, how much and how often? 

___________________________________________________________________________ 

Have you ever used tobacco products? If so, which products, for how long and when did you 
stop?  

___________________________________________________________________________ 

Do you currently use recreational drugs? If so, which ones, how much and how often? 

___________________________________________________________________________ 



Adult New Patient History Form Page 8 

Medications  

Please list all vitamins, prescription and over-the-counter medications you are currently taking.  

Name Dose/Amount How Often First Used Last Used

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

Please list any other vitamins, prescription and over-the-counter medications you have taken in 
the past twelve months.  

Name Dose/Amount How Often First Used Last Used

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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Legal History 

Be as specific as possible; include dates, triggering events, and specific details of 

events.  

Pending charges________________________________________________________ 

Arrests________________________________________________________________ 

Convictions____________________________________________________________ 

Jail/prison terms ________________________________________________________ 

Probation terms ________________________________________________________ 

Juvenile detention_______________________________________________________ 

Traumas and Stressors 

Please list any unusual, traumatic, or possibly stressful events in your life that you think 
may have had an impact on your past development and current functioning:  

Incident Age at time of incident Details

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 
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Harm to Self or Others 

Have you ever attempted to kill yourself? Yes  No 

If yes, please answer the following questions for each attempt: 

Date Method Did you plan your attempt? Why didn't you succeed?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Currently do you: 

1. Have a strong urge to kill yourself   Yes  No 

2. Have a weak urge to kill yourself  Yes  No 

3. Have no urge to kill yourself Yes  No 

If you answered yes to question 1 or 2, do you think about killing yourself:   

Frequently  Often  Rarely  

Do you have a specific plan? If so, please describe it below.  
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Do you have access to what you need to complete your plan?  Yes  No 

Do you intend to act upon your plan?  Yes  No 

Have you ever harmed yourself? If so, please describe the incident(s) below.  
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 
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Maternal Familial Medical History 

Please list all known and suspected medical conditions your mother and her family 

members suffered from. Include their ages and causes of death. 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Paternal Familial Medical History  

Please list all known and suspected medical conditions your father and his family 

members suffered from. Include their ages and causes of death. 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Sibling Medical History 

Please list all known and suspected medical conditions your siblings suffered from. 

Include their ages and causes of death. 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Name of Individual completing this form: _____________________________________ 

Signature of individual completing this form: __________________________________ 

Relationship to patient:_______________________ Date: ______________________ 
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WHODAS 2.0 
World Health Organization Disability Assessment Schedule 2.0 

36-item version, self-administered 

Patient Name: _______________________ Age: ______         Sex:   Male   Female       Date:_____________ 

This questionnaire asks about difficulties due to health/mental health conditions.  Health conditions include diseases or illnesses, 

other health problems that may be short or long lasting, injuries, mental or emotional problems, and problems with alcohol or 

drugs. Think back over the past 30 days and answer these questions thinking about how much difficulty you had doing the following 

activities. For each question, please circle only one response.   

 Clinician Use Only 

Numeric scores assigned to each of the items: 1 2 3 4 5 
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In the last 30 days, how much difficulty did you have in: 

Understanding and communicating 

D1.1 
Concentrating on doing something for ten 
minutes? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

 
____ 

30 
 

 
 

____ 
5 
 
 

D1.2 Remembering to do important things? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D1.3 
Analyzing and finding solutions to problems in 
day-to-day life? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D1.4 
Learning a new task, for example, learning how 
to get to a new place? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D1.5 Generally understanding what people say? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D1.6 Starting and maintaining a conversation? None Mild Moderate Severe 
Extreme or  
cannot do 

 

Getting around  

D2.1 Standing for long periods, such as 30 minutes? None Mild Moderate Severe 
Extreme or  
cannot do 

 

 
____ 

25 
 

 
 

____ 
5 
 
 

D2.2 Standing up from sitting down? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D2.3 Moving around inside your home? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D2.4 Getting out of your home? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D2.5 
Walking a long distance, such as a kilometer (or 
equivalent)? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

Self-care  

D3.1 Washing your whole body? None Mild Moderate Severe 
Extreme or  
cannot do 

 

 
____ 

20 
 

 
 

____ 
5 
 
 

D3.2 Getting dressed? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D3.3 Eating? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D3.4 Staying by yourself for a few days? None Mild Moderate Severe 
Extreme or  
cannot do 

 

Getting along with people  

D4.1 Dealing with people you do not know? None Mild Moderate Severe 
Extreme or  
cannot do 

 

 
____ 

25 
 

 
 

____ 
5 
 
 

D4.2 Maintaining a friendship? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D4.3 
Getting along with people who are close to 
you? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D4.4 Making new friends? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D4.5 Sexual activities? None Mild Moderate Severe 
Extreme or  
cannot do 
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In the last 30 days, how much difficulty did you have in: 

Life activities—Household 

D5.1 Taking care of your household responsibilities? None Mild Moderate Severe 
Extreme or  
cannot do 

 

 
____ 

20 
 

 
 

____ 
5 
 
 

D5.2 Doing most important household tasks well? None Mild Moderate Severe 
Extreme or  
cannot do 

 

D5.3 
Getting all of the household work done that 
you needed to do? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D5.4 
Getting your household work done as quickly as 
needed? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

Life activities—School/Work  

If you work (paid, non-paid, self-employed) or go to school, complete questions D5.5–D5.8, below. 
Otherwise, skip to D6.1.  

Because of your health condition, in the past 30 days, how much difficulty did you have in: 

D5.5 Your day-to-day work/school? None Mild Moderate Severe 
Extreme or  
cannot do 

 

 
____ 

20 
 

 
 

____ 
5 
 
 

D5.6 
Doing your most important work/school tasks 
well? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D5.7 
Getting all of the work done that you need to 
do? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D5.8 Getting your work done as quickly as needed? None Mild Moderate Severe 
Extreme or  
cannot do 

 

Participation in society   

In the past 30 days: 

D6.1 

How much of a problem did you have in joining 
in community activities (for example, festivities, 
religious, or other activities) in the same way as 
anyone else can? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

 
____ 

40 
 

 
 

____ 
5 
 
 

D6.2 
How much of a problem did you have because 
of barriers or hindrances around you? 

 
None 

 
Mild 

 
Moderate 

 
Severe 

Extreme or  
cannot do 

 

D6.3 
How much of a problem did you have living 
with dignity because of the attitudes and 
actions of others? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D6.4 
How much time did you spend on your health 
condition or its consequences? 

None Some Moderate A Lot 
Extreme or  
cannot do 

 

D6.5 
How much have you been emotionally affected 
by your health condition? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D6.6 
How much has your health been a drain on the 
financial resources of you or your family? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D6.7 
How much of a problem did your family have 
because of your health problems? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

D6.8 
How much of a problem did you have in doing 
things by yourself for relaxation or pleasure? 

None Mild Moderate Severe 
Extreme or  
cannot do 

 

General Disability Score (Total):  

 

____ 
180 

 

 

____ 
5 
 

© World Health Organization, 2012. All rights reserved. Measuring health and disability: manual for WHO Disability Assessment Schedule (WHODAS 2.0), World Health 
Organization, 2010, Geneva. 
 
The World Health Organization has granted the Publisher permission for the reproduction of this instrument. This material can be reproduced without permission by 
clinicians for use with their own patients. Any other use, including electronic use, requires written permission from WHO. 



New Patient Information and Referral Form 

Patient’s full name:  

Date of birth/age:   Gender:  

Address:  

City:   Zip code:  

Telephone number(s):  

Names of biological parents (if patient is a minor): - 

Names of stepparents: (if patient is a minor)  

Name of managing conservator or Power of Attorney:  

Name of insured  Employer:  

Insured’s Date of Birth 

Primary insurance carrier:   Telephone number:  

Policy number:   Group number:  

Insured’s address 

Secondary insurance carrier:   Telephone number:  

Policy number:   Group number:  

Person responsible for payment:  

Relationship to patient:  

Address:  City:   Zip code:  

Telephone number:   Alternate number:  

Name of Physician:  __________________________________________________________________ 
Address:  

City:   Zip code:  

Telephone number:   Facsimile number:  

Who referred you?   _________________________________________________________________ 

______________________________  ______________________________ 
Printed Name of Patient  Signature of Patient 

______________________________  ______________________________ 
Printed Name of Legal Guardian  Signature of Legal Guardian 

______________________________  ______________________________ 
Relationship of Guardian to Patient Date Document Signed 
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Dr. Michelle A. Emick

Authorization to Release/Exchange Information

Patient's full name:____________________________________________________________________ 
Date of birth:________________     Patient's address:________________________________________
City:_______________________________________State___________Zip code:_______________ 
Patient's telephone number:___________________Alternate number:___________________________
Name of parent or legal guardian, if applicable:______________________________________________ 
Relationship to patient: ________________________________________________________________ 
Address:____________________________________________________________________________ 
City:_______________________________________State___________Zip code:_______________ 
Telephone number:_______________________________ Alternate number:______________________ 

This form, when completed and signed by you, authorizes me to release/exchange protected 
information from your clinical record to/with the person/entity you designate. I authorize Dr. 
Michelle A. Emick and/or her administrative and clinical staff to exchange/release the following 
information: 
Neuropsychological test report □      Treatment summary □ Other □ _______________________

This information should only be released/exchanged to/with (name and address of person to whom 
the information is to be released). ________________________________________________________
____________________________________________________________________________________

This authorization shall remain in effect until (fill in expiration date) or until (fill in an event that relates 
to the individual or the purpose of the use or disclosure). _____________________________________

 
You have the right to revoke this authorization, in writing, at any time by sending such written 
notification to my office address. However, your revocation will not be effective to the extent that I 
have taken action in reliance on the authorization or if this authorization was obtained as a condition 
of obtaining insurance coverage and the insurer has a legal right to contest a claim.

I understand that Dr. Emick generally may not condition services upon my signing an authorization 
unless the services are provided to me for the purpose of creating health information for a third party.
I understand that information used or disclosed pursuant to the authorization may be subject to 
redisclosure by the recipient of your information and no longer protected by the HIPAA Privacy Rule.

________________________ _______________________________
Printed Name of Patient Signature of Patient 

______________________________ ______________________________
Printed Name of Legal Guardian, if Applicable Signature of Legal Guardian, if Applicable

______________________________ ______________________________
Relationship of Legal Guardian to Patient Date Document Signed
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