Welcome to

Sun Valley Behavioral Medical Center, Inc.

Please give us the following information, in order to help us expedite your services

Date of Birth Age

Name

Sex: Male / Female SSN Occupation

Marital Status: Single Married Divorced Separated Widowed Spouse Name

Mailing Address

City, State, Zip code Phone Number ( )

Email address

Emergency contact & phone #

If patient is a minor, Parent/Guardian Name

*Minor has to be accompanied by a person 18 years of age or older

*For Divorced Parents: Who has custody

Insurance Company Name

Policy Holder's Name Policy Holder's DOB
Policy Holder's SSN Relationship to patient
Office Policy

All information is kept in the strictest confidence. However, we do send acknowledgement to referring physicians,
therapists, or agencies. We are also required by law to report incidents/suspicion of child/elderly abuse or threats to

self and others.

Due to confidentiality, it is the patient’s responsibility to directly schedule appointments, make appointment changes,
request prescriptions, or phone inquiries.

The preferred form of contact is our office phone number. If your physician/therapist is not available you may leave a
message with staff or on our confidential voicemail. If you wish your physician/therapist to return your call, please be
sure to leave your name and phone number(s) along with a brief message concerning the nature of your call. Even if
you consider your call to be urgent or highly important, please do not attempt to contact your physician/therapist
by other means than the official Sun Valley Behavioral phone number (i.e. personal phone, cell phones, and

emails, as well as other form of electronic/web-based form of communication).

In the event of a medical emergency or an emergency involving a threat to your safety or the safety of others, please
call 911 to request emergency assistance, or contact local law enforcement. The local hotline can provide with
support and brief intervention if needed, their services are available 24/7. The local hotline phone number is 760-352-

SURE (7873).



In an effort to reduce medical errors and improve patient safety, your picture will be taken as part of our identification
process also called “positive patient identifier.”

Sun Valley Behavioral Medical Center has agreements with various academic centers, so during your visit, you may
be seeing different healthcare professionals (i.e., physician, nurse practitioner, nurse, psychotherapist, or counselor),
who may be temporarily rotating through our clinic. These professionals may be at various levels of training (i.e.,
resident, intern, student), and will assist in your care. Their goal is to improve the quality of your care.

Patient Financial Respansibility Agreement

We at Sun Valley Behavioral Medical Center, Inc. (SVBMCI) are committed to providing quality care and service to all
of our patients. Your understanding of our financial policies is important to our professional relationship. Please take a
moment to read through this document to fully understand your responsibility as a patient and sign and date the

bottom.
Insurance Information: You are responsible for making sure we have all up-to-date insurance information on file,

including current insurance cards. Failure to provide this information in a timely manner may result in the charges
being billed to you. We ask that you update and verify your record at each visit.

Health Plan Deductibles and Co-Payments: If you have not met your health plan's deductible on the date of

service, we will collect and estimated amount before you are seen towards your deductible. Please note you may
receive a bill for additional charges for services rendered. You are responsible for any co-payments required by your
insurance carrier at the time of service. Payments received in excess of charges may be applied to subsequent

services.

Non-Covered Services: It is your responsibility to ensure payment of your bill. Any service performed by our
providers that is not covered by your insurance is your responsibility. It is your responsibility to know your benefits
prior to being seen. Verification of benefits and insurance coverage is not a guarantee of payment.

Referrals: If your insurance policy requires a referral, you are responsible for making sure there is a current and valid
referral on file prior to being seen.

Self-Pay: If you don’t have health insurance, are on a plan we are not contracted with, or if we are unable to verify
your coverage at the time of service, we will collect an estimated payment before you are seen by a provider. There
may be additional charges depending on the services actually provided for which you may receive a bill.

Returned Checks: We charge a $35.00 fee for any returned checks.

No Show Policy: If you are unable to make your appointment, we ask that you cancel your appointment at least 24
hours before you are to be seen in our office. Failure to cancel an appointment in a timely manner will result in a No
Show fee of $70.00. Muiltiple No Shows (3 maximum) will result in the patient being discharged from our office.

Minors: For all services rendered to minor patients, the parent, guardian or responsibie party who brings the patient
to the appointment is responsible for all payments due at the time of service.

Delinquent Accounts: Additional fees, including collection fees and finance charges may be added to unpaid
delinquent accounts. Your account may be sent to a collection agency if the balance is 90 days old and partial or no

payment has been made towards the balance.

Contact: If you have any questions regarding your bill, please contact Mendez Billing Services at 760-355-8817.

I have read the above financial policies of SVBMCI as well as the office policy and agree to be bound by its terms. |
also understand that SVBMCI has the right to amend these policies at any time.

Date:

Signature of Patient or Responsible Party:

Printed Name of Patient:

Printed Name of Responsible Party: Relationship to Patient:

Contact Phone Number of Responsible Party:




PARENT OF CHILD OR ADOLESCENT, PLEASE ANSWER THESE QUESTIONS:

Describe the behaviors of your child that are of concern to you:

Name of male parent/guardian Age Ph
Name of female parent/guardian Age Ph
School child is presently attending Grade Teacher

Has your child ever been recommended to be retained in grade? YES NO

Who is your child's Doctor? Is your child taking medication? YES NO

Please list:
Does your child have any allergies? YES NO PI list:
Has your child ever had dizzy spells, convulsions, head injuries or unconscious periods? YES NO

Does your child have any physical disabilities or other limitations? YES NO

Accidents or hospitalizations:
Age

Age

How old was the mother at the time of this child's birth?
Were there problems during pregnancy/delivery? YES NO Were there problems during the first 6 months of life? YES NO

List age at what child: Walked alone Spoke his/her first word Was weaned off the bottle
Was bowel trained Rode bicycle without training wheels

Where was the child born?
How long has child been in the Valley? Is this child adopted or a foster child? YES NO
With whom has child lived most of his/her life?
If parents are divorced or separated, about how old was the child at the time?

List persons living in the home with child:
NAME RELATIONSHIP AGE

FATHER OR ADULT MALE:
What relationship to the child is the adult male in the family? (i.e. father, uncle, stepfather)

Is father still living? YES NO Is he currently employed? YES NO How many years of education does the adult male have?

MOTHER OR ADULT FEMALE:
What relationship to the child is the adult female in the family? (i.e. mother, aunt, stepmother)

Is mother still living? YES NO Is she currently employed? YES NO How many years of education does the adult female have?

Has there ever been a period of a week or longer with changes in (circle all that apply):
Sleeping habits  Eating habits Level of activity Energy level Body weight Mood, i.e. euphoria, depression, anger

Memory Rate of speech

Have there ever been suicide statements, thoughts or attempts? YES NO

Has ever been use of any of the following? (Circle all that apply)

Alcohol  Tobacco Marihuana Crystal/cocaine Acid/LSD Downers Heroin
Is there drinking, drug abuse, depression or suicide in the family? YES NO

Do you have any specific questions for me?




In the last 4 weeks how often did you child Not some more than almost
at all days half days daily
1 Make careless mistakes
2 Have difficulty sustaining attention
3 Not seem to listen when spoken to directly
4 Fail to follow through on instructions
5 Exhibit poor organization
6 Dislike tasks requiring sustained mental effort
7 Lose things necessary for tasks/activities
8 Get easily distracted
9 Forget daily activities
10 | Fail to pay attention to detail
11 | Fidget with hands or feet
12 | Stand up when expected to remain seated
13 | Experience feelings of restlessness
14 | Have difficulty engaging in quietly in leisure activities
15 | Act asif “driven by a motor”
16 | Talk excessively
17 | Blurt out answers, before questions completed
18 | Have difficulty waiting his/her turn
19 | Interrupt or intruded on others
20 | Lose his/her temper
21 | Become easily annoyed
22 | Getangry and resentful
23 | Become argumentative/defiant
24 | Argue with authority figures
25 | Actively refuse to comply with rules
26 | Deliberately annoy others
27 | Blame others for his/her mistakes
28 | Become spiteful and/or vindictive
29 | Become aggressive towards others
30 | Have physical altercations with others
31 | Use a weapon to harm others.
32 | Threaten others
33 | Become physically cruel to other people or animals
34 | Destroyed property on purpose
35 | Engage in shoplifting, mugging, breaking an entry
36 | Break curfew or ranaway from home
37 | Cutclass
38 | Insist on sameness in his/her surroundings
39 | Exhibit repetitive movements or use of objects
40 | Excessive tolerance to pain and/or heat
41 | Excessive sensitivity to sound/noise




SUN B VALLEY
RESEARCH CENTER
a&m'exsite

CLINICAL RESEARCH CONSIDERATION FORM

Sun Valley Behavioral Medical Center, in collaboration with Sun Valley Research Center, have
proudly provided state of the art no cost therapeutic and non-therapeutic opportunities to Imperial
Valley for over 18 years.

Clinical trials are the backbone of medical innovation. Without them, the advances we see today in
treating life-altering diseases like depression, anxiety, ADHD, autism and Alzheimer’s would not exist.
By participating, you're not only gaining access to promising new treatments but also contributing to
future generations.

All trial-related activities are 100% covered and you will receive compensation for your time and
effort on every study visit. It's important to mention that your participation is voluntary and whether
you participate or not will never have a negative impact on the medical care you receive at Sun Valley
Behavioral Medical Center.

We will carefully review each patient’s medical records to present you with the most ideal treatment
opportunity available at our site. Your provider and clinic staff will be discussing clinical research
opportunities with you or recommending you to our clinical research staff who will be reaching out to
discuss these non-cost opportunities with you.

If you wish to be considered for a clinical trial when available and agree to have our team review your
medical records and contact you about a potential study, confidentiality of your identity will be
preserved and HIPAA regulations followed.

Please select the checkbox below

You may refuse to give consent or withdraw your consent to use your information at any time, without
jeopardizing or interfering with the treatment you receive.

O 1 give consent to contact me and/or use information for research purposes

01 do not give consent to contact me and/or use information for research purposes

In addition to clinical trials, Sun Valley Behavioral Medical Center also contributes to science by
creating scientific literature and presentations. Please, select one of the options below, if you wish to
help by allowing us to publish in confidential fashion information contained within your medical

records, or if you wish to decline.

O I give consent to contact me and/or use information for research purposes

01 do not give consent to contact me and/or use information for research purposes

Name Signature Date

- BRIDGING SCIENCE & HEALTH -



