
 
 

WELCOME TO  
THE TARNOW CENTER FOR  

SELF-MANAGEMENTSM 
 

Jay Tarnow, M.D. and Associates welcome you to our practice.  Our goal is to serve you as 
professionally and efficiently as possible, while focusing on your individual needs.  Our staff 
is composed of various professionals, who work together as an interdisciplinary team to bring 
you the highest quality treatment in a warm and caring setting.  We appreciate the 
opportunity to provide you with the quality service that you deserve.  
 

We hope that you will take a few minutes to become acquainted with our office policies so 
that, with your help and cooperation, we are able to provide you with the best possible 
service.  However, if you have any questions, please ask us.   
 

Once again, welcome to our practice and please let us know how we can better serve you. 
 
 

ABOUT OUR OFFICE 
 

We are extremely proud of our office and have designed it to meet the needs of both our 
clients and staff.  Included in our office is a comfortable waiting area, a separate children’s 
playroom, a testing lab, a biofeedback lab, and an observation playroom used for therapy.  
 

For your convenience, we have provided a telephone in the waiting area.  We ask that all 
calls be limited to five minutes so that others may use the phone as well.  There is a soda and 
snack machine located in the kitchen area of our office. 
 

For everyone’s safety, we ask that you please follow the following guidelines for the 
children’s playroom.  Children must be supervised at all times.  We ask that children not 
engage in any unsafe activities (climbing over the backs of the chairs, throwing objects, etc.) 
 Please encourage the children to treat the materials in this area as they would treat their own 
valuables.   
We hope that you enjoy our office as much as we do, and we would appreciate your 
assistance in treating the waiting area as you treat your home. 
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HOW DOES THE OFFICE WORK? 
SCHEDULING THE INITIAL VISIT 

 

When you first called, you spoke to an intake coordinator.  She should have 
explained the process of scheduling an initial visit.  At that time she took down 
some information from you to help us in the decision making process.   Some 
forms may have already been sent to you, along with this introduction.  These 
forms are very important in providing us developmental and past history.  Please 
remember that the assistants are not clinically trained and will not be able to 
answer clinical questions, but all of our clinicians are able to speak with you over 
the phone if you have specific questions.  You can always leave a detailed 
message on your clinician’s voice mail.  Please remember, unless it is an 
emergency, the clinicians cannot be interrupted during a session, but will return 
your call at their earliest possible opportunity.   
 

FEES 
 

Fees for initial evaluations and follow-up appointments vary for each clinician.  
Please remember that medicine evaluations, medicine follow-ups, psychological, 
educational, and personality testing, school visits, lengthy telephone consultations, 
consultations and conversations with other professionals, and report writing all 
have separate fees that vary among the clinicians.  If you have any questions 
about fees, please check with an assistant or your clinician.   
 

APPOINTMENTS 
 

Appointments are typically 45-50 minutes long.  Medicine follow-ups usually take 
30 minutes.  Scheduling an appointment usually requires speaking with the 
appropriate assistant.  The assistant will work with you in trying to find the most 
convenient time for you to come see us.  Please remember that afternoons are 
often filled with regular appointments, but we will work with you as best we can. 
 
 

CANCELLATION POLICY 
 

Our office policy is that we require 48 hours notice for all cancellations, with the exception 
of a serious emergency or sudden illness.  The death of a family member, natural disaster, or 
even severe illness of a family member living at home, all qualify as an emergency.  A 
business meeting, final exams, another doctor’s appointment or minor illness, such as a cold 
or respiratory infection, would not qualify as an excused session.  The session will be billed 
at the full rate unless the office received proper notification.  You are always welcome to 
leave a message with our answering service if you must cancel an appointment after the 
office is closed.  Please note that many insurance companies and PPO’s will not reimburse 
you for a missed session. 
 

Our policy for group therapy sessions is necessarily different since we cannot fill an empty 
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space in a group, even with sufficient notice.  Typically, group spaces are reserved for a 
specific period of time and you must pay for that space (like school tuition) whether you, or 
your child can attend or not.  Often, we allow a “free” missed session over a given period of 
time, but please check with the particular clinician for that particular group’s policy. 
 

TELEPHONE CALLS 
 

Your telephone calls are always welcome.  Our clinical assistants can answer most general 
questions you may have.  Unless your question is clinical, it is best if you speak with the 
assistant first, and they will try to answer your questions.  If they feel they cannot answer 
your questions, they will either take a message or forward you to the appropriate voice mail.  
Please remember that our clinicians schedule hourly appointments and are often in session 
much of the day.  We ask that you keep this in mind when requesting a clinician call you 
back.  Patient care is top priority and you will hear from them as soon as possible. 
 

If you are having an emergency, please call the main number, 621-9515.  This number is 
answered 24 hours a day by either our office or our answering service.  Please let whoever 
answers the phone know that it is an emergency and that you would like the clinician paged.  
In the event of a medical emergency, please to go to the nearest Emergency Room.  In the 
case of a psychiatric emergency, proceed to the Emergency Room at West Oaks Hospital 
(713-995-0909).  
 

TELEPHONE CONSULTATIONS 
 

The fee for telephone consultations and telephone conference calls with other therapists, 
patient, patient’s family, school personnel, etc. is set at the rate of $3.00 per minute plus any 
charges assessed by the telephone company for the cost of long distance calls or conference 
calls. 
 

PAYMENT AND BILLING 
 

We ask that you make payment in full at the time of the session.  Usually we will ask that you 
make payment as you come in the door before the start of your session.  This is not because 
we are afraid that you will leave without paying.  Due to the office layout and staff work 
plan, there is limited space in the exit area and it is usually crowded with people scheduling 
appointments.  The entry area and the computer and printer in that area are set up to check 
you in and receive your payment.  If you can plan to arrive for your session five minutes early 
to check in and handle payment, it will ensure that you will get your full session.  For your 
convenience, we accept Visa, Master Card, Discover, Cash, and Personal Checks.  However, 
returned checks will result in an additional $25 fee to cover our own bank charge and 
processing costs.  For all services rendered to minor patients, we ask the adult accompanying 
the patient, whether parent or guardian, to make payment. 

 
STAFFING 

 

At the Tarnow Center, an interdisciplinary team model is used to treat our patients. We 
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believe that employing this team approach affords our patients excellent quality of care. Our 
philosophy is to recognize each patient as a whole person who operates from a biological, 
psychological and social perspective. In order to achieve this comprehensive approach to 
caring for our patients, certain cases are discussed in staffing with our team of clinicians.  
This is a confidential setting where only our mental health professionals participate in 
providing their valuable insight. 
 

INSURANCE 
 

If you would like to use your insurance, please let us know in advance so that we can attempt 
to determine what services in our office will be covered by insurance and assist you to get 
your maximum benefit to the best of our ability.  As a general policy, we only file insurance 
if we are a provider for a specific managed care plan.  However, we will provide you with the 
documents that you will need to file your own claim.  If this is a problem for you, please let 
us know as soon as possible and we will try to make other arrangements.  
 

If you have questions on how to file a claim or interpret an EOB (Explanation of Insurance 
Benefits), please contact your insurance company or employee benefit department. 
 

Please understand that insurance companies vary in their policies about reimbursement.  
Many times you may owe more than your listed co-payment due to the amount the insurance 
company pays.  We cannot guarantee that you will obtain full reimbursement, even if we do 
pre-certify your insurance.  In certain cases your insurance company may request a pre-
certification before a treatment is rendered.  Tarnow and Associates will make every effort to 
obtain this approval before your visit, but it is the patient’s ultimate responsibility to pay for 
services rendered.  If you have specific financial questions or concerns, please contact  
Financial Services at (713) 621-9353 option 2. 
 

PRESCRIPTIONS AND RENEWALS 
 

The phone number for our Prescription Phone Line is (713) 621-9107 option 4.  The Center 
needs a 48-hour notice to have any prescription written or refilled.  All prescription refills 
other than Dexedrine, Ritalin, and Adderall may be called into your pharmacy.  When you 
call the Center to refill Dexedrine, Ritalin, or Adderall, please have the following information 
available: 1) the name of the medication, 2) the dosage and frequency, and 3) the quantity of 
the refill.  Please note, these prescriptions must be filled within 7 days of the date on the 
written prescription.  If your prescription should expire, there is a $15 charge to rewrite the 
prescription.  These medications are carefully monitored by the Drug Enforcement Agency 
and the Texas Department of Public Safety.  They have specific guidelines that we must 
follow.  In addition, all these prescriptions can be picked up at the Galleria office, they 
cannot be called into a pharmacy, nor put in the mail.  We apologize if this causes any 
inconvenience, but to provide the best service, we must comply with the government 
requests.  
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AGAIN, WELCOME TO OUR PRACTICE. 
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Tarnow Center for Self-Management 
Client Information Form  (Adult)  

 
 
Intake Date:                     Clinician:   Ron Swatzyna, Ph.D., LCSW  
 
Patient’s Name:                                                                              S.S.#:                                  
                                 First                         Middle                          Last 
Address:    
                                   Street                                                          City                                             State                    Zip 
Birth Date:                                           Age:                     Sex:                     Marital Status:    
Home Phone: (      )                                                Work Phone:  (      )  
Employer Name:    
Address:    
                            Street                                                           City                                            State                    Zip 
 
Spouse’s Name:                                             
                                          First                                          Middle                                                Last 
Address:              
                                    Street                                                           City                                           State                    Zip 
Home Phone: (      )                                                Work Phone:  (      )  
Employer Name:    
Address:    
                            Street                                                           City                                            State                    Zip 
 
Other family members living at home (children, stepchildren, and other relatives): 

            Name                                  Date of Birth                      Age                         Relationship to Patient 
1.    
2.    
3.    
4.    
5.    
 
 
Person responsible for payment:   
                                                                             First                                      Middle                                       Last 
Address:    
                                        Street                                                     City                                            State                       Zip 

Telephone: (       )                           Driver’s License #                               S.S.#    

 
Referred by:                                                                 Relationship:    
Address:    
                                        Street                                                     City                                            State                       Zip 

Telephone: (       )   
 
Patient’s medical doctor: ________________________  Doctor’s phone: (       )  

Address:    
                                        Street                                                     City                                            State                       Zip 
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1.  Why is the patient coming for consultation at this time? 

        

  

  

  

                                                                                                                                  

 
2.  What is the most important goal to be achieved during the visits? 

         

  

  

  

                                                                                                                                  

 
3. Has any family member had psychotherapy, psychological testing, or counseling with a mental health 

professional?   No                   Yes _________                       
  
 If yes, please list the family member, the therapist/counselor’s name, the year in which the service 

was provided, and the reason for seeking the service.  
       

       Family Member                            Therapist                          Year                  Reason 

  

  

  

  

                                                                                                                 

 
4.  Please note any history of serious physical or mental illness of any family member: 

        

  

  

  

                                                                                                                                      

 
5.  Please note any major stresses that have occurred to any family member within the last five (5) years:

         

  

  

  

                                                                                                                                  



 8
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                  Please include your picture below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Name:        

  Nickname (if any):      

  Age:        
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Contract for Delivery of Professional Services 
Tarnow Center for Self-Management 

 

I have read the “Welcome to the Practice Packet” and understand and agree to the contents that 
explain the office’s policies and procedures. 
 

I understand and agree to pay the fees that are listed below.  I also understand that the fees 
pertain only to Ron Swatzyna, Ph.D. LCSW. .  If I am referred to another professional within the 
Center, the fees may be different than those listed below. 
 

· The fee for the first one hour initial evaluation is $205.00 per session. 
· The fee for therapy is $160.00 per session. 

 
 

Please initial as indicated: 
 
x  Unless other written arrangements have been made in advance by me, my health 
coverage carrier, a co-responsible party or a third party who has agreed to pay fees for services 
rendered to me and has signed this contract, full payment is due at the time services are rendered. 
 
x  n/a    I understand that the Center will attempt to verify my mental health benefits, but that this is 
not a guarantee of payment and that it is my personal responsibility to pay for services rendered. 
 
x  I understand that if Tarnow and Associates does not have an arrangement with my health 
coverage carrier, then it is my responsibility to pay in full at the time services are rendered and to 
file and collect my own insurance claims.  Tarnow and Associates will provide all reasonable 
information customarily needed to file a claim. 
 
x n/a   I understand that every effort will be made to obtain insurance pre-certification for my 
appointments when needed before a service is rendered, but that it is ultimately my responsibility 
to pay for services rendered. 
 
x  I understand the Center’s 48-hour cancellation policy  and agree to pay for appointments 
for which I am charged due to failure to cancel or because of late cancellations. 
 
x  I understand that all services rendered at the Center are charged for differently and agree 
to pay the fees set forth by the Center.  These services include telephone calls, medicine 
evaluation appointments, medicine follow-up appointments, group therapy, telephone 
consultations, conference calls, educational, personality, and psychological testing, co-
therapy/feedback sessions, lab work, and school visits. 
 
x  I understand and agree that in the case of divorced parents, the parent bringing the child 
to the office is responsible for payment at the time of the services. 
 
x  I understand and agree that from time to time my case may be discussed in a confidential 
staffing among the professional clinical team. 
 
x  I understand and agree that the adult accompanying a minor or the legal guardian will be 
responsible for payment at the time of the service. 
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Confidentiality:   All information disclosed within sessions is confidential and may not be 
revealed to anyone without written permission except where disclosure is required by law.  
Disclosure may be required in the following circumstances.  Where there is a reasonable 
suspicion of child abuse or elder adult physical abuse; where there is a reasonable 
suspicion that the patient presents a danger of violence to others, or where the patient is 
likely to harm him or herself unless protective measures are taken.  Disclosure may also 
be required pursuant to a legal proceeding. 
 
I consent to services performed by the Tarnow Center.  My signature below indicates that 
I have read the above contract and agree to be bound to its terms. 
 
 
          
Signature of Patient or Responsible  Signature of Co-Responsible Party  Signature of Third Party Guarantor 
Party if a Minor 
 
_____________  _____________  _____________ 
Date  Date  Date 
 
    _____________ 
Printed Name of the Patient  Signature of Clinician  Date 
 

Optional Addendum 
 
If you have signed the foregoing contract as a co-responsible party or a third party 
guarantor, your signature indicates that you have unconditionally promised to pay for all 
services determined by the Tarnow Center to be medically necessary, in the best 
interests of and provided by the Tarnow Center to      . 
 
All payments are due by the co-responsible party or the third party guarantor and shall be 
due and payable in the amount and at each time set forth in this contract to which this 
acknowledgement and guarantee is attached. 
 
The undersigned confirms that he/she is the sole managing conservator and joint 
managing conservator, guardian, guardian ad litem, next friend, or other person with the 
court ordered right and duty to authorize the medical treatment of     .  
In connection with and simultaneously with the execution of this letter of authorization, I 
deliver the Tarnow Center copies of the following court orders: 
 
a) Divorce Decree; 
b) Order of Modification and an order SAPER (where applicable); 
c) Temporary Order and a SAPER (where applicable); 
d) Temporary Order (where applicable); and 
e) Emergency Order (where applicable). 
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AUTHORIZATION 
TO RELEASE MEDICAL RECORDS 

TO MY INSURANCE COMPANY  
 
 
Due to the influx of managed care, many insurance companies will request medical records 

before processing claims for you.  To make the process faster, we ask that you check a 

box of your choice and sign below. 

 

 �  I authorize the release of my medical records to my insurance company. 

 

 �  I do not authorize the release of my medical records to my insurance company. 

 

In signing this authorization, it is my understanding that this information shall be held 

CONFIDENTIAL, that I do not waive the physician-patient privilege, and that the 

information will be utilized for professional use only.  I do not authorize the 

person/company to whom these records are being forwarded to release them to any other 

person, company, or entity whatsoever. 

 

At the time of request, your account will be charged for this request and your insurance 

company will be billed at the time records are sent. 

 
 
       
Patient Name 
 
       
Signature of Guarantor 
 
    
Date 
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Contract for Delivery of Professional Services 
Tarnow Center for Self-Management 

 

I have read the “Welcome to the Practice Packet” and understand and agree to the contents that 
explain the office’s policies and procedures. 
 

I understand and agree to pay the fees that are listed below.  I also understand that the fees 
pertain only to Ron Swatzyna, Ph.D. LCSW..  If I am referred to another professional within the 
Center, the fees may be different than those listed below. 
 

· The fee for the first one hour initial evaluation is $205.00 per session. 
· The fee for therapy is $160.00 per session. 
 
 

 

Please initial as indicated: 
 
x  Unless other written arrangements have been made in advance by me, my health 
coverage carrier, a co-responsible party or a third party who has agreed to pay fees for services 
rendered to me and has signed this contract, full payment is due at the time services are rendered. 
 
x  I understand that the Center will attempt to verify my mental health benefits, but that this is 
not a guarantee of payment and that it is my personal responsibility to pay for services rendered. 
 
x  I understand that if Tarnow and Associates does not have an arrangement with my health 
coverage carrier, then it is my responsibility to pay in full at the time services are rendered and to 
file and collect my own insurance claims.  Tarnow and Associates will provide all reasonable 
information customarily needed to file a claim. 
 
x  I understand that every effort will be made to obtain insurance pre-certification for my 
appointments when needed before a service is rendered, but that it is ultimately my responsibility 
to pay for services rendered. 
 
x  I understand the Center’s 48-hour cancellation policy  and agree to pay for appointments 
for which I am charged due to failure to cancel or because of late cancellations. 
 

x  I understand that all services rendered at the Center are charged for differently and agree 
to pay the fees set forth by the Center.  These services include telephone calls, medicine 
evaluation appointments, medicine follow-up appointments, group therapy, telephone 
consultations, conference calls, educational, personality, and psychological testing, co-
therapy/feedback sessions, lab work, and school visits. 
 

x  I understand and agree that in the case of divorced parents, the parent bringing the child 
to the office is responsible for payment at the time of the services. 
 

x  I understand and agree that from time to time my case may be discussed in a confidential 
staffing among the professional clinical team. 
 

x  I understand and agree that the adult accompanying a minor or the legal guardian will be 
responsible for payment at the time of the service. 



 14

 
Confidentiality:   All information disclosed within sessions is confidential and may not be 
revealed to anyone without written permission except where disclosure is required by law.  
Disclosure may be required in the following circumstances.  Where there is a reasonable 
suspicion of child abuse or elder adult physical abuse; where there is a reasonable 
suspicion that the patient presents a danger of violence to others, or where the patient is 
likely to harm him or herself unless protective measures are taken.  Disclosure may also 
be required pursuant to a legal proceeding. 
 
I consent to services performed by the Tarnow Center.  My signature below indicates that 
I have read the above contract and agree to be bound to its terms. 
 
 
          
Signature of Patient or Responsible  Signature of Co-Responsible Party  Signature of Third Party Guarantor 
Party if a Minor 
 
_____________  _____________  _____________ 
Date  Date  Date 
 
    _____________ 
Printed Name of the Patient  Signature of Clinician  Date 
 

Optional Addendum 
 
If you have signed the foregoing contract as a co-responsible party or a third party 
guarantor, your signature indicates that you have unconditionally promised to pay for all 
services determined by the Tarnow Center to be medically necessary, in the best 
interests of and provided by the Tarnow Center to      . 
 
All payments are due by the co-responsible party or the third party guarantor and shall be 
due and payable in the amount and at each time set forth in this contract to which this 
acknowledgement and guarantee is attached. 
 
The undersigned confirms that he/she is the sole managing conservator and joint 
managing conservator, guardian, guardian ad litem, next friend, or other person with the 
court ordered right and duty to authorize the medical treatment of     .  
In connection with and simultaneously with the execution of this letter of authorization, I 
deliver the Tarnow Center copies of the following court orders: 
 
a) Divorce Decree; 
b) Order of Modification and an order SAPER (where applicable); 
c) Temporary Order and a SAPER (where applicable); 
d) Temporary Order (where applicable); and 
e) Emergency Order (where applicable). 



 15

 
 

NOTICE CONCERNING COMPLAINTS 
 
 

Complaints about physicians, as well as other 

licensees and registrants of the Texas State Board 

of Medical Examiners, including physician 

assistants and acupuncturists, may be reported for 

investigation at the following address: 

 
Texas State Board of Medical 
Examiners 
Attention:  Investigations 
1812 Centre Creek Drive, #300 
P.O. Box 149134 
Austin, Texas 78714-9134 

 
Assistance in filing a complaint is available by 
calling the following telephone number: 
 
1-800-201-9353 
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I.  BACKGROUND TO THE EVALUATION 
 
 
Name:                                                                                           Date of Birth:     
                                      
 
Why are you seeking evaluation now and what are your greatest concerns?                   
  
 
 
 
At what age would you say these problems began? (Circle one) 
 

1. 0 - 7 years d. 16 - 21 years 
2. 8 - 12 years e. 22 to present 
3. 13 - 15 years 

 
Goals for the evaluation:     
 
 
          
II.  RELEVANT HISTORY 
 

FAMILY HISTORY 
 
Are you currently in an intimate relationship? Yes_____  No_____ 
If yes, for how long? 

 
a.  Less than 3 months  d.  1 - 5 years 
b.  3 - 6 months   e.  5 - 10 years 
c.  7 months - 1 year  f.  10+ years 

 
What is your current marital status? 
 

a.  Never married   d.  Divorced 
b.  Married    e.  Widowed 
c.  Separated 

 
Spouse/Significant Other: 
          QUALITY OF YOUR 
NAME                                       DOB      AGE     EDUCATION         RELATIONSHIP 
 
 
 
Do you have any children?       Yes_____  No_____ 
If yes, details: 
 QUALITY OF YOUR 
NAME                                                 DOB      AGE/GRADE       RELATIONSHIP 
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EXTENDED FAMILY RELATIONSHIPS  
 
                                                          ALIVE/       REASON QUALITY OF YOUR 
PARENTS                          AGE    DECEASED     FOR DEATH           RELATIONSHIP 
 
 
 
SIBLINGS                                                                                                                           
 
 
 
 
 

FAMILY MEDICAL HISTORY 
 
Are there any medical illnesses that run in your family?     Yes_____  No_____ 
If yes, details: 
 
 
 
Is there anyone in your family who has: 
         LIST FAMILY MEMBER 
   had problems with anxiety or depression 
   abused alcohol or other drugs 
   had any psychiatric illness 
   been in trouble with the law 
   had seizures or other neurological problems 
   had Tourette’s Syndrome or vocal tics 
   had a movement disorder or any unusual movements 
   had heart problems 
   had thyroid problems 
   had high blood pressure 
   had attentional problems 
   had learning disabilities 
 
 
 

DEVELOPMENTAL HISTORY 
 
As far as you know, were there any problems with your mother’s pregnancy or delivery 
of you?     Yes_____  No_____  If yes, details: 
 
As far as you know, did you have any difficulty learning to walk, talk, or sit up on time?   
Yes_____  No_____  If yes, details: 
 
 
Did you have any childhood illnesses?     Yes_____  No_____  If yes, details: 
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Did your parents complain you were difficult to control as a child?      
Yes_____  No_____  Not sure_____  If yes, during what ages did they have this 
complaint? (Circle all that apply) 
 
 a. 0 – 7 years d. 16 – 21 years  
 b. 8 – 12 years e. 22+ years 
 c. 13 – 15 years  
 
Did you have normal relationships with your peers when you were a child? 
Yes_____  No_____  If no, details: 
 
 
 

SCHOOL HISTORY 
 
Did you have any trouble starting school in kindergarten or first grade?  Yes_____  No_____ 
 
Did you ever repeat a grade?   Yes_____  No_____ 
If yes, indicate which grade and briefly describe the reasons: 
 
 
Were you ever in any special classes?  Yes_____  No_____ 
If yes, what kind(s) of special classes were you in? 
 
 
How would you describe your grades in school? 
 
 a. Worse than average 
 b. Average 
 c. Better than average 
 
What was your best subject in school? 
 
What was your worst subject in school? 
 
Did your parents and teachers think you did as well as you could?   
Yes_____  No_____  Not Sure_____ 
If not, what were their complaints? 
 
 
 
What is the highest level of school that you have completed? 
 
 a. 8th grade or less   d.  3 – 4 years of college 
 b. High school or less  e.  Postgraduate 
 c. 1 – 2 years of college 
 
Were you ever truant from school?  Yes_____  No_____ 
If yes, how often and during what grades? 
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Were you ever expelled or suspended from school?  Yes_____  No_____ 
 
 
Did you ever get in any physical fights at school?  Yes_____  No_____ 
If yes, details: 
 
 
 During which grades did you get into fights? 
 
 a. K – 6th grade 
 b. 7th – 8th grade 
 c. High school 
 d. Other 
 
 How many times did you get into fights? 
 
 a. 1 time 
 b. 2 – 5 times 
 c. 6 – 10 times 
 d. 10+ times 
 
 Did you sometimes start the fight?  Yes_____  No_____  Not Sure_____ 
 Did you ever use a weapon in a fight?  Yes_____  No_____ Not Sure _____ 
 

 
MEDICAL HISTORY 

 
How long since your last physical exam? 
 
 a. Never had one   d.  1 – 2 years 
 b. Less than 6 months  e.  2+ years (when?__________) 
 c. 6 months to 1 year 
 
What were the results? 
 
 
Name of Physician: 
Address: 
Phone #: 
 
Do you exercise regularly?  Yes_____  No_____ 
If yes, details: 
 
 
Do you have any medical problems currently?  Yes_____  No_____ 
If yes, details: 
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Indicate and explain below if any of the following have ever been part of your medical 
history: 
 
  hospitalized medically 
  loss of appetite, diarrhea, constipation, nausea, vomiting 
  ulcers 
  heart problems 
  liver disease 
  vision problems, glaucoma 
  seizures 
  high blood pressure 
  troubled by chest pain or shortness of breath 
  injury to your head 
  ever lost consciousness (If yes, what was your first memory afterwards?) 
  encephalitis or brain infection 
  unusual body movements, tics, unusual vocal noises 
  thyroid problems 
  sleep problems 
  recent weight changes, weight problems 
  decreased interest in sex 
  decreased sexual functioning 
  unusual or excessive bleeding 
  allergies 
 
Explain the past medical problems you indicated above: 
 
 
 
 
 
 
 
 
Do you take any medications?  Yes_____  No_____ 
If yes, details: 
 
 
Do you take any over-the-counter medications?  Yes_____  No_____ 
If yes, details: 
 
 
Do you have any allergies to medications?  Yes_____  No_____ 
If yes, details: 
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(FOR FEMALES ONLY) 
Do you use birth control pills?  Yes_____  No_____ 
 
Are you trying to get pregnant?  Yes_____  No_____ 
 
Do you intend to get pregnant within the next 5 years?  Yes_____  No_____ 
 
Are you using any birth control?  Yes_____  No_____ 
 
Are you currently nursing?  Yes_____  No_____ 
 
 
 

PSYCHIATRIC HISTORY 
 
Have you ever: 
 
  seen a counselor or psychiatrist before 
  been hospitalized for a psychological or psychiatric problem 
  had problems with depression 
  had problems with anxiety 
 
If yes, details (when, where, treatment, and outcome; what was helpful?): 
 
 
 
 
 

DRUG/ALCOHOL USAGE 
 
How much do you smoke? 
 
 a. Never smoked     e.  Half to 1 ppd 
 b. Have quit for less than 1 year   f.  1 – 2 ppd 
 c. Have quit for 1+ years    g.  2+ ppd 
 d. Less than half a pack per day (ppd)   
 
How much caffeine do you drink, including caffeinated tea and soda? 
 
 a. None    d.  5 – 6 cups per day 
 b. 1 – 2 cups per day  e.  7 – 10 cups per day 
 c. 3 – 4 cups per day  f.  10+ cups per day 
 
Do you ever use diet preparations?  Yes_____  No_____ 
If yes, which ones? 
 
 
How much alcohol do you drink in a week? 
 a. I never drink   d.  5 – 10 drinks 
 b. 0 – 1 drinks   e.  10+ drinks 
 c. 2 – 4 drinks 
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Did you ever drink more heavily?  Yes_____  No_____ 
If yes, details: 
 
 
Have you ever used any drugs recreationally?  Yes_____  No_____ 
 
Have you ever experienced blackouts?  Yes_____  No_____ 
 
 
Drug         Used (Y or N) Frequency 
 
Pot, marijuana, hashish, grass     
Amphetamines, stimulants, uppers, speed     
Cocaine, coke, crack     
Barbiturates, sedatives, downers, sleeping pills, 
     Seconal, Quaaludes     
Tranquilizers, Valium, Librium     
Heroin         
Other opiates (iodine, Demerol, morphine, 
     Methadone, Darvon, opium)     
Psychedelics (LSD, mescaline, peyote, mushrooms,  
     DMT, PCP)      
“Designer” Drugs (Ecstacy, X)     
Inhalants (paint, thinker, gasoline, lacquer)     
 
Do you use drugs recreationally now?  Yes_____  No_____ 
If yes, what and how often? 
 
Have you ever misused prescription or over-the-counter drugs?  Yes_____  No_____ 
If yes, details: 
 
 
 
 

EMOTIONAL HISTORY 
 
How would you describe your mood most of the time? 
 
 a. Normal and fairly stable 
 b. Anxious or nervous 
 c. Depressed, sad, or blue 
 d. Labile; mood changes a lot 
 e. Other_____________ 
 
Describe any mood problems you have: 
 
 
 
Do you have problems with your temper?  Yes_____  No_____ 
If yes, details: 
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Did you ever have any problems with your temper?  Yes_____  No_____ 
If yes, details: 
 
 
Have you ever lost your temper enough to hurt anyone or damage any property?   
Yes_____  No_____ 
If yes, details: 
 
 
Do other people complain about your temper?  Yes_____  No_____ Not Sure _____ 
 
Do you have trouble in your relationships with others?  Yes_____  No_____ 
If yes, details: 
 
 

OCCUPATIONAL HISTORY 
 
How many jobs have you had since high school? 
 
 a. 1 – 2 
 b. 3 – 5 
 c. 6 – 10 
 d. 10+ 
 
Your current job aside, briefly describe any past job duties that have been difficult: 
 
 
What is your current occupation? 
 
How long have you been at your current job? 
 
Briefly describe your current job duties: 
 
 
Are there particular parts of your current job that present special difficulties for you? 
Yes_____  No_____ 
If yes, details: 
 

 
 
 

LEGAL HISTORY 
 
Did you ever get into trouble for stealing or damaging property as a child or teenager? 
Yes_____  No_____ 
If yes, details: 
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Have you ever been arrested or in trouble with the law?  Yes_____  No_____ 
If yes, details: 
 
 
Do you have a driver’s license?  Yes_____  No_____ 
If yes: 
 
 How many traffic tickets (not parking tickets) have you ever gotten? 
 
 a. None  d.  4 - 5 
 b. 1   e.  5+ 
 c. 2 – 3 
 
How many car accidents have you ever been in? 
 
 a. None  d.  3 
 b. 1   e.  4+ 
 c. 2 
 
If no, why don’t you have a driver’s license? 
 
 

MILITARY HISTORY 
 
Have you served in the military?  Yes_____  No_____ 
If yes, details (highest rank, special honors, duties, discharge status): 
 
 
 
 
 
PLEASE NOTE ANY OTHER BACKGROUND INFORMATION THAT I S IMPORTANT FOR 
THE EVALUATOR TO KNOW ABOUT YOU : 
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Tarnow & Associates, P.A. 
 

Notice of Office Policies and Practices to Protect the 
Privacy of Your Health Information  

 
 
IN ACCORDANCE WITH THE NEW HEALTH INSURANCE PRIVACY AND PORTABILITY ACT (HIPPA) AND 
TEXAS STATE LAW, THIS NOTICE DESCRIBES HOW MENTAL HEALTH INFORMATION ABOUT YOU MAY 
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW 
IT CAREFULLY. 
 
Uses and Disclosures for Treatment, Payment, and Health Care Operations 
 
We 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 we provide, coordinate or manage your health care and other services related to your 
health care.  An example of treatment would be when we consult with another health care provider, such as 
your family physician or another psychologist or psychiatrist. 

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

- Health Care Operations are activities that relate to the performance and operation of the center.  Example 
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 our [offices, clinics, practice group, etc.] such as sharing, employing, 

applying, utilizing, examining, and analyzing information that identifies you. 
· “Disclosure” applies to activities outside of our [offices, clinics, practice group, etc.], such as releasing, 

transferring, or providing access to information about you to other parties. 
 
Uses and Disclosures Requiring Authorization 
 
We 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 we are asked for information for purpose outside of 
treatment, payment and health care operations, we will obtain an authorization for you before releasing this information.  
We will also need to obtain an authorization before releasing your psychotherapy notes.  “Psychotherapy notes” are notes 
we have made about our conversation during a private, group, joint, or family sessions, which are kept in your medical 
records.  These notes are given a greater degree of protection than PHI. 
 
You may revoke all such authorization (of PHI or psychotherapy notes) at any time, provided each revocation is in 
writing.  You may not revoke an authorization to the extent that (1) we 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. 
 
Uses and Disclosures with Neither Consent nor Authorization 
 
We may use or disclose PHI without your consent or authorization in the following circumstances: 
 

· To Communicate with Individuals Involved in Your Care or Payment for Your Care: We may disclose to a 
family member, other relative, close personal friend or any other person you identify, PHI directly relevant to 
that person’s involvement in your care or payment related to your care. 

· Law Enforcement: We may disclose your PHI for law enforcement purposes as required by law or in response 
to a subpoena or court order. 

· As required by Law: We will disclose your PHI when required to do so by federal, state, or local law. 
· Child Abuse: If we have cause to believe that a child has been, or may be, abused, neglected, or sexually 
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abused, we 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 we have cause to believe that an elderly or disabled person is in a state of abuse, 
neglect, or exploitation, we 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, 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 we 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. 

· Research: We may disclose your PHI to researchers when their research has been approved by an institutional 
review board or privacy board that has reviewed the research proposal and established protocols to ensure the 
privacy of your information. 

· Serious Threat to Health or Safety: If we 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, we may 
disclose relevant confidential mental health information to medical or law enforcement personnel. 

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

· Coroners and Medical Examiners: We may release your PHI to a coroner or medical examiner.  This may be 
necessary, for example, to identify a deceased person or determine the cause of death. 

 
Patient’s Rights and Center’s Duties 
 
Patient’s Rights: 
 

· Psychotherapy Notes - A licensed psychologist or a psychiatrist who is providing psychological or psychiatric 
services to an individuals is not required to permit the individual to inspect or copy personal records containing 
PHI relating to the individual if the information contained in the records has not been disclosed to a person 
other than another psychologist or psychiatrist for the specific purpose of clinical supervision conducted in the 
regular course of treatment. 

· Marketing – PHI may not be used, disclosed, or sold for marketing purposes without first obtaining consent or 
authorization from the individual.  Written communications must explain the recipient’s right to removal from 
the mailing list, and removal must be accomplished within five days after the receipt of the request. 

· Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of 
protected health information about you.  However, we are 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 member to know that you are seeing us.  Upon your 
request, we 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 PHI and psychotherapy 
notes in our mental health and billing records used to make decisions about you for as long as the PHI is 
maintained in the record.  We may deny your access to PHI under certain circumstances, but in some cases you 
may have this decision reviewed.  On your request, we 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.  We may deny your request.  On your request, we 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, we will discuss with you the details of the accounting process. 

· Right to a Paper Copy of Notice – You have the right to obtain a paper copy of the notice from us upon request. 
 
Center Duties: 
 

· We are required by law to maintain the privacy of PHI and to provide you with a notice of our legal duties and 
privacy practices with respect to PHI. 

· We reserve the right to change the privacy policies and practices described in this notice.  Unless we notify you 
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of such changes, however, we are required to abide by the terms currently in effect. 
· If we revise our policies and procedures, we will provide you a copy personally or mail it to you. 
 

 
Complaints 
 
If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to 
your records, you may contact our Privacy Officer at Tarnow & Associates, P.A. Privacy Office, 1001 West Loop South, 
Ste 215, Houston, Texas 77027 or by telephone at (713) 621-9515. 
 
You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services.  We can 
provide you with the appropriate address upon request. 
 
Effective Date, Restrictions and Changes to Privacy Policy 
 
This notice will go into effect on September 1, 2003. 
 
We reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that we 
maintain.  We will provide you with a revised notice in person or by mail should a change become effective. 
 
 

 
I have read and understand the policy and procedures regarding the privacy of health information. 
 
 
______________________________  _____________________________ 
Client Signature     Client Signature 
 
______________________________  _____________________________ 
Date       Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 30

Tarnow Center for Self-Management SM 

 
E-MAIL CONSENT FORM 

 
Patient Name________________________________________________________DOB___________________________ 
 
Patient/Parent’s e-mail address__________________________________________________________________________ 
 

1.  RISK OF USING E-MAIL 
  
 Provider offers patients the opportunity to communicate by e-mail.  Transmitting patient information by e-mail, however, 

has a number of risks that patients should consider before using e-mail.  These include, but are not limited to, the following 
risks: 
 
a. E-mail can be circulated, forwarded, and stored in numerous paper and electronic files. 
b. E-mail can be immediately broadcast worldwide and be received by many intended and unintended recipients. 
c. E-mail senders can easily misaddress an e-mail. 
d. E-mail is easier to falsify than handwritten or signed documents. 
e. Backup copies of e-mail may exist even after the sender or the recipient has deleted his or her copy. 
f. Employers and on-line services have a right to archive and inspect e-mails transmitted through their systems. 
g. E-mail can be intercepted, altered, forwarded, or used without authorization or detection. 
h. E-mail can be used to introduce viruses into computer systems. 
i. E-mail can be used as evidence in court. 
 
2.  CONDITIONS FOR THE USE OF E-MAIL  

  
Provider will use reasonable means to protect the security and confidentially of e-mail information sent and received.  
However, because of the risks outlined above, Provider cannot guarantee the security and confidentiality of e-mail 
communication, and will not be liable for improper disclosure of confidential information that is not caused by Provider’s 
intentional misconduct.  Thus, patients must consent to the use of e-mail for patient information.  Consent to the use of e-
mail includes agreement with the following conditions: 
 
a. All e-mails to or from the patient concerning diagnosis or treatment will be printed out and made part of the patient’s 

medical record.  Because they are a part of the medical record, other individuals authorized to access the medical 
record, such as staff and billing personnel, will have access to those e-mails. 

b. Provider may forward e-mails internally to Provider’s staff and agents as necessary for diagnosis, treatment, 
reimbursement, and other handling.  Provider will not, however, forward e-mails to independent third parties without 
the patient’s/parent’s prior written consent, except as authorized or required by law. 

c. Although Provider will endeavor to read and respond promptly to an email from the patient/parent, the provider cannot 
guarantee that any particular e-mail will be read and responded to within any particular period of time.  Thus, the 
patient/parent shall not use e-mail for medical emergencies or other time-sensitive matters. 

d.     If the patient’s/parent’s e-mail requires or invites a response from the provider, and the patient/parent has not received a 
response within a reasonable time period, it is the patient’s/parent’s responsibility to follow up to determine whether the 
intended recipient received the email and when the recipient will respond. 

e. The patient/parent should not use e-mail for communication regarding sensitive medical information, such as 
information regarding sexually transmitted diseases, AIDS/HIV, mental health, developmental disability, or 
substance abuse. 

f. The patient/parent is responsible for informing Provider of any types of information the patient/parent does 
not want to be sent by e-mail, in addition to those set out in 2(e) above. 

g. The patient/parent is responsible for protecting his/her password or other means of access to e-mail.  Provider 
is not liable for breaches of confidentially caused by the patient/parent or any third party. 

h. Provider shall not engage in e-mail communication that is unlawful, such as unlawfully practicing medicine 
across state lines. 

i. It is the patient’s/parent’s responsibility to follow up and/or schedule an appointment if warranted. 
  
 
3.  INSTRUCTIONS 

 
 To communicate by e-mail, the patient/parent shall: 
 

a. Limit or avoid use of his/her employer’s computer. 
b. Inform the provider of changes in his/her e-mail address. 
c. Put the patient’s name in the body of the e-mail. 
d. Include the category of the communication in the e-mail’s subject line, for routing purposes (e.g., billing 
 question). 
e. Review the e-mail to make sure it is clear and that all relevant information is provided before sending to 

Provider. 
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f. Inform the provider that the patient/parent received an e-mail from the provider. 
g. Take precautions to preserve the confidentiality of e-mails, such as using screen savers and safeguarding his/her    

computer password. 
h. Withdraw consent only by e-mail or written communication to Provider. 
 

 4.  PATIENT/PARENT ACKNOWLEDGEMENT  
  

 I acknowledge that I have read and fully understand this consent form.  I understand the risks associated with the 
communication of e-mail between Provider and me, and consent to the conditions outlined herein, as well as any 
other instructions that the provider may impose to communicate with patients/parents by e-mail.  Any questions I may 
have had were answered. 

 
Patient/Parent Signature________________________________ 
 
Date________________________________________________ 
 
Witness Signature___________________________________ 
 
Date______________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


