
Zen Psychiatric Intake Assessment Form

Please complete all informa�on on this form and email it to info@zenpsychiatric.com -OR- bring it to your first visit. It is  

long, but it’s a one-�me thing.  The more more complete and accurate the informa�on is that we have about your prior 

care and current issues, the be$er we can serve you.  Take your �me and help us help you by being as complete and 

accurate as you can be.  Thank you! 

Please confirm this basic informa�on:

Name___(Pre-filled)__________________________________            Date of Birth ______(Pre-filled)___________ 

SECTION 1: What can we do to help?

What problem(s) trouble you the most now? 

1.________________________________________________________________________________________________ 

2.________________________________________________________________________________________________ 

3.________________________________________________________________________________________________ 

What are your treatment goals? 

1.________________________________________________________________________________________________ 

2.________________________________________________________________________________________________  

SECTION 2: Where do you get psychiatric and other medical care now?

What person or prac�ce currently prescribes your psychiatric medica�ons? ____________________________________

__________________________________________________________________________________________________ 

Do you have another provider or prac�ce prescribing non-psychiatric medica�ons?  Yes  No

If yes, who is that?___________________________________________________________________________________

What is your preferred pharmacy?______________________________________________________________________

If you have a second pharmacy choice, what is it?__________________________________________________________

Are you currently in counseling or psychotherapy?  ( )Yes  ( )No

If yes, where, and how o5en?__________________________________________________________________________

__________________________________________________________________________________________________

SECTION 3: CRITICAL Medical History:  

To your knowledge, do you have any aneurysms in any blood vessels?  (  )Yes  (  )No

If yes, please explain as best you can. ___________________________________________________________________

__________________________________________________________________________________________________

Have you ever had any kind of stroke?  (  )Yes (  )No

If yes, please explain as best you can. ___________________________________________________________________

__________________________________________________________________________________________________
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Do you have any metal of any kind implanted in your body? (  )Yes  (  )No

If yes, please explain as best you can, but ESPECIALLY what kind of metal and where it is located!!

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Have you ever had an EKG?  (   ) Yes  (   ) No  If yes, when ___________________ . 

Was the EKG  (  ) normal (  ) abnormal  or  (  ) unknown?

For women only: Date of last menstrual period ________ 

Are you currently pregnant or do you think you might be pregnant?   (  ) Yes  (  ) No.   

Are you planning to get pregnant in the near future?  (   ) Yes   (   ) No 

Allergies & Medica)on Side-effects: – Please note: By allergies we mean things that you absolutely cannot take because

they endanger your life.  Example: If Drug X gave you the shakes a!er taking for several weeks, that’s a side-effect.  If 

Drug X gave you a rash all over, or caused you to become so lightheaded you fell, that’s an allergy!

Do you have any known DRUG or ENVIRONMENTAL allergies?  (  ) Yes  (  )No

If yes, please tell us here:

Drug/Environmental Substance What kind of Allergic Reac�on

Drug Side-effects:

Drug What kind of Side-effect

SECTION 4: Basic Medical History: 

Personal and Family Medical History:    You            Family:         Specific Diagnosis, if known:

Thyroid Disease --------------------------------(  ) (  ) _______________________________________

Anemia------------------------------------------- (  ) (  ) _______________________________________

Liver Disease ----------------------------------- (  ) (  ) _______________________________________

Chronic Fa�gue --------------------------------(  ) (  ) _______________________________________

Kidney Disease ---------------------------------(  ) (  ) _______________________________________

Diabetes -----------------------------------------(  ) (  ) _______________________________________

Asthma/respiratory problems  —----------(  ) (  )  _______________________________________

Stomach or intes�nal problems—---------(  ) (  ) _______________________________________

Cancer (type) -----------------------------------(  ) (  ) _______________________________________

Initials: ______

2



SECTION 4: Con)nued - Basic Medical History: 

Personal and Family Medical History:    You            Family:         Specific Diagnosis, if known:

Fibromyalgia -------------- ---------------------(  ) (  ) _______________________________________

Heart Disease -----------------------------------(  ) (  ) _______________________________________

Epilepsy or seizures ---------------------------(  ) (  ) _______________________________________

High Cholesterol -------------------------------(  ) (  ) _______________________________________

High blood pressure---------------------------(  ) (  ) _______________________________________

Head trauma ------------------------------------(  ) (  )               _______________________________________

Liver problems ----------------------------------(  ) (  ) _______________________________________

Other ----------------------------------------------(  ) (  ) _______________________________________

Other ----------------------------------------------(  ) (  ) _______________________________________

Other ----------------------------------------------(  ) (  ) _______________________________________

Is there any addi�onal personal or family medical history?  If yes, please explain: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Did your mother have any complica�ons before or during your birth?  If so, please tell us what you know. 

__________________________________________________________________________________________________ 

MEDICAL/SURGICAL HOSPITALIZATIONS:  If you’ve been hospitalized for MEDICAL or SURGICAL reasons, please explain.

Date (M/YR) Why? At Which Hospital?

Please list ALL current prescrip%on medica%ons – Psych and NON-Psych: (if none at all, write none) 

Medication Dose (in mg) How often each day? Since When?

Initials: ______

3



SECTION 4: con)nued

Please list any current over-the-counter medica�ons (OTC) or supplements: 

Supplement or OTC medication Dose (in mg) How often each day? Since When?

 

SECTION 5: SOCIAL HISTORY

How far did you go in school?   _________________________________________________________________________

Are you currently: (  ) Married (  ) Partnered  (  ) Divorced  (  ) Single  ( )Widowed

If married or in a rela�onship, for how long? ______________________________________________________________

Any children and/or grandchildren? (  ) Yes  (  ) No  If yes, how many?__________________________________________

Are you sa�sfied with your current rela�onship?  (  ) Yes  (  ) No

Are you suffering any type of abuse in this rela�onship?   (   ) Yes  (   ) No

Have you ever been abused emo�onally, sexually, physically, or by neglect?  (   ) Yes     (  ) No 

Do any issues regarding your sexual orienta�on distress you? ( ) Yes  (  )  No 

Who are your personal emo�onal supports?  (With whom are you close?)______________________________________

__________________________________________________________________________________________________

Do you belong to any par�cular religion or spiritual group?  (  )   Yes  (  )  No 

Does your religion or spiritual group provide emo�onal support? ( ) Yes  (  ) No

Do any issues regarding your religious or spiritual beliefs distress you?  (  ) Yes  (  ) No

Are you currently: (   ) Working  (  ) Student (  ) Unemployed     (  ) Disabled  (  ) Re�red 

If disabled, what is your legal disability? _______________________________________________ __________________

If working or re�red, what is/was your occupa�on? ________________________________________________________

Have you ever served in the military? (  ) Yes   (  ) No 

If so, in what branch and for what �me frame? ____________________________________________________________

Is your current living situa�on stable? (  ) Yes  (  ) No

If No, please tell us generally about the issues you face:_____________________________________________________

__________________________________________________________________________________________________
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SECTION 5: SOCIAL HISTORY - con�nued

Does anyone in your home own firearms?  (  ) Yes  (  ) No

Are those weapons licensed and secured in accordance with local laws? (  ) Yes  (  ) No

Do you have any current or pending legal problems? (  )   Yes  (  )  No 

If Yes, please tell us very generally about the issues you face:_________________________________________________

__________________________________________________________________________________________________

SECTION 6: SUBSTANCE USE HISTORY

In your en%re life, have you ever had a problema�c pa$ern of substance use – specifically, a pa$ern that caused you any

social, academic, occupa�onal, or legal problems?  (  ) Yes  (  ) No 

If yes, please tell us what substance(s) you struggled with, and the problems it/they caused you:____________________

Have you ever been treated for a substance use disorder?   (   ) Yes  (  ) No 

If yes, where and when? ______________________________________________________________________________

Are you in any ongoing recovery program? (  ) Yes  (  ) No

If yes, what program?________________________________________________________________________________

Are you currently struggling with problema�c substance use?  (  )  Yes   (  ) No

If yes, please tell us what substances(s) you currently struggle with, and the problems they are causing for you:________

Are you currently recrea)onally using any illegal substances, or abusing/over-using any legally available and/or 

prescribed substances  -- including alcohol, marijuana, delta-8, CBD, and kratom.  (  ) Yes  (  ) No

If yes, please tell us which substance(s) you are currently using, how o5en, and by what means:____________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
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SECTION 6: SUBSTANCE USE HISTORY - con)nued

Psychedelic Medica)on History:

Have you ever tried, even just once in your life, any of the following:

DRUG ??? COMMENTS

Ketamine   Y / N

Dextromethorphan  Y / N

MDMA (also called Ecstasy) Y / N

LSD (“acid”) Y / N

Psilocybin “magic mushrooms” or “shrooms” Y / N

Mescaline  Y / N

DMT (Ayuhuasca) Y / N

Y / N

Y / N

Alcohol History:

How many days per week do you drink any alcohol? ____________ 

What is the least number of drinks you will drink in a day? _______

What is the most number of drinks you will drink in a day? _______ 

In the past three months:

What is the largest amount of alcohol you have consumed in one day? ________________________________________ 

Have you thought you should cut down on your drinking or drug use?                              (  ) Yes  (  ) No 

Have people annoyed you by cri�cizing your drinking or drug use?                (  ) Yes  (  ) No 

Have you felt bad or guilty about your drinking or drug use?                                             (  ) Yes  (  ) No 

Have you had a drink or a drug first thing in the morning to steady your nerves or fight a hangover?  (   ) Yes  (  ) No 

Tobacco History: 

Have you ever smoked cigare$es?   (   ) Yes   ( ) No 

Do you s�ll smoke?  (   ) Yes  (  ) No If yes, how many packs per day on average? ___________ 

If you smoked in the past and quit:  How many years did  you smoke? ________ When did you quit? ________________

Pipe, cigars, or chewing tobacco:   Currently? (   ) Yes  (   )  No       In the past?  (   ) Yes  (   )  No 

What kind? _______________________ How much per day on average? ________________ For how long? __________ 
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SECTION 7: PSYCHIATRIC HISTORY (finally, right?!)

Outpa)ent Treatment History:

Please describe when, by whom, and nature of treatment.

From M/Y to M/Y Provider/Agency Problems Treated?

Psychiatric Hospitaliza)on History: 

If you have ever been hospitalized for psychiatric reasons, please tell us what you can recall. 

Date (M/YR) Why? Which Hospital?

Suicide Risk Assessment:

Have you ever actually tried to kill yourself?  (   ) Yes   (   ) No

Do you currently feel that you don't want to live?   (   ) Yes   (   ) No 

Psychiatric Medica)on History: 

Please indicate which of these medica�ons you have taken.  In the COMMENTS box, please tell us what you can about: 

1. how long you took it (Days-Weeks-Months-Years); 2. the max dose you took; 3. if it helped, didn’t help, or hurt you. 

An)depressants

MEDICATION ??? COMMENTS MEDICATION ??? COMMENTS

Prozac Y / N Remeron Y / N

Zolo5 Y / N Serzone Y / N

Luvox Y / N Anafranil Y / N

Paxil Y / N Pamelor Y / N

Lexapro Y / N Tofranil Y / N

Effexor Y / N Elavil Y / N

Cymbalta Y / N Wellbutrin Y / N

Trin�llex Y / N Viibryd Y / N

Auvelity Y / N

Mood Stabilizers Seda)ves / Hypno)cs

MEDICATION ??? COMMENTS MEDICATION ??? COMMENTS

Tegretol Y / N Ambien Y / N

Lithium Y / N Sonata Y / N

Depakote Y / N Rozerem Y / N

Lamictal Y / N Restoril Y / N

Topamax Y / N Trazodone Y / N

Trileptal Y / N

Initials: ______
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An)psycho)cs

MEDICATION ??? COMMENTS MEDICATION ??? COMMENTS

Seroquel Y / N Clozaril Y / N

Zyprexa Y / N Haldol Y / N

Geodon Y / N Prolixin Y / N

Abilify Y / N Risperdal Y / N

An)-Anxiety STIMULANTS

MEDICATION ??? COMMENTS MEDICATION ??? COMMENTS

Xanax Y / N Adderall Y / N

A�van Y / N Concerta Y / N

Klonopin Y / N Ritalin Y / N

Valium Y / N Stra$era Y / N

Tranxene Y / N Vyvanse Y / N

Buspar Y / N Y / N

Vistaril Y / N

Family Psychiatric History:

Has anyone in your family – blood kin, as far and wide as you know – ever tried to hurt or kill themselves?  (  ) Yes  (  ) No

If yes, please tell us who:______________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Is anyone in your family – again, blood kin – diagnosed, treated, or struggling with a mental illness?  (  ) Yes  (  ) No

If yes, please tell us who:______________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Is there anything else that needed more space to explain?  Anything else you want us to know before your evalua�on?  

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
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Spravato and Ketamine Treatments:  Standard treatment schedule is as follows:  Twice a week for four (4) weeks, then 

once a week for four (4) weeks, then once every other week.  All clients must be observed for two (2) full hours a5er 

medica�on is administered.  All pa�ents must have someone to drive them to and from treatments.  Treatment dura�on

is subject to change based upon the treatment plan established between yourself and the provider.  

Signature_________________________________________________Date__________________________ 

Emergency Contact __________________________________  Their Telephone # _____________________

Initials: ______
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------------------------------------------------------------------------------------------------------------------------------------------------------------------

Patient Health Questionnaire and General Anxiety Disorder 
(PHQ-9 and GAD-7) 

Date_______________ Patient Name:________________________________ Date of Birth: ______________ 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Please circle your answers. 

PHQ-9 
Not at 

all 
Several 

days 
More than half 

the days 
Nearly 

every day 

1. Little interest or pleasure in doing things. 0 1 2 3 

2. Feeling down, depressed, or hopeless. 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much. 0 1 2 3 

4. Feeling tired or having little energy. 0 1 2 3 

5. Poor appetite or overeating. 0 1 2 3 

6. Feeling bad about yourself – or that you are a failure or have let 
yourself or your family down. 

0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television. 

0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed. Or the opposite – being so fidgety or restless that you 
have been moving around a lot more than usual. 

0 1 2 3 

9. Thoughts that you would be better off dead, or of hurting 
yourself in some way. 

0 1 2 3 

Add the score for each column 

Total Score (add your column scores): ______________ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Please circle your answers. 

GAD-7 
Not at all 

sure 
Several 

days 
Over half 
the days 

Nearly 
every day 

1. Feeling nervous, anxious, or on edge. 0 1 2 3 

2. Not being able to stop or control worrying. 0 1 2 3 

3. Worrying too much about different things. 0 1 2 3 

4. Trouble relaxing. 0 1 2 3 

5. Being so restless that it’s hard to sit still. 0 1 2 3 

6. Becoming easily annoyed or irritable. 0 1 2 3 

7. Feeling afraid as if something awful might happen. 0 1 2 3 

Add the score for each column 

Total Score (add your column scores): ______________ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 
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INFORMED CONSENT: SPRAVATO TREATMENT FOR DEPRESSION 
 

• I understand the risks include but are not limited to: Dissociation, Dizziness, Nausea, Sedation, Vertigo, 
Headache, Dysgeusia, Hypoesthesia, Anxiety, Lethargy, Blood pressure increased, Vomiting, Insomnia, 
and Diarrhea. I also understand that the potential side effects form Spravato nasal treatment may include: 
Nasal discomfort, Throat irritation, feeling drunk, Dry mouth, Hyperhidrosis, Euphoric mood, Dysarthria, 
Tremor, Oropharyngeal pain, Mental impairment, Constipation, Pollakiuria, feeling abnormal, and 
Tachycardia. 
 
 • I agree to remain abstinent from any illegal drugs, alcohol, and controlled medications that I am not 
prescribed. If I cannot remain abstinent from these substances, I agree to inform the office prior to my 
treatment session, as this could jeopardize my safety and affect my ability to continue treatment.  
 
 • I understand that I may not drive or operate machinery for at least 24 hours after my nasal treatment is 
completed, and that I will only be discharged to the care of a responsible adult. 
 
 • I understand that good results are expected but not guaranteed. My depression may not improve with 
Spravato treatment even if I follow the complete treatment protocol. 
 
 • I understand that to achieve the desired results that a series of nasal treatments are needed, and it is my 
full intent to complete the course of treatment.  
 
• I understand that Spravato nasal treatment is not a substitute for continued behavioral medicine 
treatment. My psychiatrist or family doctor will determine if any oral medications or other treatments may be 
stopped if my depression improves. 
 
 • I have been explained thoroughly about the use of Spravato for Treatment-Resistant depression and 
have had the opportunity to ask all the relevant questions I felt necessary. I am confirming that I have 
received and reviewed the pre-treatment instructions, post treatment instructions and that I can fully 
comply.  
 
• I voluntarily request Zen Psychiatric Services, PLLC to administer SPRAVATO for the treatment of my 
condition.  
 
• I understand that I can revoke this consent at any time including during the 12 week treatment period. I 
further understand that if this consent is revoked during a treatment session and after I have received 
Spravato medication, I will voluntarily agree to stay the required two (2) hour observation period.   
 
• I understand that SPRAVATO nasal spray is indicated and FDA approved, in conjunction with an oral 
antidepressant, for the treatment of treatment-resistant depression in adults. 
 
 • I fully consent and agree to Zen Psychiatric Services, PLLC bill my insurance company for services 
rendered. I am aware that I bear full financial responsibility for monies not received by Zen Psychiatric 
Services, PLLC from my insurance company. 
 
 
Patient Name: ______________________________________ Date: _________________________  
 
Patient Signature: ______________________________________  
 
Provider Signature: __________________________________ Date: _________________________ 

Zen Psychiatric Services, PLLC 

126 Fiddler’s Run Blvd 

Morganton, NC 28655 

Main: 828-608-0892  Fax: 828-608-0373 



                                 Zen Psychiatric Services, PLLC
                                 126 Fiddler’s Run Blvd
                                 Morganton, NC 28655
                                 Main: 828-608-0892  
                                 Fax: 828-608-0373

AUTHORIZATION FOR USE AND DISCLOSURE OF 
PROTECTED HEALTH INFORMATION

Client:

DOB:

 Use this form to obtain client or legally responsible person/personal 
representative authorization for the release of information

 Form must indicate whether this is to release information, obtain 
information, or both. 

 Form must be filled out before client or legally responsible 
person/persons representative signs

 File original form in client record.  MUST GIVE COPY TO CLIENT

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 45 C.F.R. Parts of 160;
42 C.F.R., Part 2; G.S. 122C

This form implements the requirements for client authorization to use and disclose health Information protected by 
the federal health privacy law (45 C.F.R. parts 160, 164), the federal drug and alcohol confidentiality law (42 C.F.R. 
part 2), and state confidentiality law governing mental health, developmental disabilities, and substance abuse 
services (G.S. 122C).

I, , authorize     Zen Psychiatric Services, PLLC
(Client or client’s legally responsible person or personal representative) (Agency or person authorized use or disclose the information)

to obtain from:   to release/disclose to:

(Agency or person to whom the requested use or disclosure will be made)
The following protected information:  
                       Assessments/Evaluations                         Emergency Contact                  Other (Specify): _________________
                       Service Notes                                            History and Physical
                       Transportation                                           Medication Records                        

The Purpose of the disclosure is:
     
     

(Describe each purpose of the requested use or disclosure)
REDISCLOSURE

Once information is disclosed pursuant to this authorization, I understand that the federal health privacy law (45 C.F.R. Part 164) 
protecting health information may not apply to the recipient of the information and, therefore, may not prohibit the recipient from re-

disclosing it.  Other laws, however, may prohibit re-disclosure. When this agency discloses mental health and developmental 
disabilities information protected by state law (G.S. 122C), substance abuse treatment protected by federal law  (42 C.F.R. Part 2), 

and HIV infection information which is protected by state law (G.S. 130A-143) we must inform the recipient of the information that re-
disclosure is prohibited except as permitted or required by these two laws.  Our Privacy Notice describes the circumstances where 

disclosure is permitted or required by these laws. I understand that the information to be released may include information 
regarding drug abuse Alcohol abuse, HIV infection, AIDS or AIDS related conditions, psychological, psychiatric, or physical 

impairments.
NOTICE OF VOLUNTARINESS

I certify that this authorization is made freely, voluntarily and without coercion.  I understand that Zen Psychiatric Services, PLLC 
cannot deny or refuse to provide treatment, payment, and enrollment in a health plan or eligibility for benefits if I refuse to sign this 
authorization, except in limited circumstances, i.e. Research related treatment, services provided solely for reason of creating PHI 
for disclosure to 3rd party.

REVOCATION AND EXPIRATION
I understand that, with certain exceptions, I have the right to revoke this authorization at any time, except to the extent that action 
has been taken in reliance on it.  The procedure for how I may revoke this authorization, as well as the exceptions to my right to 
revoke are explained in Zen Psychiatric Services, PLLC, a copy of which has been provided to me.
If not revoked earlier, this authorization automatically expires 1 year after the date of signature below unless otherwise indicated: 
________________________________________________________________________________________________________________
                                                         (If Disclosure is for less than 12 months, enter date disclosure expires)

Signature: Date:      

Please explain authority of person signing above to act on behalf of client:      

Signature: Date:      
                 ////  

Disclosure Revoked on: ____/____/_____                 Signature: ________________________________________________________
                                             (Date)
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 fo

r y
o
u

r req
u

est. W
e w

ill 

acco
m

m
o

d
ate all reaso

n
ab

le req
u
ests, b

u
t y

o
u

r 

req
u

est m
u

st sp
ecify

 h
o

w
 o

r w
h

ere y
o

u
 w

ish
 to

 b
e 

co
n

tacted
. 

R
eq

u
est a

n
 A

cco
u

n
tin

g
 o

f D
isclo

su
res Y

o
u

 h
av

e 

the right to ask for a list of those w
e’ve shared 

y
o

u
r in

fo
rm

atio
n

 o
v

er th
e last 2

 y
ears.  N

o
te th

e 

list w
ill n

o
t in

clu
d

e d
isclo

su
res m

ad
e to

 th
o

se 

in
v
o

lv
ed

 in
 treatm

en
t, p

ay
m

en
t, o

r fo
r h

ealth
 care 

o
p

eratio
n

s, o
r certain

 o
th

er d
isclo

su
res, su

ch
 as 

th
o

se au
th

o
rized

 b
y

 y
o

u
. T

o
 req

u
est an

 acco
u

n
tin

g
 

o
f d

isclo
su

res, call 8
2

8
-6

0
8

-0
8

9
2

 an
d

 ask
 fo

r th
e 

R
eq

u
est fo

r A
cco

u
n

tin
g
 fo

rm
. Y

o
u

 m
u

st in
clu

d
e 

th
e tim

e fram
e fo

r th
e req

u
est. Y

o
u

 can
 g

et o
n

e 

acco
u

n
tin

g
 o

f d
isclo

su
res at n

o
 ch

arg
e ev

ery
 1

2
 

m
o

n
th

s; after th
at, th

ere m
ay

 b
e a fee. In

 m
o

st 

cases, w
e w

ill sen
d

 th
e acco

u
n

tin
g

 o
f d

isclo
su

res 

w
ith

in
 6

0
 d

ay
s. If w

e n
eed

 an
 ex

tra 3
0

 d
ay

s, w
e 

w
ill let y

o
u
 k

n
o

w
.  

 

R
ig

h
t to

 B
e N

o
tified

 o
f a

 B
rea

ch
 Y

o
u
 h

av
e 

th
e rig

h
t to

 b
e n

o
tified

 if y
o

u
r h

ealth
 

in
fo

rm
atio

n
 is acq

u
ired

, u
sed

, o
r sh

ared
 in

 a 

m
an

n
er n

o
t p

erm
itted

 u
n

d
er law

 w
h

ich
 resu

lts 

in
 m

o
re th

an
 a lo

w
 risk

 o
f co

m
p

ro
m

ise to
 th

e
 

secu
rity

 o
r p

riv
acy

 o
f y

o
u

r h
ealth

 in
fo

rm
atio

n
.  

C
h

a
n

g
es to

 th
is N

o
tice o

f P
riv

a
cy

 P
ra

ctices 

W
e reserv

e th
e rig

h
t to

 ch
an

g
e an

d
 u

p
d

ate th
is 

N
o

tice. T
h

e rev
ised

 N
o

tice w
ill b

e effectiv
e 

fo
r h

ealth
 in

fo
rm

atio
n

 w
e alread

y
 h

av
e ab

o
u

t 

y
o

u
, as w

ell as fo
r an

y
 h

ealth
 in

fo
rm

atio
n

 w
e 

create o
r receiv

e in
 th

e fu
tu

re. T
h
e effectiv

e 

d
ate is listed

 o
n
 th

e first p
ag

e o
f th

e N
o

tice, 

an
d

 w
e w

ill p
o

st th
e cu

rren
t co

p
y

 at th
e fro

n
t 

d
esk

. 

C
o

m
p

la
in

ts a
n

d
 C

o
n

ta
cts If y

o
u
 b

eliev
e w

e 

im
p

erm
issib

ly
 sh

ared
 o

r u
sed

 y
o
u
r in

fo
rm

atio
n

 

o
r th

at y
o

u
r rig

h
ts w

ere d
en

ied
 u

n
d

er H
IP

A
A

, 

y
o

u
 can

 file a co
m

p
lain

t w
ith

 Z
en

 P
sy

ch
iatric 

S
erv

ices, P
L

L
C

 b
y
 callin

g
 o

u
r m

ain
 n

u
m

b
er at 

(8
2
8

) 6
0

8
-0

8
9

2
 an

d
 ask

 to
 sp

eak
 w

ith
 th

e 

P
riv

acy
 D

ep
artm

en
t. Y

o
u
 can

 file a co
m

p
lain

t 

w
ith

 th
e S

ecretary
 o

f th
e D

ep
artm

en
t o

f H
ealth

 

an
d

 H
u

m
an

 S
erv

ices b
y

 g
o

in
g

 to
 

h
h

s.g
o
v

/h
ip

aa. Y
o
u

 w
ill n

o
t b

e p
u
n

ish
ed

 fo
r 

filin
g
 a co

m
p

lain
t. 

F
o

r H
ea

lth
 C

a
re O

p
era

tio
n

s W
e m

ay
 u

se 

an
d

 sh
are y

o
u

r h
ealth

 in
fo

rm
atio

n
 to

 carry
 o

u
t 

b
u

sin
ess activ

ities th
at h

elp
 u

s o
p
erate o

u
r 

h
ealth

 sy
stem

, im
p

ro
v

e th
e q

u
ality

 an
d
 co

st o
f 

p
atien

t care, an
d
 co

n
d

u
ct o

th
er h

ealth
 care 

o
p

eratio
n

s. F
o

r ex
am

p
le, w

e m
ay

 lo
o
k

 at 

p
atien

t in
fo

rm
atio

n
 to

 ev
alu

ate th
e 

p
erfo

rm
an

ce o
f o

u
r staff, p

lan
 n

ew
 serv

ices, 

id
en

tify
 n

ew
 lo

catio
n

s fo
r serv

ices, o
r sen

d
 

y
o

u
 a su

rv
ey

 ab
o

u
t y

o
u

r ex
p

erien
ce. W

e m
ay

 

also
 u

se p
atien

t in
fo

rm
atio

n
 to

 train
 p

erso
n

n
el 

an
d

 stu
d

en
ts, resp

o
n

d
 to

 g
o
v

ern
m

en
tal 

ag
en

cies, su
p
p

o
rt o

u
r licen

sin
g

, an
aly

ze d
ata, 

an
d

 fo
r leg

al an
d

 o
th

er p
u

rp
o

ses. W
e can

 also
 

sh
are y

o
u
r in

fo
rm

atio
n

 w
ith

 o
th

er p
ro

v
id

ers 

w
h

o
 h

av
e a relatio

n
sh

ip
 w

ith
 y

o
u

 fo
r th

eir o
w

n
 

h
ealth

 care o
p

eratio
n

s.  

∙    
   

T
h

is n
o

tice
 d

escrib
e
s h

o
w

 m
ed

ical in
fo

rm
a
tio

n
 ab

o
u

t y
o

u
 

m
ay

 b
e u

se
d
 an

d
 sh

are
d
 an

d
 h

o
w

 y
o
u
 can

 g
et access to

 th
a
t 

in
fo

rm
atio

n
. 

 

 

N
o
tice o

f P
riv

acy
 P

ractices 

    

   
P

ro
tectin

g
 Y

o
u

r P
riv

a
cy

 Z
en

 P
sy

ch
iatric 

S
erv

ices, P
L

L
C

 is co
m

m
itted

 to
 im

p
ro

v
in

g
 h

ealth
, 

elev
atin

g
 h

o
p

e, an
d

 ad
v

an
cin

g
 h

ealin
g

 fo
r all. T

o
 

d
o

 so
, w

e n
eed

 to
 u

se an
d
 sh

are y
o

u
r in

fo
rm

atio
n

 

am
o

n
g

 o
u

rselv
es, w

ith
 o

u
r v

en
d

o
rs, an

d
 w

ith
 

p
ro

v
id

ers an
d

 ag
en

cies in
v
o

lv
ed

 w
ith

 y
o

u
r care. 

W
e u

n
d

erstan
d

 th
at h

ealth
 in

fo
rm

atio
n

 is p
erso

n
al, 

an
d

 w
e are co

m
m

itted
 to

 p
ro

tectin
g

 y
o
u

r p
riv

acy
. 

T
h

is N
o

tice o
u

tlin
es h

o
w

 w
e p

ro
tect y

o
u

r 

in
fo

rm
atio

n
 an

d
 y

o
u

r rig
h

ts u
n
d

er th
e H

ealth
 

In
su

ran
ce P

o
rtab

ility
 an

d
 A

cco
u
n
tab

ility
 A

ct 

(“H
IPA

A
”). W

e are required by law
 to: ∙ 

*
M

ain
tain

 th
e p

riv
acy

 o
f y

o
u

r h
ealth

 in
fo

rm
atio

n
 

as o
u

tlin
ed

 in
 th

is N
o

tice   

*
P

ro
v

id
e y

o
u

 w
ith

 n
o

tice o
f o

u
r leg

al d
u

ties an
d

 

p
riv

acy
 p

ractices related
 to

 y
o
u

r h
ealth

 in
fo

rm
atio

n
 

  *
F

o
llo

w
 th

e term
s o

f th
e N

o
tice cu

rren
tly

 in
 

effect  

 R
ig

h
t to

 A
 P

a
p

er C
o

p
y

 o
f T

h
is N

o
tice

 Y
o

u
 h

av
e 

th
e rig

h
t to

 a p
ap

er co
p
y

 o
f th

is N
o

tice u
p
o

n
 

req
u

est. Y
o
u

 m
ay

 also
 o

b
tain

 a co
p

y
 o

f th
is N

o
tice 

at an
y

 tim
e fro

m
 o

u
r w

eb
site, 

u
n

ch
ealth

b
lu

erid
g

e.o
rg

, o
r fro

m
 th

e lo
catio

n
 w

h
ere 

y
o

u
 o

b
tain

ed
 treatm

en
t 

   

R
ig

h
t to

 R
eq

u
est C

h
a
n

g
es to

 Y
o
u

r H
ea

lth
 

In
fo

rm
a

tio
n

 Y
o

u
 can

 ask
 to

 ch
an

g
e o

r ad
d

 

in
fo

rm
atio

n
 to

 y
o
u

r h
ealth

 reco
rd

 th
at y

o
u
 

th
in

k
 is w

ro
n
g

 o
r in

co
m

p
lete. F

o
r ex

am
p

le, 

y
o

u
 m

ay
 rem

em
b

er tellin
g
 th

e d
o
cto

r th
at y

o
u

 

fell rid
in

g
 y

o
u

r b
ik

e, b
u

t th
e reco

rd
 say

s y
o

u
 

trip
p

ed
 o

v
er y

o
u

r d
o

g
. T

o
 req

u
est an

 

am
en

d
m

en
t, call 8

2
8

-6
0
8

-0
8

9
2

 to
 req

u
est an

d
 

su
b

m
it th

e H
ealth

 In
fo

rm
atio

n
 A

m
en

d
m

en
t 

fo
rm

. Y
o
u

r p
ro

v
id

er h
as th

e rig
h

t to
 d

ecid
e 

w
h

eth
er to

 accep
t o

r d
en

y
 y

o
u

r req
u

est in
 

w
h

o
le o

r in
 p

art. W
e w

ill let y
o

u
 k

n
o

w
 th

e 

d
ecisio

n
 w

ith
in

 6
0

 d
ay

s, th
o
u

g
h

 w
e m

ay
 let 

y
o

u
 k

n
o

w
 if w

e n
eed

 an
o

th
er 3

0
 d

ay
s an

d
 

w
h

y
. R

eg
ard

less o
f th

e d
ecisio

n
, y

o
u
r 

am
en

d
m

en
t req

u
est w

ill b
e n

o
ted

 in
 y

o
u

r 

reco
rd

, as w
ell as y

o
u

r d
isag

reem
en

t letter if 

y
o

u
 ch

o
o

se to
 sen

d
 o

n
e. 

W
h

o
 F

o
llo

w
s T

h
is N

o
tice O

u
r N

o
tice o

f 

P
riv

acy
 P

ractices ap
p
lies to

 en
tities th

at are 

o
w

n
ed

 o
r co

n
tro

lled
 b

y
 Z

en
 P

sy
ch

iatric 

S
erv

ices, P
L

L
C

, p
erso

n
n

el w
h
o

 are em
p

lo
y

ed
 

b
y

, co
n

tracted
 b

y
, train

 w
ith

, v
o

lu
n

teer o
r 

au
th

o
rized

 to
 u

se o
r access p

ro
tected

 h
ealth

 

in
fo

rm
atio

n
. 

 

T
h

is n
o

tice
 d

e
scrib

e
s h

o
w

 m
e

d
ica

l in
fo

rm
a

tio
n

 a
b

o
u

t y
o

u
 m

a
y

 b
e

 u
se

d
 a

n
d

 

sh
a

re
d

 a
n

d
 h

o
w

 y
o

u
 ca

n
 g

e
t a

cce
ss to

 th
a

t in
fo

rm
a

tio
n

. P
le

a
se

 re
v

ie
w

 it 

ca
re

fu
lly

. 

P
le

a
se

 re
v

ie
w

 it ca
re

fu
lly

 



 
 

R
ig

h
t to

 R
ev

o
k

e o
r C

a
n

cel a
n

 A
u

th
o

riza
tio

n
 

Y
o

u
 can

 sig
n

 an
 A

u
th

o
rizatio

n
 to

 g
iv

e u
s 

p
erm

issio
n

 to
 sh

are y
o

u
r in

fo
rm

atio
n

 w
ith

 

o
th

ers, su
ch

 as w
ith

 y
o

u
r em

p
lo

y
er o

r a life 

in
su

ran
ce co

m
p

an
y

. Y
o

u
 can

 rev
o
k

e (can
cel) 

th
at p

erm
issio

n
 at an

y
 tim

e b
y

 g
o

in
g

 to
 th

e H
IM

 

w
eb

site an
d

 su
b

m
ittin

g
 th

e R
ev

o
catio

n
 o

f 

A
u

th
o
rizatio

n
 fo

r R
elease o

f In
fo

rm
atio

n
 fo

rm
. 

O
n

ce w
e h

av
e p

ro
cessed

 y
o

u
r rev

o
catio

n
, w

e
 

w
ill n

o
 lo

n
g

er u
se o

r sh
are y

o
u

r h
ealth

 

in
fo

rm
atio

n
 u

n
d

er th
e rev

o
k

ed
 A

u
th

o
rizatio

n
. 

W
e can

n
o

t, h
o

w
ev

er, tak
e b

ack
 in

fo
rm

atio
n

 w
e 

h
av

e alread
y

 sh
ared

.  

O
th

er S
ta

te a
n

d
 F

ed
era

l L
a

w
s S

o
m

e state an
d

 

fed
eral law

s req
u

ire ad
d
itio

n
al p

riv
acy

 

p
ro

tectio
n

s fo
r certain

 h
ealth

 in
fo

rm
atio

n
. F

o
r 

ex
am

p
le, so

m
e states g

iv
e u

n
em

an
cip

ated
 

m
in

o
rs th

e leg
al rig

h
t to

 co
n

sen
t to

 certain
 ty

p
es 

o
f care an

d
 p

ro
tects th

e p
riv

acy
 o

f th
o

se 

en
co

u
n
ters, w

ith
 sp

ecific ex
cep

tio
n

s. O
th

er 

ex
am

p
les in

clu
d

e:  

H
o

w
 Y

o
u

r In
fo

rm
a

tio
n

 Is U
sed

 a
n

d
 S

h
a

red
 

fo
r T

rea
tm

en
t W

e m
ay

 u
se an

d
 sh

are y
o
u

r 

h
ealth

 in
fo

rm
atio

n
 to

 p
ro

v
id

e, co
o

rd
in

ate, o
r 

m
an

ag
e y

o
u

r h
ealth

 care an
d

 related
 serv

ices, 

b
o

th
 w

ith
 o

u
r o

w
n

 p
ro

v
id

ers an
d

 w
ith

 o
th

ers 

in
v
o

lv
ed

 in
 y

o
u

r care. D
ifferen

t p
erso

n
n

el m
ay

 

also
 sh

are y
o
u

r h
ealth

 in
fo

rm
atio

n
 to

 co
o

rd
in

ate 

th
e d

ifferen
t th

in
g

s y
o

u
 n

eed
, su

ch
 as 

p
rescrip

tio
n

s, lab
 w

o
rk

 an
d
 X

-ray
s. F

o
r 

ex
am

p
le, a d

o
cto

r treatin
g

 y
o
u

 fo
r a b

ro
k

en
 leg

 

m
ay

 n
eed

 to
 k

n
o

w
 if y

o
u

 h
av

e d
iab

etes so
 sh

e 

can
 treat y

o
u

 p
ro

p
erly

 an
d

 w
o

rk
 w

ith
 o

u
r 

d
ietitian

 so
 y

o
u

 can
 h

av
e lo

w
 su

g
ar m

eals. O
u

r 

case m
an

ag
er w

ill n
eed

 to
 k

n
o

w
 ab

o
u
t y

o
u

r 

d
iab

etes so
 h

e can
 co

n
n

ect w
ith

 o
th

er ag
en

cies 

to
 g

et y
o

u
 access to

 th
e p

ro
p

er reso
u

rces after 

d
isch

arg
e. W

e m
ay

 also
 sh

are y
o
u

r in
fo

rm
atio

n
 

w
ith

 a h
ealth

 reg
istry

 so
 w

e can
 access 

in
fo

rm
atio

n
 th

at m
ay

 h
elp

 u
s id

en
tify

 a d
ifferen

t 

w
ay

 to
 treat y

o
u

. W
e m

ay
 sh

are an
d

 receiv
e 

y
o

u
r h

ealth
 in

fo
rm

atio
n

 fro
m

 o
th

er p
ro

v
id

ers, 

in
clu

d
in

g
 w

ith
in

 o
u
r sy

stem
, to

 treat y
o

u
. 

  

C
o

m
m

u
n

ica
tin

g
 W

ith
 Y

o
u

 W
e m

ay
 u

se 

an
d

 sh
are h

ealth
 in

fo
rm

atio
n

 to
 co

n
tact y

o
u
 

ab
o

u
t treatm

en
t, care, o

r p
ay

m
en

t. F
o

r 

ex
am

p
le, w

e m
ay

 u
se y

o
u

r cell p
h
o

n
e an

d
 

em
ail in

fo
rm

atio
n

 to
 sen

d
 y

o
u

 ap
p

o
in

tm
en

t 

rem
in

d
ers. W

e m
ay

 also
 reach

 o
u
t to

 y
o
u

 fo
r 

feed
b

ack
 ab

o
u

t a recen
t v

isit o
r to

 see if y
o
u

 

are feelin
g

 b
etter. U

n
less y

o
u

 tell u
s 

o
th

erw
ise, y

o
u
 ag

ree w
e can

 sen
d
 y

o
u

 

rem
in

d
ers v

ia p
h

o
n

e calls, em
ails, tex

t 

m
essag

es, o
r o

th
er m

ean
s b

ased
 o

n
 th

e 

in
fo

rm
atio

n
 y

o
u

 h
av

e o
n

 file w
ith

 u
s. If y

o
u

 

sen
d

 u
s u

n
en

cry
p

ted
 em

ails o
r tex

ts, y
o
u

 

u
n

d
erstan

d
 th

ere are secu
rity

 risk
s in

 d
o

in
g

 

so
 an

d
 y

o
u

 accep
t th

o
se risk

s.  

F
o

r P
a
y

m
en

t W
e m

ay
 u

se an
d

 sh
are y

o
u

r 

h
ealth

 in
fo

rm
atio

n
 w

ith
 o

th
ers to

 b
ill an

d
 

co
llect p

ay
m

en
t fo

r th
e serv

ices w
e p

ro
v

id
e 

to
 y

o
u
, su

ch
 as w

ith
 b

illin
g
 d

ep
artm

en
ts, 

in
su

ran
ce co

m
p

an
ies, h

ealth
 p

lan
s an

d
 th

eir 

ag
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  Zen Psychiatric Services, PLLC 

 

 

 

 

 

Acknowledgment of Receipt of Notice of Privacy Practices 

 

Zen Psychiatric Services, PLLC is providing you a copy of our Notices of Privacy Practices. The 

notice provides information about your rights as a patient of our practice and whom you may 

contact at our office to ask questions about our privacy practices. By signing this form, you 

agree that you have had the opportunity to read our Notice of Privacy Practices. I have received 

a copy of the Notice of Privacy Practices for Zen Psychiatric Services, PLLF 

 

Name (Please Print): ___________________________________ 

 

Signature of patient (or representative) Date:  ____________________________   ___/___/___ 

 

 

 

 

 

 



 

No Show/Late Cancellation Policy 

 

This policy has been established to help us serve you better. 

 It is necessary for us to make appointments in order to see our patients as efficiently as possible. No-

shows and late-cancellations cause problems that go beyond a financial impact on our practice. When 

an appointment is made, it takes an available time slot away from another patient. No-shows and 

late-cancellations delay the delivery of healthcare to other patients. 

A “no-show” is missing a scheduled appointment. A “late-cancellation” is canceling an appointment 
without calling us to cancel within 24 hours of an office appointment or 72 hours in advance of a 

procedure. 

We understand that situations such as medical emergencies occasionally arise. These situations will 

be considered on a case by case basis. 

 

A charge of $30.00 will be assessed for each no show or late cancellation 

office visit appointment if less than 24 hours notice is given. 

Please understand that insurance companies consider this charge to be entirely the patient’s 
responsibility. 

To cancel or reschedule an appointment please call Zen Psychiatric Services, PLLC 828-608-0892.  This 

policy is in effect to ensure that all of our patients have the opportunity to be seen in a timely manner. 

It is my understanding that my credit card on file will be charged $30.00 for each no show or late 

cancellation appointment.  If no credit card is on file, I agree to be billed for the no show or late 

cancellation appointment.  I am also aware that three no show or late cancellation events may 

constitute dismissal from this clinic. 

 

________________________________________                    _______________________ 

Patient Acknowledgment (Please sign)    (Date) 
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Recurring Credit Card Payment Authorization 

 
You authorize regularly scheduled charges to your credit card. You will be charged the 

amount indicated below each billing period. A receipt for each payment will be provided 

to you and the charge will appear on your credit card statement. You agree that no prior 

notification will be provided unless the date or amount changes, in which case you will 

receive notice from us at least 10 days prior to the payment being collected. 

 

I ______________________________________ authorize __Zen Psychiatric Services, PLLC to  
             (Cardholder’s Name)                                                                       (Merchant’s Name) 
 

charge my Credit Card indicated below for $____30.00________for _no show per signed 

agreement. 

                            

Billing Information 

 
Billing Address _________________________________   Phone # _________ 

 

City, State, Zip __________________________________   Email ________________________  

       

Card Details                 
 

☐ Visa     ☐ MasterCard       ☐ Discover       ☐ American Express      

 

Cardholder Name ___________________________________________ 

 

Account/CC Number ___________________________________________ 

 

Expiration Date ____ /____ 

 

CVV ____ 

 

Zip Code _______ 

 
I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify 

_Zen Psychiatric Services, PLLC__ in writing of any changes in my account information or termination of 

this authorization at least 15 days prior to the next billing date. If the above noted payment dates fall on a 

weekend or holiday, I understand that the payments may be executed on the next business day. I 

acknowledge that the origination of Credit Card transactions to my account must comply with the 

provisions of U.S. law. I certify that I am an authorized user of this Credit Card and will not dispute these 
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scheduled transactions; so long as the transactions correspond to the terms indicated in this authorization 

form.  

 

 

 

SIGNATURE ___________________________           DATE _____________________ 
                               (Cardholder’s Signature) 
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 SPRAVATO withMe Savings Program  
Patient Assignment of Benefits  

© Janssen Pharmaceuticals, Inc. 2022     09/22     cp-112479v4 

1. OPTIONAL: This form is optional. Signing this form is not required for a patient to receive medical treatment, to start or stay on 
therapy, or to be enrolled in SPRAVATO withMe. 

2. AUTHORIZATION: By signing this form, the patient authorizes SPRAVATO withMe to issue payment directly to their provider  
for any reimbursement amounts attributable to the costs of SPRAVATO® administered in their provider’s office. This form’s 
authorization is not limited to one provider, but grants patient authorization for all of the patient’s treatment providers who submit a 
rebate request to SPRAVATO withMe Savings Program. 

3. BENEFITS: This form is limited to repayment of the costs of medication that are administered in the provider’s office. It does not 
cover the cost of the office visit or your treatment’s administration. 

4. INSTRUCTIONS: Patient must read this form, complete all fields, sign, and return this form to their provider if the patient is in 
agreement with the assignment of the above benefits to all providers from whom the patient receives medical services related to 
SPRAVATO®. Providers should fax the completed form to SPRAVATO withMe at 844-584-1453, or mail to SPRAVATO withMe, 
2250 Perimeter Park Drive, Suite 300, Morrisville, NC 27560. 

5. CANCELLATION: Patient can, at any time, call SPRAVATO withMe and elect for the rebate check(s) (payment) to be sent directly  
to them. 
 

 

Patient Information: 

Patient Name:       Date of Birth (mm/dd/yyyy):       

SPRAVATO withMe Savings Program Member #:       
(from the front of your Savings Program card)  

Patient Address:       

City:        State: ZIP Code:        

 

Patient Authorization: 

My signature on this Patient Assignment of Benefits Form confirms that I authorize that each of my SPRAVATO withMe Savings 
Program out-of-pocket payment(s) be sent on my behalf to all provider(s) for payment of my out-of-pocket SPRAVATO® medication 
cost(s). I also understand that I may, at any time, call SPRAVATO withMe and elect for the rebate check(s) to be sent directly to me. 

Patient Signature:  Date:        

If the patient cannot sign, patient’s legally authorized representative must sign below. 

By:  Date:        
(Signature of person legally authorized to sign for patient) 

Describe relationship to patient and authority to make medical decisions for patient:  

       

Please read the full Prescribing Information, including Boxed WARNINGS, and Medication Guide for SPRAVATO® 
and discuss any questions you may have with your healthcare provider. 

  

   

Spravato
(esketamine) NS28 mg spray
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.  This will be discussed on the day of your 8th treatment.  

 *  After week 8 or your 12th treatment, you will have a 30 minute schedule
    re-evaluation with Dr. Frasca. This will be scheduled on a different day than
    your Spravato treatment. 


