/< > ~ Zen
\((_0) Psychiatric

Services, PLLC Intake Assessment Form

Please complete all information 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-time thing. The more complete and accurate the information is that we have about your prior
care and current issues, the better we can serve you. Take your time and help us help you by being as complete and

accurate as you can be. Thank you!

Please confirm this basic information:
Name: Date of Birth

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 practice currently prescribes your psychiatric medications?

Do you have another provider or practice prescribing non-psychiatric medications? 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 often?

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 Ifyes, 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 & Medication 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 after 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 Reaction

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 Fatigue

Kidney Disease
Diabetes
Asthma/respiratory problems —-------—-—
Stomach or intestinal problems—---------
Cancer (type)
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SECTION 4: Continued - 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

Liver problems

Other

Other

(
\

(

\

(

\

(

\

Head trauma (
(

\

(

\

(

\

(

\
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—_— — — e e ~— ~— ~— ~—

Other

Is there any additional personal or family medical history? If yes, please explain:

Did your mother have any complications 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 prescription medications — Psych and NON-Psych: (if none at all, write none)

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

Initials:



SECTION 4: continued
Please list any current over-the-counter medications (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 relationship, for how long?

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

Are you satisfied with your current relationship? ( ) Yes ( ) No

Are you suffering any type of abuse in this relationship? ( ) Yes ( ) No

Have you ever been abused emotionally, sexually, physically, or by neglect? ( )Yes ( )No
Do any issues regarding your sexual orientation distress you? () Yes ( ) No

Who are your personal emotional supports? (With whom are you close?)

Do you belong to any particular religion or spiritual group? () Yes () No
Does your religion or spiritual group provide emotional support? () Yes ( ) No
Do any issues regarding your religious or spiritual beliefs distress you? ( ) Yes ( ) No

Are you currently: ( ) Working ( ) Student ( )Unemployed ( ) Disabled ( )Retired
If disabled, what is your legal disability?

If working or retired, what is/was your occupation?

Have you ever served in the military? ( ) Yes ( ) No
If so, in what branch and for what time frame?

Is your current living situation stable? ( ) Yes ( ) No
If No, please tell us generally about the issues you face:
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SECTION 5: SOCIAL HISTORY - continued

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 entire life, have you ever had a problematic pattern of substance use — specifically, a pattern that caused you any
social, academic, occupational, 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 problematic 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 recreationally 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 often, and by what means:

Initials:



SECTION 6: SUBSTANCE USE HISTORY - continued

Psychedelic Medication 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 criticizing 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

Tobacco History:

Have you ever smoked cigarettes? ( )Yes ()No

Do you still 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?

()No

Pipe, cigars, or chewing tobacco: Currently? ( )Yes ( ) No Inthe past? ( )Yes ( ) No
What kind? How much per day on average? For how long?
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SECTION 7: PSYCHIATRIC HISTORY (finally, right?!)

Outpatient Treatment History:
Please describe when, by whom, and nature of treatment.

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

Psychiatric Hospitalization 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 Medication History:

Please indicate which of these medications 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.

Antidepressants

MEDICATION COMMENTS MEDICATION COMMENTS
| Prozac Y/N Remeron Y/N

Zoloft 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

Trintillex Y/N Viibryd Y/N

Auvelity Y/N

Mood Stabilizers Sedatives / Hypnotics

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
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Antipsychotics

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

Anti-Anxiety STIMULANTS

MEDICATION 7?7 COMMENTS MEDICATION ?7?? COMMENTS
Xanax Y/N Adderall Y/N

Ativan Y/N Concerta Y/N

Klonopin Y/N Ritalin Y/N

Valium Y/N Strattera 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 evaluation?
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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 after
medication is administered. All patients must have someone to drive them to and from treatments. Treatment duration
is subject to change based upon the treatment plan established between yourself and the provider.

Signature Date

Emergency Contact Their Telephone #
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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.

Not at | Several | More than half Nearly

BHGES all days the days 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 0 1 5 3
yourself or your family down.
7. Trouble concentrating on things, such as reading the 0 1 > 3

newspaper or watching television.

8. Moving or speaking so slowly that other people could have
noticed. Or the opposite — being so fidgety or restless that you 0 1 2 3
have been moving around a lot more than usual.

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

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 | Several Over half Nearly
sure days the days every day
1. Feeling nervous, anxious, or on edge. 0 1 2 3
2. Not being able to stop or control worrying. 0 1 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

UHS Rev 4/2020
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Spravato ~ SPRAVATO® REMS janssen J-

Esketaming) € T Patient Enroliment Form - Outpatient Use Only

This section is to be completed by the Patient
Your healthcare provider will help you complete this form and provide you with a copy.

* Indicates required field

Patient Information

First Name*: MI: Last Name*: Birthdate*: (MM/DD/YYYY): Sex*: |:| Male |:| Female
L] Other

Email*: (Email is required for online enrollment only) Phone Number*:

Address 1% Address 2:

City*: State™: ZIP*:

Patient Agreement

By signing this form, | understand and acknowledge that:

Before my treatment begins. | will:
« Enrollin the SPRAVATO® REMS by completing this Patient Enroliment Form with my healthcare provider. Enrollment information will be submitted to
the SPRAVATO® REMS.

* Receive counseling on safety risks and the need for monitoring to observe for resolution of sedation and dissociation, and for any changes
in vital signs.

During treatment, and after administration I will:
+ Use the SPRAVATO® nasal spray myself under the direct observation of a healthcare provider.

+ Be observed at the healthcare setting where | get SPRAVATO® for at least 2 hours after each treatment until the healthcare provider determines | am
ready to leave the healthcare setting.

| understand:
+ Sedation and dissociation can result from treatment with SPRAVATO® and | must stay after each treatment.
Until these effects resolve, | may feel:
- sleepy and/or
- disconnected from myself, my thoughts, feelings and things around me.

+ | should make arrangements to safely get home.
« | should not drive or use heavy machinery for the rest of the day on which | receive SPRAVATO®.
+ I should contact my doctor or inform him/her at my next visit if | believe | have a side effect or reaction from SPRAVATO®.

¢ Inorder to receive SPRAVATO® as an outpatient, | am required to be enrolled in the REMS, and my information will be stored in a database of all
outpatients who receive SPRAVATO® in the United States.

+ Janssen Pharmaceuticals, Inc. and its agents, including trusted vendors, may contact me or my prescriber via phone, mail, fax, or email to support
administration of the REMS.

+ Janssen Pharmaceuticals, Inc. and its agents, including trusted vendors, may use, disclose, and share my personal health information for the purpose
of the operations of the REMS, including enrolling me into the REMS and administering the REMS, coordinating the dispensing of SPRAVATO®, and
releasing and disclosing my personal health information to the Food and Drug Administration (FDA), as necessary, and as otherwise required by law.

Patient Name (please print):

Patient Signature*: Date*:

Phone: 1-855-382-6022 www.SPRAVATOrems.com Fax: 1-877-778-0091

© Janssen Pharmaceuticals, Inc. 2020 08/20 Page 2 of 2



»,  Zen Psychiatric Services, PLLC
137 Professional Park Drive Suite D

Mooresville NC 28117
Main: 828-608-0892 Fax: 828-608-0373

INFORMED CONSENT: SPRAVATO TREATMENT FOR DEPRESSION

* | 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. | 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.

+ | agree to remain abstinent from any illegal drugs, alcohol, and controlled medications that | am not
prescribed. If | cannot remain abstinent from these substances, | agree to inform the office prior to my
treatment session, as this could jeopardize my safety and affect my ability to continue treatment.

+ | understand that | may not drive or operate machinery for at least 24 hours after my nasal treatment is
completed, and that | will only be discharged to the care of a responsible adult.

+ | understand that good results are expected but not guaranteed. My depression may not improve with
Spravato treatment even if | follow the complete treatment protocol.

* | 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.

+ | 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.

* | have been explained thoroughly about the use of Spravato for Treatment-Resistant depression and
have had the opportunity to ask all the relevant questions | felt necessary. | am confirming that | have
received and reviewed the pre-treatment instructions, post treatment instructions and that | can fully
comply.

« | voluntarily request Zen Psychiatric Services, PLLC to administer SPRAVATO for the treatment of my
condition.

* | understand that | can revoke this consent at any time including during the 12 week treatment period. |
further understand that if this consent is revoked during a treatment session and after | have received
Spravato medication, | will voluntarily agree to stay the required two (2) hour observation period.

* | 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.

« | fully consent and agree to Zen Psychiatric Services, PLLC bill my insurance company for services

rendered. | am aware that | 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:




220T 12quWa1aas paiepan iseq

"Xas 10 ‘KyrjIqesip ‘a3e ‘urS1Io [eUOIJBU ‘IO[0D ‘Q0EI JO SISeq
1) U0 SJRUTWILIOSIP JOU SIOP Pue Sme[ SIYSLI [IAIO [eIoPa]
d1qeordde yym so1jdwod DT Id ‘SO0IAIOS JLIRIYIAS USZ

‘no£ djoy oy Addey aq [jim Aoty pue 7680-809-8¢8 1€ INIH
[1eo aseard ‘suonsanb Aue oAey noA J ‘s)y3L asay) Jo Auew
$90510A0 (INTH) uounteda( juswoFeue|y UOHBULIOJU]
[I[eH INQ ‘MO[dq PAUL[INO dIE YOIYM ‘NOA JNOqe urejurett
M UOTJBWLIOJUI [)[eay Y} SurpIesar sy urepod oAey
Nno X uoneuLIOJU] YI[edH Inox Surpaesay] sjysny Inox

‘Mme] 9)e)S Jopun
I0Ko1dwo ue 03 se yons ‘uonesudduro)) SIBLIOA 10]

“UOIJRWLIOJUL
InoX 399101d 0} SUOIIBNSAI Y0IBISAT JUBAJ[II Y} MO[[OF
[[IM 9M ‘SpIB0Q MIIARI [RUOnIMIISUI [e1dads Aq paroidde
u90q 9ABY JBY) SOIPNIS 10J SB YONS ‘Yd.IBasay] [BIIPIAl 10,0

-orqnd a1} 10 SUOSWOS 0} IFULP JUSUIWII UR ST A1)
J1 se yons ‘A)ayeg 10 YI[BIH 0) JLIIYL, SNOLIIS € PIOAY O,

's10u0SLId 1O JUSWIOOIOJUS ME[ SUIAJOAUT SUOIIEMIS IT}O
10 ‘suosiod JUISSTW ‘SOUWILIO UTBIOO JO JUSAD U) UI Sk Yyons
‘suonMNSU] [BUOIIALIOD) PUE JUIWIIOJU MET O],

‘Burpoeaooid [e39] € 10 Quelrem e
‘I9pI0 3IN05 © 2su0dsal Ul se yons ‘Suipasdo [e597 € 10,

"SOIIAIOS
PIEOIPOIA]/QJDIPIA 10J JaJUQ)) A1) 0 s10je[nSal ()[edy
9Je)S Q) 0) SB YONS ‘SINIANIY JYSISIIAQ [I[EIH 10,

jojeto Rl

M JIoM SyIeap 1o syiiq 3rodar ¢syonpoid [eorpowt yam
swapqoid 10 suonoear yodar (ArIqesip 1o ‘Amfur ‘oseasip
[01U09 10 Ju2Ad1d 0} SB Yons ‘SANIANIY YI[EIH d1[qng 10

'SO10UT e [RIOPAJ 10 9)e)S 0) s}10daI eI
93w 0} JO ‘asnqe PIIYD ‘SOSBISIP S[qBIIUNUIWIOD ‘SPUNOM
joysunsg 110dax 03 se yons ‘me] Aq paambay] uayAp

:Surpnjour 409[qo 03 9oueyd & noA JulAld Jnoym
10 uorssiuidd 1ok JNoyIIM UOBULIOJUI Y3[edY InoK dIeys
10 9sn Aewl oM ‘SUOIBMIS UIBMIAD U] Suonemis [enads

-08e103s Ul 9Ie 9} JI S Yons ‘sAep (¢ Ioyjoue
PoOdU oM MOUY NOA 3] oM ssajun )sonbar ok
QAIO091 OM UAYM JO SABP ()¢ UIYIIM UOTJBULIOJUL
AU} QAT [[IM NOA ‘SISBD JSOUL U] "ULIOJ SS90V
J10J 3s9nbay Jusnied AU} JIWQNS PuE A)ISqOM NTH
oy 03 03 ‘p10921 10K Jo Adoo © 3sanbar o], Jred
ul 10 9[oyM Ul Patuap 9q Aewr jsonbar moxk ‘os[d
JUoaWOS JO NOA 193uepud JYIIW PI0dI INOA Ul
Furyowos saprodp 10j00p oA J1 ‘opdwrexs 10
‘A1dde Aew suondooxa ure)r9o y3noy ‘p1ooax
[eorpawt 1no£ jo jred Jo [e Jo Adod e 10§ Yyse ueod
Nno X SPI033Y YIedH Inox jo £Ado) & 03 Y3

"uoIsSTIod UM INOYIIM )1 dIeyS JO osn

UQY) PUE SNOWAUOUE SIU0I2q UOTJLUILIOFUT [}
0s ‘SIONUIPI 91832133k 10 JAOWAI UBD OM Je[}
9)JON "UONBULIOJUI [J[BAY JO 9[BS SAMIISUOD Jey)
Kem e ur uoneWLIOJUl INOA d1BYS 0} J0 ‘sosodind
SurjoxIeW J0J UOTIRULIOJUT )[eay] IN0K asn 0}
‘sojou AderoyjoyoAsd areys 1o osn 03 uorssturad
UNLIM INOA J0J Yse [[Im om ‘Ojdwrexs 10,
"uoIsSIIdd USPLIM INOA 0] NSB [[IM 9M ‘Sme|
d1qeordde £q pepruizad 10 paxnbar 10 9o10N
ST} AQ PAIOA0J 10U JSUUEW € UT UOT)BUWLIOJUT
[)[eaY] INOA QIBYS JO SN OM 9J0JOg UOIBULIOJU]
)[e3H JO $3S() PO 10} UOhEZLIOYNY

"01e0 INOA U PIAJOAUT SO} YIIM

UOIRULIOJUT [y JNOA 0JeyS 0} }SOIIUT S9q
InoA ul SI )1 J1 9p1oop 0 Juowdpnl jeuorssajord
INO 9sn [[1M oM ‘AoUd3IoWd Ue ST I 10 J[OSINOA
J10J SUOISIOOP eW 0) d[qeun aIe nok J] “Ypeap 1o
uonIPUOd [eJOUST ‘UONEI0] INOA INOqE dI8d INOA
ur paAjoaut ojdoad AJjou 0} UOHJBUWLIOJUL dIBYS
os[e AeW A\ 'SOIIAIIS INOK SULIOAOD 1O S[[Iq
InoA ym Surdjoy are Aoy J1 uoryewIoyul JuI[iq
dIeys 10 dWOY Je oA 10J 9Jed 0) MOV AJIuue)
INOA [[9) OS] P[NOD dA\ "WIAY} YIM UOTJRULIOUT
JUBAQ[I SIBYS UBD OM U} ‘UOT)EUWLIOFUT

[eorpawt InoA SuLredy way) 03 303[qo jou op nok
pue ainpadoid e woiy dn nok yoid pusLyy & oAey
10 Juaunurodde oA 0y Surqrs e 3uriq noA Ji
‘oidwrexo 10 JuowiAed 10 918 INOA UT POAJOAUT
ST oym J0 AJrjuopt noA uosiad 10y30 10 puoLly
‘oAryeuasaldal [euosiod ‘roquiowr A[Iwiey e yam
UOTJRULIOJUI [)[BY] INOA dIBYS ABUWI O\ JUIWIALJ
J0 318D N0 X Ul PIA[OAU] S[ENPIAIPU]

‘Tenuopryuod J1 dody pue uoryeULIOjUL

yireay Inok 309101d 03 woyy axnbar

OA\ 'SIOIOAIIP [BOIPSUL IO ‘SOIOUITE UONIJ[0D
‘soruedwod SuLIOIIUOW IBOY}[BAY 11 AB
om ‘ordurexs 104 ‘sn 103 qol a1oy) wrojrod
ued A9} JBY[} OS SOJBIOOSSE SSAUISNQ 9SA}
()M UOTJRULIOJUT [[}]BSY INOA IBYS 0] PIdu
Kew o “suonerodo oFeuew pue S9OIAIOS
uojtod sn djoy 03 sojeroosse ssoursng

se umouy] saruedwoo pue ajdoad 1oyj0

QIIY OM ‘SOUWITIOUWIOS SIJBIV0SSY SSIUISNE

*asn noA yey

s[003 19130 10 sdde 03 Ajdde Aew osn Jo swio)
[euonIppe Aue SUIMIIALI 10] 9[qisuodsal d1e
NoA 0N "1S9IOUI JO 9q ABW JBY) SOAIIRUId)I[.
10 suondo juowyean o[qissod Jnoqe

noA [[9} 0} UOTJBULIOJUT [}[BaY INOA dIBYS

pue 3sn ABW A\ SIANBULII)[Y JUIUIIBAL ],

*08eI10A09 10] AJITenb nok

wIyuod 03 10 uerd yieay oAk woiy jeaoidde
-01d 10} SE Yons ‘SIOIAIOS PI[NPOYIS AL
noA 210J2q s1oAed joeju0d OS[e ABWI 9 A\
‘sorouade Suntodar rownsuods pue ‘syudge
19y pue sueld yireay ‘soruedwod soueInsur
‘syuounedap Sulf[iq yum se yons ‘nok o}
opraoid om so01AI3S ot 10] JudwAed 309[[0
PUE [[Iq O} SIYIO YILM UOLBULIOJUI 3[BdY
InoA aIeys pue osn ABW A\ JUIWIARJ 10,

‘sy[SLI asoyy} 3doooe noAk pue os

Surop ur sysu AJLINOJS 91k 1Y) puE)SIOPUN
nox ‘syxd3 1o sjrewrd paydLrousun sn puas
noK JT "Sn [Im [ UO 2ABY NOA UOIBULIOJUL
91} UO PIseq SULAW IOYJO IO ‘SATeSSAW

1X9) ‘S[rewo ‘s[[eo auoyd BlA SIOpUIUAI

noA puas ued dam 913 NOA “ASIMIOY}O0

sn [[93 noK ssa[u() "19139q 3uIjod) e

NOoA J1 995 0 10 JISIA JUSDAI & JNOqE JOBqPI}
10J NOA 0} INO [[BI 0S| ABWI DA\ "SIOPUIIAL
juowjurodde nok puos 03 uoneULIOJUI [TEWD
pue suoyd [[99 1noA asn Aew om ‘ojdwexd
104 JuowAed 10 ‘a1ed QUOUIIRAI) JNOqR

no£ 198jU09 0} UOTJBULIOJUI U})[ESY dIeYS pue
osn AewW 9A\ NOA YIIAN SUDEIIUNWILIO0))

NOK 1831} 0] ‘WIAISAS

IO uryiIm urpnjour ‘siopraoid oo woy
UOIRULIOJUI 3[BT JNOA 9AI202I PUB JIeyS AW
9M MoK 1831 0) Ao JUSIOHIP € AInuopt sn djoy
Aew Jey) UOTJBULIOJUT SSA00E UBD M 0S A1IS13a1
UJ[eay © YIIM UOIBULIOJUL INOA dIBYS OS[@

Kew o\ "931BYOSIp Jo)e soornosar 19doxd oy

03 559008 NoA 123 03 $A10UITe IOY)0 YPIM JOIUU0D
UBd 9y 0S S2J2qRIP INOA JNOGE MOUY 0} PAou
114 J98eUBW JSED IN() "S[BIW JBINS MO[ 9ARY
ued NOA 0S UeNNAIP INO YIM dlom pue Aprodord
NOK 1801} UBD AUS 0S $9JAqRIP dABY NOA JI MOUY 0}
pasu Aew Fo] uay0Iq B 10J NOA Sunjear) 10300p e
‘ordurexa 10 "sAel-x pue iom qef ‘suondrrosord
Se ons ‘paou noK sFuIy) JULILJIP o}
9JBUIPIO0D 0} UOHJBULIOJUI [)[8dY INOK dIeyS OS[e
Kew ouuosiod JUIJJI(T 918D INOA UT PIA[OAUT
SIOUIO UM pue sI1op1aoid Umo Ino YiIm yjoq
‘SOOTAIQS POJR[AI PUE 2IBD 3[IY] JNOA oFeUBW
10 “9JeUIPI00O Ap1A0Id 0] UOTBULIOJUI [})[EaY
INOA a1eys pue asn Aew A\ JUSWIBIL ], 10)
paJeyS pue pas() S| UOHBULIOJU] INOX MOH

:opnjour sojdwexd

Ioy3Q “suondooxa o1j10ads ym ‘SI9UNOdUD
asoy) Jo Koeard oy spodjo1d pue a1e5 JO

sod£) urer0o 03 Juasu0d 03 JY3LI B39 Y3 SIoUTW
pajediouewoun 2413 saye)s dwos Qdurexd

10 "UOTJEULIOJUI )]V UIE}IdO J0J Suonodjord
Koeaund [euonippe axmbal sme| [e19pa)

PUE 2]8)S QWIOS SMET [BIIPI] PUE 3)E)S 1310

"pareys Apeaife oAeYy

9M UOIJBULIOJUI YoB(q J3B) ‘IOAIMOY JOUlRd I\
“UOIBZLIOYINY PIOAI oY} JOpPUN UOIBULIOJUL
[J[eay InoK d1eys 10 Isn JoSUO[ Ou [[Im

M “UOIIBOOARI INOA Passad0ld dAeY am 20UQ
"ULI0} UOIRULIOJU] JO 9SBI[OY 10J UONRZLIOYINY
JO UONEI0ADY Y} FUIPIUIqNs pue A}ISqom
NIH oW 03 Suto3 Aq own Aue je uorsstuiod jey)
(199ued) 930A21 UBd NO A *Auedwod doueInsul
9J11 & 10 10K0[dwd INOK Y)IM SB YONS ‘SIoY)0
)M UOIBWLIOJUT INOA J1eYS 0} uoIsstuIad

sn 9AIS 0} uonezLIOYNY Ue ugIs Ued No A
UONBZLIOYINY U [23Uk)) .10 0AIY 01 JY3NY



‘suonje1ado a1eo y[eay

umo J1ay) 10§ noK yim drysuonie[ar e oAey

oym s1op1aoid 1oU1o yim uoreuLIojul Jnok
a1eys os[e ued oA\ ‘sasodind 1a1jo pue [e3o]

10J pue ‘elep azAJeue ‘3ursuadi] Ino jroddns
‘so1oud3e [ejuowuIdA0g 03 puodsar ‘sjuapnis
pue [suuosiad urery 0} uonewoyul juoned asn
os[e Aewr 9\ oouaLIadxe InoA Jnoqe AoAins €
NOA PUas JO ‘SIOTAIIS 10} SUOIIBIO] MU AJIUSPI
‘s901A19s Mmau ue[d ‘Iyels ano Jo douewiorod
Y} 9jen[eA? 0} uonewIouI Juaned

18 j0Oo[ Aew om ‘9[dwiexd 10, ‘suonerodo

A1 [)[B3Y JOYI0 JONPUOD pue Ared jusned

J0 1500 pue Afenb ayj oAoxdwr ‘wdysAs yieay
1no ojerddo sn djoy Jey) SonNIAIOE ssauIsnq

N0 AI11B9 0} UOIJBWLIOUL Y3[BaY] JNOA dIBYS

pue osn Aew I\ suonedQ aae) YI[eaH 10,

Jurejdwos e Juipy

10J paystund oq jou [[14 no X ‘eediy/ao3syy

0} 3u103 Aq SO01AIOS UBWINY Pue

yi[eaH Jo 1uaureda(q oy} Jo AIeI0109S U} Ylm
jurejdwod e 91y ued no X yuduedaq AdeArd
oy} (i seads 0 s pue 7680-809 (878)

Je Joquinu urew no Sul[[eds Aq DT Id ‘SIIIAIS
JLBIYOASJ uoZ Y jure[dwos e 9[1J ued nok
‘VVdIH Jopun paruap a1om sy ok jey) 1o
uorjeulIojur Jnok pasn Jo pareys Ajqssruadur
M 9A91[9q 10X JT s3aeju0)) pue syurejduio)

*)[sop Juoy Ay 3 Adoo Juarno oy 3sod [[im

M pue “Qo1oN 9y} Jo o3ed 3s11J o) uO PASI|

SI 9Jep DAIOYIQ QYL 2IMNJ Y} UT JAIOIDI JO
9]B0I0 OM UONJBWLIOJUL }[BaY AUE IOJ SE [[oMm SE
‘no£ noqe aAey Apealje oM UOBWIOJUI Y)[BY
10J 9ATJO0JJQ 9q [[1M OION POSIAAL O, "99ION
s1yy ojepdn pue 93ueyd 03 ST Y} JATISAT O A\
S008I J AIBALLJ JO IINON SIY) 0) saguey)

‘UOTIEWLIOJUI Y3[eaY] JNOA Jo Aoearrd 10 £111nods
o3 03 os1woIdwoo JO JSLI MO] B UBY) Q10U UT
S}NSal Yorym me[ Jopun papruiiad jou Jouuew
B Ul paJeys JO ‘pasn ‘paiinboe s1 uorjewiojul
q)eay InoK J1 payyiiou 9q 03 Y3 oyl

9ARY NO X YoBAIY € JO PAYNON g 03 1YSny

‘mouy| NoA J9] [[Im

M ‘sAep ()¢ BIIXD UB PIOU oM J] 'SABD ()9 UIYIIM
S2INSO[OSIP JO FUIIUNOOIL I} PUIS [[IM M ‘SISBD
1soul U] "9 & 2q ABW 210Y) IR} JOYE Syjuow

71 K19A9 931BYD OU JB SOINSO[ISIP JO FUNUNOIIL
ou0 123 ued no { -3senbai oy 10y owrely swn oYy
9pNJoul JsNW NO A W0} SUNUNOJY 10J 1sanboy
Y3 10J YSe UL 7680-809-8T8 [[BJ ‘SANSO[ISIP JO
Sununodoe ue 3sanbax o], nok Aq pazuoyne Isoy}
SB [ons ‘SaISso[oSIp JOYI0 UIelIdd Jo ‘suonjerodo
Q189 3[eay 10J 10 ‘JudwAed ‘QUOWILII) UT POAJOAUL
9501[) 0] OPBW SAINSO[ISIP IPN[IUI JOU [[IM IS

U} JJON "SIedk 7 ISB[ O} JOAO UOIIBWLIOJUL JNOA
PaIeyS 9A oM 3SOU) JO ISI] B JOJ ISk 0} JYS1I o)
JABY N0 X SAINSO[ISI(] JO SUnuUNody ue jsanbay

"Pa3oBIN0d
9q 0} ySIm NOAK 219yMm Jo moy AJ1oads jsnwr 3sonbax
oA 1nq ‘sysonbai 9]qeUOSEAI [[B 9JEPOWIOI0R
[[14 9A\ “3sanbal JnoA JoJ uosear oy sn

1193 03 pa1inbai Jou oJe NO A “WIOJ UONEIIUNWUIO))
JO SUBDIA 9AIJBUIDYY 1O [BUIPIJUO))

1o 1sanbay ot ureIqo 01 7680-809-8T8 1180
‘SUOHEITUNIIIOD [BIIUSPIIUOI Jsonbal o, -awoy
JINOA JO PEdISul 901JJO JNOK 0} S}[NSAT PUIS IM B}
10 Joquunu dwoy JnoK jo pedjsur suoyd [[99 JnoA
uo noA [[ed am Jey yse Aew nok ‘ojdwexs 104
*SAeM JUQIOLJIP UI 1O S90e[d JUSIQYIP I8 PajoBIuOd
2q 03 s3sonbai 9[qeUosEal OYEW ULd NO L NO A
19e3U0)) A\ MOY d3uey) I ey Isanboy

‘(Jusunea1) 10§ UOIBWLIOJUL

INoA d1eys 0} AJI[IqE JNO 109)JB JOU S0P

SIY} 9)0U) UOT)BULIOJUT JNOA QIRYS JOU [[IM am ‘Aed
-J19s se [[ny ur 1s1A oy JoJ Suiked £q uerd yijeay
INOA YA uoneurIojul SuLieys woij sn 3o11sal
noA J1 ‘me[ £q paxnbal uaym 1o sarouddrowd

SE [ONS ‘SUojen}Is SwWos Ul Pamo[[o) 2q Jou Aew J1

‘UdY) USAQ PUEB NOA AJJOU dM UM J09J0 OJUl $903

J1 “UOIJOLI)SAI AY) O3 22I5. Op M J] "MO[oq Pajels
se 3dooxa ‘ysanbai 1noA o3 2213e 03 pasmnbar jou
QJe oM Jet]) 9JON "ULIOJ UOIIBWLIOU] JO INSO[dSIq
pue 9s() UO SUOHILISIY 10J Isanbay] ay) 10

JSe pue 7680-809-878 189 dses[d ‘uoneounwwod
UOI3OLISAI B Jsanbal 0], ‘pudLy JO JOqUIOW

A[Iwuey e se yons ‘1ed INOA Ul PIAJOAUL SIdYIO
1M UOIJBWIOJUI SULIBYS JIWI] O} ST SE OS[B UBd
no & ‘suorye1ddo ared yyeay 1o juowked ‘yusuneon
J10J UOT)BULIOJUT JNOA JIBYS JO SN 9M MOY W]
M Jet]) st 03 JYSII oY) SABY NO X UOT)BULIOJU]
Ino A SurIeyS uo SuodLISIY 3sanbay

‘UOTRULIOJUT

y)eay pa3o9jod $s900€ 10 dsn 0) PIzLIoyne
JO JOAIUNJOA ‘YN Uren} ‘Aq PjoBIu0d ‘Aq
pakordwo a1e oym [ouuosiod ‘)T Id ‘S901AIOS
JIeIYOASJ U9z AQ PI[[01IUOD JO PIUMO

J1e yey sonnuo o) sarjdde saonoeld AoeALlg
JO 901ON INQ IMON SIY |, SMO[[0] OYA\

JuLWIEAI) PaUIeIqo nok

2IoUM UOI)ED0] 23 WoJJ Jo ‘F10'a3puon|quyieayoun
‘9)1sqaM Ino woyj swn Aue je

90110\ sy} Jo Adoo e ureyqo os[e Aew no A ‘3sanbax
uodn 90130\ S1y} Jo Adoo 1aded © 03 1yS11 oY)

U0 PURS 0] 9500yd NoA  PABU NOX ION SIY L, JO £do) 1adeq v 03 3y3sny

J1 10119] JUSW2I3eSIP INOA SEB [[9M SB PI0JAI
INoA ul pajou 9q [[Im Isanbair juswpuswe
INOK ‘UOISIOAP Y} JO SSA[PIeIAY "Aym

pue sAep (¢ JOYJOUR PIAU M JI MOU NOA
191 Aew om y3noy ‘sAep ()9 UIYIIM UOISIOIP
oy} mouy noA 191 [[1m 9\ “Med ul Jo ojoym
ur 3sanbax 1noA Auap 10 3doode 03 IayIeYM
9p109p 03 YT o sey Jop1aoid ano { ‘w0
JUSWIPUSWY UONJBWLIOJU] YI[BIH Y3 }wuqns
pue 3sonba1 03 7680-809-878 [0 JUdWpPUIWE
ue jsonbar o, “Sop moA 100 paddin

1091J0 Ul A[JUALIND 921JON] 9Y) JO SWLID} ) MO[[O] 4
UOIJBULIOJUT [)[B3Y] INOA 0} pajeal saonoerd Adearid
pue sonnp [eS2[ INO JO 201I0U YIM NOA IPIAOI]
901JON SIU} Ul PaUI[INO SB
UOIJRWIOLUI [3[eaY JNOA JO AoeAlld O} UIBJUIBIA 4
. 101 me] £q paxmbar are op (.. VVdIH,,)
1oV AN[1qeIUN020Y pue A)N[IqeH0d doueInsu|
U)eaH 2y} Jopun sjySLI JNOA Pue UOI)BWLIOJUL
InoA 199101d oM MOY] SAUI[INO O1JON SIYT,
‘Koearid moA Sunoojord 03 papIwod a1 oM pue
‘euosIad ST UOIBULIOIUI U3[BY] JEY} PUBISIIPUN DA\

noA sAes p10921 oy Inq ‘@1q Inok SuIpur [[of
noA Jety) 10300P a3 Jul[[9) JOqUIdWAL ABW NOA
‘ordwrexa 104 -9jordwoour Jo Fuoim ST JUIy)
104 Jey) P10l Y)[eaY] JNOA 0} UOHBULIOJUT

"18D INOA UM PAA[OAUI sa1ouaTe pue siopraoid
)M PUR ‘SIOPUIA JNO YIIM ‘SIAJISINO Suouwre
UOTJBUWLIOJUI JNOA JJBYS PUB SN 0) PAAU dM ‘OS OP
0], '[[e 1o} Suifeay Suroueape pue ‘odoy Sunead[d

preay Suraoxdwir 03 paprwuwIos st DI 1d ‘SOOIAIRS

Ppe 1o 93ueyd 0} )SB UBD NO A UOLJBULIOJU]
JLIRIYOAS J UdZ ADBALIJ AN0 X SUI)II)01]

Y3[edH Ano X 0} saguey)) 3sanbay 03 1ysry

‘AjInga4ed
11 M3IA3J 3SE3|d "UOIIeW IOl 18Y] 03 SS3dJE 198 UeD NOA MOY pue paJseys
pue pasn ag Aew noA 1noge uollew.oul |BIIPSW MOY S IIISIP 3DII0U SIY L

DT1d ‘S921IAIG =
DLIJETYIAS J

ud7



s Zen
\,"J Psychiatric
S\ 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.

| have received a copy of the Notice of Privacy Practices for Zen Psychiatric Services, PLLC

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, | agree to be billed for the no show or late
cancellation appointment. | am also aware that three no show or late cancellation events may
constitute dismissal from this clinic.

Patient Acknowledgment (Please sign) (Date)



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 thataprior 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 $ for office copay.

Billing Information

Billing Address Phone #

City, State, Zip Email

Card Details

OVisa [OMasterCard [Discover [OAmericanExpress

Cardholder Name

Account/CC Number

Expiration Date /

cw
Zip Code

| understand that this authorization will remain in effect until | cancel it in writing, and | agree to notify _Zen Psychiatric Services,
PLLC _inwriting 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, | understand that the payments may be
executed on the next business day. | acknowledge that the origination of Credit Card transactions to my account must
comply with the provisions of U.S. law. | certify that | aman authorized user of this Credit Card and will not dispute these
scheduled transactions; so long as the transactions correspond to the terms indicated in this authorization form.

SIGNATURE DATE

(Cardholder’s Signature)
Page 1 of 1



W 7Zen Psychiatric Services, PLLC

[} 137 Professional Park Drive Suite D
) Mooresville NC 28117 AUTHORIZATION FOR USE AND DISCLOSURE OF
X O Main: 828-608-0892 PROTECTED HEALTH INFORMATION
N o3 Fax: 828-608-0373

. Use this form to obtain client or legally responsible person/personal
representative authorization for the release of information
Client: . Form must indicate whether this is to release information, obtain
information, or both.
e  Form must be filled out before client or legally responsible
DOB: person/persons representative signs
e  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).

T

T

| , authorize Zen Psychiatric Services, PLLC

I,
(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)

he following protected information:
[[] Assessments/Evaluations [] Emergency Contact [] Other (Specify):
[] Service Notes [[] History and Physical
[] Transportation [] Medication Records

he Purpose of the disclosure is:

(Describe each purpose of the requested use or disclosure)

REDISCLOSURE

Once information is disclosed pursuant to this authorization, | 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. | 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. | 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 | 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

| understand that, with certain exceptions, | 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 | 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:
nh

Disclosure Revoked on: / / Signature:
(Date)
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28 myg nosal spray \

Fax completed form to 844-577-7282 | For assistance, call 844-45-WITHME (844-479-4846)

Patient First Name Patient Last Name DOB

4. SPRAVATO withMe Savings Program and Observation Rebate Program Enrollment Opt-In (optional)

SPRAVATO withMe Savings Program

Eligible commercially insured patients pay $10 per treatment for SPRAVATO® medication costs. Treatment may include up to three devices
administered on the same day. Maximum program benefit per calendar year and program limits shall apply. There is a program benefit limit of

list price of the medication and a quantity limit of three devices per day or 23 devices in a 24-day period. There is a quantity limit of 24 devices in a
24-day period for one use per lifetime. Not valid for patients using Medicare, Medicaid, or other government-funded programs to pay for their
medication. Terms expire at the end of each calendar year and may change. See full program requirements at Spravato.com/SavingsRequirements.

SPRAVATO withMe Observation Rebate Program

Eligible commercially insured patients pay $0 after rebate to patient for observation of each treatment. Maximum program benefit per calendar
year and program limits shall apply. Not valid for patients using Medicare, Medicaid, or other government-funded programs to pay for their
treatments. Terms expire at the end of each calendar year and may change. Not valid for residents of MA, MI, MN, or RI. There is no income
requirement. See full program requirements at Spravato.com/Observation.

By attesting to the statements below, | authorize SPRAVATO withMe to check my eligibility for the
SPRAVATO withMe Savings Program and the SPRAVATO withMe Observation Rebate Program and enroll me
in the Programs, if eligible.

. | attest that | have commercial or private health insurance” that | will use for my SPRAVATO® medication or treatment costs.

. | attest that | will NOT use any government-funded healthcare program? to cover any of my SPRAVATO® medication or treatment costs.

. | attest that | will NOT submit any amounts paid or reimbursed by these programs as a claim for payment to any health plan, patient
assistance foundation, Flexible Savings or Health Savings account.

"Examples are commercial insurance from a current/former employer, government employee health insurance, or insurance the patient buys privately or
through the Health Insurance Marketplace.

tExamples are Medicare Parts A, B, C (also known as Medicare Advantage Plan), D, and Medicare Supplement, Medicaid, TRICARE, Department of Defense,
or Veterans Administration.

You can also enroll online at MyJanssenCarePath.com/express.
SPRAVATO withMe Savings Program Patient Assignment of Benefits (optional)

. By checking this box and signing below, | authorize SPRAVATO withMe to issue payment directly to my provider for any reimbursement amounts
attributable to the costs of my SPRAVATO® medication. NOTE: This authorization is not limited to ane provider, but grants authorization for all of
your treatment providers who submit a rebate request to the SPRAVATO withMe Savings Program. You may, at any time, call SPRAVATO withMe
and elect for the Savings Program rebate payments to be sent directly to you instead of your provider.

Patient name (print):

Patient sign here: Date:
If the patient cannot sign, patient’s legally authorized representative must sign below:

D Legally Authorized Representative

A person authorized, under state or other applicable laws, to act on behalf of the individual in making healthcare-related decisions such as a
parent, legal guardian, or court-appointed representative.

By checking this box, | attest that | have appropriate documentation that appoints me as the patient's legally authorized representative.

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

Information about your insurance coverage, cost support options, and treatment support is given to you by service providers for
SPRAVATO withMe. The information you get does not require you to use any Johnson & Johnson product. The information about whether
your treatment is covered by your health plan comes from outside sources, and SPRAVATO withMe cannot guarantee that the information
will be complete. It is not a promise of coverage or payment. You are responsible for verifying or confirming any information provided. You
should contact your health plan directly for the most current information. You are responsible for meeting your health plan requirements.
SPRAVATO withMe cost support is not for patients in the program offered by Johnson & Johnson Patient Assistance Foundation.

The support and resources provided by SPRAVATO withMe are not intended to provide medical advice, replace a treatment plan you receive
from your doctor or nurse, or serve as a reason for you to start or stay on treatment.

Please read the full Prescribing Information, including Boxed WARNINGS, and Medication Guide for SPRAVATO®.
Provide the Medication Guide to your patients and encourage discussion.

© Johnson & Johnson Health Care Systems Inc. 2024 06/24  cp-68044v14
40ofb



m What should | understand before signing this form?

| understand that:

(51 J&J will use reasonable efforts to keep my information & Information collected before that date may continue
private. But, once my Protected Health Information is to be used for the purposes noted in this Form
disclosed as allowed on this Form, it may no longer be « | may cancel the permissions given by this Form
protected by federal privacy laws at any time by letting J&J know in writing at:

22 | am not required to sign this Form. My choice about SPRAVATO withMe, 2250 Perimeter Park Drive,
whether to sign will not change how my Healthcare Suite 300, Morrisville, NC 27560
Providers or Insurers treat me. If | do not sign this Form, » | can also cancel my permission by letting my
or cancel or remove my permission later, | understand | Healthcare Providers and Insurers know in writing
will not be able to participate in or receive assistance that | do not want them to share any information
from J&J’s patient support programs with J&J

&1 The following groups may be paid by J&dJ for their « If 1 cancel my permission, it will not affect how J&J
services and data, including Protected Health uses and shares my Protected Health Information
Information: received by J&J before my cancellation
* Pharmacies that dispense and ship my medicine - | may request a copy of this Form
« Service providers for the J&J patient support

programs

& This Form will remain in effect 10 years from the date
| signed below, except if:

» State law requires a shorter time or
» | am no longer in any J&J patient support program

m Fill in Personal Information & Sign Patient Authorization Form

Patient name (print):
Email Address:

Patient sign here: Date:

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

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

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

Sign and return this form to: Or, eSign a digital Form:

Fax to: 844-577-7282 9 In your healthcare provider’s office

SPRAVATO withMe At SpravatowithMePatientAuth.com
2250 Perimeter Park Drive, Suite 300 or scan the QR code

L E Data rates ly.
Morrisville, NC 27560 il e
tofé © Johnson & Johnson Health Care Systems Inc. 2024 06/24 cp-68044vi4




