
Neurobehavioral Consultants, P.C. 

ADULT PATIENT INFORMATION FORM 

Patient Name:----------------------------------
First 

DOB: _____ _ Male 
Middle 

Female __ 
Last 

Email: _______ _____ _ 

Address: _____________ Apt. __ City: ______ ___ State: __ Zip: __ 

Home Phone: ________ _ Cell: ________ _ Email: ___________ _ 

EMERGENCY CONTACT: 

Name: __________________ _ Relationship: ____________ _ 

Phone: ___________________ Email: ______________ _ 

ADDITIONAL INFORMATION FOR GUARDIAN/ POWER OF ATTORNEY/ CONSERVATORSHIP 

Name(s): ____________ _ Name(s): ______________ _ 

Relationship: ___________ _ Relationship: _____________ _ 

Address: ____________ _ Address: ______________ _ 

Home Phone: __ _________ _ Home Phone: ____________ _ 

Cell Phone: ____________ _ Cell Phone: _____________ _ 

_ Check if this individual is the financial responsible party. _ Check if this individual is the financial responsible party. 

INSURANCE INFORMATION: 

Primary Insurance Company: ____________ Patient's ID: _____________ _ 

Subscriber Name: _______________ Subscriber DOB: ______ _____ _ 

Secondary Insurance Company: ___________ Patient's ID: ____________ _ 

Subscriber Name: _______________ Subscriber DOB: _____ ______ _ 

Signature* Date Relationship to Patient 

Print Name Print Patient's Name Patient's DOB 
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Neurobehavioral Consultants, P.C. 

PATIENT SERVICES AGREEMENT 

This document contains important information about our business and privacy policies. Your signature 

acknowledges that we have provided you with this information prior to your first session. Please read this 

document carefully before signing. While you may revoke this agreement in writing at any time, such revocation 

will not apply to services already rendered, nor will it prevent us from meeting obligations imposed on us by 

your heath insurer in order to process or substantiate claims made under your policy. 

PROFESSIONAL FEES: In addition to the fees for weekly appointments and neuropsychological testing services, 

you may be billed at an hourly rate for other professional services requested by you or your team, such as: 

letters, forms and reports, communication with professionals, telephone services, and records reviews. If you 

become involved in legal proceedings that require our participation, you will be expected to pay for our 

professional time, even if we are called to testify by another party. 

PAYMENT AND BILLING: Your insurance company will be billed for services provided. We must have complete 

and accurate insurance information in order to bill for services. You are responsible for any fees that are not 

covered by insurance, unless prohibited by provider agreement with your insurance company. If you have 

questions about your coverage, you should contact your insurance company directly. 

Co-payments, deductibles, and coinsurance payments are due at the time of service. We accept cash, checks, 

Visa, Mastercard, Discover, and American Express. 

CANCELLATION POLICY: No shows and late cancellations negatively impact our ability to serve you and other 

patients. We will charge a $100 cancellation fee for appointments cancelled without at least 24-hour notice. The 

fee for cancelling a testing day without 48-hour notice is $500. If you repeatedly miss scheduled appointments, 

you may be removed from regularly scheduled appointment times. 

NOTICE OF PRIVACY PRACTICES 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal program that protects the 

privacy and security of all communications between a patient and provider. As a patient, you have the right to 

understand and control how your health information is used. HIPAA provides penalties for covered entities that 

misuse personal health information. As required by HIPAA, this Notice will describe the ways in which we may 

use and disclose medical information about you. We will describe your rights and the obligations we have 

regarding the use and disclosure of medical information. 

We may use and disclose your medical records only for each of the following purposes: 

• Treatment: Providing, coordinating, or managing health care and related services by one or more

healthcare providers. We keep records during treatment to ensure quality care and legal compliance.

Examples include psychotherapy records, evaluation reports, and contacting you to provide

appointment reminders and information pertaining to your treatment.
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Neurobehavioral Consultants, P.C. 

• Payment: Obtaining reimbursement for services, confirming coverage, billing or collection activities, and

utilization review.

• Health Care Operations: The business aspects of our practice, such as conducting quality assessment

and improvements activities, auditing functions, cost-management analysis, and customer service.

Any other uses and disclosures will be made only with your written authorization. You may revoke such 

authorization in writing. We will abide with your revocation except to the extent that we have already taken 

actions relying on your authorization. 

PATIENT RIGHTS 

HIPAA provides expanded rights regarding Protected Health Information (PHI). You can provide a written 

request to: 

• Request restrictions on what information in your Clinical Record is disclosed to others.

• Receive an accounting disclosure of PHI and where they were sent.

• Inspect and copy your PHI.

• Amend your PHI.

• Receive a written copy of this Notice from us upon request.

If you feel that your privacy protection has been violated, you have the right to file a written complaint with our 

office or with the Secretary of the Department of Health and Human Services. You will not be retaliated against 

for filing a complaint. 

LIMITS OF CONFIDENTIALITY 

The law protects the privacy of communications between a patient and a psychologist. In most situations, we 

can only release information about your treatment to others if you sign a written authorization form that meets 

certain requirements imposed by HIPAA. 

There are some situations in which we are permitted or required to disclose information without authorization: 

• If you are involved in a court proceeding and a request is made for information concerning our

professional services, such information is often protected by the psychologist-client privilege law. We

may provide information with your written authorization or a court order. If this may be applicable to

you, you should consult with your attorney about likely required court disclosures.

• If a government agency is requesting the information for health oversight activities.

• If a patient files a complaint or lawsuit against our office, we may disclose relevant information in our

defense.

• If a patient files a worker's compensation claim, and we are providing treatment related to the claim, we

must, upon appropriate request, furnish copies of all reports and bills.

• If we believe an individual is the victim of abuse, neglect, domestic violence, or exploitation, we are

legally obligated to take action and file a report with the appropriate government agency. If we

determine that a patient presents a serious danger of violence to others, we may be required to take

protective actions. Such actions may include notifying the potential victim(s), contacting the police,

and/or seeking hospitalization for the patient. If such situations arise, we will make every effort to fully

discuss it with you before taking action and will limit our disclosure to what is necessary.
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Neurobehavioral Consultants, P.C. 

OFFICE FILE COPY 

Your signature below indicates that you have read the Patient Services Agreement 

and that you agree to its terms. It also serves as acknowledgement that you have 

received the HIPAA notice. 

*SIGNATURE DATE 

PRINT NAME RELATIONSHIP TO PATIENT 

PRINT PATIENT'S NAME PATIENT'S DOB 
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Neurobehavioral Consultants, P.C. 

HANDLING OF CONFIDENTIAL HEALTH INFORMATION 

Communication by Email: 
Neurobehavioral Consultants, P.C. cannot guarantee confidentiality with electronic communications. It is important that you 

understand that the nature of the internet is that any emails you send or receive may also be intercepted by other people. 

Neurobehavioral Consultants, P.C. uses an encrypted email server, but recipient email address typically do not (Yahoo, Gmail, 

Hotmall, AOL, Comcast etc.) There is an inherent risk to using any unencrypted communication. 

After reading the above information, may we communicate with you by email? YES NO 

TeleMedicine: 
I understand that I have the following rights with respect to telemedicine: 

1. I have the right to withhold or withdraw consent at any time without affecting my right to future care

or treatment.

2. The laws that protect confidentiality of my medical information also applies to telemedicine. As such,

I understand that the information disclosed by me during the course of my therapy is generally

confidential. However, there are both mandatory and permissive expectations to confidentiality,

including, but limited to reporting child, elder, and dependent adult abuse; expressed threats of

violence toward an ascertainable victim; and where I make my mental or emotional state an issue

in legal proceeding.

3. Although Neurobehavloral Consultants, P.C. uses HIPAA compliant software, I understand that there

are risks and consequences from telemedicine, including but not limited to, the possibility, despite

reasonable efforts on the part of my psychotherapist that the transmission of my medical information

could be disrupted or distorted by technical failures; the transmission of my medical information

could be interrupted by unauthorized persons; and/or the electronic storage of my medical

information could accessed by unauthorized persons.

4. I understand that telemedicine-based services and care may not be as complete as face-to-face

services. I understand that I may benefit from telemedicine, but that results cannot be guaranteed

or assured.

5. By signing this document I agree that certain situations, including emergencies and crises, are

Inappropriate for audio/visual/computer based psychotherapy services. If I am in a crisis or in an

Emergency, I should immediately call 911 or go to the nearest hospital.

I have read and understand the information provided above. 

*SIGNATURE DATE RELATIONSHIP TO PATIENT 

PRINT NAME PRINT PATIENT'S NAME PATIENT'S DOB 
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Neurobehavioral Consultants, P.C. 

AUTHORIZATION FOR RELEASE OF INFORMATION 

PATIENT'S NAME: _________ _ DATE OF BIRTH: 
-------

I hereby authorize Dr. Jay lnwald and /or Neurobehavioral Consultants, P.C., at 31600 Telegraph Rd Suite 230, 

Bingham Farms, Ml 48025, to obtain and or release any medical, psychiatric, educational, or psychological 

information to: 

Please list all the individuals/organizations to whom you would like your Neuropsychological Evaluation Report 

to be sent: IF NO PARTY IS LISTED BELOW THE REPORT WILL BE RELEASED ONLY TO THE PATIENT AND THE 

REFERRAL SOURCE PROVIDED AT THE TIME OF SCHEDULING. 

NAME: ADDRESS/FAX #/PHONE# 

I hereby consent to the release of medical, psychiatric, educational or psychological information, which may 

include drug abuse and mental health records obtained in the course of my diagnosis, assessment and or 

treatment. I understand that such information cannot be released without my specific consent, except in a 

medical emergency or by court order. 

I have read and fully understand its contents. I have asked questions about anything that is not was not clear 

to me and I am satisfied with the answers I have received. 

I agree that the photocopy of this Release may be accepted if necessary. This authorization is valid until 

revoked in writing. 

Signature* Date Relationship to patient 
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Neurobehavioral Consultants, P.C. 

CREDIT CARD AUTHORIZATION 

Because it is not always possible to collect payments from clients at the time of service, we request that you 

provide us with a credit card number to keep on file. 

By signing below, I authorize that the credit card on file may be charged for co-pays, co-insurance or 

deductible payments, charges for out of pocket sessions, and any balances due at the end of the month after 

insurance payments have been posted to your account. 

By signing below, I certify that the information provided is true and accurate and that I am an authorized user 

on the credit card/debit card account provided below. I authorize Neurobehavioral Consultants, P.C. to keep 

my credit card information on file and charge the amounts due automatically on an ongoing basis until or 

unless I cancel these automatic payments in writing. I understand that I am responsible for notifying 

Neurobehavioral Consultants, P.C. if my credit/debit card information needs to be updated. 

PATIENT'S NAME 

CARDHOLDER NAME 

BILLING ADDRESS 

CITY STATE ZIP 

CIRCLE CREDIT CARD TYPE: 

MASTERCARD VISA AMERICAN EXPRESS 

CREDIT CARD NUMBER 

EXPIRATION DATE CV-CODE

CARDHOLDERS SIGNATURE 

DATE 
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Neurobehavioral Consultants, P.C. 

Address: 

31600 Telegraph Rd. Suite 230 

Bingham Farms, Ml 48025 

PLEASE NOTE: 

DIRECTIONS 

Phone: 248.723.9200 

o We are located North of 13 Mile Road on the East side of Telegraph Road.

o Once you have passed 13 Mile Road our office building will be on the East side of the road. You

will see a black sign with white trim and with an orange brick bottom. The complex is called

GEORGETOWN.

o Turn RIGHT into the complex GO ALL THE WAY TO THE STOP SIGN then turn RIGHT.

o WE ARE NOT THE BUILDING THAT FACES TELEGRAPH ROAD.
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