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C O M P A S S I O N MEIMTAL 
^^^W H E A L T H S E R V I C E S 

Demographics 

Patient Information 
Last name: First name: IVliddle Initial: 
Street Address: 
City: State: Zip Code: Gender: 
Cell Phone: Home Phone: Email: 
Date of Birth: Social Security # Marital Status: 
Employer Name: Employer Phone: 
Preferred Language: 
Preferred Pharmacy: 

Responsible Party Information (for children under 18) 
Last name: First name: Middle Initial: 
Relationship to Patient: 
Street Address: : 
City: State: Zip Code: Gender: 
Cell Phone: Home Phone: Email: 
Date of Birth: Social Security Number: Marital Status: 
Employer Name: Employer Phone: 

Insurance Information 
Primary 
Insurance Company: Member ID # Group # . 
Policy Holder's First/Last Name: Gender: 
Date of Birth: Social Security # Marital Status: 
Relationship to Patient: 
Secondary 
Insurance Company: Member ID # Group # 
Policy Holder's First/Last Name: . Gender: 
Date of Birth: Social Security # Marital Status: 
Relationship to Patient: 

Emergency Contact Info 
First/Last Name: 
Relationship to Patient: 

Phone Number: 



NICHQ Vanderbilt Assessment Scale—PARENT Informant 

Today's Da t e : . Ch i l d ' s Name : Date o f B i r t h : 

Parent's Name : Parent's Phone Number : 

Directions: Each rating should be considered in the context of what is appropriate for the age of your child. 
When completing this form, please think about your child's behaviors in the past 6 months. 

Is this evaluation based on a time when the child • was on medication • was not on medication • not sure? 

Symptoms Never Occasionally Often Very Often 
1. 

2. 

3 . 

4. 

5. 

6. 

0 

Does not pay at tent ion to details or makes careless mistakes 

w i t h , for example , h o m e w o r k 

H a s di f f iculty keeping attent ion to wha t needs to be done 

Does no t seem to l isten w h e n spoken to direct ly 0 

Does not fol low through w h e n given d irect ions a n d fails to finish activit ies 0 

(no t due to refusal or fai lure to unders tand ) 

H a s di f f icul ty organiz ing tasks and act iv i t ies 0 

Avoids , dis l ikes, or does not want to start tasks that require ongoing 

menta l effort 

7. Loses th ings necessary for tasks or act iv i t ies (toys, ass ignments, penci ls , 

or books ) 

8. Is easi ly distracted by noises or other s t imu l i 

9. Is forgetful in dai ly activit ies 

10. Fidgets w i t h hands or feet or squ i rms i n seat 

1 1 . Leaves seat w h e n r ema in ing seated is expected 

12. R u n s about or c l imbs too m u c h w h e n r ema in ing seated is expected 

13. Has di f f icul ty p lay ing or beg inn ing quiet play act iv i t ies 

14. Is " o n the go" or often acts as i f " d r i v en by a m o t o r " 

15. Ta lks too m u c h 

16. B lu r t s out answers before quest ions have been completed 

17. H a s di f f icul ty wa i t ing h is or her t u r n 

18. In t e r rupts or in t rudes in on others ' conversat ions and/or act iv i t ies 

19. Argues w i t h adul ts 

20. Loses temper 

2 1 . Act ive ly defies or refuses to go along w i t h adul ts ' requests or rules 

22. Del iberate ly annoys people 

23 . B lames others for his or her mistakes o r misbehav iors 

24. Is touchy or easi ly annoyed by others 

25. Is angry or resentful 

26. I s spiteful a n d wants to get even 

27. Bul l i es , threatens, or int imidates others 

28. Starts phys ica l fights 

29. L ies to get out o f trouble or to avo id obl igat ions ( ie, " c o n s " others ) 

30. Is t ruant f rom school ( sk ips school ) w i t h o u t pe rm iss i on 

3 1 . Is physica l ly c rue l to people 

32. H a s stolen things that have va lue 

3 
3 

3 
3 

0 
0 

0 
3 
3 

0 
0 

0 

0 
0 

0 
0 
0 

0 
0 

0 

0 

0 1 

The information contained in this publication should not be used as a substitute for the 

medical care and advice of your pediatrician. There may be variations in treatment that 

your pediatrician may recommend based on individual facts and circumstances. 

Cx)pyrii;ht fe)2002 American Academy of Pediatrics and National Initiative for Children's 

Healthcare Quality 

Adapted from the Vanderbilt Rating Scales developed by Mark L . Wolraich, M D . 
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D3 NICHQ Vanderbilt Assessment Scale—PARENT Informant, continued 

Today's Date: Ch i l d ' s Name : Date o f B i r t h : 

Parent 's Name: Parent 's Phone Number : 

Symptoms (continued) Never Occasionally Often Very Often 
33. l^eliberately destroys others ' proper ty 0 1 2 3 

34. H a s used a weapon that can cause ser ious h a r m (bat, kni fe , b r i ck , gun ) 0 1 2 3 
35 . Is phys ica l ly c rue l to an ima ls 0 1 2 3 
36. H a s deliberately set fires to cause damage 0 1 2 3 

37. H a s broken into someone else's home , business, or car 0 1 2 3 

38. H a s stayed out at night w i thou t pe rmiss i on 0 1 2 3 

39. H a s r u n away f rom home overnight 0 1 2 3 

40. H a s forced someone into sexual act iv i ty 0 1 2 3 

4 1 . I s fearful, anx ious , or wo r r i ed 0 1 2 3 

42 . Is afraid to t r y new things for fear o f m a k i n g mistakes 0 1 2 3 

43 . Feels worth less or in fer ior 0 1 2 3 

44. B lames self for problems, feels gui l ty 0 1 2 3 

45. Feels lonely, unwanted , or unloved; compla ins that "no one loves h i m or h e r " 0 1 2 3 

46. Is sad, unhappy, or depressed 0 1 2 3 

47. I s sel f -conscious or easily embarrassed 0 1 2 3 

Somewhat 
Above of a 

Performance Excellent Average Average Problem Problematic 

48. Ove ra l l schoo l per formance 1 2 3 4 5 

49. Read ing 1 2 3 4 5 

50. W r i t i n g 1 2 3 4 5 

5 1 . Ma themat i c s 1 2 3 4 5 

52. Re la t i onsh ip w i t h parents 1 2 3 4 5 

53. Re la t ionsh ip w i t h sibl ings 1 2 3 4 5 

54. Re la t ionsh ip w i t h peers 1 2 3 4 5 

55. Par t i c ipa t ion i n organized act iv i t ies (eg, teams) 1 2 3 4 5 

Comments: 

For Office Use Only 
Tota l n u m b e r o f quest ions scored 2 or 3 in quest ions 1-9: 

Tota l n u m b e r o f quest ions scored 2 or 3 i n quest ions 10 -18 : _ 

Tota l S y m p t o m Score for quest ions 1-18: 

Tota l n u m b e r o f quest ions scored 2 or 3 in quest ions 1 9 - 2 6 : _ 

Tota l n u m b e r o f quest ions scored 2 or 3 i n quest ions 2 7 - 4 0 : _ 

Tota l n u m b e r o f quest ions scored 2 or 3 i n quest ions 4 1 - 4 7 : _ 

Tota l n u m b e r o f quest ions scored 4 or 5 in quest ions 4 8 - 5 5 : _ 

Average Per fo rmance Score: 

American Academy 
of Pediatrics 
D E D I C A T E D T O T H E H E A L T H O P A I L C : H I L D R E N -

NICHQ McNei 
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C o m p a s s i o n M e n t a l H e a l t h S e r v i c e s o f P e n n s y l v a n i a , P L L C 

M a y z o n H e a l t h Cente r , S u i t e 3 0 4 

3 1 2 4 W i l m i n g t o n R d . 

N e w C a s t l e , PA 1 6 1 0 5 

Phone 7 2 4 - 8 5 6 - 8 6 2 0 Fax 7 2 4 - 8 5 6 - 8 6 2 2 

Patient's Printed Name: 

Medication 

Medication History 

Dosage Current Start Date End Date Effective 

C O M P A S S I O N MEIMTAI-
H E A L T H S E R V I C E S 

Date of Birth: 

Side Effects 

Anafranil (clomipramine) 

Trintellix (vortioxetine) 

Celexa (citalopram) 

Cymbatta (duloxetine) 

Desyrel (trazodone) 

Effexor (venlafaxine) 

Elavil (amitriptyline) 

Emsom (selegiline) 

Fetzima (levomilnacipran) 

Lexapro (escitalopram) 

Luvox (fluvoxamine) 

Norpramin (desipramine) 

Pamelor (nortriptyline) 

Paxil (paroxetine) 

Pristiq (desvenlafaxine) 

Prozac (fluoxetine) 

Remeron (mirtazapine) 

Sinequan (doxepin) 

Tofranil (imipramine) 

Viibryd (vilazodone) 

Wellbutrin (bupropion) 

Zoloft (sertraline) 

Antidepressants 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / NO 

Y E S / N O Y E S / N O 

Y E S / NO Y E S / NO 

Y E S / N O Y E S / NO 

Y E S / NO Y E S / NO 

Y E S / NO Y E S / N O 

Y E S / N O Y E S / NO 

Y E S / N O Y E S / NO 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / NO 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / NO 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / N O 

Y E S / NO Y E S / N O 

Y E S / N O Y E S / N O 

Y E S / N O Y E S / N O 

Y E S / NO Y E S / NO 



C o m p a s s i o n M e n t a l H e a l t h S e r v i c e s o f P e n n s y l v a n i a , P L L C 

M a y z o n H e a l t h Center , S u i t e 3 0 4 

3 1 2 4 W i l m i n g t o n R d . 

N e w c a s t l e , PA 1 6 1 0 5 

Phone 7 2 4 - 8 5 6 - 8 6 2 0 Fax 7 2 4 - 8 5 6 - 8 6 2 2 

J J C M H S 
C O M P A S S I O N M E N T A l . 

H E A L T H S E R V I C E S 

Medication Dosage Current Start Date End Date Effective Side Effects 

Mood Stabilizers 

Depakote (valproic acid) Y E S / N O Y E S / N O 

Eskalith (lithium) Y E S / N O Y E S / N O 

Lamictal (lamotrigine) Y E S / N O Y E S / N O 

Neurontin (gabapentin) Y E S / N O Y E S / N O 

Tegretol (carbamazepine) Y E S / N O Y E S / N O 

Topamax (topiramate) Y E S / N O Y E S / N O 

Trileptal (oxcarbazepine) Y E S / N O Y E S / N O 

Antipsychotics 

Abilify (ariprprazole) Y E S / N O Y E S / N O 

Clozaril (clozapine) Y E S / N O Y E S / N O 

Fanapt (iloperidone) Y E S / N O Y E S / N O 

Geodon (ziprasidone) Y E S / NO Y E S / NO 

Haldol (haloperidol) Y E S / N O Y E S / N O 

Invega (paliperidone) Y E S / NO Y E S / NO 

Latuda (lurasidone) YES/NO YES/NO 

Mellaril (thioridazine) Y E S / NO Y E S / NO 

Navene (thiothixene) Y E S / N O Y E S / NO 

Prolixin (fluphenazine) Y E S / NO Y E S / NO 

Rexuiti (brexpiprazole) Y E S / N O Y E S / N O 

Risperdal (risperdone) Y E S / NO Y E S / N O 

Saphris (asenapine) Y E S / N O Y E S / N O 

Seroquel (quetiapine) Y E S / N O Y E S / N O 

Thorazine (chlorpromazine) Y E S / N O Y E S / N O 

Trilafon (perphenazine) Y E S / N O Y E S / N O 

Zyprexa (olanzapine) Y E S / N O Y E S / N O 



C o m p a s s i o n M e n t a l H e a l t h S e r v i c e s o f P e n n s y l v a n i a , P L L C 

M a y z o n H e a l t h Center , S u i t e 3 0 4 

3 1 2 4 W i l m i n g t o n Rd . 

N e w c a s t l e , PA 1 6 1 0 5 

Phone 7 2 4 - 8 5 6 - 8 6 2 0 Fax 7 2 4 - 8 5 6 - 8 6 2 2 

Medication Dosage Current Start Date End Date Effective Side Effects 

Anxiolytics/Hypnotics 

Ambien (Zolpidem) YES/NO YES/NO 

Ativan (lorazepam) YES/NO YES/NO 

Buspar (buspirone) YES / NO YES / NO 

Inderal (propranolol) YES / NO YES/NO 

Klonopin (clonazepam) YES/NO YES/NO 

Librium (chlordiazepoxide) YES/NO YES/NO 

Lunesta (eszopiclone) YES/NO YES/NO 

Restoril (temazepam) YES / NO YES/NO 

Serax (oxazepam) YES/NO YES/NO 

Tranxene (clorazepate) YES / NO YES/NO 

Valium (diazepam) YES/NO YES/NO 

Xanax (alprazolam) YES/NO YES/NO 

J J C M H S 
C O M P A S S I O N M E N T A L 

H E A L T H S E R V I C E S 

Based on your responses above, if you are interested in learning about additional services provided by Compassion Mental 
Health Services of Pennsylvania, PLLC, including Transcranial Magnetic Stimulation (TMS) and Genetic Testing, please let 
your provider know. If you have additional questions or inquiries, please contact the office at 724-856-8620. 



Parent Author izat ion , Agreeine it , and Consent to T r e a t m e n t of C h i l d 

L e g a l Pa r en t or G u a r d i a n ' s Consent to T r e a t m e n t 

! of 

(Name of parent or legal nuardian) (Rs a1 onship to child) (Name of child) 

Hereby authorize, with the total understanding of the above-fi entionod terms and conditions, my child to receive mental health 
treatment at Compassion Mental Health Services of Penns'lv ania, PLLC anti assume all financial responsibility for their treatment. 

1 affirm that I have the authority to make healthcare decisions for my child and am aware that all custodial parents and legal guardians 
must give consent before treatment begins. 

1 understand and agree that any breach of this agreement r l a ' result in the termination of any or ail of my child's relationships with 
Compassion Mental Health Services of Pennsylvania, PLLC c • any of its providers, affiliates, or staff members. I have been given the 
opportunity to ask any questions that I may have had and a n /oluntarily signing this agreement. 

Name of Parent: 

Signature: Datj: / / 



n C M H S 
C O M P A — O I M MBMTAl . 

^ ^ ^ ^ H E A L T H BBRVKSea 

'Consent to Obtain Medication History Information and E-Prescribe 
Compassion Mental Health Services of Pennsylvania, PLLC currently participates in an e-prescribing system. The system allows 
for the electronic prescribing of medications, which provides a convenience to patients and physicians and reduces medication 
errors. An additional portion of the service allows the electronic receiving of prescription benefits and medication history such as 
oast prescriptions and dosages filled from other pharmacies, which also reduces error in the entry of medication. By signing below, 
you give Compassion Mental Health Services of Pennsylvania, PLLC permission to e-prescribe and access your intormation to 
receive such information electronically, which will become a part of vour electronic medical recort 

I consent 1 DO NOT consent 

Patient Name (printed) Date 

Patient's parent or legal guardian name (printed) 

Signature 

•^.B release of information complies with the Health Insurance Portability and Accountability Act (HIPAA) Standards for Privacy of 
'Tdividuallv Identifiable Health Information (Privacy Standards). 45 CFR 160 and 164, and all federal regulations and Interpretive 
;uK3eiines promulgated thereunder. This Infonnation has been disclosed to you from records whose confidentiality is protected by 
ederal and state law. Federal rules and the regulations of the state of Pennsylvania prohibit you from making any further disclosure 
a this information without orior written consent of the person in respect to whom it pertains. 



Compassion Mental Health Service of Pennsylvania, PLLC 

HIPAA COMPLIANCE PATIENT CONSENT FORM 

Our Notice of Privacy Practices provides information about how we may use or disclose protected health 
information. 

The notice contains a patient's rights section describing your rights under the law. You ascertain that by 

your signature that you have reviewed our notice before signing this document. 

The terms of the notice may change, f so, you will be notified at our next visit to update your 
signature/date. 

You have the right to restrict how our protected health information is used and disclosed for treatment, 
payment or healthcare operations. We are not required to agree with this restriction, but if we do, we 
shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law 
allows for the use of the information for treatment, payment, or healthcare operations. 

By signing this form, you consent to our use and disclosure of your protected healthcare and potentially 
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. 
However, such a revocation will not be retroactive. 

By signing this form, I understand that: 

• Protected health information may be disclosed or used for treatment, payment, or 

health care operations 

• The practice reserves the right to change the privacy policy as allowed by law 

• The practice has the right to restrict the use of the information but the practice does not 

have to agree to those restrictions 

• The patient has the right to revoke this consent in writing at any time and all full 

disclosures will then cease 

• The practice may condition receipt of treatment upon execution of this consent 

May we leave a message on your answering machine at home or on your cell YES NO 

May we phone, email, or send a text to you to confirm appointments YES NO 

May we discuss your medical condition with any member of your family YES NO 

If YES, please name the members allowed: 

This Consent was signed by: 

PRINT NAME PLEASE 

Signature: Date: 

Witness: Date: 



»1SURANCE POUCY 

«. Eveiy Insurance recipient must present hb or her cunent Insurance card at the time o1 service. It you do not have your Insurance 
:ard. than vou will be conskJerfed a sel̂ pay patient . 
:. !f vsi: hav« orimary insurance wltti Medteald as seixmdaiy Insurance, ttien you must provide proof of coverage at the time ot 
wvice.itvoufalJ to disclose your primary Insurance, fttn your dalmwrtll be denl̂ ^ .™^„„HC nnt naW 

\e D o t t e n t or (juaranlor wM be responslbte for aV charges Incurred If no Insurance card is presented or If any P̂"" 
g covered by his or her Insurouse. Services not covered bi' Insurance wU be due at the time of service. It is your responstwiny ro 
:mow wrtiat Is covered and what Is not 
4. Please notify our office If there are any changes to your Insurance coverage or a change of Insurance earner. 

This is to certify that I (we), the undersigned, votuntarlly consent to the admlnlstratton of the. practice of diagnostic procedure Imaojng. of 
Photography and medtea! treatment by provWers, authorized agents, and employees of the practice as may. In their protessionai 

judgment, be deemed necessary or beneficial. Unless otherwlsa specified, ait healthcare providers may obtain additional consents or 
individual procedures. 1 (vwe) aclowvirtedgelhat no guarantees have been made to me (us) as to the effect of such examination or 

treatment. , 
I understand that tlw Insurance twneflls are provided directly to the patient or guarantor and that I, the undersigned, fui1hw_agree and 

understand that I am directly responsible (or aU Unandal obUgattons to COMPASSION MENTAL HEALTtI S E R V t c t s ut-
PENNSYLVANIA, PLLC. 1 understand that I wlU be responsWe for the balance due on my collecttons plus all fees related ro une 

collection. 

. CONSENT TO USE OR DISCLOSE INFORMATION FOR TREATWENT. PAYMENT. OR HEALTHCARE OPEf̂ ATlOMS 

I hereby consent to the use w dlsctosure of my Individually IdentHlable healtti Information ("protected health '"̂ o"!'̂ "̂"!.̂ ' 
COMPASSION MENTAL HEALTH SERVICES OF PENNSYLVANIA, PLLC In order to carry out treatment, payment, or healthcare 
operations. I understand that I should review COMPASSION MENTAL HEALTH SERVICES OF PENNSYLVANIA PLLC s Notice of 

Privacy Practices for Protected Health Information for a more complete description of the potential uses and disclosures ot sucn 
Jnfbrmatlon. and I have the right to review such Notice prior to signing this Consent Form, 

COMPASSION MENTAL HEALTH SERVICES OF PENNSYLVANIA. PLLC resewes for Itself the right to change the term of tts Notice c 
^»Tlvacy Practices for Protected Health Intormation at any time. If COMPASSION MENTAL HEALTH SERVICES OF P̂ N̂NSYLVAN A. 

PLLC does change the terms of Notice of Practices tor Protected Health Infonnation, I may obtain a copy of the revised notice Dy calling 
4iB office and requestlr̂  a revised copy be sent In the mall or asking for a revised copy to be sent in mall at the lime of my next 

appointment. 
i understand that I have the right to request a restriction as to how my protected health Informatton Is used or disclosed to carry out 

teatment. payment, or healthcare operations. COWJPA88ION MENTAL HEALTH SERVICES OF PENNSYLVANIA. PLLC Is not require 
to agree to such requested re8trlctlon(s): however, if COMPASSION MENTAL HEALTH SERVICES OF PENNSYLVANIA, PLLC does 

agree to my reHuestod resttfctton(s), such reslrlctton(s) are then iilndlng to COMPASSION MENTAL HEALTH SERVICES OF 
PENNSYLVANIA, PLLC. 

At all time, I retain the right to revoke this consent In writing, to COMPASSION MENTAL HEALTH SERVICES OF PENNSYLVANIA, 
PLLC except to Ihe extent that action has already been taken. 

COMPASSION MENTAL HEALTH SERVICES OF PENNSYLVANIA, PLLC may refuse to treat the Patient if he or she (or the Patients 
authorized representative) does not sign this Consent Fomi (except to the extent that COMPASSION MENTAL HEALTH SERVICES OF 

PENNSYLVANIA, PLLC is required l)y law to treat Individuals). If the Patient (or the Patient's authorized representative) signs this 
Consent Fonn and then revokes consent, COMPASSION MENTAL HEALTH SERVICES OF PENNSYLVANIA, PLLC has the right to 

refuse to' provide further treatment to the Patient at of the time of revocalton (except to the extent that COMPASSION MENTAL HEALTh 
SERVICES OF PENNSYLVANIA, PLLC Is required by law to treat Individuals). 

.Ifully understand and have read the INSURANCE POUCY and the CONSENT TO USE OR DISCLOSE INFORMATION FOR 
. TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS and agree to abide by their policies. 

Signature of patient or patient's parent or legal representative Date 

Relationship to the patient If other than parent Signature of witness 



C O M P A S S i O l M M E N T A L 
^ • r ^ ^ H E A L T H S E R V I C E S 

Appointment No-Shows 
It is the policy of Compassion Mental Health Services to monitor and manage appointment no-shows. 
This is necessary to ensure that we are able to provide timely access for all patients to our providers. 
With a long list of patient's waiting to see the clinicians, "no-show" appointments take away time that 
could be spent with a patient in need. 

Scheduled appointments must be cancelled or rescheduled at least 24 hours prior to the scheduled 
appointment time. Any patient who fails to arrive for a scheduled appointment without canceling the 
appointment at least 24 hours prior to the scheduled time is considered a "no-show." 

After an established patient has two consecutive "no-show" appointments, or four non-consecutive 
"no-show" appointments, that patient and any person who is either a guarantor for, or guarantee of, 
the account in question may be discharged from our practice and asked to seek healthcare with another 
physician. 

New patients seeking to establish care with Compassion Mental Health Services who fail to cancel or 
reschedule their initial appointments at least 24 hours prior to the scheduled appointment are also 
considered to be "no shows". After one "no-show", with no cancellation call 24 hours in advance, the 
new patient will not be rescheduled for an appointment. 

Procedures: 

1. When a patient violates "no show" policy criteria the practice management system is updated to 
reflect a "No show". 

2. Front office staff may exercise limited discretion in assigning "no shows" so as to account for special 
circumstances. These special circumstances shall be narrow in scope and would meet the general test of 
an unavoidable circumstance experienced by the patient such as hospitalization, or another emergency. 

3. The appropriate "no show" letter is prepared for the patient. It is printed on Compassion Mental 
Health Services letterhead and mailed to the address supplied by the patient in the practice 
management system. 

4. An electronic copy of the letter is saved in the patient's electronic medical record. 


