
ADULT INFORMATION SHEET 
Provider: ___ LEE ENSIGN, Pb D 
Today's Date: 

Full Name (first, middle initial, last):. ________________________ _ 

Street Address: ________________________________ _ 

City/State/Zip: _______________________________ _ 

Home Phone: Work Phone:,_ _ _,_ ___________ _ 

Cellular Phone:,_ _ _,_ _________ _ Pager:L_) __________ _ 

Age:___ Birthdate: _______ _ Sex: Social Security#: ________ _ 

Occupation: _____________ _ Employer: -----------------
Marital Status: -------- Date Married: ----- Previous Marriages?: ____ _ 

Education: _____________ _ Religion: _____________ _ 

Spouse's/Partner's Name: ____________________________ _ 

Street Address: ---------------------------------
City/St ate/Zip: ______________________________ _ 

Home Phone: Work Phone:L_) __________ _ 

Cellular Phone:,_ _ _,_ ________ _ Pager:'---'--------------

Age: __ Birthdate: ______ _ Sex: __ Social Security#: __________ _ 

Occupation: ____________ _ Employer: _____________ _ 

Religion: _______________ _ Education: -------------
In case of emergency, call _____________________________ _ 

Phone: '---'----------- Relationship to you: ______________ _ 

There may be occasions in which our office needs to contact you concerning your appointments, billing 

problems, or any other situation relating to your visit at our office. Please indicate if you give our office 

permission to leave messages ( on an answering machine or with anyone that answers the phone) at the 

following locations: 

Home Phone: 

Work Phone: 

Cell Phone: 

Other numbers we may use to contact you: 

-.ii\,, 

Yes 

Yes 

Yes 

No 

No 

No 



List children: 
Name Age Education Occupation Resides 

List parents/siblings: 
Nan1e Relationship Age Education OccuQation Re,;_ides 

Who referred you? _______________ ~ Phone: May I 

contact him/her to acknowledge the referral? YES NO 

Briefly describe your reason for seeking help now: ____________________ _ 

How long has this been a problem for you? _______________________ _ 

Primary Care Physician: ______________ _ Phone ( ) _____ _ 

Do you want this ofiice to file insurance claims for you? YES NO 
If "YES," complete this section. If "NO," skip this section. 

Have you called your insurance company to pre-authorize these services? YES NO 

PrimaTy Insurance: ------------- Policyholder: __________ _ 

Relationship to Policyholder: _______ _ Policyholder's Date of Birth: ____ _ 

Policy/ID#: _____________ _ Group#: ____________ _ 

Claims Address: ------------------------------

Secondary Insurance: ----------- Policyholder: __________ _ 

Re 1 at ions hip to Policyholder: _______ _ Policyholder's Date of Birth: _____ _ 

Policy/ID#: _____________ _ Group#: ____________ _ 

Claims Address: ------------------------------

Are you experiencing any legal problems? YES NO (IfYES, please explain) _____ _ 

Who is responsible for the bill? _______________________ _ 

Will you be paying today by: Check Cash__ Credit Card ----

THANK YOU for completing this questiormaire. PLEASE let me know if any of the above information changes. 



PROFESSIONAL PSYCHOTHERAPY ASSOCIATES 
1002 Bradford Way Kingston, TN 37763 
Phone (865) 376-1585 FAX (865) 376-1587 

AUTHORIZATION FOR RELEASE OF INFORMATION 

1 authorize Elaine L. Ensign, Ph.D. to release to my insurance company and/or insurance plan 
management company information requested on the HCFA-1500 claim form and/or the plan 
management company's outpatient treatment report for the purpose of pre-authorizing services and/or 
processing claims for reimbursement of services rendered by above-named therapist. I also authorize 
above-named therapist to release the info1mation necessary to secure full payment of my accou111 
through other pmiies, such as a collection agency/credit bureau or court of Jaw, if my account becomes 
delinquent. 

Date: Patient or Guardian's Signature: -----------------

ASSIGNMENT OF INSURANCE BENEFITS 

I hereby assign and direct my Insurance Company m1d/or insurance plan management company to pay 
Elaine L. Ensign, Ph.D. such an1ount as may be payable pursuant to the provision of my contract. 

I also authorize above-named therapist to initiate a complaint to the Insi.1rance Commissioner on my 
behalf if my insurance company fails to respond to a claim or to pay a claim in a timely fasl1ion. 

Date: Patient or Guardian's Signature: _______________ _ 

PAYMENT AGREEMENT 

1 accept responsibility for payment of fees for services provided to myself and/or my dependent 
by Elaine L. Ensign, Ph. D .I understand and agree that having health insurm1ce coverage does not 
relieve me of full responsibility for all charges, even when the therapist agrees to accept direct payment 
of benefits from the insurm1ce and/or the plan management company. I understand 1hat my insurance 
benefits may not pay for afl charges incurred by my dependent or myself. I understand that I may be 
charged for appointments not cm1celed 24 hours in advance and agree to pay those charges. I further 
agree to pay all charges (such as collection agency commissions, attorney's fees, court costs, retuFned 
check charges) incurred by above-named therapist in the pursuit of payment for my delinquent account 
balance in addition to the full balance of my account. I also understand that interest chm·ges may accr't1e 
on delinquent accmmt balances and agree to pay such charges if my account becomes delinq11ent. 

Date: ____ _ Patient or Gc,ardian's Signature: 



NAME _____ _ 

FAMILY PHYSICIAN 

REASON FOR LAST 
PHYSICAL EXAM 

MEDICAL REVIEW FORM 

DATE 

PHONE~~~~~~­

APPROXIMATE 
DATE~~~~~~~~ 

Have y~u ever been treated for or had indication of: (underline applicable items and explain in space below). 

[Al High blood pressure, hypoglycemia, diabetes, anemia or any other disorder of the blood. 

[Bl Chest pains, shortness of breath, heart attack, stroke, rheumatic fever, heart murmur, Irregular pulse or other 
disorders of the heart or blood vessels. 

[Cl Dii;orders of the thyroid, skin, or lymph glands. 

[DJ Sugar albumin, blood or pus In the urine, or syphilis, gonorrhea or other sexually transmitted disease. 

[El Any disorder of the kidney, bladder, prostate, breast, or reproductive organs. 

[Fl Ulcer, chronic Indigestion, Intestinal bleeding, hepatitis, colitis, diarrhea, or other disorders of the stomach, 
intestine, rectum, spleen, pancreas, liver, or gall bladder. 

[G] Asthma, tuberculosis, bronchitis, emphysema, or other disorders of the lung. 

[HJ Fainting, convulsions, tension or migraine headaches, paralysis, epilepsy, memory loss or confusion or 
any disorders of the brain or nervous system. 

[I] Arthritis, gout, back pain, or other disorders of the muscles, bones, or joints. 

[J] DL~orders of the eyes, ears, nose, throat, or sinuses. 

[Kl Other physical Illnesses or concerns. 

[LJ Problems related to alcohol, prescription medication, non-prescription medication, smoking or drugs. 

Have you noticed any recent changes in your (A) vision, hearing, coordination, balance, strength, speech, memory, 
or thinking; (Bl changes in energy, sleeping, eating, elimination, menstrual cycle, sexual activity/Interest. Please 
underline any changes. 

Please list all allergies: 

Please list type and approximate dates of all surgeries: -------------------

·~-------------------------------------------------,-----------------------------------
' 

Please list all prescription medicines you are currently taking:,,~··-------------------

·- . --------------------~ 
------·---- ·------------ ----·-----------
Please list all non-prescription medications you routinely use: 

History of significant accidents: 

Additional notes regarding personal or family medical/psychiatric history (use reverse side If necessary): 



Name: 
Provider: 

CLINICAL ASSESSMENT SURVEY 
Date: ----------------



LEE ENSIGN, PH.D. 
CLINICAL PSYCHOLOGIST 

ln preparation for your initial appointment, J would like to provide you with a brief introduction to answer questions you may 
have ::1bout office procedures and what to expect from today's appoinllnent. 

People seek counseling or psychotherapy for many different reasons - marriage or family problems, job or financial stress, 
depression, anxiety or traumatic events in the present or past, to name a few. The appropriate course of treatment depends on 
the nntme and history of your personal concerns, so today's session will focus on obtaining information nbout your reasons for 
seeking therapy and relevant background infornmtion. Please tTy to be as frank as you can in expressing your concerns, as this 
will allow us to be more effective in working together to formulate a helpful treatment approach. Also, please do not hesitate 
to ask any questions you have about office or billing procedures or the process of therapy itself. 

The confidentiality of the thernpy process is protected by state and federal law. This means that anything discussed or 
disclosed in the comse of treatment will be held in strictest confidence. Should you wish me to release informution to a third 
party, I will obtain yom written consent to do so. That consent may be revoked by you at any time. 

There are three circumstances under which a psychologist may be required to release information without patient consc:nl: 1) if 
the psychologist has clear reason to believe that a patient poses imminent bodily danger to him or herself or to a specific third 
person; 2) if the psychologist has reason to believe that a minor child is being or has been abused or neglected; and ] ) if a judge 
specifically orders the release of records. 

If you 1,vish to use insurance to assist with treatment costs, please note that many insurance and managed care organizations 
require either limited or full release of clinical information to authorize payment of claims and to document medic,11 necessity 
for services provided. The information required may be limited to diagnosis and dates of service or may be extensive ;.is on-site 
review of all records included in your designated mental health record set. Please feel free to spe,1k with me or to contact your 
insurance carrier or managed care organization if you have questions about these procedures. Your sense of privacy is very 
important for successful treatment, sol strongly encourage you to raise any concerns you have about confidentinlity or its 
limitations. 

Fees will be discussed in your initial session. If you wish to pay for sessions on a fee-for-service basis, full payment is 
expected at the time of the appointment unless other arrangements are made. Please let me lrnow if you vvish to set up an 
incremental payment plan or schedule, and I will be happy to discuss this with you. MasterCard nnd Visa payment options are 
available also. lf you wish to use your health insurance to help with the costs, co-pay and deductible payments are expected <.lt 
tbe time of the appointment. You will be responsible for any unpaid balance with the exception of circumstances or fees 
specified in provider agreements with your insurance or managed care company. Statements are issued once month! y. Should 
you have any questions regarding your statement or insurance claim, please contact Ms. Debra Patterson, office manager, at 

(865) 376-1585. 

For routine messages, you may leave a message for me at my office 1(865)376-1585 extension 108]. For an urgent message, 
please leave a message on my voice mail and follow the prompts so that I may be paged. For emergencies only, you may ,1lso 
call me at home [(865) 483-5840]. In the event that I am out of town or otherwise unavailable, my voice mail greeting will 
advise you of the name and number of the clinician who is providing emergency coverage. 

Appointment times are reserved specifically for you, and 24 hours notice is requested if you are unable to keep a scheduled 
appointment. You may leave a message at (865) 376-1585 with the front office or at my extension 108 if you must cancel a 
schedules appointment. Should you fail to give such notice, a $40 fee will be charged, which will not be reimbursed by 
insurance. 

1 recognize that from time to time circumstances may arise which impact one's capacity to meet payments on the agreed-upon 
schedule. Should this occur, please let me knO\V. I wlll be happy to work with you on a payment plan which is manageable for 
you. However, in the event that a good faith effort is not made toward payment for services, I reserve the right to turn 
delinquent accounts over for collection. 

I hope this mformation is useful in explaining basic policies. Please keep a copy of this document kr your records. Yom 
signature below indicates that you have read this document, agree to the patient responsibilities outl;.ned, and have received tl 
copy. 

---------·-------·· 
Patient Date 

----------------
Custodial parent or guardian if patient is a minor Date 

------------ .. --~·-·---·-
Climcal Psychologist Date 



LEE ENSIGN, PH.D. 
CLINICAL PSYCHOLOGIST 

ln preparation for your initial appointment, I would like to provide you with a brief introduction lo answer q11estions you may 
have about office procedures and whnt to expect from today's appointment. 

People seek counseling or psychotherapy for many different reasons - maniage or fam.ily problems, job or fiunncial stress, 
depressior,, anxiety or traumatic events in the present or past, to name a.few. The appropriate course of treatment depends on 
the natun; and history of your personal concerns, so today's session will focus on obtaining information aboul' your rensons for 
seeking th~rnpy and relevant background information. Please try to be as fnn1k as you can in expressing your concerns, ns this 
will allow us to be more effective in working together to formulate a helpful treatment approach. Also, please do nor hesitate 
to ask any questions you have about office or billing procedures or the process of thern.py itself. 

The confidentiality of the therapy process is protected by state and federal luw. This means that anything discussed or 
disclosed in the course o[ treatment will be held in sh·ictest confidence. Should you wish me to release information to a third 
party, I will obtain your written consent to do so. That consent may be revoked by you at any time. 

There are rhree circumstances under which a psychologist may be required to release information without patient consent: 1) if 
the psychologist has elem· reason to believe that a patient poses imminent bodily danger to him or herself or to a specific third 
person; 2) if tl1e psychologist has reason to believe that a minor child is being or has been abused or neglec(·ect; and 3) if a judge 
specifically orders the release of records. 

lf you wish to use insurance to assist with treatment costs, please note that many insurance and managed care organizations 
require either limited or full release of clinical information to authorize payment of claims and to document medical necessity 
for services provided. The information required may be limited to diagnosis and dates of service or may be ex(ensive ns on-site 
review of all records included in your designated mental health record set. Please feel free to speak with me or to contact your 
insurance carrier or managed care organization if you have questions about these procedures. Your sense of privncy is very 
important for successful treatment, so I sh·ongly encourage you to raise any concerns you have about confidentiality or its 
limitations. 

Fees will be discussed in your initial session. If you wish to pay for sessions on a fee-for-service basis, full payment is 
expected at the time of the appoinhnent w1less other arrangements are made. Please let me know if you wish to set up an 
incremental payment plan or schedule, and I will be happy to discuss this with you. MasterCard and Visa payment options ar~ 
available also. lfyou wish to use your health insurance to help with the costs, co-pay and deductible payments are expected at 
the time of the appointment. You will be responsible for any unpaid balance with the exception of circumstances or fees 
specified in provider agreements with your insurance or managed care company. Statements are issued once monthly. Should 
yon lrnve any questions regarding your statement or insurance claim, please contact Ms. Debra Patterson, office rnan11ger, nt 
(865) 376-1585. 

For routine messages, you may leave a message for me at my office !(865)376-1585 extension 108J. For an urgent message, 
please leave a message on my voice mail and follow the prompts so that I may be paged. For emergencies only, you may also 
call me at home [(865) 483-5840]. In the event that I am out of town or otherwise mmvailable, my voice mail gree!ing will 
advise you of the name aud number of lhe clinicfon who is providing emergency coverage. 

Appointment times are reserved specifically for you, and 24 hours notice is requested if you are unable to keep a scheduled 
appointment. You may leave a message at (865) 376-1585 with the front office or at my extension 108 if you must cancel a 
schedules appointment. Should you f::1il to give such notice, a $40 fee will be charged, which will not be reimbursed by 
insurance. 

I recognize that from time to time circumstances may arise which impact one's capacity to meet payments on the agreed-upon 
schedule. Should this occur, please let me know. I will be happy to work with you on a payment plan Yvhich is rnmwgeflble for 
you. However, in the event that a good faith effort is not made toward payment for services, 1 reserve the right to l11rn 

delinquent accounts over for collection. 

I hope this information is useful in explaining basic policies. Please keep a copy of this document for your records. Your 
signature below indicates that you have read this document, agree to the patient responsibilities outhned, and have received a 
copy. 

Patient Date 

Custodial parent or guardian if patient is a minor Date 

Cliniu1l Psychologist Date 



PATIENT NOTIFICATION OF PRIVACY RIGHTS 

The Health Insurance Portability and Accountability Act (HIP AA) has created new 
patient protections surrounding the use of protected health information . Commonly 
referred to as the "medical records privacy law", HIP AA provides patient protections 
related to the electronic transmission of data ("the transaction rules"), the keeping and use 
of patient records ("privacy rules"), and storage and access to health care records ("the 
security rules"). HIP AA applies to all health care providers, including mental health care 
providers and health care agencies throughout the country are now required to provide 
patients a notification of their privacy rights as it relates to their health care records. Yon 
may have already received similar notices such as this one from your other health care 
providers. 

As you might expect, the HIPAA law and regulations are extremely detailed and 
difficult to grasp if you don't have formal legal training. My Patient Notification of 
Privacy Rights is my attempt to inform you of your rights in a simple yet comprehensive 
fashion. Please read this document as it is important you know what patient protections 
HIP AA affords all of us. In mental health care, confidentiality and privacy are central to 
the success of the therapeutic relationship and as such, you will find I will do all I can do 
protect the privacy of your mental health records. If you have any questions about any of 
the matters discussed in this document, please do not hesitate to ask me for further 
clarification. 

By law, I am required to secure your signature indicating you have received this 
Patient Notification of Privacy Rights Document. Thank you for your thoughtful 
consideration of these matters. 

Elaine Lee Ensign, Ph.D. 
Clinical Psychologist 

I, , understand and have been provided a copy of Dr. Ensign's 
Patient Notification of Privacy Rights Document which provides a detailed description of 
the potential uses and disclosures of my protected health information, as well as my rights 
on these matters. l understand I have the right to review this document before signing this 
acknowledgment form. 

Patient Signature or Parent if Minor or Legal Charge Date 
If Legal Charge, describe representative authority: ---------------


