Below Is a list of phrases that dascribe cerrain feeling that people have. Rate the patients by finding the answer which best describes the extent
to which hefshe has these conditions. Select one of the five responses for each of the fourteen questions.

D= Not present, I = Mild,

Z = Moderate,

3 = Severe, 4= Very severe.

I Anxious mood

COEERE

Worries, anticipation of the worst, fearful anticlpation, irriuability,

DNEEE

Feelings of tensicn, fatigabliity, startle respanse, moved te rears
easily, trembling, feelings of restlessness, Inabllity to rekx.

@ m(EE &

Of darl, of strangers, of being left alone, of animals, of traffic, of
crowds.

2 Tension

3 Fears

4 Insomnia

NOAEEHAE

Difficuly in falling asleep, broken sleep, unsatisfying slesp and fatigue
on waking, dreams, nightmares, night terrars.

CIRINNFYRERRZN

Difficuley in concentration, peor memory.

OMEEE

Loss of interest, lack of pleasure In habbies, depression, early waking,
diurnal swing.

5 Intellectual

&  Depressed mood

7 Somatic (imuscular)

05 EEE

Pains and aches, twitching, stiifness, myoctonic jerks, grinding of
teeth, unsteady voice, increased muscular tone,

gOoEeE

Tinnitus, bluring of viston, hot and cold flushes, feelings of weakness,
pricking sensation,

8  Somatic (sensory)

¢  Cardiovascular symptoms

B &2 E A

Tachycardia, palpitations, pain in chest, throbbing of vessels, finting
feelings, missing beat.

10 Respiratery symptoms

GORER

Pressure or constriction in chest, choking feelings, sighing, dyspnea.

ol [ 2] (31 i4]

Difficulry in swallewing, wind abdominal pain, burning sensations,
abdominal fullness, nausea, vomiting, borberygmi, looseness of
bowels, loss of weight, constipation.

I Gastrointestinal symptoms

12 Genitourinary symptoms

DOaAEE

Frequency of micturiden, urgency of micturition, amencrrhea,
menerrhagla, develepment of frigidity, premature ejaculation, ioss of
libido, Impotence,

13 Autonomie symptoms’

0O EE A

Dry mouth, flushing, pallor, tendency to swear, giddinass, tenslon
headache, ralsing of hair.

14  Behavior at interview

EHEEHE

Fldgeting, restiessness or pacing, cremor of hznds, furrowed brow,
strained face, sighing or rapld respirztion, facial pallor, swallowing,
etc.

82



PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered

: More Nearly
by any of the following problems? Several than haif every
(Use “¢7 fo indicate your answer} Not at all days  the days day
1. Little interest or pleasﬁre in doing things 0 . 1 2 3
2. Feeling down, depressed, or hopeless ; 1 2 3
3. Trouble falling or staying asieep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overaating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or

. 0 1 2 3
have et yourself or your family down
7. Trouble cencentrating on things, such as reading the o 1 2 3

newspaper or watching television

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

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

FOROFFICECODING __ 0+ + +

=Total Score:

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

Not difficult Somewhat Very . Extremely
at all difficult - difficult difficult
-] [ O ‘ O

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.



'STABLE RESOURCE TC

Mood Disorder Questionnaire

Patient Name Date of Visit

Please answer each guestion to the best of your ability

1. Has there ever been a period of time when you were not your usual self and... YES NO

...you feit so good or so hyper that other people thought you were not your normal self or you

wereso hyper that you gotinto trouble? D ______ D .......
"..you were 5o iritable that you shouted at people o started fights or arguments? O O
e youfeﬁm U Ch more Se]f_conﬂ demthanusuap ...................................................................... = - ”
""" you got much less sleep than usual and found that you didnt really miss 02 [T C]
""" you were more talkative or sooke much faster than usualy O O
""" thoughts raced through your head or you couldn't slow your mind down? O
...you were 5o easly distracted by things around you that you had rouble concentrating or EI """" D """"
staying on track?
..... yOUhadmoreenergythanUsuap = -
..... youweremuchmoreactiveordldmanymore‘thmgsthanusual?DD
*..you were much more social or outgoing than Usuzl, for example, you telephoned fiends in D """" D """
the middle of the night?
..... youweremuchmoremterestedmsexthanuguapDD
*..-you did things that were unusual for you or that other paople right have thought were D """" D """"
excessive, foolish, or risky?
Spendmgmoneygowouo r yOUtfam”y m troublew ....................................................................... D ........ D ........
2. if you checked YES to more than one of the above, have several of these ever o o

happened during the same period of time?

3. How much of a problem did any of these cause you - like being unable to work;
having family, money or legal troubles; getting into arguments or fights?

[] No problems [} Minor problem []Moderate problem [] Serious problem

This instrument is designed for screening purposes only and not to be used as a diagnostic tool.
Permission for use granted by RMA Hirschfeld, MD



BEARDEN BEHAVIORAL HEALTH ‘
CLIENT ACKNOWLEDGMENT OF PARTICIPATION IN TREATMENT PLAN

(Signature Page)

Client Name: DOB:

Clinician Name:

1, the undersigned, have participated in planning the treatment for myself/my child

(those children under 16 years of age)

Electronlc copies of this Client Acknowiedgment of Participation in Treatment Plan or any amendmants hereto shall he binding upon the partles, and electronic
reproduction of sighatures appearing herein or on any reproduction shall be deamed to be original signatures.

(Client Signature) Date

(Parent/Legal Guardian Signature) Date

[ ] Unwilling [ ] Unable to participate in planning treatment due to

Date
[ 1 Participated but unwilling to sign due to

Date
[ 1 Verbal Consent participated by phone, but not physically present to sign.

_' Print Name of BBH Witness who received the verbal consent

Date

S:/BBH FORMS/ACKN OF TREATMENT PLAN



CLIENT NAME:

Bearden Behavicral Health

CONSENT/REFUSAL FOR MEDICATION({S) — Adult

DOE:

By signing below, | acknowledge that the possible benefits and side effects or risks of taking:

{Brand Name/Generic)

{Brand Name/Generic)

{Brand Name/Generic)

have been explained to me by:

These risks include any black box warning or major side effects including:

Antipsychotic (Elevation of prolactin, EPS, TD, NMS, metabolic and cardiac effects, and suicidal
ideations) )

Mood Stabilizers (Stevens-Johnson Syndrome, seizures, adverse effects on
liver/blood/kidney/pancreatic function)

Antidepressants SSRIs & TCAs (suicidal ideations, Gl side effects, seizures)

Sedatives or Benzodiazepines (addiction potential, drowsiness, driving precautions, memory loss)
Stimulants {cardiac arrhythmias, Gl side effects, headaches, seizures, Seratonin Syndrome)

Risk of Priapism

Potential for a severe interaction with iliegal drug use or alcohol

| understand the importance of aveiding pregnancy while taking the medication(s) and agree to
contact the psychiatrist/nurse practitioner immediately should | become pregnant (applies to
female patients only.)

| understand the reason (diagnosis) for taking this medicaton and | understand what may happen if | do not take
this medication. | have discussed possible alternative treatments. | have received educational information about
this medication. | understand these explanations and agree to take the medication as directed.

Client or Legal Guardian’s Signature: Relationship to Client: Date:
Prescriber’s Signature and Credentials: Date:
Telephone Consent/Refusal by: Cliant or Legal -Relationship to Client: Date:
Guardian’s name:




Nurse Practitioner Service Agreement

As a part of your holistic treatment plan, when working with a nurse practitioner, you may engage with 2 types of billable
services. The 2 main services that a Nurse Practitioner (NP) can provide and bill for are:

1.) Medication Management

Service Expectations for Medication Management include:
1 Medical evaluation
0 Medjcation monitoring routinely and as needed
1 Client education pertaining to the medication to support the individual in making an informed decision for
its use.

[ The service provider must make a good faith attempt to coordinate care with the individual’s primary medical
provider

2.) Time Based Psychotherapy Services

Service Expectations for Time Based Psychotherapy include:
+} Interactive therapy involving any current symptom complaints or psychosocial stressors.
i1 Examples of time based pgychotherapy: patients working collaboratively with their NP to improve
organizational skills to cope with ADHD, patients working on sleep hygiene measures to reduce anxiety &
improve sleep quality, processing of feelings swrounding a recent or past traumatic experience, working on
strategies to ground when stressed or triggered, discussing family dynamics, working on ways to communicate
effectively with ones partner, friends, or family, non medicinal strategies for coping with nightmares, mindfulness
work, creative imagery or safe place visualization.

L) Examples of patients who do not need time based therapy services: patients who are stable, have no active

psychiatric complaints, no active stressors, and are just coming in for medication maintenance refills.

When you come to see an NP at BBH you will always be billed for a Medication Management code as that is a crucial part
of an NP's clinical training and expertise. Depending on the situation, your NP may or may not bill for a time based
psychotherapy service. It depends on what is discussed in the session and for how long. Some NPs have more expertise
and continuing education to provide therapy services than others. Those that do, will spend time on this service in most any
session unless it is deemed that there is no need for therapy (such as in the example listed above). Other NPs may spend
more time doing med management only. It totally depends on their areas of training/specialty.

Please be advised that unless you tell us in advance that you want no therapy from your NE, you may be billed for

medication management and psychotherapy if an NP sees both services as medically necessary and they possess the
expertise to offer both services to you.

If you ask for no therapy services to be provided, you will need to put this in writing and bring it to your NP for further
discussion. All services rendered are ultimately up to the NP, not billing or front scheduling staff so we ask that you reserve
these conversations for your scheduled session.

I acknowledge receipt and understanding of all information listed above and consent to receive the above services with my
Nurse Practitioner, should they be assessed to be medically beneficial to me during the course of my treatment:

Patient Signature

Date

Witness Signature



