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This document is to  inform you about the process of obtaining psychiatric services and what you can expect 

from me as your prov ider. This do cument contains several things you need to be aware of, so  please read it carefully .

About Your P rovide r

I am  a Psychiatric Mental Health Nurse Practitioner (License #5019203) and a Certified Nurse -Midwife (License #640) 

licensed under the North  Carolina Bo ard of  Nursing. I am  also  a Certified Perinatal Mental Health P rofessional through 

Po stpartum  Support International. I hold Masters o f  Science in Nursing degrees from East Caro lina University and 

Frontier Nursing University.

I have twelve years of experience in perinatal health including six y ears as  a labor and delivery nurse and six years as a  

Certified Nurse-Midwife. In this ro le, I provide gynecological, pregnancy, postpartum, and mental health services. I also 

prov ide psy chiatric services to m ale, female, and gender no n -identifying individuals ranging in age from 18 -90 years o f 

age. The issues I work with include postpartum  depression, post -traum atic stress, anxiety, depression, grief, bipo lar, 

ADHD, OCD, menopause, and ge neral health counseling. My  interests  include working with pregnant individuals, 

postpartum  individuals, and individuals with reproductive concerns through the lifespan.

Crede ntia ls

I am  a member of Postpartum  Support International (PSI) and t he American College of Nurse Midwives.

T herapeutic and T reatment Pr oce ss

This is a voluntary process that you can leave at any po int if you feel it is not working fo r you. It is imperative that you 

are involved in this process. I m ay ask you to be involved in introspective work in addition to finding an individualized 

pharmacological treatment plan that works best for you. I tak e a ho listic approach roo ted in evidence -based medicine 

to meet you, the client, where you are currently , and help you to accomplish your goals. I have experience utilizing 

pharmacology, pharmaco genomic testing, lab assessment, and health counseling in o rder to empower you along your 

individual health journey.

Psychiatric Nurse Practitioners are trained in therapy; however, I will likely encourage you to  seek additional talk 

therapy services with a licensed therapist. Our sessions will primarily  fo cus on medication management and behavioral 

changes,  whereas talk therapy se ssions allow much mo re time and space to explore your individual mental health 

needs.  I work closely w ith many therapists in the comm unity. We will work closely to  find a therapy o ption that is  best 

suited for you.
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There are no  guarantees  in this process and there are some risks involved. Most pharmaceutical treatments have side 

effects and so me have potential risks which will be tho roughly explained to you in addition to  alternative treatments 

including the o ption o f deferring treatment. Informed co nsent is  a pillar o f my practice and as  the client, I will respect 

yo ur right to  autonomy and informed decision-making. In addition to  potential treatments with medication, I w ill 

encourage you to  assess and potentially c h ange some current behaviors that can impact your mental health. Yo u may 

experience changes to your life that cause great joy and relief, as well as pain and sadness. Ultimately, I will serve as a 

partner in your process while you guide yo ur health care jou rney.

ADHD  and Benzodiazepine refills require an appointment every 2 -6 mo nths. ADHD medication prescriptions will 

require a drug screen at the initial visit. If yo u miss or cancel a fo llow  up appointment, understand that your 

controlled substance medication may  not be refilled until your next appointment. Current regulations allow these 

visits to occur via tele -health, however, this is subject to change. If regulations change, you will be notified, and in -

person visits may be required.

Ethic a l Guide li nes

As a Nurse Practitioner, I strive to  uphold the NC Board of Nursing’s regulations and ethical standards. If  you would 

like to  read ov er this Code and get  an idea o f  what you can expect from me, you can v isit the NCBON website: 

https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules.

Here are a few key points you need to be aware o f: 

1)  Our relationship will always be professional.

2)  Confidentiality w ill always be a priority (discussed mo re in detail below).

3)  I will do my  best to  help yo u with any concern you present to me. However, there may be some instances  where I 

am  no t  competent, and I will need to refer yo u to another colleague. I will include you in this decision and we will  

work it out collaborat ively. Per NC law, I have a  supervising physician that  I collaborate w ith. If I have concerns abo ut 

yo ur care o r need to  consult, they are immediately available to serve as a  team member in your care. Their 

inform ation is available upon  request.

Confidentiality

I will protect the confidentiality of  information received in our counseling relationship as specified by federal and 

state  laws, written policies and ethical standards. Fo r any o f  the following matters, legally and ethically, I may break 

confidentiality a nd invo lve others who  can help. Exceptions to confidentiality are listed below. (ACA Code o f Ethics is 

cited in parentheses.)

A. If mandated by a  court of  law (Section B1e ).

B. Danger to self or others: if disclosure is required to prevent clear and imminent  danger to yourself and/or others. 

This m ay include contacting family members or others who can help prov ide protection, initiating hospitalization, 

notifying the police, o r  alerting individuals who may  be at risk o f harm  if danger to others is expressed (Section B1c):

2

https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules
https://www.ncbon.com/practice-nurse-practitioner-nurse-practitioner-laws-rules


C. Child and adult/elder abuse: if I am made aware of the potential or actual occurrence(s) o f phy sical/sexual abuse of 

mino rs, persons with disabilities or senior citizens (Section B1c);

D. Communicable and fatal diseases: I will disclose information to  an identified third party who  is at high risk o f  

contracting a disease  from you that is bo th comm unicable and fatal, providing that you have no t  already informed 

him/ her or are not intending to  do  so  (Section B1d).

E. D SM -V (D iagno stic and Statistical Manual) diagnoses are used fo r clinical and billing purposes. These diagno ses 

become part of your individual file.

There are rare cases o f judicial proceedings  – if you are involved in judicial proceedings, you have the right to prevent 

me  from  prov iding any information abo ut your treatment. However, in some circum stances in which your emotio nal 

condition is an important element, a  judge may  require testimo ny through a court order. Although these situations  

can be rare, I will make every effort to discuss the proceedings accordingly. I also reserve the right to  consult with 

o ther professionals when appropriate. In these circumstances, your identity will not be revealed and o nly impo rtant 

clinical information w ill be discussed.  Please note that such co nsultants are also  legally bound to keep this  inform ation 

confidential.

Legal matters requiring the testimony o f a  mental health professional can arise. This, however, can be damaging to 

the relationship between a patient and his/her prov ider. As such, I recommend that you hire an independent forensic 

mental health professional for such services if necessary.

There may be times in which administrative assistants will access yo ur record fo r billing and administrative purposes.  

If a referral is necessary, this will be discussed  in session and your provider will work to collaborate with referring 

professionals to coo rdinate yo ur care. Please note, however, that altho ugh I attempt to identify top quality 

professionals with very high standards o f care, I canno t  be respo nsible for  the services/treatm ent that they pro vide. 

It is always  your responsibility to  determine  if a professional referral is  acceptable, and alter native options  will be 

cons idered. Yo ur  health information w ill be  s hared with referring practices only by your  per mission. If insurance 

reim bursement is pursued, insurance companies  also often require  inf ormation about diagnos is , treatment, and 

other  important information (as  described above) as  a condition o f your  insurance  cover age.

Length of Se s sion and T ardiness

Intake appointments  are 60-90 minutes and fo llow -up v isits are 30 m inutes. Please understand that the first 

appointment is a consultation, and that attending this appo intment does  no t  guarantee a patient -provider 

relationship. If  indicated, medications may  be prescribed o r  continued if you are currently taking medications, but this 

will be based o n  the clinician’s judgment. It may be deemed that ano ther provider would be a better fit and I will help 

yo u to find alternative services. Scheduling an appointmen t reserves a specific block o f time to  be spent directly o n  

yo ur care. Please arrive o n time. To  prevent other patients from having to wait, I may not be able to extend your 

appointment due to late arrival. If you are more than 10 minutes late, your visit will be canceled.

Te le-medicine visits  are o ffered for follow -up visits. All initial v isits must  be in person.  The potential risk of tele-

medicine services is  that there could be a partial or complete failure of the equipment being used which could result 

in mental health staff’s inability to  complete the evaluation, mental health services, and/or prescription pro cess.
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There is no  permanent video or voice recording kept of t he telehealth service’s session.  All existing confidentiality 

protections apply.  All existing laws regarding client access to mental health information and copies of mental health 

records apply.

Canc ela tion Policy

Please cancel or reschedule your appo intment by 5pm  the business  day prior to the scheduled appointment. 

Cancellations after 5pm or appo intments  not canceled/rescheduled will be charged a fee of  $100. If an appointment 

is no t canceled o r rescheduled, any f uture appointments  may  be canceled without no tice. Three canceled visits will 

result in the termination of services.

Cost

Payment via cash, credit card or HSA is expected at the time of the service. I currently accept most insurance plans. 

For those without insurance, please contact the office to inquire about our discounted self-pay rate. When using 

insurance, all co-payment, deductible or co-insurance amounts are quoted by your insurance company and final 

determination of a claim will be made when an explanation of benefits has been processed. Clients are responsible 

for charges not covered or reimbursed by insurance. In the event of non-payment, clients agree to assume the cost of

interest, collection and legal action (if required).

Clie nt Rec ords

I will be keeping no te s o f all our sessio ns and phone conversations.  These notes will be descriptive and non -

judgmental, containing information o n  what we talk abo ut  in sessio ns. These are fo r your benefit, as well as m ine. It 

will allow us to se e what has transpired and how far you have progressed during this process. You will have access to 

yo ur record through the electronic medical record. In order to share information, I need a signed release of 

inform ation from yo u. I will not share any o f your protec te d health care information without your explicit consent.

Use  of Diagnosis

Insurance companies require a mental health diagnosis be indicated in o rder to  reimburse fo r services. Any diagnosis 

that is  given will be part o f  your permanent insurance records.

Medic a tion  Refills/Emerge ncy S ituations

Yo u can request medication refills through your account in the electronic medical record o r by contacting the o ffice. 

This will be checked througho ut  the week, however, medications requested after lunchtime on Friday afterno o n will 

not be filled until Mo nday mo rning of  the following week. I am the sole psychiatric prescriber at this practice and am 

the o nly one checking medication refill requests/messages. Please allow 48 hours fo r the provider to  respo nd to  a 

request. If you need assistance, you can call t he office fo r an expedited response. Please be aware o f your medication 

supply. Refills and supplies will be discussed at each of yo ur appo intments.
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If yo u find yourself in a crisis w hich you feel needs imm ediate attention, call 911 o r go  to the nearest emergency 

room . If you deem  it necessary to speak with me prior to the next  business day, call Lotus Center of Health at (910) 

726-9976 during business  hours. Please also note that messages sent through the electronic  health record should 

never  be used for urgent or emergency issues. I cannot ensure that email messages wi ll be received or responded 

to in a timely fashion.

Additional  Re s ources:

RHA M ob i l e  Crisis Un it  24/hr Line : 

84 4 -70 9-4097

Coastal  Horizon s Rape  Crisis Cen t er  24/ h r Line 

91 0 -39 2-7460

Trilliu m Health  Se rvices 24/ hr Crisis Line 

1- 877- 685-2415

Nat ional  Suicide Prevention  24/hr  Lifeline 

1- 800- 273-8255

Disputes/Compla i n t s

If you feel I have, in any way, ac ted unethically or  unprofes s ionally towar ds yo u, I hope you will discuss this  

with me. However, if you do  not feel comfortable  doing that, you may co ntact Lotus  Center of  He alth’s practice 

manager  thro ugh the  main phone  line,  and/or  the Nor th Caro lina Board of Nurs ing:

https://www .ncbon.com /discipline -co mpliance-public-complaint

If I deem  that o ur relationship has  becom e non -productive, I have  the r ight to  terminate  psyc hiatric s ervices  at 

my discretion. In this instance,  I will ensure  you have  medication  r efills, and yo u will not be  put at  r isk as  a 

res ult of a  termination. I will also  assist you in finding a different pro vider.

By signing below , you acknowledge you have read the infor m ed co nsent and had the  opportunity to  ask any 

questions  you may have.  Yo u w ill be  given a copy of this infor med consent to kee p for your records, in order  to 

refer  back to it. If any ques tions com e  up during this process , please  do  not hes itate to ask .

Pri nted  Name:  __ _________ _______ ______ _______ __ ____________________ __________________ __ 

Signatu r e:  __________ _______ ____________________ _____ ______ _______ ___ Date: __ __________ __ _
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L o t u s 
C  E  N  T  E  R   O   F  H  E  A  L  T  H

(91 0) 7 2 6 - 9 9 7 6  

w w w . l o t u s c e n t e r o f h e a l t h . c o m 

1721  N e w  H a n ov er  M e d i c a l  P a r k   Dr

Wilm ingt on, N C  28 40 3

W h a t  p r om p t e d  y ou t o  seek m e n t a l  h e a l t h  servic es a t  t h i s  t i me ?  
____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________

H av e  you s een someone pr ev iously for me n t a l  h e al t h  conc erns and if so, were y ou 

give n a diagnos is? 
____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________

Are you c u r r en t l y  t a k i n g  any m ed ic a t i o n s  or s upp l em e n t s ?  If so pl eas e l i s t  t h e   

names and t h e  do sages. 
____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________

H av e  you t r i e d  any o th e r  m ed i c a tio n s  in t h e  p a s t  and if so, whi c h ones ? 
____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________

Do you drink alcohol or do any r ec r e a ti o nal drugs? If s o, whic h ones ? 
____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________

W h a t  i s your gender i d e n t i t y  and pr efer red pronouns ? 
____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________ 

____________________________ _________ __________________________________________________

1



We ll -being  as sess ment

1. If 0 r e p r es e n t s  t h e  w o rs t  pos sible life y ou c ould be liv i ng and 10 r e p re s e n t s  t h e  b e s t  possible life you could 

be l iving, where are y ou c urre n t l y ?  _____________________________________________________________

2. How would you r a t e  y our phy sical h e a l t h  (0 n o t  a t  all he a l t h y ,  10 t h e  h e a l t h i e s t ) ?  ______ _______________

3. How would you r a t e  y our n u t r i t i o n ?  (0 is t h e  w o r st  pos sible, 10 is t h e  b e s t  po ssible)? _______ ___________

3a. Are yo u able t o  buy t h e  foo d you need? ______________________________________ ____________

4. How o f t e n  do y ou wo rry a b o u t  being  able t o  m e e t  your m o n t h ly  liv ing ex penses ? (0 never, 10 alway s) 

____________________________ _________ ____________________________________________________

5. Do you do physical  a c t i v i t y  or m ov e your bo dy regularly ? If so, how o f t e n  and for how long? 

____________________________ _________ ____________________________________________________

5 a. W h a t  a c t i v i t y  do yo u do? ____ _________ ________ _________________________ __________________

6. Do you feel you have  l imi t a t i o n s  bec aus e o f your h e a l t h ?  ______ _________________ ________ __________

7. How do you r a t e  your overall me n t a l  he a l t h  (0 po or – 10 exc e l l e n t ) ?  ____ ____________________________

8. I u nd e r s t a n d  my purpo se in life (0  s t r o n g ly  disagree t o  10 s tr o n g ly agree) _______________ _____________

9. I am co n t e n t  w it h  my friendships and re l a t io n s hi ps (0  s t r o n g ly disagre e t o  10 s tr o n g l y  agree ) 

____________________________ _________ ____________________________________________________

10 . Ho w o f t e n  do you feel lo nely? (0 never  t o 1 0  always) ____ _______________________________ ________

11 . Ho w m uch t i m e  do you spe nd o n soc ial media per day ? _________________ ________________ _______

12 . Ho w m uch t i m e  do you e s t i m a t e  you use s creens per day (v ideo game s, TV, e t c )?  ______________ _____

13 . Do you hav e a s p i r i t u a l  pr a c t i c e?  _____ ________________________________________ _____________

14 . Do you s pend t i m e  o ut s id e ?  Ho w? _________________________________ ________________________

15 . If t h e r e  is o ne t h i n g  in your life t h a t  y ou t h i n k  could  b e improved t h a t  i m p ac t s  your mood or m en t a l  

h e a l t h ,  w h a t  wo u ld t h a t  be ? __ ______ ___________ _______ ______ ______ ___________ _ _ _ _ _ _ _ __
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GAD-7 Anxiety

Over th e l ast two week s , ho w often have  you 
been bot here d b y th e follo wing  problem s?

1.  Feeling ner vous,  anxious, o r on edge

2.  Not b ein g a ble to s to p or co ntrol worr ying

Not Severa l 
at all          days

0 1

0 1

More Nearl y 
than  half          ever y 
the  d a ys            day

2 3

2 3

3.  W orrying  too  m uch about  diff erent things
0 1 2 3 

4.  T r ouble relaxin g
0 1 2 3 

5.  Being so restless th at i t is h ard to si t still
0 1 2 3 

6.  Becom ing eas il y anno ye d or irritable
0 1 2 3 

7.  Feeling afraid, as if  som ething a wf ul
m ight happen 0 1 2 3

Co lum n totals _____  +  _____  + _____  +  _____ =

T ota l score  ___ ____

If  yo u check ed an y pr oblems, ho w dif f icult have the y m ade it for  you to  do  your  work , tak e care of 
thin gs at hom e, or get alo n g  with other p eople?

Not d if f icult at a ll 

□
Som ewhat  diff icult 

□
Ver y diff icult 

□
Extre m ely  d if f icult 

□

Source: Primary Care Evaluation of  Mental  Disorders Patient  Health Questionnaire (PRIME -MD-PHQ).  The PHQ was 
developed  by Drs.  Robert  L. Spitzer,  Janet B.W . W illiams, Kurt Kroenke,  and colleagues. For research inform ation, contact  Dr. 
Spitzer at ris8@columbia.edu.  PRIME-MD® is  a trademark  of Pfizer Inc.  Copyright© 1999 Pfizer Inc. All rights  reserved. 
Reproduced with perm ission

Scoring  GAD-7 Anxiety  Severity

T his is calculated  b y assigning scores of  0,  1, 2,  an d  3  to the respons e categories, respectively, 
of  “not at all,” “severa l days ,” “m ore than  half  th e da ys, ” and “n earl y ever y d a y.”
GAD-7 to tal score f or the s eve n item s ranges f rom  0 to 21.

0–4: m inim al anxiet y

5–9: m ild anxi ety

10–14: m oderate  anxiet y 

15–21: se vere  anxi et y
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Lotus  Center of Health New Patient Intake Form Visit Date: ___________________ 

PATIENT INFORMATION

Patient nam e  (last, first, M.I):

Gend er Id entity: 

Sex  at birth : 

Address:

SSN#: 

Email:

Emergency contact n ame/relatio nship/n u mb er:

Preferred N ame:

Date o f birth : Age: 

Pronou ns:

Phone N u mber:

Primary care: 

Specialists:

Pharm acy:

Reason for visit:   Rout i n e  Problem 

What have you tried ?:

Did it help?: 

ALL E RGIES

Allergy: React i o n : 

CURRENT ME DICATIONS:  In clude prescribed, over-the-counter  d rugs, vitamins, h erbal remedies or supplements, inh alers, etc.: 

Name of m e d i cati o n   (spac e o n b ack if needed)     strength/dose Frequency Reason for taking

PERSONAL  ME DIC AL  HISTORY (space on back)

 Yes  No

 Yes  No

 Yes  No

 Yes   No

 Yes   No

High b lood pressure 

Migraines

High c ho lesterol

Blood c l o t i n g  disorder / DVT 

GYN disorder

 Yes  No

 Yes  No

 Yes  No

 Yes   No

 Yes   No

Heart disease  Yes  No

CVA/TIA/St roke  Yes  No

Diabetes  Yes   No
Cancer                                        Yes   No 
Thyroid/endocrine  disease   Yes   No

Seizures

Liver/Gall bladder d isease 

Kidney dise ase

Mental health  issue 

Other : (spac e on b ack)

SURGIC AL HISTORY

Year Type of surgery Reason for surgery

FAMILY HISTORY

Family h i story of major illnes ses?  (moth er, father, siblings)  please list:

Relatives with b reast, ovarian , uterine, or colon cancer?  If yes, who  & age:

 Yes   N o  







 Yes  No or unkn own



SOC IAL HISTORY

Do you sm oke cigarettes or vape?   Yes - H ow many/day? 

Do you d r ink alcohol?   Yes  -  How many/day ?

Do you u se dru gs?   Yes - describe

How many years?                  Quit, year:                                 No  

How  many/week ?                                                                               No

 No

Exerc ise regularly?   Yes  Moderate (walking ,  yoga):  Vigorous (runn ing):  No 

Do you feel safe in your own h o m e?   Yes  No  - explain

Do you have any h istory of e m otio n al, physical, s exual ab u se?   Yes - type ?  No 

Mar ital Status:   Singl e   Married   Partnered   Se parated   Divorced   Widowed

Current job /school:



HI PAA Compliance Patient Consent Fo r m 
(**This form must be com pl et ed by t he patient**)

Our No tice o f Privacy Practices pro vid es informatio n about ho w we may use o r disclose protected  h ealth 
info rm ation.

Th e n otice contains a patien t’s righ ts section d escribing your rights under th e law. You ascertain  th at by your 
signatu re th at you h ave reviewed o u r notice b efore signing this consent.

Th e term s of the n o tice may  chang e .  I f  so, you will b e notified  at your n ex t visit to u p date yo ur signature/d ate.

You h ave th e righ t to restrict ho w your p rotected h ea lth info rmation is used an d disclosed  for trea tmen t, paym ent  or
h ealthcar e op erations. We are n o t required to agree with this restriction, b u t if we do, we shall h on or this ag reem en t.
The HIPAA (Health I n surance  Portab ility and Acco un tability Act o f 19 96) law allows for th e u se of th e inform ation  
for treatm en t, payment, o r health care operations.

You  consent to  our u se and d isclosure o f yo ur protected h ealthcar e in formatio n and potentially  an o nymou s usage 
in a  p ublication. You have  the righ t to revoke this consent in writing, sign ed  by you. However, such a  revocation 
will not b e r etro active.

By sign ing th is form, I understand th at:

• Protected  h ealth information may b e disclosed o r used for treatmen t, p aymen t, or health care 
oper ation s.

• Th e p ractice r eserves the right to ch ange the privacy policy as allowed b y  law.
• Th e p ractice h as the righ t to restrict the use o f  information , but the p r actice does no t hav e to  ag ree to 

those restrictio ns.
• Th e p atient h as the righ t to revoke th is consent in writing at  any  time and  all fu ll disclosures will then 

cease.  Th e p ractice m ay  condition rec eip t of treatmen t upon execu tion of  this consent.

Call, em ail, or sen d a  tex t to you  to con firm appointmen ts? YES NO

Leav e  a m essage o n yo ur answering m ach ine at ho me or cell pho n e? YES NO

Discuss yo ur  med ical condition with  a f am ily member or d esignated  in divid ual ? YES NO

IF YES, please nam e the m em ber s allowed:  ____________________________________ _______

___________________________________________________________________________________

This consent  was signed by (print name): __________________________________________________

Signature: _______________________________________________Date: ________________

IF mi nor  -please print  your name and relationshi p to  minor : ___________________________________

Parent/ Guardian  Signature: _________________________________ Date: ________________



L o t u s 
C  E  N  T  E  R   O  F     H  E   A  L  T  H

(91 0) 7 2 6 - 9 9 7 6  

w w w . l o t u s c e n t e r o f h e a l t h . c o m 

1721  N e w  H a n ov er  M e d i c a l  P a r k   Dr

W i l m i n g t o n ,   N C  2 8 4 0 3

Fi l i ng  Insurance Claims

To file any c laims, we m u s t  h ave t h e  mo s t  r e c e n t  insura nce i nf o r m ati on .  The inf o rm a t i on  be low shoul d be

c o m p l e t e d  in full. Fa ilure t o  pr ovide a c c u ra t e  i nf or m a t i on  could re s u l t  in a d enied insur ance c laim and any

un paid ba lance w ill be your res p on s ib i l i t y . 

*This i nf o r m ati o n  is onl y required i f you a re a d ep e n d e n t  on t h e  Insurance Policy.

Sub scriber Name: ______ ___________ ____________ ______ _ _ ____ _______ ______ ______ _ _  

Sub scriber D a t e  of B i r t h :  ____ _ _ ____ _______ ______ ______ ______ _ _ _____ _ _ _ _ __ _ _ _ _ __ _ _ _  

Sub scriber P rimary Address: (if d i f f e r en t  f rom p a t i e n t ) :  _ ____ _______ _ _ ____ ______ _ _ _ ___ __ 

____ _ _ ____ ______ _______ ______ _ _ _ ___ _______ __________ ____________ ______ _ _ ____ _ 

Sub scriber R el at i o n sh i p  t o  p a t i e n t :  _ __ ___ _ _ _ ________ ______ _ _ _ _ _ _ _______ ______ _ _ ____ _

Bill in g

We e ncour age all p a t i e n t s  t o  sign up for t h e  P r a c t i c e  F usion p a t i e n t  p o r t a l  or p rovide u s w i t h  a valid  

emai l. An y in voices for o u t s t a n d i n g  balanc es will be s e n t  t h r o u g h  t e x t ,  t h e  p a t i e n t  p o r t a l  o r email w i t h  a 

secure l ink t o  pay y our balan c e onlin e. Any o u t s t a n d i n g  b alan ce m u s t  be paid w i t h i n  30 days. If yo u  

hav e a balance and r e t u r n  f or an a p p o i n t m e n t  befo re 30 da ys, y ou wi ll be requir ed t o  pay you r  

o u t s t a n d i n g  balan ce  before b eing seen. If you  h ave any q u e st i o n s  a b o u t  t h e  p o r t a l ,  plea se  ask on e of o ur 

r e c e p t io n i s t s . 

I ha ve rea d and un de r s t an d  t h e  above:

P a t i e n t  n ame ( p r in t e d ) :  __ _ _ _ _ __ _ _ _ _ ___ ______ ___________ _______ 

P a t i e n t  S i g n at u r e:  _ ______ _ _ _ _ __ _ _ _ _ __ _ _ _ ________ _______ ______ 

D a t e :  _ _____ _ _____ ___



No-Show, Late Arrival & Cancellation Agreement

Our goal is to provide excellent care in a timely manner. This means attending scheduled appointments, if an  
appointment must be  changed, it is important to do so as  early as  possible, so we  may schedule wait-list 
patients in open slots.

•  I shall give at least 24-hour notice if I need to change or cancel an  appointment.

•  I understand that late cancellations (less than  24-hour notice)  may be reviewed on an indivi dual 

basis. Repeated late cancellations may result in a missed appointment fee of $100.

•  I understand that multip le reminders by phone and/or email serve as opportunities for patients 

or caregivers to confirm, cancel or reschedule an upcoming appointment.

•  I understand that missing (no-show) appointment s will result in a  $100 fee. These  situations 

will be considered on a  case-by-case basis  and could result in a  dismissal from the practice.

•  I understand that resched u ling an appointment may result in  a delay in scheduling my next  

appointment.

•  I understand that arriving 15 minutes or more late for an appointment will result in that 

appointment being resched u led. Repeated late arrivals may result in a no-show fee of $100.

We understand that emergencies, illnesse s and unforeseen situatio n s  occur. We ask that you

make every effort to keep your appointment. Missed appointments and late cancellation may

be reviewed on an individual basis.

I understand and agree to the  above:

Patient name (printed): _________________________________

Patient signature: ______________________________________

Date:  ______________



Lotus Zero-Tolera n ce Practice Pol i c y

Lotus Center of Health operates a zero-tolera nce policy for any abuse or bad behavior towards 
our staff and patients .  This could be  physical, verbal or online abuse.

All practice staff have a right to care for others without fear of being attacked, abused, or treated 
badly in any way. To successfully provide our services, mutual respect between staff and patients 
must be in place. Our staff aims to  be polite, helpful, and sensitive to all patients’ individual  
needs and circumstances. We respectfully remind patients that we are  people  who are working 
hard to provide excellent  care while navig ating many simultaneo u s  demands.

Aggressive behavior, be it physical, verbal or online, will not be tolera t e d and may result in you 
being removed from the practice and, in extreme cases, the  authorities contacted.

In order for Lotus to maintain  good relations with our patients, we ask you to  read and take note 
of the occasional types of behavior we have seen, which are  unacceptable:

 Using disrespectful or derogatory language, shouting or raising of voices

 Any physical viol e nce towards a member of our team or other  patients

 Racist, xenophobic, sexist,  homophobic or other intol e rant language, discrimin ation or 
sexual harassment

 Being aggressive, belligeren t, bullying or manipulating towards staff

 Causing damage to, or theft  of, any equipment from the  practice premises, staff or 
patients

 Obtaining drugs and/or medical services fraudulently 

 Posting slanderous online content

The removal of patients from our practice is an exceptiona l l y rare  event and is a last resort in  an 
impaired provider-patient relationship. We value successful relationships based on mutual 
respect and trust. When the  relationship has irreversibly broken down, the practice will consider 
all factors before removing a patient  from care.

If a patient is discharged from Lotus, they would have  access to our healthcare services for 
emergency purposes only for 30 days. After that, we are not required to provide care for that 
individual. Please sign below acknowledging that you have  read and understand the  above 
information.

Patient signature: ______________________________________  Date: __________________

Print name: ______________________________________________



TERMS OF RECEIPT OF MEDICAL  CARE OR TREATMENT

CONSENT FOR TREATMENT: The patient is under the  control of the  attending physician. The  undersigned consents to any 

medical treatments or procedures (except for invasive procedures which require special consent), X-ray, examination, diagnostic and 

laboratory procedures, medications, injections, taking of photographs or video  for clinical, education or identifi c a t i on purposes, and 

hospital services rendered to the patient of the  general and special instructions of the attending physician(s) or other providers 

assisting in the  care of the  patient. The undersigned is aware that the practice of medicine is not an exact science and acknowledges 

that no guarantee or assurance has been made or implied to the  patient as to the result that may be obtained from examinatio n  or 

treatment. The undersigned has been informed of his/her patient rights and responsibilities.

RELEASE OF INFORMATION: The undersigned hereby authorizes Dr. Sarah Gore, DO to disclose the patient’s medical record or 

other medical information to any person or corporation which is or may be  liable for all or part  of Dr. Sarah Gore’s charges or to any 

person or corporation who has  the responsibility for reviewing such charges, including but not limited to medical service  

organizations, health maintena nce organizations, insurance companies, employers, welfare funds, or peer review organizations. The 

undersigned agrees that Dr. Sarah Gore, DO may copy medical record(s) which is/are to be sent  to a receiving facility in the  event that 

the undersigned may  be transferred to  another care provider/facility. The undersigned acknowledges and consents that the  medical 

records, laboratory results, radiology reports and billing information may be sent or disclosed to another medical facility, physician 

office, or provider involved in the  care of the patient or responsible for any part  of the patient’s charges.

REQUEST FOR PAYMENT, ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION FOR MEDICARE 

PATIENTS: The  undersigned requests payment of authorized Medicare benefits, if any, for any services furnished to the patient by  

Dr. Sarah Gore, DO and hereby assigned to Dr. Sarah  Gore, DO. The undersigned authorizes Dr. Sarah  Gore, DO to submit a claim for 

such services to  Medicare. The undersigned authorizes any holder of medical or other  information about the patient to release to  

Medicare, or its agents, claims processors or utilization reviewers, any information needed to determine these  benefits or benefits for 

related services.

ASSIGNMENT OF INDIVIDUAL BENEFITS: If the  undersigned is entitled  to medical benefits of any type whatsoever arising out 

of any policy of insurance insuring  the patient or any other  party liable to the  patient, the undersigned authorizes Dr. Sarah Gore, DO  

to submit a claim for such services, and benefits are  hereby assigned to  Dr. Sarah Gore, DO for application on the patient(s) bill. It is 

agreed that Dr. Sarah Gore, DO may receive any such payment and shall discharge the  paying insurance company of any and all 

obligations under the policy to the extent of such payment. The undersigned and/or patient are responsible for charges not covered by 

the insurance company. The  undersigned certifies that the patient information contained on this  form that is  given by or on behalf of  

the patient is applying for payment from all third-party payors is correct.

FINANCIAL AGREEMENT: The  undersigned understands and agrees that the  patient and our guarantor are financially responsible 

to Dr. Sarah Gore, DO for charges for medical  services or treatment s provided to, or on behalf of, the patient if  such services are not 

covered by the hospitalization plan, insurance, or Medicare. The undersigned certifies that he/she has read the foregoing and is the  

patient or guarantor of this  bill or is duly authorized by the patient as the  patient’s general agent  to execute the  document and accept 

the terms. In the  event  that my account(s) is not satisfied in full my account may be  reported to the  credit bureaus. The undersigned 

hereby agrees that upon the discharge of the patient by Dr. Sarah Gore, DO, the undersigned will be responsible for the  patient and 

will make  necessary arrangements to  have the patient transferred from Dr. Sarah Gore, DO.

I HAVE  READ OR  HAVE HAD EACH  OF THE SECTIONS READ TO ME, AND ALL OF MY QUESTIONS  

HAVE BEEN ANSWERED.

By affixing my signature below, I affirm that I am the  patient, or I am authorized to act on behalf of the patient to sign this document 

verifying consent to the above stated terms.

Patient Signature __________________________________________________  Date _________________________

Guarantor Signature  ________________________________________________ Date _________________________

Relationship to Patient ______________________________________________

THIS FORM IS PART OF THE PERMANENT MEDICAL RECORD




