Neha Khurana, MD Psychiatrist 4028 Holcomb Bridge Road
Georgia Behavioral Health, LLC Suite 202, Norcross, GA 30092
GBHPSYCH.COM (678) 861 6463

Welcome to my practice. The following information pertains to my practice policies. Please read
carefully and let me know if you have any questions that | can answer and discuss with you. | look
forward to working with you.

Sessions:

My initialcomprehensive evaluationis upto 60 minutesinlength. Duringthis session, I willtake thetimeto
gettoknowyouandunderstand your specificconcerns. Atthe end of the session, Iwill provide youwithmy
assessmentandworkwithyoutodevelopatreatmentplan. Thismayentailpsychotherapy (talktherapy),
medication management, education or a combination of these. Some patients may benefit from
neuropsychologicaltestingandappropriatereferralwillbe provided. Ifyouare seeinganothertherapist, |
can provide medication management and coordinate care with your therapist. | will also coordinate care with
your other providers including primary care physicians and other specialists. Please complete the release of
information form atthe end of this document for any providers that youwould like me to coordinate care
with.

If medications are initiated, follow up appointments are required as long as medications are being prescribed.
Thefrequency ofthese follow up appointments vary depending onresponse to medications, severity of
illness and side effects. Medication management appointments are 15- 30 minutes inlength.

Allpaperworkwillbefilled outinsessionwiththe patientand guardianpresent. Thisincludesanyschool
forms, FMLA, disability applications orany otherformof documentationrequired forwork/school/legal
purposes.

Cancellations and No-Shows:

Yourappointmenttime isreserved foryou. Therefore, ifyou are notable tokeep your appointmenttime,
please callassoonaspossibletocancel orrescheduleyourappointment. Ifyoudonotprovide atleast24
hours’ notice of yourcancelled appointmentorifyoufailto showforyourappointment, youwillbe charged
a no-show fee of $50.

Contacting Me:

Iwillanswer calls during business hours Monday-Friday. I will return phone callswithin 24 hourswith the
exception of weekends and holidays. If you are experiencing an emergency and cannot wait to reach me, you
shouldcall911 orgotothenearestemergencyroom.Assoonasyouareabletodoso, pleasecontactmeto
inform me of the situation.

Iwillbillyourinsurance companybutyou willbe askedto payyour co-pay or applicable balanceincaseyou
have notmetyourdeductible. Paymentwill be requiredpriortothe startofthe session. Cash orcreditcards
are acceptable forms of payment. | am not able to process personal checks at this time.
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| understand that it is my financial responsibility for services provided until insurance deductible is met
and any co-pay thereafter or if my insurance becomes inactive but | continue to seek services from GBH,
LLC. Dr. Khuranais considered an in network provider for BCBS and Cigna only.

lunderstandthat | will be charged for mksed appointments and cancellations with less than 2 4
hours’ notice. Yourappointmentisreservedforyou. Ifyouneedtocancelanappointment, please notify
meassoonaspossible. Appointmentsnotcancelled withatleast24 hours’ notice willbe billedanoshow fee
of $50.

Full paymentis due at the time serviceis rendered. | acknowledge responsibility for all feesincurred. All
balances 30 days past due will be deemed delinquent. Delinquent accounts must be paid in full before any
future services will be provided. We reserve the right to send delinquent accounts to collections if needed.

| have read and understand the above policies.

Responsible Party’'sName Date

Responsible Party’s Signature Date

Statement of Confidentiality: = Under Georgialaw communications between patients and psychiatrists are
confidential,andunderordinary circumstancesthisprivilege canbewaivedonlybythe patient. However,
there are three clear exceptions in which a psychiatristis legally and ethically bound to break confidentiality:
(1)the patientisimminentlydangeroustohimorherself, (2) the patientisimminently dangeroustoothers
and/orhasmadespecificthreatstoharmanidentifiable third person, (3) actual or suspectedincidents of
child abuse. Although legally and ethically boundto break confidentiality under the aforementioned
circumstances, | will not do so without attempting to discuss it with you first.

| have read and understand the above policies.

Parent/Guardian’s Signature Date

Parent/Guardian’s Signature Date
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POINTS TOREMEMBER

1. Notify me if there are any significant changes in your psychiatric or medical condition, or if an outside
provider changes your medication regimen.

2. Notifymeifyoususpectorknowthatyou are pregnantor planto become pregnantinthe nearfuture.
Pregnancy will affect treatment recommendations.

3. Ifyoufeelyouare atrisk of hurting yourself or others, notify me immediately. If youfeelyouare an
imminentrisk and need immediate attention, call 911 orgo to your nearestemergency room.

4. lwelcome emails for non-urgent, administrative communication. Please note that the confidentiality of
your email cannot be guaranteed. To discuss medical concerns, please call me.

5. If your medication makes you drowsy or slows your reaction time, refrain from driving and notify me. Also,
notify me if your medication causes you other significant side effects.

6. Ifyouwanttoincrease, decrease, or discontinue your medication regimen, call first. Medication
managementis a collaborative process. Changeswithout consultation are potentially dangerous and may
interfere with our ability to work together.

7. ltis advised to not drink alcohol while taking psychiatric medications.
8. Notify me if there are any changes to your address, phone number or e-mail.
9. lam here to help you. Do not hesitate to call if you have questions or concerns.

| have read and understand the preceding Points to Remember.

Parent/Guardian’s Signature Date

Parent/Guardian’s Signature Date
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CONSENT FOR EVALUATION AND TREATMENT

I am legal guardian of (Child’s Name) and with full legal authority to consentto
treatment. I hereby consentto psychiatric evaluation and treatmentof him/her by Neha Khurana, MD.

Parents, InformedConsent &Divorce:Ifyousharelegal custodyandyourdivorcedecreenotesthatyou
mustinform the other parent of health appointments, please note that you may be inviolation of a court
orderifyoufailtoinformthe other parentofyour child receiving psychiatric services. Also note to provide
consentfortreatmentofyourchildyoumusteitherhave solelegal custody OR have sharedlegal custody,
andifyouhavenolegal custodyyoucannotprovide consentfortreatment. By signingbelowyouare stating
thatyouhavethelegalrightto consentforthis child. Inthe case of separation ordivorce, any matter brought
tomy attention by either parentregarding the child may be revealedtothe other parent. Matterswhich are
brought to attention that are irrelevant to the child’s welfare may be keptin confidence.

Parent/Guardian’s Signature Date

Parent/Guardian’s Signature Date
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Medication and Prescription Polic

If Dr.Khuranais prescribingmedicationstoyou/oryourchild as partofyourtreatment, regularfollowup
visitswith herarerequiredto closely monitorfor efficacy, safetyand potential side effects. Medication
managementrequires workingtogetherto ensure the bestresponse tomedications. Thisincludes
maintaining scheduled follow up appointments.

= You will be prescribed enough medication to last until your next follow-up appointment.
Prescriptions will not be called in for patients that cancel/ or miss regularly scheduled medication
follow-up appointments.

= If you have to reschedule an appointment, please ensure that you schedule another appointment
before you run out of medication. Our office will do our best to reschedule you, butkeep in mind it
maytake severaldaystoweekstofindanappointmentthatwillbe conducivetoyourschedule. Itis
your responsibility to make sure you do not run out of medicine.

= Controlled Substances - Recognize that stimulant medications and Benzodiazepines are considered
controlled substancesand cannotbe calledintoorfaxedto pharmacies. Ifyoulose aprescriptionor
your medication, itis at Dr. Khurana’s discretion to issue a replacement. All controlled substances
will have to go through the Georgia PRMP in accordance with the guidelines.

Dr. Khurana is committed to providing professional services of the highest quality and standards. In order to
serveherpatientsefficientlyandresponsibly, sherequiresagreementsbemade astothepoliciesstated
above. Patients are encouraged to ask questions before signing.

| have read the medication policies, understand, and agree with them.

Patient's Signature:

Guardian if Minor:

Date:
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NEW PATIENT INFORMATION SHEET

Date: Referred By:

Name of Child: Age: Date of Birth: Male/Female:
Father's Name: Mother's Name:

Address: Address:

Address: Address:

CellPhone: Cell Phone:

WorkPhone: Work Phone:

Home Phone: Home Phone:

E-mail Address; E-mail Address:
Occupation: Occupation:

Education (school/degree): Education (school/degree):

Child’s Legal Guardian (s):

Primary Residence of Child:__ Both Parents_Mother _Father _Other(specify):
Relationship Status of Parents: Never Married_Married/Partnership_Separated_Divorced Widowed

Please note any custodial or legal arrangements pertinent to the child’s medical care:

Emergency Contact Information:

Name: Relationship to Patient: Address:
City: State: Zip: Cell Phone:
( ) Work : ( ) Home: ( )

Primary Care Physician:

Name of Pediatrician:
Address: Phone: ( )
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Pharmacy Information (If medications are prescribed):

Local PharmacyName:

Address: Phone:( )

School Information:

Name of School (indicate if homeschooled) Grade:

Address: City: State: Zip:

Please identify members of the child’s household:

Name Age Relationship Living In the Home| Occupation
(Yes/No)

Please describe your reason(s) for seeking treatment at this time (include when the problem started):

How does your child’s current problem impact family relationships or family functioning?

Describe how your child gets along with other children? Has your child’s current problem affected peer
relationships?
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Describe your child’s experience and function in school? Are there any problems?

What are your goals for your child’s treatment?

What are your child’s strengths and/or unique qualities?

What are your child’s interests and hobbies?

Psychiatric History:
Is your child currently seeing a psychiatrist and/or therapist?_Yes_No

Name:
Location:
Name:
Location:
Name:
Location:

Has your child received other outpatient psychiatric care in the past? Please provide name of prior providers
including psychiatrists andtherapists.
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Has your child ever been hospitalized for psychiatric reasons? If so, please provide dates and name of
hospitals.

Is
there anyfamily psychiatrichistory eg. bipolar disorder, anxiety, depression, schizophrenia, substance abuse,
learning disorders, ADHD, autism? Please provide condition and which family relative

Developmental History:
Howmuchdid your child weightatbirth?____Ibs

Where there any developmental delays including speech/walking/gross or fine motor skills? Describe

Any

complications during pregnancy or delivery? If so, please describe

Medical History:

List any significant medical problems such as seizures, head injuries, accidents, hospitalizations:

Any history of chest pain, palpitations, murmurs, fainting, or post exercise symptoms? Please describe:

Allergies:
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List ALL medications that your child is currently taking regularly (include over the counter
meds/vitamins/herbal supplements) Please alsoinclude dosages and how oftenmedicationistaken

Please list other psychiatric medications that your child has taken in the past:

Any family history of medical problems (include seizures, heartdisease, diabetes, cancer, liver disease,
stroke, Parkinson’s)? Ifyour childis adopted, please answer based onbiological historyifknown

Any family history of early heart disease (before age 30)7?

Please note anyotherinformation thatyouthink mightbe helpfulformetobetter understand yourchildand
family:
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CONSENT FOR RELEASE OF INFORMATION

Please complete for any providers that you would like me to collaborate with including therapists, primary
care physicians and other specialists

Patient Name Date of Birth

I , hereby authorize Dr. Neha Khurana to release information from my medical
records as described below to

Name:

Address:
Phone Number: Fax:

The request and authorization applies only to the following information:

__MedicalHistory/PhysicalExam __ Laboratory Reports ______ Consultations
__Discharge Summary __ Summary of Hospitalizations __ ProgressNotes
__Psychiatric Reports/Tests ___Psychological Reports ______ Teachers’'Reports
__Psychiatric Evaluation __Medications _____Social History
__TreatmentRecommendations _ Course of Treatment ___Developmental Hx
Other
Thepurpose oftherelease ofinformationis: ____CoordinationofCare______Continuation of Care

The release will expire in 12 months unless specified by you. | understand that | can cancel this authorization
at any time, except for action that has already been taken.

Signature of Parent/Guardian Date

Signature of Parent/Guardian Date
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Credit Card Authorization Form

24 Hour CancellationPolicy- If Dr. Khurana does notreceive notice outside of 24 hours priortothe
cancellation of your scheduled appointment you will be charged $50 no-show fee. Signing this agreement
authorizes our office to charge the card listed below for missed appointments.

Please complete the information below:

I authorize Georgia Behavioral Health to charge my credit card (full
name) indicated below for payment of Psychiatric services for the following individual(s):

PrintFullName;

Credit card will be charged after each appointment for the amount of services rendered. Authorization can
be cancelled at any time with written consent.

Billing Address Phone#
City, State, Zip Email
SIGNATURE DATE

lauthorizetheabove namedbusinesstochargethe creditcardindicatedinthis authorizationform accordingtothetermsoutlinedabove. |
understand thatthis authorizationwillremainineffectuntil | cancelitinwriting, and | agree to notify the business inwriting of any changesin
my accountinformation ortermination of this authorization. This paymentauthorizationisforthe type of billindicated above. | certify that |
am anauthorized user of this credit card and that | will not dispute the scheduled payments with my credit card company provided the
transactions correspond to the terms indicated in this authorization form.

AccountType: Visa MasterCard Amex Discover

Cardholder Name

AccountNumber

Expiration Date

CVV (3digithumber on back of Visa/MC, 4 digits on front of AMEX)
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