Account Registration Form
The Office of John L. Fleming, MD, PLLC
3225 International Circle, Suite 100
Colorado Springs, CO 80910

Today's Date:

Patient First Name: MI: Last Name:

Patient Address:

City: State: Zip:

Home Phone : Cell Phone: Work Phone:

Email Address: OK to use email to contact you? Y N (circle one)
Patient Soc Sec number: - - Date of Birth:
Married/Single/Divorced/Other (circle one) Is patient Employed? FT Student?

Name of Work or School

Financially Responsible Person's First Name: MI: Last Name:

Responsible Person's Phone number: Relationship to Patient:

If you have insurance, please provide the following additional information for prescription or testing purposes:

Name of Person (Subscriber) carrying Insurance: Their date of Birth:

Subscriber is employed by: Person's Soc Sec #:

Relationship of Insured person to the patient:

Health insurance company name:

Insurance Address: City: State: Zip:
Insurance Phone #: (be sure you put the mental health phone number)
Subscriber #: Plan #: Group#:

*%%% [ need a monthly super bill sent to me for insurance purposes: (circleone) YES or NO

Referred to us by:

If seeing psychotherapist, Name: Phone:
Primary Care Doctor: Phone:
Preferred Pharmacy: Phone#:

Address (vicinity or cross streets are acceptable):
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Account and Financial Policy and Consent

We think it is important that we have a clear understanding of the financial aspects of our relationship as we begin. Please take
some time to review this information carefully. If you have any questions, let's talk them over before you sign. Thank you.

Session Fees: We require payment of the fee that you owe at the time of each visit. A late charge will be added to each fee that
is not paid at the time of service. We accept cash, checks or MasterCard or Visa. For most patients, the fee is the full charge for
the session. The regular fee includes not only the time spent with you, but also time spent talking with others involved in your
care, brief follow up calls with you or routine calls to refill medications. There is no additional charge for these matters.

Additional Fees: Additional fees are charged for the time involved in preparing reports for insurance companies, obtaining prior
authorizations for medication or for treatment, legal matters, etc. For complex phone calls, fees may also be charged. Missed
appointments must be cancelled 24 hours in advance or are charged the full fee for the session, not just a co-pay, except in cases of
bad weather or medical emergencies. Many insurance companies will not pay for missed appointments so this will be at your own
expense.

Health Insurance: We no longer bill insurance companies for reimbursement. We will provide you with a super bill with all
pertinent information needed for submitting to your insurance company. The reimbursement will come directly to you and is
based on your policies rates.

Prior Authorization for Care: Patients are generally required to notify their insurance company directly that they have started
care. With some exceptions, the insurance will not allow the doctor to do this for you. If you do not notify your insurance
company sometimes they will not reimburse you for the money that you have spent on care. So be certain you take care of this
detail. If your plan requires the doctor to notify them, it is your responsibility to let us know that. A small charge may be made for
this service.

Fees for Prior Authorizations for Medications: If we do suggest that you take medication and you agree to do so, we will use
our best judgment as to what medication to prescribe. Increasingly, insurance plans may impose limits on what medication they
will approve for payment, or how many pills per month they will pay for, etc. There is no way for us to track this information for
all the various plans. Likely the first that either you or we will know of this is when you take your prescription to the pharmacy
and they tell you that the insurance requires a "Prior Authorization" or that the insurance will not let you fill your prescription
because there are too many pills. At this point you have several choices. Since our prescription is legal, you can tell the pharmacy
to go ahead and fill it at your own expense. Or, you can ask us if a substitute that your insurance is indeed acceptable. Or, you can
ask us to apply to the insurance for the Prior Authorization. We do charge for the time involved. In some cases this is very brief
and in others, it takes us much time as an actual session with you. We will do as you instruct us to do but cannot guarantee what
your insurance company will decide.

My Responsibility: Regardless of the type of insurance that [ have, 1 understand and agree that I remain financially responsible
for all charges whether or not these are authorized or paid for by my insurance plan.

Payment Plans: We discourage payment plans. If the amount owed on any billing is not paid within 30 days of receipt, a finance
charge of 1.5% per month will be added to your account and a $15 rebilling fee will be added as well. Although we hope never to
have to do so, if a payment plan is not kept current, the services of a collection agency will be used. If a collection agency is used,
their fees and those of an attorney will be added to your balance so that the total you will pay is greater than what you originally
owe.

I understand and agree to the above financial policies.
I authorize Dr. Fleming to release information about me to my insurance company in order to assist in payment in claims.

Signature Date

Parent Signature if Age 17 or younger Date

Financially Responsible party (if differs) Date
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Sad, depressed, down

Loss of interest in things

No enjoyment

Hopeless/worthiess feelings

Frequent crying

Think of hurting/cutting self

Think of death or suicide

Not mind being dead

Suicide attempt

Fatigue-lack of energy-tired

Trouble falling asleep

Wake up early in the
morning

Wake up a lot at night

Sleeping too much

Do not sleep much

Fall asleep in the daytime

Fall asleep when should not

Nightmares

Night sweating

Grind teeth at night

Snoring

Sleep Apnea

Urge to move legs w/resting

Feeling in a dreamlike state

Fear of going crazy

Hearing things others do not

Seeing things not there

My behavior bothers others

Mood changes or swings

Thoughts race in my head

Risky behaviors

Impulsive-don't think it through

Fear of losing control

Irritability

Quick temper/short fuse

Violent thoughts or behaviors

Want to hurt another person

Have damaged objects/walls

Have physically hurt another

Hard to be around people

Hard to speak in public

Worry a lot

Tension/Nervousness

Startle easily

Fearful feelings

Feelings of guilt

Keyed up/on edge/Agitation

Restlessness/Jumpiness

Fainting or feeling faint

Attacks of panic

Dizziness/lightheadedness

Sweating spells
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Spells of shortness of breath
Thoughts occur over & over
Behaviors I must repeat &repeat
Rituals I have to do over &over
Pick at skin/hair

Increase or decrease in appetite
Increase or decrease in weight
Fear of gaining weight

Food Binges

Make self vomit

Trouble concentrating

Problems Focusing

Problems Reading/Math
Problems getting organized
Fidget/have to move

Often forget things wallet/watch
Day dream/forget to listen

Lose time

"Holes" in my memory

Cannot remember simple
things: numbers/get somewhere

Little or no interest in sex
Difficulty with sexual function
Concerns about use of porn
Other concerns about sex

Use alcohol

Utilize marijuana

Use nicotine/cigarettes/chew

Use other recreational drugs

Feel I should cut my use

People upset me by saying I
should cut down

Feel bad or guilty about use

Take or use substance in the
morning to calm self

Do not always remember what
I did when using (blackout)

Have had a head injury
(knocked out/unconscious)

Have had seizures

Have had stroke/MS/Other
Tremors, trembling or shakiness
High Blood Pressure
Thyroid problems

Chest Pain/Discomfort
Chronic Pain

Headaches

Constipation or diarrhea
Vomiting

Liver illness/problems
Kidney illness/problems
Other organ problems
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High Cholesterol or Lipids
(self/family)

Diabetes (self/family)

Been a patient in a hospital

Had surgery

Been in a psychiatric unit/hosp

Take medication for emotions

Pregnant

Breast feeding

Planning to have a child
Menstrual problems of any type
Emotions change w/any cycle
Post partum depression

Suffered abuse: physical/
emotional/sexual

Been in a life threatening
situation

Been mugged/assaulted/raped

Have children: #

Single parenting

Death of a parent/spouse/child
Had an abortion (self/partner)
Other significant loss

Job loss

Financial concerns

Gambling concerns

Problems w/relationships
Divorce

Problems with school
Problems with work

Problems with bosses/authority
Legal problems

Difficulty obtaining healthcare
Last physical exam: date

Interested in genetic testing
Interested in referral for gEEG
Interested in TMS

Take medication for emotions
(list on next page)

Drug or food allergies, List all:
(list on next page)

Please go to the next page
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If you have taken medications for your mental health in the past, please list them and what happened, good and bad:

Drug or food allergies, List all:

Please list all medications and herbs/supplements/vitamins you take now for any reason along with the dosages:

Please write any additional information that you feel we should know on this page. Thank you
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