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Thank you for choosing Carolina Attention Specialists!  We are happy to have you as 

a patient.  Please follow the directions below for completing the patient paperwork. 

 

Directions: 
 

Please complete the following paperwork:  

- Paperwork must be returned to the office within 3 days prior to your appointment date, 

failure to do so could cause your appointment to be rescheduled. 

- For all adults, complete all pages in their entirety. Please have last page of the packet 

completed by a family member or close friend.  

- For all children, parent must complete all pages in their entirety. Please have last 2 pages 

completed by a teacher. (you can give out up to 3 if your child has more than 1 teacher) 

- Bring your insurance card and a photo ID (Parent or Patient) on the date of your first visit. 

- Do not take any ADHD medication (if applicable) the morning of your appointment; it is 

important to get a baseline without medication. You may bring the medication with you to 

take/give after testing is completed. 

- No caffeine or smoking (if applicable) at least 2 hours prior to your appointment for accurate 

testing results.  

- Please contact the office if you have any questions or have difficulty getting the paperwork 

back in the requested time frame.  

 

 

 



 
 

Patient Information 

First: ________________________________ Middle:  _________________ Last Name:  ___________________________________ 

Nickname: (if applicable) ________________________________________ Date of Birth: __________________ o Male     o Female 

Social Security #: ____________________________________         Marital Status:  Single Married Separated Divorced Widow Other 

Mailing Address:  _____________________________________________________________________________________________ 

City: ______________________________________________________________ State: _________ Zip Code: _________________ 

Employer/School: ___________________________________  Preferred Method of Contact:  Phone Email Mail 

Cell Phone: _________________________ Home Phone: _________________________ Work Phone: ________________________ 

How did you hear about us: ________________________________________________________________________ 

Patient/Guarantor Email Address: __________________________________________________________________________ 
 

Parent Information 

Father: ________________________________________ Cell #: _____________________ Date of Birth: ______________ 

Mother: _______________________________________ Cell #: _____________________ Date of Birth: ______________ 

Responsible Party Information:  

Name: __________________________________________ SS # _________________________ Date of Birth: _____________ 

Mailing Address: ___________________________________________City: ___________________ State: ____ Zip: ________ 

Relationship to patient: ____________________________________________________________________________________ 

Emergency Contact 

Name: _____________________________________ Phone: ___________________ Relationship: _____________ 

 

Insurance Information 

Insurance Carrier: _______________________________________ ID #: ___________________________________________  

Group #: _____________________________ Policy Holder’s Name: ______________________________________________  

Policy Holder’s Date of Birth: _________________  Relationship to patient: __________________________________________ 

 

Primary Care Physician 

Name __________________________________________ Phone ___________________ Fax _________________________ 

Address _________________________________________ City ____________________ State ______ Zip _______________ 

 

Name of Referring Medical Professional (If applicable) 

Name __________________________________________ Phone ___________________ Fax _________________________ 

Address ________________________________________ City ____________________ State ______ Zip _______________ 

 

Preferred Pharmacy 

Name ________________________________________________________________Phone___________________________ 

Address __________________________________________City ____________________ State ______ Zip ______________ 

 

 

__________________________________________________________________________________________________________  ______________________________ 

Patient/Guarantor Signature         Date 

 

____________________________________________________________________ 

Printed Name and Relationship to Patient  



 
Consent for Use or Disclosure of Protected Health Information for 

Payment, Treatment and Health Care Operations  

 By signing below, you hereby consent for this Practice to use or disclose information about yourself (or another person for 

whom you have the authority to sign) that is protected under federal law, for the sole purposes of treatment, payment and health care 

operations.  You may refuse to sign this consent form.  

 You should read the Notice of Privacy Practices for PHI attached to this form before signing the Consent.  The terms of the 

Notice may change from time to time, and you may always get a revised copy of it by asking the Privacy Officer for this Practice. 

 You have the right to request that the Practice restrict how PHI is used or disclosed to carry out treatment, payment, or health 

care operations.  The Practice is not required to agree to requested restrictions, however; if the Practice agrees to your requested 

restrictions, the restriction is binding on it. 

 Information about you is protected under federal law, and you have the right to revoke this Consent, unless we have taken 

action in reliance on your authorization (as determined by our Privacy Officer).  By signing below, you recognize that the protected 

health information used or disclosed pursuant to this Consent may be subject to re-disclosure by the recipient and may no longer be 

protected under federal law.   

 
Please check the following if applicable: 

 

  You may call my home and leave a message with someone or on an answering machine if I am not available. 

  You may call my place of employment and leave a message on an answering machine or with someone if I am not available. 

   You may call my cell phone and leave a message on my answering machine if I am not available. 

   You may communicate confidential information to me, including invoices for services, to the address and/or phone numbers that is 

given in my patient information. If not, please indicate the address or phone number that we may use: 

__________________________________________________________________________________________________________ 

   You may discuss by email or phone, my child’s symptoms (if pediatric patient), diagnosis and treatment with teachers and school 

representatives. 

   I agree to use email communication for medication management including discussion of symptoms/side effects.  I realize that email 

is not completely private and is permanent. 

  I authorize Carolina Attention Specialists to release my medical records to the referring provider 

 I consent to disclosure of the following protected health information about me to the following family member(s) or person(s) involved 

in my care or payment for care: 

 

Name: ________________________________________________________ Relationship: _______________________________ 

Name: ________________________________________________________   Relationship: _______________________________ 

Name: ________________________________________________________   Relationship: _______________________________ 

Name: ________________________________________________________  Relationship: _______________________________ 

 
Check all that apply to names above: 

 All my medical information    

 Information necessary to schedule appointments for me 

 Lab or test results 

 Information necessary to provide, call in or pick up prescriptions for me 

 Information necessary to help my family member(s) take care of me 

 Information necessary to allow my family member(s) to pick up or arrange for medical equipment to be provided for me 

 Information necessary to bill for or submit claims for care provided to me to government or private insurance payers 

 

   I authorize Carolina Attention Specialists to correspond with my Primary Care Physician. 

   I acknowledge by signing below that I have received the Notice of Privacy Practices and Notice of Individual Rights. 

 

Patient Name: _______________________________________  Patient Date of Birth: ______/______/________ 

 

Signature: __________________________________________    Date: ______/______/________                          

                 

Relationship to Patient:   □ Parent     □ Guardian     □ Self  

 

***A full copy of the privacy policy is available at the front desk of Carolina Attention Specialists. Please mark box above and 

sign. You may take a copy at your initial visit. If you require a copy prior to signing this form, contact the office and we will 

email you a copy*** 



 

 
Financial Policy 

 
1. Patients are expected to pay for the services they receive from Carolina Attention Specialists, in full at the time of service. 

 
2. Carolina Attention Specialists accepts patient payments via cash, check, Master Card, Visa, Discover and American Express. 
  
3. Patients with medical insurance from a company that Carolina Attention Specialists contracts with must pay their entire co-

payment, or an estimate of their deductible or the co-insurance portion of their charges, on the day of service.  Carolina 

Attention Specialists will file an insurance claim directly to the patient’s insurance company.  If there is a balance remaining 
after the insurance has processed the claim, payment in full is due from the patient upon Carolina Attention Specialists sending 
a billing statement. 

 
4. Patients with medical insurance from a company that Carolina Attention Specialists does not contract must pay their entire 

charges or out of network benefits, on the day of service.  We will submit the claim to your insurance carrier.  

 
5. A patient’s payment collected at the time of service is an estimate, based on the information available to Carolina Attentions 

Specialists at the time of service.  If there is an additional balance due from the patient after the patient’s insurance company 
has paid their portion of the charges, then the entire remaining balance is the patient’s personal responsibility.  Payment in full 
is due from the patient upon Carolina Attention Specialists sending a billing statement.   

 
6. If testing denies through your insurance company as not medically necessary due to the diagnosis of ADHD, the full amount of 

testing will be your responsibility. ($206.00)  
 
7. Carolina Attention Specialists’ billing statements may be delivered to patients directly, via email, or the US postal service. 
 
8. Patients without any insurance coverage must pay for their entire charges in full on the day of service. 

 
9. Patients who do not pay their co-payment, deductible, or the co-insurance portion of their Carolina Attention Specialists 

charges on the day of service, or patients with an overdue balance on their Carolina Attention Specialists account, may have 
their future appointments put “on hold” until the entire balance is paid in full or until a satisfactory payment plan has been 
worked out. 

 
10. Patients who do not respond to Carolina Attention Specialists’ efforts to collect an overdue balance and make appropriate 

payments may be subject to additional action on their account as allowed by law.  Accounts sent to outside collections will have 
a 25% processing fee attached to the balance. However, to avoid that action, Carolina Attention Specialists encourages 
patients with an overdue balance to immediately pay their entire charges in full.  Patients who are having financial difficulties 
should contact Carolina Attention Specialists to work out a satisfactory payment plan rather than being dismissed from the 
practice and turned over to a collection agency. 

 
11. No Show/Cancellation policy: All established patients that no show for an appointment or do not cancel within 24 hours of their 

appointment time will be charged a $30.00 fee. There is a $100.00 no show/late cancellation charge for new patient 
appointments. 

 
I have received a copy of, and agree to abide by, the financial policy of Carolina Attention Specialists as stated above. 

 
 
 
________________________________________  __________________________________________ 
Patient Name (Please Print)     Guarantor Name (Please Print)  
 
 
 
________________________________________  ______/______/________               
Patient/Guarantor Signature      Date Signed 



 

 

Non-Covered Services Policy 

There may be certain services that we feel are necessary that are not covered by your insurance carrier. 

 Payment for these services will be due at the time of service. 

 If we are considered out of network for your insurance, you will be responsible for the full amount at the time of 

service. 

 All new patients ages 6-60 will be required to take the Qb Test.  

 All new patients will perform rating scales at every visit. Total amount billed is usually 2-4 depending on rating 

scales performed during that visit. 

 

Test Description CPT Code Cost 

Qb Test 96120 $106.00 

 96119 $100.00 

CNS Vital Signs 96120 $106.00 

Rating Scales: Vanderbilt Assessment, NeuroPsych Questionnaire, Adult Self Report 96110 $14.00 each 

 

 

I understand that my insurance carrier may not pay for the above services.  If my insurance company does not cover these 

services, I agree to be personally and fully responsible for payment. If my insurance carrier does pay for the testing, you 

will refund me any payments I made to you that are due to me. (Cigna patients, please see disclaimer below) 

 

I acknowledge that I am signing this statement voluntarily, and that it is not being signed under duress or after the services 

have already been provided. I understand that by signing this form, I will be fully responsible for the total charges(s) for 

any service denied as non-covered and listed above. I will pay the provider this amount, regardless of the fact that my 

insurance company will not make payment.  

 

Patient Name: _____________________________________________ Date of Birth: ____________ 

 

_________________________________________________________ Date: ___________________ 

Patient Signature or Parent/Guardian Signature 

 

Attention Cigna Patients: 

One or more of the following Carolina Attention Specialists testing procedures is not covered by Cigna. Cigna does not 

pay for any type of neuropsychological testing for ADHD or related disorders. Carolina Attention Specialists contacted 

Cigna in an effort to educate them on the value and evidence base for the testing we provide.   Unfortunately, Cigna 

continues to not cover the testing. We do not file the testing to Cigna, only the office visit and the rating scales listed 

above. If you have questions or concerns about Cigna’s policy please call the customer service number listed on your 

insurance card.  Initials: _______ 



 
 

Prescription Policy 

 

1. Patients must be seen in our office at least every 3 months in order to receive prescriptions for 

controlled substances. This is a non-negotiable policy as it is mandated by the DEA. 

2. We ask that you contact us 2-3 days prior to running out of your medication. All refills are 

authorized by your physician, so we must have ample time to contact the physician for 

authorization. 

3. Any refill request made after 3:00 pm will not be addressed until the following business day. 

4. If prescriptions are lost, stolen or misplaced, we will only replace them one time. They must be 

picked up in person with photo ID. After that one prescription replacement, you will have to wait 

until you are due for another refill or a follow up appointment. 

5. You must obtain ADHD medication from Carolina Attention Specialists only. We will check the 

pharmacy database regularly for compliance. 

6. If there is any type of abuse or misuse of your ADHD medications, you will be discharged from 

the practice immediately. 

7. Our office hours in Charlotte are Monday – Friday from 8:00 am to 6:00 pm. Greensboro office 

hours are Monday – Thursday 8:00 am – 5:00 pm and Friday 8:00 am -12:00 pm. Please request 

refills within office hours and utilize the patient portal for requests. We do not refill medication 

after office hours or on weekends. 

8. If the patient is a minor, the person picking up the prescription must be listed on their consent 

form. 

9. College students need to schedule follow ups during their school breaks, otherwise we can 

coordinate with a physician near the school for medication refills during school time. 

10. All prescriptions for controlled substances must be picked up in person and signed for. We can 

mail prescriptions if you live 30 miles or more away from the office. 

 

 

I have read and understand the above prescription policy 

Patient Name: (Please Print)  ____________________________________________ 

Patient Signature:    ____________________________________________ 

Parent/Guardian Name: (Please Print) ____________________________________________ 

Parent/Guardian Signature:  ____________________________________________ 

Date:     _________/__________/___________ 
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  Patient Name: ____________________________________ 

  Date of Birth: ____/____/_____ Date: ____/____/_____ 

  Primary Care Dr. __________________________________  

 

New Patient Intake 

1. What are your main concerns today? __                                                                  _                                   _____                 

                                                                                                                                                                                                          

                                                                                                                                                               __________                      

2. Have you ever been formally diagnosed with ADHD?    Yes   No 

 If yes, when were you diagnosed and by whom?                                                                               _____                  

 Do you have documentation of the diagnosis?   Yes   No 

 Are you currently under a provider’s care for ADHD?   Yes   No 

o If yes, who is your current ADHD care provider.  __________________________________________ 

3. When do you think your problems with ADHD started? ______________________________________________ 

4. How are/were you grades?  

 Grade School:       Below Average      Average       Above Average 

 Middle School:    Below Average      Average       Above Average 

 High School:    Below Average      Average       Above Average 

 College:    Below Average      Average       Above Average 

 Grad School:    Below Average      Average       Above Average 

5. How difficult is/was homework and studying?  _____________________________________________________ 

6. Do/Did you have any behavioral/discipline problems in school?   Yes   No 

7. Do you procrastinate?    Yes   No 

8. Are you late getting places?     Yes     No 

9. Are you organized at home?    Yes   No Are you organized at school/work?   Yes       No 

10. Do you avoid talking on the phone?   Yes     No 

11. Can you drink caffeine and then go to sleep?   Yes      No 

12. Do you have trouble sleeping?     Yes   No 

If yes, please explain:  _________________________________________________________________________ 

13. Are you sensitive to noises?    Yes      No       

Are you sensitive to light?      Yes      No  

Are you sensitive to touch?    Yes   No 
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14. Please list past ADHD medications; please describe benefits and/or side effects.  

                                                                                                                                                  _____   ____                            

                                                                                               ____                                                 _____                                 

                                                                                               ____                                                _____                                  

15. Please list current medications, including the dose and frequency of each medication.   

                                                                                                                  ____                         _____                                      

                                                                                     ____                                                   _____                                         

                                                                                                                                       _____  ____                                        

16. Please list any Medication Allergies.  

 _________________________________________________________________________________________ 

 Medical History:   

17. Please check if you have ever been diagnosed with any of the following conditions. Initial if None: __________  

If yes, please describe:  _______________________________________________________________________________  

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Developmental History: 

 

18. Please check if you had any of the following conditions.  
 

□ Delayed Fine/Gross Motor 

Development 
If yes, please provide examples: 

□ Delayed Speech/Language If yes, please provide examples: 
 

□ Other Developmental Problems 

 
If yes, please provide examples: 

 

19.  Have you ever had surgery?       Yes   No 

 If so, please list what type of surgery and dates if possible.                           _____                                                    

                                                                                                                                                                                 _____       

□ ADHD □ Anxiety □ Asthma 

□ Autism/Asperger’s □ Bipolar Disorder □ Concussion or Traumatic Brain Injury 

□ Depressive Disorder □ OCD-Obsessive Compulsive Disorder □ Seizure disorder 

□ Heart Disease □ Obstructive Sleep Apnea □ Thyroid Disease 

□ Diabetes □ Hypertension □ Hyperlipidemia 

□ COPD □ Allergies □ Frequent Ear Infections 

□ Heart Murmur □ Cardiac Abnormalities □ Enuresis 

□ Tics 

□ Other: _________________________________________________________________________________________________ 
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20. Have you ever experienced any type of psychiatric or mental illness?     Yes   No 

 If yes, did you receive treatment?   Yes   No 

 Please specify treatments or medications tried.                                                       ______                ___                    

                                                    _________________________________________________________________ 

21. Family History:  

 Is your mother living?   Yes, age: No, age and cause of death: 

 Is your father living? Yes, age: No, age and cause of death: 

 Do you have any siblings? Age(s) & gender(s):__________________________________________________ 

________________________________________________________________________________________   

 Do you have any children? Age(s) & gender(s):  _________________________________________________ 

________________________________________________________________________________________ 

Please indicate with a √ if any of your immediate family members have experienced any of the following conditions. 

   Initial if none: ______ 

 Mother Father Sibling Child Grandparent Aunt/Uncle 

ADHD       

Learning Disabilities       

Autism/Asperger’s       

Bipolar       

Schizophrenia       

Depression       

Anxiety       

Substance Abuse       

Hypertension       

High Cholesterol       

Diabetes       

Cancer       

Thyroid Disease       

Heart Disease       

Heart Attack       

Heart Arrhythmia       

Seizures       

Stroke       

Sudden Death       

Tics       

Social History:   

22. What is your marital status?  Married    Unmarried    Divorced    Separated    Widowed    Partner 

23. Whom do you live with? ______________________________________________________________________ 

24. School:  (If applicable for the patient) 

 Where do you attend school?                                        ____________                                                                

 What are your typical grades?                            ____________                                                                                   

 What are your academic strengths?                                                                           ___________                            

 What are your academic weaknesses?                                                                       ___________                           
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 Do you participate in any of the following?  

 Resource Class (which subjects, how many hours?)    Yes    No 

______________________________________________________________________________ 

 Accelerated or Honors Courses (which subjects?)       Yes    No 

                             ______________________________________________________________________________ 

 IEP (Individual Education Plan)?           Yes    No 

 504 Plan?               Yes    No 

25.  Have you ever participated in counseling, behavioral modification, or therapy?   Yes    No 

 If so, please explain:                                                                                 _____________                                                  

                                                                                                                                                                                                          

                                                      ___________________________________                                                                       

26. What is your highest level of education (i.e. high school graduate, some college or technical school, associates, 

bachelors, vocational training)?                                     ____________________________                                                

 What is your degree in?                                                      _____________                                                                       

27. What type of work do you do?                                                          ____________                                                               

28. What is your general stress level?    Low    Medium    High 

29. How would you classify your diet?    Regular    Vegetarian    1800 Calorie    NAS-ADA    Other ___________ 

30. How many caffeinated beverages (sodas, coffee, energy drinks) do you consume on a daily basis? _____                

 If not on a daily basis, how much do you consume on a weekly basis?                                _____________            

31. Do you smoke?    Yes   No 

 If so, how much do you smoke and how often?           _____________                                                                       

 If you formerly smoked, specify how long you smoked and when you quit?      _____________                           

32. Do you chew tobacco?   Yes   No 

 If so, how much do you use and how often?           ________________                                                                       

 If you formerly chewed tobacco, specify how long you did and when you quit? ____________                           

33. Do you drink alcohol?   Yes   No 

 If yes, how much do you drink and how frequently do you consume alcohol?        _____                                       

o If you drank in the past, when did you quit?                           _______                                                             

34. Have you ever used or experimented with drugs or smoked marijuana?    Yes   No 

 If used in the past, when did you quit?                          _____________                                                                       

 Did you participate in any type of rehab program or substance abuse counseling?  Yes  No 

35. Do you exercise regularly?   Yes  No 

 If so, how often and what type to you do?  _____________________________________________________ 

36. List activities that you enjoy doing.  ______________________________________________________________ 

 



Instructions: Please have family member or close friend complete 

Patient Name: _____________________________________________________ Today’s Date: ______/______/__________ 

Name of person completing the form: __________________________________  Relationship: ________________________ 

Please answer the questions below, rating the patient on each of the criteria shown using the 

scale on the right side of the page. As you answer each question, place an X in the box that best 

describes how you felt the patient conducted themselves over the past 6 months. N
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1. How often does the patient have trouble wrapping up the final details of a project, once the challenging 

parts have been done? 

     

2. How often does the patient have difficulty getting things in order when they have to do a task that 

requires organization? 

     

3. How often does the patient have problems remembering appointments or obligations?      

4. When the patient has a task that requires a lot of thought, how often do they avoid or delay getting 

started? 

     

5. How often does the patient fidget or squirm with their hands or feet when they have to sit down for a 

long time? 

     

6. How often does the patient seem to feel overly active and compelled to do things, like they were driven 

by a motor? 

     

Part A 
7. How often does the patient make careless mistakes when they have to work on a boring or difficult 

project? 

     

8. How often does the patient have difficulty maintaining attention when they are doing boring or 

repetitive work? 

     

9. How often does the patient have difficulty concentrating on what people say to them, even when they 

are being spoken to directly? 

     

10. How often does the patient misplace or have difficulty finding things at home, school or work?      

11. How often is the patient distracted by activity or noise around them?      

12. How often does the patient leave their seat in meetings or other situations in which they are expected to 

remain seated? 

     

13. How often does the patient seem restless and fidgety?      

14. How often does the patient have difficulty unwinding and relaxing when they have time to themselves?      

15. How often does the patient talk too much in social situations?      

16. When the patient is in a conversation, how often do they finish the sentences of the people they are 

talking to before that person can finish it themselves? 

     

17. How often does the patient have difficulty waiting their turn in situations where taking turns is 

required? 

     

18. How often does the patient interrupt others when they are busy?      

Part B 

 


