Virginia South Psychiatric & Family Services
All forms must be completed before seeing the Physician
Information for Medical Records
Patient’s Name: ________________________________________ Social Security #: _________________________
Date of Birth: ______________ Sex: ⃝ Male ⃝ Female Marital Status: ⃝ Single ⃝ Married ⃝ Divorced ⃝ Widow
Address: ______________________________________________________________________________________
City: _________________________________
Phone: ___________________

State_________

Mobile: ___________________

Zip Code: _____________
E-Mail: _______________________

Race/Ethnicity: ⃝ White/Caucasian ⃝ African American ⃝ Asian ⃝ Hispanic/Latin ⃝ Other ⃝ Prefer not to answer
Patient’s Current Medications (Include an approximate length of time you have been taking medications listed):
1. ______________________________ Time length: ____________________________
2. ______________________________ Time length: ____________________________
3. ______________________________ Time length: ____________________________
4. ______________________________ Time length: ____________________________
5. ______________________________ Time length: ____________________________
Pharmacy Name: ___________________________________________________ Phone: __________________________
If you are taking any other medications than what is listed above please provide the doctor with a detailed list.
Reason for Visit: _______________________________________ Allergies: ___________________________________
Are you currently pregnant or plan to become pregnant within the next 6 months?
Do you smoke? ⃝ Yes ⃝ No ⃝ Occasionally

⃝ Yes

⃝ No

Is there a history of mental illness in the family? ________________

Has the Patient being seen today ever met with another Psychiatrist and/or Therapist? ___________________________
Previous Hospitalizations: ⃝ Yes ⃝ No If yes please provide hospital name as well as date and reason for
hospitalization: _____________________________________________________________________________________
Insurance Information:
(1) Primary Insurance: ________________________________ Policy ID #: ______________________________
Policy Holder Name: ______________________________ Policy Holder Date of Birth: _____________________
Policy Holder SSN: ___________________________ Policy Holder Employer: ____________________________
(2) Secondary Insurance: ________________________________ Policy ID #: ______________________________
Policy Holder Name: ______________________________ Policy Holder Date of Birth: _____________________
Policy Holder SSN: ___________________________ Policy Holder Employer: ____________________________
Please complete Parent/Guardian information if patient being seen is under the legal age of 18 years old:
Name of Parents/Guardian of Patient: ___________________________________________________________________
Relationship to the Patient: ____________________________________________ Phone: _________________________

Virginia South Psychiatric & Family Services
269 Medical Park Blvd
Petersburg, VA 23803
Phone: 804-861-0700
Fax: 804-863-4626

207 North 4th Ave
Hopewell, VA 23806
Phone: 804-541-0918
Fax: 804-541-7924

13901 Coalfield Commons Pl, Suite 102
Midlothian, VA 23114
Phone: 804-378-0800
Fax: 804-378-0900

Prescription Refill and Cancelation Policy
1. For prescription refills, we respectfully ask that you allow us 72 hours to fill a prescription that is not a controlled
substance.
2. Please call between business hours Monday through Friday for a controlled substance refill. Refill request for a
controlled substance must be place 10 days prior to last dosage of the medication.
3. In order to fill your prescriptions in a timely manner please submit your request seven days prior to your last
dose.
4. If you miss an appointment no future medications will be called in from your doctor until you have been seen
again in the office.
5. You may also be charged a re-instatement fee for missing, rescheduling or canceling three consecutive
appointments. This fee will be required to be paid in full before you can schedule another appointment with our
office.
6. We allow a 15min grace period between your appointment time and the time you check in. If you are more then
15min late you may be asked to reschedule.

Consent to Treatment & Assignment of Benefits
I hereby authorize VIRGINIA SOUTH PSYCHIATRIC & FAMILY SERVICES, P.C. to furnish to the insurance company(s) or to
a designated attorney, all information which attorney or insurance company requests.
I hereby assign to VIRGINIA SOUTH PSYCHIATRIC & FAMILY SERVICES, P.C. all money to which I am entitled for medical
expenses relative to the services rendered by professionals of this company, but not to exceed my indebtedness. It is
understood that any money received from the above named insurance company, over & above my indebtedness, will be
refunded either to me or my insurance company, when my bill is paid in full. I agree to pay my co-payment/deductible at
the time of service.
I hereby agree it is my responsibility to advise VIRGINIA SOUTH PSYCHIATRIC & FAMILY SERVICES, P.C. of any insurance
changes in a manner to allow time for appropriate authorizations to be received prior to my appointment.
I hereby agree that I am financially responsible for all non-covered charges. I acknowledge it is my responsibility for all
charges denied due to my not notifying VIRGINIA SOUTH PSYCHIATRIC & FAMILY SERVICES, P.C. of any insurance change
until after services were rendered.
I further agree, in the event of nonpayment, to bear the cost of collections and/or court cost & reasonable legal fees
should this be required.
Print Name: _____________________________________________________

Date: _______________________

Signature of Patient or Responsible Party_____________________________________________________________

Virginia South Psychiatric & Family Services
Statement of Patient Rights
➢ Patients have the right to be treated with dignity and respect.
➢ Patients have the right to fair treatment regardless of race, religion, gender, ethnicity, age, disability, or source
of payment.
➢ Patients have the right to have their treatment and other information kept private and only disclosed to
designated individuals given on a release form signed by the patient.
➢ Patients have the right to information from staff/providers in a language they can understand as well as an
explanation of their condition and treatment.
➢ Patients have the right to know all about their treatment choices regardless of cost coverage.
➢ Patients have the right to get information about services offered by their providers and patient role in the
treatment process.
➢ Patients have the right to request professional information about their provider.
➢ Patients have the right to know the clinical guidelines used in providing and/or managing their care.
➢ Patients have the right to provide suggestions on office policies and procedure.
➢ Patients have the right to complain and to know about the complaint, grievance, and appeals process.
➢ Patients have the right to know about State and Federal laws governing their rights and responsibilities.
➢ Patients have the right to participate in the formation of their plan of care.
**I understand my rights as stated above**
Print Name: _____________________________________________________ Date: _______________________
Signature of Patient or Responsible Party_____________________________________________________________

HIPAA Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment, or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes
your rights to access and control your protected health information. “Protected health information” is information about you,
including demographic information, that may identify you and that relates to your past, present, or future physical or mental health
or condition and related health care services.
1. Uses and Disclosures of Protected Health Information
Uses and Disclosures of Protected Health Information
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that
are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to
support the operation of the physician’s practice, and any other use required by law.
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any
related services. This includes the coordination or management of your health care with a third party. For example, we would
disclose your protected health information, as necessary, to a home health agency that provides care to you. For example, your
protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the
necessary information to diagnose or treat you.
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example,
obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to
obtain approval for the hospital admission.
Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review

activities, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may
disclose your protected health information to medical school students that see patients at our office. In addition, we may use a signin sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by
name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information (as
necessary) when contacting you during courtesy phone appointment reminder calls.
We may use or disclose your protected health information in the following situations without your authorization. These situations
include: as required by Law, Public Health issues as required by law, Communicable Diseases, Health Oversight: Abuse or Neglect,
Food and Drug Administration requirements, Legal Proceedings, Law Enforcement, Coroners, Funeral Directors, and Organ Donation:
Research, Criminal Activity, Military Activity and National Security, Worker’s Compensation. Inmates: Required Uses and Disclosures.
Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human
Services to investigate or determine our compliance with the requirements of Section 164.500.
Other permitted and required uses and disclosures will be made only with your consent, authorization, or opportunity to object
unless required by law.
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has
taken an action in reliance on the use or disclosure indicated in the authorization.
2. Your rights
Following is a statement of your rights with respect to your protected health information.
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or
copy the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or
administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected
health information.
You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose
any part of your protected health information for the purposes of treatment, payment, or healthcare operations. You may also
request that any part of your protected health information not be disclosed to family members or friends who may be involved in
your care or for notification purposes described in this Notice of Privacy Practices. Your request must state the specific restriction
requested and to whom you want the restriction to apply.
Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit
use and disclosure of your protected health information, your protected health information will not be restricted. You then have the
right to use another Healthcare Professional.
You have the right to request to receive confidential communications from us by alternative means or at an alternative location.
You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice
alternatively i.e. electronically.
You may have the right to have your physician amend your protected health information. If we deny your request for amendment,
you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide
you with a copy of any such rebuttal.
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object
or withdraw as provided in this notice.
3. Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.
You may file a complaint with us by notifying our privacy contact of your complaint.
We will not retaliate against you for filing a complaint.
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices
with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA
Compliance Officer in person or by phone at our main phone number.
Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: ____________________________________________________

Date: _______________________

Signature of Patient or Responsible Party_____________________________________________________________

Virginia South Psychiatric & Family Services
AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION PRIMARY CARE PHYSICIAN
*Sometimes it is helpful that we make contact with your Primary Care Physician (PCP) to coordinate your care. It is
important for your health and wellbeing that your care can be managed between your treating professional(s) and your
primary care physician. Please indicate your desire about the selected provider sharing clinical information with your
PCP by initialing one of the choices below.

IF YOU DO NOT HAVE A PRIMARY CARE PHYSICIAN PLEASE CHECK DO NOT, THEN SIGN AND DATE THIS FORM

(Please check one of the following)

⃝

I am giving permission for my Doctor/Therapist to communicate with my PCP

⃝

I do not give permission for my Doctor/Therapist to communicate with my PCP

Patient Name: __________________________________________ Date of Birth: _______________________________

Primary Care Physician: ______________________________________________________________________________
(PCP Office and Doctor’s Name)

Office Phone: _______________________________

Office Fax: ____________________________________

____________________________________________
(Signature of Patient or Responsible Party)

____________________________________________
(Date)

_____________________________________________
(Virginia South Representative Signature)

A copy of this authorization may be used in lieu of the original.
I understand I may revoke this authorization by written notice but the revocation will not apply to previously released information. This release of
information expires in 60 days following completion or termination of treatment. This information may be shared by phone, in writing, or by fax.

