Joseph Haas, M.D.
2430 Estancia Blvd
Suite 104
Clearwater, Florida 33761

PATIENT NAME: HOME PHONE:
ADDRESS: CELL PHONE:

CITY: ST ZIP CODE:

PATIENT DATE OF BIRTH: PHARMACY NUMBER:
EMPLOYER: SOCIAL SECURITY NUMBER:
SPOUSE OR RELATIVE NAME: HOME/CELL PHONE:
REFERRING DOCTOR: PHONE NUMBER:
INSURANCE NAME: POLICY NUMBER:

PLEASE NOTE:
IF YOU ARE A SELF PAY PATIENT PLEASE NOTE THAT PAYMENT I5 EXPECTED IN ADVANCE OF YOUR INITIAL

APPOINTMENT. ALL OTHER PATIENTS WITH A CO-PAY OR CO-INSURANCE YOUR PAYMENT I3 DUE AT TIME OF
SERVICE. WE WILL FILE ALL MEDICARE AND SECONDARY INSURANCE CLAIMS.

THERE TS A $36.00 CHARGE FOR ALL RETURNED CHECKS/CHARGE BACKS, PAYMENTS MADE WITH A DEBIT OR CREDIT
CARD WILL INCUR ADDITIONAL FEES (3%)

CHARGES MAY OCCUR FOR MISSED/RESCHEDULED/CANCELLED APPOINTMENTS WETHOUT 48 HOURS (2 FULL
BUSINESS DAYS) NOTICE, MESSAGES LEFT ON THE VOICE MAIL IS NOT A SUFFICIENT FORM OF CANCELLATION.
THIS CHARGE WILL BE THE SAME FEE YOU OR YOUR INSURANCE WOULD HAVE PALD FOR THAT APPOINTMENT,

THERE WILL 8 A CHARGE TO YOU (OR YOUR INSURANCE COMPANY If ALLOWED) FOR TELEPHONE SESSIONS IN
WHICH PSYCHOTHERAPY OR MEDICATION MANAGEMENT OCCURS.

I HEREBY AUTHORIZE PAYMENT DIRECTLY TO JOSEPH HAAS, M.D., FOR MEDICAL SERVICES PROVILED BY HIIM.

I ALSO AGREE TO PAY FOR ANY BALANCE NOT COVERED BY MY INSURANCE THAT I AM LEGALLY RESPONIBLE FOR,
AND IN THE EVENT MY ACCOUNT DEFAULTS, T AUTHORIZE JOSEPH HAAS, M.D. TO CHARGE MY CREDIT CARD

PROVIDED BELOW FOR ANY BALANCE DUE

CREDIT CARD # EXP DATE:

NAME AS IT APPREARS ON CARD: BILLING ZIPCODE:

SIGNATURE OF PATIENT OR GUARDTAN:

DATE: DRIVERS LICENSE:




ASSIGNMENT OF INSURANCE AND FINANCIAL RESPONSIBILITY
&
EMERGENCY MEDICAL CARE AND RELEASE OF INFORMATION

ASSIGNMENT OF INSURANCE BENEFITS: For services rendered by J QSEPH HAAS MD, T assign the
benefits due fo me under my insurance company to reimburse JOSEPH HAAS MD for these services, I agree
that if these benefits are insufficient to cover the enfire bill or the ifiness/injury is not covered by my
insurance, I will be responsible for payment of the entire bill or any balance.

FINANCIAL RESPONSIBILITY: I agree to pay JOSEPH HAAS, MD dll belances due and nof payable by
insurance on my account from the beginning date to the ending date of treaiment. I further agree fo pay all
costs of any balance, including attorney’s fees, and any collection fees. I further agree to allow my cherge card
to be debited for any balance due. T also agree to pay Dr. Haas a returned check fee of $36,00 per return

and/or $36.00 per credit card chargeback.

CANCELLATION POLICY: T understand that there will be a fee charged to the responsible party if a
scheduled appointment is not cancelled a full 48 (business hours) in advance, except in cases of an emergency.
Messages left on the voice mail are not a sufficient form of cancellation. This charge will be the some fee you
or your insurance would have paid for the appointment, 1 also understand that insurance benefits do not apply
1o this fee and that the charges incurred are the sole responsibility of the patient or responsible party and
agree to this fee if the cancellation policy is not fotlowed,

AUTHORIZATION FOR RELEASE OF INFORMATION: I give permission to JOSEPH HAAS MD to release
information as needed, including psychiatric, psychological, or drug and aleohal treatment information to all
insurance companies and its representatives for the processing of my claims, if requested.

EMERGENCY MEDICAL CARE: In the event of an accident in which emergency medical care or treatment is
needed, T authorize Dr. Joseph Haas, MD to arrange for the care of treatment necessary for my emergency
condition. T further authorize the treatment facility or medical personnel to provide emergency medical care
and freatinent and agree o be responsible for medicat costs as aresult of such emergency freatment. -

RIGHTS OF INDIVIDUALS IN TREATMENT: I have read and understand the basic rights of treatment
with Dr. Joseph Haas. These rights include:

a) The right te be informed of the various sfeps and activities involved in receiving treatment.

b) The right to confidentiality under federal and state laws relating to the receipt of services.

¢) The right to humane care and protection from harm abuse or neglect.

d) The right to make an informed decision, whether to accept or refuse treatment.

e) The right to confact and consult with counsel and select practitioners of my own choice at tmy own expense.

I HAVE READ AND FULLY UNDERSTAND THE ABOVE STATEMENTS. NO GUARANTEE OR
ASSURANCE HAS BEEN MADE TO ME AS TO THE RESULTS THAT MAY BE OBTAINED.

CLIENT/PATIENT/LEGAL GUARDIAN SIGNATURE DATE

PRINTED NAME OF PATIENT



Electronic Communication Policy and Authorization

Out of concern for your privacy, Joseph Haas M.D. P.A. discourages the use of electronic means of communication
(including texting, email, and voicemail messages) as there are limitations to ensuring confidentiality. We do NOT always
use an encrypted electronic communication service. Unencrypted electronic communications carries a risk to privacy
and confidentiality.

Should you choose to communicate with us electronically, we ask that you limit electronic communications to brief
messages and do not include detailed, sensitive information for your protection.

By signing this and/or using electronic communication to communicate with us or by asking us to electronically
communicate with you, you agree to release and hold harmless Joseph Haas M.D. P.A. from any liability associated with
the privacy or security of any electronic communication.

You also agree to the following:

e Electronic correspondence is only monitored during business hours form Monday — Friday, 9am to 5pm, and
may not be viewed in a timely manner. If it s an urgent matter, or you require immediate medical assistance,
do NOT use electronic communication to contact us. Call 911 or visit the nearest emergency clinic.

e Any electronic communication may become part of your medicai recard.

e Electronic communications may be viewed by persons other than the intended recipient due to safety concerns,
staff leave, and/or administrative reasons.

e If you communicate with us electronically, we will use the electronic communication address{es) you have
provided us.

e If someone you have designated on your consent form as being eligible to receive information about your care
communicates with us electronically, you hereby authorize us to respond to them electronically. The same
stipulations that apply to communications between you and Joseph Haas M.D. P.A. will apply to communications
between Joseph Haas M.D. P.A. and the designated person(s).

o If you disclose information via electronic communication that may constitute a threat to yourself or others, we
will take appropriate action (including but not limited to alerting law enforcement) to ensure the safety and you
and/or others and limit our Hability. Your safety is our top priority.

AUTHORIZATION:

I hereby acknowledge Joseph Haas M.D. P.A. discourages the use of electronic communication as he does not always use
encrypted means of electronic communication. By signing this authorization, | give Joseph Haas M.D. P.A. permission to
communicate with me electronically should | choose to and am aware of the limitations and potential risks related to
using electronic communication. Therefore, | understand and agree to the terms listed above and understand my use of
electronic communication means my confidentiality cannot be guaranteed. | may revoke this authorization at any time.

Signature Date

Printed Name



WELCOME TO THE OFFICE OF JOSEPH HAAS, M.D.
BOARD CERTIFIED CHILD ADOLESCENT AND ADULT PSYCHIATRIST
& ADDICTION MEDICINE

We are pleased that you made the decision of choosing our of ficel Please, do not hesitate fo ask our
office staff any questions you might have as we would like your time with us to be as comfortable as

possible. The following is a few guidelines of our office.

1. Pharmacy Refills

If you need a prescription filled before your hext appointment, please, do the following: 3 days
prior to running aut of your meds, call your pharmacy and have them fax a refill request to our
office @ 727-796-7350. The prescription(s) should be ready for you af your pharmacy the hext
business day. If you have done the above, and the refill is not available at your pharmacy, call our
of fice directly with your medication name, dose and quantity and it will be taken care of the next
business day. Please note: there may be a charge for medication refills without an appointment,
You may inquire with our office about those charges. Pt's who are on Suboxene/Subutex or any
Benzodiazepines, you must call the office directly for your refill (please make sure you have your
pharmacy ph # ready along with medication, strength, directions)

2. Appointment Cancellation Policy

Our policy is to cancel your scheduled appoinfment 2 full business days to avoid all charges. Leaving a
voice mail is NOT sufficient; you MUST speak with the office to avoid any fees,

If you cancel or reschedule without adequate notice or simply miss/forget your appointment, you are
* pesponsible for the charge of:- e

A} Your co-pay, if you have insurance that will cover your missed appeintment.
B) The full fee if you are self paying or if your insurance will not cover the missed appointment,

*PLEASE NOTE: It is NOT the responsibility of this office to remind you of your appointments,
please be sure that you write down your appointment times (at home or work) and schedule
appropriately.

3. Phone Sessions

Phone sessions may be available if it is impossible for you fo be here in person, However, not all
insurances cover this fee (including Medicare) you can inquire with our office as to these fees.

Thank You.

Patient/Guardian Signature

Patient/Guardian Name Printed

Date




New Patient Questionnaire

1. What is the Main Problem you want addressed during your initial
appointment/evaluation.

2. What do you expect from Dr. Haas?

3. Please Circle which statement best describes your current situation:

A) Resources “Time, Money and Effort” are available and are not going to limit any

necessary or reasonable treatment.
B) Resources “limited” and this must be taken into account when devising a treatment

plan.
C} Resources “minimal” and therefore | am looking for the minimal amount of care
needed to address the problem and gain some relief,

"4 What do you expect the final outcome to be?

5. Have you been receiving recent treatment for this problem? Yes or No
e If Yes- from whom?

¢ What type of treatment did you receive?

o How effective has it been?



JOSEPH HAAS, M.D.
MEDICATION LIST

Please list all prescriptions and over the counter medications you are currently
taking.

— 0 % N o

Drug Allergies:
I

3.
4

Notes:

Print Patient Name:

Patient/Parent/Guardian Signature:

Date:




Joseph Haas, MD
2430 Estancia Bivd
Suite 104
Clearwater, Flovida 33761

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

I, , have received a copy of this office’s
Notice of Privacy Practices.

Piease Print Name

Signature (Parent or Legal Guardian must also sign if the patient is under the age of
18.) '

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:
O Individual refused to sign
1 Communications barriers prohibited obtaining the acknowledgement

[ An emergency situation prevented us from obtaining acknowledgement

@ Other (Please Specify)
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Table Il ] ]
The SNAP-1V Rating Scale -
fames M. Swanson, PhD, University of California, Irvine
Name of Chifd _ Date _ Age ___Sex __ Grade __ Raling Period
Completed by Relation to Child: Mother ___ Father ___ Teacher __ Other _

Check the column which best deseribes this child: Notat  Justa Freily Very
All tittle  Much  Much

1. Often fails 1o give ciose allenlion to defails or makes careless mistakes e

in schoolwork, work, or other activities U
7. Oken has difficulty sustaining allention in tasks or play aclivities i e
1. Often does not seem to fisten when spoken 1o directly e e

4. Olten does oot follow threugh on insiructions and fails lo finish schootwork, chores, or e
duties in the workplace (not due to oppositional behavior of failure to understand instruclions)

5. Olten has difficully organizing tasks and aclivities e ——

6. Often avoids, dislikes, or has difficulties engaging in tasks — e e
that require sustained mental effort tsuch as schoolwork or hamework)

7. Ofen loses things necessary for 1asks or aclivilies e e e
fe.g.. toys, school assignments, penciis, books, or tools)

8. 15 often easily disttacted by extraneous stimuli J

9. Ofien forgetiul in daily activities ‘ S —

10, Ohen fidgets with hands of feet, squirms in seat . e e
11, Often leaves seat in classroom of in other silualions in which remaining seated is expecied s
12, Often runs abol of climbs excessively in situalions where il i inappropriate I
{in adolesceals or adults, may be lim}‘zed to subjective feelings of restlessness)

13. Often has difficulty playing ot engaging in feisure activities quietly ' [,

14. 15 abways “on the go~ or ofteq acts if “driven by a motor” U

15. ORen talks excessively [

t6. Often bluris oul answers to questions before the questions have been completed e

17. Often has difficulty awaiting turn PO —

18. Often interrupts of inlrudes upon others (2.g., butis into conversations o7 games) [

19, Often stares into space and reporls daydreaming . —— ——

7o, Often appear'smionbé g, BF QR e

21. Ohen appears to be apathetic or unmotivated to engage in goah.directed aclivities [,

22, Often eagapes in physicaily dangerous activities without considering possible consequences e

23. Ohten shilts from ane uncompleted activity to another ! U

24, ORen fails to finish things he ot she starts JE S

25. Has difficuty concentrating on school work or other tasks requising sustained attention .

206. Has dificulty sticking to a play aclivity - [

27, Frequently calls out in ¢lass or in other situations when silence is expected i

28. Needs a lol of supervision i ——

29, Maves about excessively {e.g., even during sleep at home of during quiet lime at school} e

30. Often acts before thinking e

3%, Often loses temper e ——

32. Often argues with adults [,

13, Ofien actively defies or refuses adult requests of rufes [

34. Often detiberately does things that anaoy other peagle e e e

15. Often blames others for his or her misiakes or fisbehaviar ‘ . o

36. Ofien wuchy of easily annoyed by others. ——— — _—

37. 1 often angry and rasentful R

38. 15 often spitelu or vindictive e ——
39, Often swears or uses obscene language —_— -

40. Often manilesls provocative behavios e
41, Often shows excassive stubboraness e e —

22+ Therapeutic Management of Attention Deficit Disorder

—



N~ 1al Depression Screenin/ay® [Participant No,)

A fLE Ng \ Chind Depression Form (Ages « - 18) J
I

T Do , (DISC-MDD-5Q)

led out by parent of ot

_u-"’(

p-o

respansible adulf)

(18
3. School fevel 4. Your relationship to child

1. Child's age 2. Sex _
Depression Treatment History

1.0 Child has never been treated for depressicn
2.{7) Child has been treated in the past, but not currently

2.} Child is currently in trealment
4.1 1 feel child needs help with depression ot ather mental heslth problems

Instructions:
inking about how your

Below is a list of questions about feelings and behaviors children sometimes have. Answer each question th

child has been DURING THE PAST SIX MONTHS.

" cirele the 03 if it is "Yes,” circle the 1. Please answer every question to the best of your

1f the answer to the guestion is “No,
vope this is helpful to you.

ability. Thank you for participating ity National Depression Screening Day®. We |

Tnt the past 6 monthS e _ No Yes
1. Were there times when (he/she)scemed 1o be very sad? 0 1
3. Were there times when [he/she) was grouchy or irritable, often
in a bad mood, so that even little things would make [hinvher] mad? 9 1]
3. Has there been a time when nothing was fun for {him/her}, even )
things that [he/she] used to like? 0 H
4. Has there been a time when [he/she] just wasn’t interested in
anything and seemed bored or just sat around most of the time? 0 1
5. Has there been 2 time when [he/she] often did not feel very much like eating? 0 i
6. Has [he/she] lost a fot of weight? 0 P
7 Has there been 2 time when [he/she] wanted to eat more than usual? 0 1
8. Has [he/she] gained a lot of weight? 0 i
9. Has [he/she] had more trouble sleeping than usual, thal is, more trouble
than usual failing asleep or staying aslecp of waking up too early? 0 i
| 10. Has [he/she] had a time when {he/she] slept 2 lot more than usual? 0 1
11. Has there been a time when [he/she] definitely lalked or moved around a lot less than usual? 0 1
12. Has there been a lime when {he/she] was very restless, when [he/she]
o just-had do keep walking around? oo 0 L
13. Has there been a time when [he/she] seemed more ired thanuseal,
so that [hefshe] sat around and didn™t do much of anything? 0 1
14. Has [hefshe] had 2 lime when [he/she] seemed like {he/she) had much less energy
\han usual, so that it was a big effort to do anything? 0 1
15. Was there a time when {he/she] seemed to feel less good about [himselfherself] than usual
and when [he/she]blamed {himself/herself] a fot for things that happened in the past? 0 1]
16. Has [he/she] been more down on (himself/herself] than usual, when
o [he/she] said that [he/she] couldn’t do anything right? 0 1]
17. Was there a lime when [he/she] had more trouble than usual paying attention 1o {his/her]
school wark, or keeping (his/her] mind on other things [he/she) was doing? 0 ]
18. Has there been a time when {he/she] didn't seem able to concenlrale
oF to think as ciearly or as quickly as usual? 0 1
19, Has there been a time when il was harder than usual for {him/her)
10 make up [his/er] mind about things or make decisions? 0 §
20. Did [he/she] talk more than usual about death or dying? _ 1
21, Did [he/she] say [he/she] was thinking about suicide or killing {himself/erself}? !
22. Has [he/she] tried to kill [himself/herself] in the last 6 months? [actually did something
to try to commit suicide, not just talked about i} '
23. Has (he/she] EVER in {his/er] WHOLE LIFE tried 1o kill {himself/herself]? o LI
Screening Recommendation: to be filled out by screener. ‘
() inpatient referral (O Do you consider this an emergency? (3 Yes {3 No

[} Nofoliow-up [) Outpatient referral

[} Referred back to current provider
Prudence Fishet, MS

~ Fin vt srrreduce without permission from Devid Sehaffer. M.D. OF



CHILDREN'S DEPRESSION  MVENTORY S J

NAME: DATE:

Kids sometimes have different feelings and ideas.

This form lists the feelings and ideas in groups. From each
group, pick one sentence that describes you best for the past two
weeks. After you pick a sentence from the first group, go on to
the next group. -

There is no right answer or wrong answer. Just pick the
sentence that best describes the way you hw.

Fill in the circle = O next to the sentence that you pick for
yOur answer.

Here is an example of how this form works. Try it. Fill in the

- circle next to the sentence that describes you best.

Example: |
O 1Iread books all the time.

O Iread books once in a while.
O I never read books.

...and here is a filled-in circle! & @



¥F REMEMBER, PICK OUT THE SENTENCES THAT BEST DESCRIBE YOUR FEELINGS
AND IDEAS IN THE PAST TWO WEEKS.

1.

10.

000 000 OO0 000 QOO OO0 QOO0 OO0 000 000

I AM SAD ONCE IN A WHILE.
I AM SAD MANY TIMES.
I AM SAD ALL THE TIME.

NOTHING WILL EVER WORK OUT FOR ME.
I AM NOT SURE IF THINGS WILL WORK OUT FOR ME.
THINGS WILL WORK OUT FOR ME O.X..

I DO MOST THINGS O.K..
I DO MANY THINGS WRONG.
I DO EVERYTHING WRONG.

I HAVE FUN IN MANY THINGS.
I HAVE FUN IN SOME THINGS.
NOTHING IS FUN AT ALL.

1 AM BAD ALL THE TIME.
I AM BAD MANY TIMES.
I AM BAD ONCE IN A WHILE.

1 THINK ABOUT BAD THINGS HAPPENING TO ME ONCE IN A WHILE.
I WORRY THAT BAD THINGS WILL HAPPEN TO ME.

1AM SURE THAT TERRIBLE THINGS WILL HAPPEN TOME. "

I HATE MYSELF.
1 DO NOT LIKE MYSELF.
I LIKE MYSELF.

ALL BAD THINGS ARE MY FAULT.
MANY BAD THINGS ARE MY FAULT,
BAD THINGS ARE NOT USUALLY MY FAULT.

I DO NOT THINK ABOUT KILLING MYSBLF
I THINK ABOUT KILLING MYSELF BUT I WOULD NOT DO IT.

I WANT TO KILL MYSELF.

1 FEEL LIKE CRYING EVERYDAY.
] FEEL LIKE CRYING MANY DAYS. -
1 FEEL LIKE CRYING ONCE IN A WHILE,



I3

¥ REMEMBER, PICK OUT THE SENTENCES THAT BEST DESCRIBE YOUR FEELINGS
AND IDEAS IN THE PAST TWO WEEKS,

THINGS BOTHER ME ALL THE TIME.
THINGS BOTHER ME MANY TIMES.
THINGS BOTHER ME ONCE IN A WHILE.

i1.

I LIKE BEING WITH PEOPLE.
I DO NOT LIKE BEING WITH PEOPLE MANY TIMES.
1 DO NOT WANT TO BE WITH PEOPLE AT ALL.

12,

I CANNOT MAKE UP MY MIND ABOUT THINGS.
IT IS HARD TO MAKE UP MY MIND ABOUT THINGS.
I MAKE UP MY MIND ABOUT THINGS EASILY.

13.

I LOOK O.K..
THERE ARE SOME BAD THINGS ABOUT MY LOOKS.

I LOOK UGLY.

14.

I HAVE TO PUSH MYSELY ALL THE TIME TO DO MY SCHOOLWORK.
1 HAVE TO PUSH MYSELF MANY TIMES TO DO MY SCHOOLWORK.
DOING SCHOOLWORK IS NOT A BIG PROBLEM.

15.

I HAVE TROUBLE SLEEPING EVERY NIGHT.
I HAVE TROUBLE SLEEPING MANY NIGHTS.
I SLEEP PRETTY WELL.

16.

1 AM TIRED ONCE IN A WHILE.
I AM TIRED MANY DAYS.
1 AM TIRED ALL THE TIME.

17.

MOST DAYS I DO NOT FEEL LIKE EATING.
MANY DAYS I DO NOT FEEL LIKE EATING.
I AT PRETTY WELL.

18.

I DO NOT WORRY ABOUT ACHES AND PAINS.
I WORRY ABOUT ACHES AND PAINS MANY TIMES.
1 WORRY ABOUT ACHES AND PAINS ALL THE TIME.

19.

1 DO NOT FEEL ALONE. )
I FEEL ALONE MANY TIMES.
I FEEL ALONE ALL THE TIME.

000 000 000 000 o@o 000 COO 00O 000 000



-~

¥ REMEMBER, PICK OUT THE SENTENCES THAT BEST DESCRIBE YOUR FEELINGS
AND IDEAS IN THE PAST TWO WEEKS.

21

22.

26.

OO0 00O 000 00O 00O COOL QOO

I NEVER HAVE FUN AT SCHOOL.
I HAVE FUN AT SCHOOL ONLY ONCE IN A WHILE.
I HAVE FUN AT SCHOOL MANY TIMES.

[ HAVE PLENTY OF FRIENDS.
I HAVE SOME FRIENDS BUT I WISH I HAD MORE.
I DO NOT HAVE ANY FRIENDS.

MY SCHOOL WORK IS ALRIGHT.
MY SCHOOL WORK IS NOT AS GOOD AS BEFORE.

I DO VERY BADLY IN SUBJECTS I USED TO BE GOOD IN.

I CAN NEVER BE AS GOOD AS OTHER KIDS.
I CAN BE AS GOOD AS OTHER KIDS IF I WANT TO.
1 AM JUST AS GOOD AS OTHER KIDS.

- NOBODY REALLY LOVES ME.

I AM NOT SURE IF ANYBODY LOVES ME.
I AM SURE THAT SOMEBODY LOVES ME.

] USUALLY DO WHAT I AM TOLD.

_IDO'NOT DO WHAT I AM TOLD MANY TIMES. =

I NEVER DO WHAT I AM TOLD.

I GET ALONG WITH PEOFPLE.
I GET INTO FIGHTS MANY TIMES.
I GET INTO FIGHTS ALL THE TIME.

ADMINISTRATION:
(Circle one)

Kovacs, M. & Beck, A.T. (1977).

0 INDIVIDUAL
1 GROUP

© Copyright 1982 by Maria Kovacs, Ph.D. Version:

7777 with format changes 8/79 and 3/92
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“WHAT | THINK AND FEEL”
(RCMAS)

Cecil R. Reynolds, Ph.D. and Bert O, Richmond, E4.D.

Name: . Today's Date:

Age; — Sex (circle one):  Girl  Boy Grade:

School; ' Teacher's Name (Optional):
DIRECTIONS

Here are some sentences that tell how some people think and feel about
themselves. Read each sentence carefully. Circle the word "Yes" if you think
itis true about you, Circle the word “No” it you think it is not true about you,”
Answer every question even if some are hard to decide. Do not circle both
“Yes” and “No" for the same sentence. = - |

There are noright or wrong answers. Only you cantell us how you think
and feel about yourself. Remember, ‘after you read each sentence, ask
yourself “Is it true about me?" If it is. circle “Yes.” If it is not, circle “No.”

T-Score or
Raw Score Percentlle - Scaled Score

" Total: i e

{: — . s

HH —_— — ——

}HH —— s . .

| e R r———
. Cooyngnt ¢ ssasaywesram_eésvcnowmcu SERVICES

T NO110 be feDIoduCas o) wholk G i DAR wilhout wiien permission of WeRem Peyehsibgical Semcer.. e
’ All nights resgrved, 156789 PrnlpdinUSA. - .



DIRECTIONS: Here are some sentences about how you may have been feeling for the past two weeks or |
so. Read each sentence and decide how ofter vou fzel this way. Decide if you feel this way: Almost never,
Sometimes, A lot of the time, or All the time. Fill in the circle under the answer that best describes how

you really feel. There are no right or wrong answers. Just choose the answer that tells how youhave been
feeling for the past two weeks.

EXAMPLE

Almost ' Alotof  Allthe

never Sometimes  the time time
I feel like watching TV. ... ........... O | O O O

Almost | A fot of All the '_

never  Sometimes the time time
1, Ifeelhappy. ........ .. i v O O O O
2. Tworry about school. . .. ovvenrn ... 0 o) 0 0
3. Ifeellonely, ... i O O O O
4. Ifeel my parents don’t likeme. ........ ”O o} | O O
5. Y feel important. ... ............... O o 0O O
6. 1 feel like hiding from people. .. ....... O O fe) O
7. Tfeelsad, ... oo, O O - kol O
9. I feel that no one cares about me. ... ... . @) O O . O
10, I feel like playing with other kids, . ... ... O O Q | O
1L THeelSick v e ovvnennnenn e ® O o o
2. Ufeelloved. ... ................... O 0 O 0

GO ON TO THE NEXT PAGE



13.
14.
15.
16,
17.
18.
19,
20.
21
22,
23,
24.
28, toel Tike having fun. .. ...
26.
217.
28.

29.
. 30.

I feel like running away.

I feel like hurting myself

-------

--------

I feel that other kids don’t like me.

......

------

I feel upset about things, . ............

I feel life is not fair.

I feel tired.

I feel I am no good.

----------------

......................

-------------------

-----------------

I have trouble paying attention in class. ., .

I feel iike talking to other kids. . . .

------

I have trouble sleeping. . ........ NN

---------------

I feel worried, ......

nnnnnn

Igetstomachaches, ................

I feel bored.

---------------------

I feel like nothing I do helps anymore. .. ..

Fill in the circle over the
that shows how vou feel.

face

.......

Almost
never

©C00000CO0OO0O0O0O00O0O0O0o0

Alot of
Sometimes  the time

O O
O O
O O
. O O
o 0
O o
e O
O 0.
® O
o 0
O - O
o 0
-
O O
0 0
o o
e O
0o o

e e b e e

All the-
time

.o 0000000000000 0O0O0O0



1. | have trouBie making upmy mind ...ovinn Yes

2. 1 get nervous when things do not go the right wayforme............. Yes

3. Others seem {0 do things easier thani can. ... .. ettt iereeranenans Yes

4. llike everyone | know ,....... e eieasraeans et eiiei s Yes

5. Often | have trouble getting ray breath............. e r e ecrreenaan. Yes

6. fworryalotofthetime ... ........o...... R I 71

7. Tam afraid of alotof things ..............c.cceeeiss s, cerriaeas -l Yes

8. | am always kind...... bereaen UTREOR besereeirtearieann Yes

8. 1 get mad éasiiy ...................... e . Yes

10. 1 worry about what my parenis will saytome .......... veestissenaas Yes

11. 1 feel that others do not like the way | do things .. .. .. e v Yes

12. T always have good Manners .. ....oovevnvernnnnn., Ceerreraaa eeaf Yes
13. Itis hard for me to get to sleep at night .. .. .. s e e Yes

14. [ worry about what other people think about me ... ... Cererreenenas Yes

15. [ feel alone even when there are people With me . ................. .| Yes

16. lamalways good............... e e teriisieiesirannaa vereranias Yes

17. Often | fee] sickinmy stomach.................... Ceeeerrainaacnes Yes

18. My ieeiings get hurt easily ........... Cereaaa e Cetneesiananas Yes

19. My hands feel sweaty ....... st i eetseiuennnnaoes Frteeeerieraaan .1 Yes

20. I am always nice to everyone ..........0..... R Ceeestereaes .. Yes

21, lamtiredaiot,..cueunn...... viaead Ceteiaier i, Veeraaaas <o} Yes

~_22. I'worry about what is going to happen .. ...... R PR s rs ke SNBN -7

o3 Other people are happierthan hvvevusiiiniiniisin o oo Fyes

24. el the truth every single time ....... testiccnens Veveeenaa  eeeaaas Yes

25. 1 have bad dreams......... serraan beeans SErertis i .| Yes

26. My feelings get hurt easily when | am fussed | S, ceeresed] YES

- 27. 11eel someone will tell me | do things the WIONG Way ....ovue.. veeeso| Yes

28:1nevergetangry-.,..‘ ...................... S N Yes

29. Twaks up scared some of the time .. ..., Ceeeeieieaaa, vereeand| Yes

30. 1 worry when 1 goto bed at night ...uu.ieuieeuisssiniunen.n.... .| Yes

. 31, Itis hard for me to keep my mind on my schoolwork.,........ veiraes] YeES

32. 1 never say things | shouldn't . ..... ceveeas ceeren N A -0

33. lwiggle inmy seatalot......... Ceerriianaaaa varresissiaiaaaae.a YES

34 1AM NEIVOUS v v veees e, Ceerens oo ..l Yes

.. 35, Alot of people are againstme.. .. .. ... . e Cererrreesa e eess| YeS

R R Yes

37; often worry about something bad happening to me.... Winaeed Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No |

No’
No
No
No
No
No
No
No
No
No
No
No
No
No




Attention all Insurance Patients of Dr. Joseph Haas, M.D.

If you miss/cancel/no show/or reschedule an appointment without a full 48
business hours’ notice for an appointment with Dr. Haas, OR if you have
requested to have your session over the telephone; you are being notified that your
insurance’s official policy is to NOT pay for appointments that patient’s do not
physically attend. Our new policy will require you to leave a $250.00 retainer to
cover the appointment.

This retainer will be held as a credit balance on your account until your treatment
with Dr. Haas is completed and will be returned to you afterwards unless you have
a co-pay balance exceeding it to Dr. Haas.

Attention all insurance patients: This is to notify you that your insurance carrier
does not pay for the specific urine drug screen that we perform that is required for
your treatment. Therefore there will be a fee of $40.00 for all urine drug screens
that are performed in the office in addition to your normal co-pay. Please Note:
ALL NEW PATIENTS are REQUIRED to do a urine screening on the first visit.

We thank you in advance for your cooperation to this matter.

Sincerely,

Joseph Haas MD

Patient Name:

Patient Signature:




