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Dear Valued Patient,

Welcome to 1000 Main Street. We are delighted that you have chosen Rena Ferguson, MD as your psychiatrist
and we look forward to working with you.

Here is the paperwork for you to fill out so we can provide the best care possible. We will work as a team with
you and your other providers because alltoo often, providers do not talk to one another and you wish we
would.

We encourage you to sign up for the Patient Portal which is a private (HIPAA-compliant) emailthat only goes

to your provider when you want to discuss something privately. You can sign up by filling in your email address
on the first page of the New Patient Paperwork.

We strive to be transparent with you about what we charge and why we charge it. Please read and ask

questions about Office Policies.

Your mental and physical health is our priority. We understand that sometimes life happens and you cannot
make it to appointments but need your medications refilled. We make every effort to reschedule your
appointments before you run out of medications, even if those appointments are short. We rarely write
prescriptions outside of appointments. I know many of you worry about this and don't like it, so please feel
free to discuss this with your provider personally.

We are committed to your happiness. We recognize that each of us has a unique recipe for happiness. We
shall support you through the scary and exhilarating process of finding yours. We shall support you when you
realize it's time to evaluate and change that recipe. We shall support you as you add new ingredients and
discard others. We shall always wish you the very best.

Rena Ferguson, MD and Staff



Rraa -K. ;7rn6usot6 Jty'. D.
B os. ao Crn frytro ?s yUru lnrsr'

1000 MarN srREET,2*" FrooR
PonrJrrEERSoN, NY 11777

PHONE: 63I.760-1830
ne.x: 63I-509.6080

WWW.RENAFERGLTSONMD.COM

Today's Date: /

Patient's Name:

Patient's Address:

Date of Birth /

Phone Numbers: Home: Cell:

Pharmacy City

Emergency Contact Name Phone Number

How would you like to be reminded of your appointments?

Call: D Home phone I Cell phone n Work phone n Text tr Email

Work:

Phone Number

Relation:

How did you hear about our practice?

lnsurance lnformation

Primary lnsurance Company (even if we do not participate)

Policy Holder's Name

Policy Holder's lnsurance ldentification Number

Policy Holder's Date of Birth

Policy Holder's Social Security Number

Relationship of Policy Holder to Patient

Secondary lnsurance Company (even if we do not participate)

Policy Holder's Name

Policy Holder's lnsurance ldentification Number

Policy Holder's Date of Birth

Policy Holder's Social Security Number

Relationship of Policy Holder to Patient

Patient Name: Signatu re: Date:
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Office Policy
(lnitial)

I understand that there is a NO SHOW POLICY. lf I have not given 24 hours' notice of cancelation, there will
be a fee of S75 that I am responsible to pay.

I understand that there is a fee up to S25 for returned checks.

I understand that my prescriptions will only be written at the time of my appointment, unless the office
cancels my appointment.

I have read the PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION and I understand I may request
a copy of it.

I have read MEMBERS RIGHTS AND RESPONSIBILITIES and I understand I may request a copy of it.

Assignment of Benefits
(rnitial)

I understand that by using my insurance, in this office, that it is my responsibility to do the following: (initial)

Obtain a referral when necessary.
Pay my copay at the time of my visit.
Pay any expenses that are not covered by my insurance.
I authorize the release of the information as necessary to process my insurance claim.

I authorize the insurance company and or Medicare to pay the above practitioner for services provided to
me.

I understand that every effort will be made by staff to inform me of charges that will not be covered by my

insurance.

I understand that if there are any additionalfees that my insurance does not pay, I am responsible forthose
fees. I understand that I will be responsible for any legal or collection fees incurred as well.

Patient Name: Signatu re: Date:
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RELEASE OF INFORMATION

This release form can be updated at any time and applies for the duration of your care here.

Rena Ferguson, MD has your permission to release clinical information to your other providers to deliver continuity of
care. Examples of this are, but not limited to, exchanging information about laboratory data and medications.

tt Yes, to my primary care provider. Pleose provide nome ond phone number:

tt Yes, to other providers/family/friends such as therapists and other medical providers. Please provide nomes
and phone numbers:

I verify that the above information is accurate.

Patient Name: Signatu re: Date:

Our Staff Commitment

We here with Rena Ferguson, MD and TMS Hope Center of Long lsland are making a commitment to work with you in
your efforts to get better. To help you in this work:

o We pledge to help schedule regular appointments. lf we have to cancel or change your appointment for any reason, we

will make sure you have enough medication to last until your next appointment.

o We pledge to check regularly to make sure you are not having bad side effects.

o We pledge to help connect you with other forms of treatment to help you with your condition.

o We pledge to help set treatment goals and monitor your progress in achieving those goals.

r We pledge to work with any other doctors or providers you are seeing so that they can treat you safely and effectively.

Patient Name: Signatu re: Date:
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Patient Medication Agreement (lnitial)

understand and voluntarily agree that (initial each statement after reviewing):

I will keep (and be on time for) all my scheduled appointments,

lwill keep all medicine safe, secure and out of the reach of children.

I will take my medication as instructed and not change the way I take it without first talking to the doctor or
other member of the treatment team.

I will not call between appointments, or at night or on the weekends looking for refills. I understand that
prescriptions will be filled only during scheduled office visits with the treatment provider.

I will make sure I have an appointment for refills. lf I am having trouble making an appointment, I will tell a

member of the treatment team immediately.

I will not sell my medicine or share them with others. I understand that if I do, my treatment will be stopped.

I will tellthe doctor all other medicines that I take, and let him/her know right away if I have a prescription for
a new medicine such as benzodiazepines (Klonopin, Xanax, Valium) or stimulants (Ritalin, Amphetamine)
before I fill that prescription. I understand that the only exception to this is if I need medication for an
emerSency.

I will disclose to my provider of any illegal drug use such as heroin, cocaine, marijuana, or amphetamines so
there will be no risk of interactions with prescribed medications.

I will keep up to date with any bills from the office and tell the doctor or member of the treatment team
immediately if I change/lose my insurance or can't pay for treatment anymore.

I will treat the staff at the office respectfully at all times. I understand that if I am disrespectfulto staff or
disrupt the care of other patients my treatment will be stopped.

Signature: Date:



Over the last 2 weeks, how often have you been bothered
by any of the following problems?
(Use " /" to indicate your answer)

More Nearly
Several than half every

Not at all days the days day

1. Little interest or pleasure in doirrg things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep, or sleeping too much

4. Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself - or that you are a failure or
have let yourself or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite - being so fidgety or restless
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

Fon orrrce coorHo 0 +

=Total Score:

lf you checked off anv problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult
at all

tr

Somewhat
difficult

n

very
difficult

n

Extremely
difficult

n

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grantfrom
Pfizer lnc. No permission required to reproduce, translate, display or distribute.

PATIENT HEALTH QUESTIONNAIRE.g
(PHQ-g
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