If you are thinking about harming
yourself or anyone else, or experiencing
any other life-threatening emergency,
please STOP filling out this form and call
911 or report to the nearest emergency
room immediately.

This office visit is for routine purposes
only and cannot support emergency
situations.



Today’s Date:

Abid Malik, M.D.
Tiffany D. Jones, PA-C, CAQ-PSYCH
Amber Grimm, PA-C
1337 South International Parkway
Suite 1301, Lake Mary, Fl 32746
Telephone: 407-878-0022

Patient Information

Patient Name:

Address:

Date of Birth:

Home Phone:

Mobile:

Gender:

Are you currently employed: Y N Current occupation:

Are you currently a student: Y N

Marital Status: M S D W Other:

Name:

Emergency Contact Information

Relationship to patient:

Address:

Home Phone:

Mobile:

Pharmacy Name:

Address:

Preferred Pharmacy

Phone Number:




What are you wanting to be treated or evaluated for today? How long have you had your symptoms?

Which of the following symptoms apply to you? (Please check all that apply.)

O Agitated o See things

O Desperate o Headaches

O Distracted o Cry often

O Impaired performance 0 Hear voices

O Fearful O Suspicious

o Overly tired o Anxiety attacks
O Hopeless o Anxious

0 Homicidal o Depressed

0 Confused oWorry a lot

O Personality changes o Helpless

Do you have any trouble falling asleep? Y N

Are you tired during the daytime? Y N

o Rapid speech 0 Obsessive/compulsive

o Aggressive o Chest pain

o Indecisive OHistory of self-harm

o Withdrawn o Appetite increase

0 Anger/aggression oAvoidance of people

o Racing thoughts o Mood swings

o Appetite decrease o Sexual difficulties

o Irritable O Restless/on edge

o Guilt O Feeling “out of control”
o Can’t concentrate o Insomnia

Trouble staying asleep? Y N

Do you have any history of alcohol or drug abuse? Y N

If yes, please describe:

Is there any chance you are pregnant? Y N

Are you trying to become pregnant? Y N



| have a personal history of the following medical conditions:

Please list any allergies that you have.

Have you ever been hospitalized for psychiatric reasons? If yes, when and why?

Have you ever seen a therapist, counselor, psychologist, or psychiatrist before? If yes, when and why?

Please circle any of the following you have been diagnosed with in the past:

Anxiety disorder Personality Disorder
Depression Autism
Obsessive Compulsive Disorder Dissociative Disorder
ADHD/ADD Schizophrenia
Bipolar/Manic Depression Schizoaffective Disorder
Eating Disorder Narcolepsy/Insomnia
PTSD Dementia

Mood Disorder Other mental illness not listed here



Please circle any of the following psychiatric medications you have ever taken before. If

something is not listed, please add it to the list.

Celexa (Citalopram)
Lexapro (Escitalopram)
Prozac (Fluoxetine)
Luvox (Fluvoxamine)
Paxil (Paroxetine)

Zoloft (Sertraline)
Wellbutrin (Bupropion)
Remeron (Mirtazapine)
Pristiq (Desvenlafaxine)
Cymbalta (Duloxetine)

Fetzima (Levomilnacipran)
Effexor (Venlafaxine)
Oleptro (Trazodone)

Trintellix (Vortioxetine)
Nardil (Phenelzine)

Ambien (Zolpidem)
Lunesta (Eszopiclone)
Rozerem (Ramelteon)
Vistaril (Hydroxyzine)

Desyrel (Trazodone)

Remeron (Mirtazapine)
Restoril (Temazepam)
Silenor (Doxepin)
Focalin (Dexmethylphenidate)

Ritalin, Concerta (Methylphenidate)
Dextroamphetamine
Adderall (Dextroamphetamine-amphetamine)
Vyvanse (Lisdexamfetamine)

Strattera (Atomoxetine)
Thorazine (Chlorpromazine)
Prolixin (Fluphenazine)
Haldol (Haloperidol)

Orap (Pimozide)
Abilify (Aripiprazole)
Sapharis (Asenapine)

Rexulti (Brexpiprazole)
Vrylar (Cariprazine)

Clozaril (Clozapine)
Fanapt (lloperidone)
Latuda (Lurasidone)
Zyprexa (Olanzapine)
Invega (Paliperidone)

Seroquel (Quetiapine)
Risperdal (Risperidone)
Geodon (Ziprasidone)
Elavil (Amitriptyline)
Pamelor(Nortriptyline)
Viibryd (Vilazodone)

Lithium

Tegretol, Equetro (Carbamazepine)

Depakote (Divalproex)
Lamictal (Lamotrigine)

Trileptal (Oxcarbazepine)
Anafranil (Clomipramine)
Valium (diazepam)
Librium (Chlordiazepoxide)
Klonopin (Clonazepam)

Ativan (Lorazepam)

Xanax (Alprazolam)

Buspar (Buspirone)
Neurontin (Gabapentin)

Inderal (Propranolol)
Intuniv (Guanfacine)
Lyrica (Pregabalin)



PATIENT NAME: TODAY’S DATE:

Please write any medications you take regularly or as needed.

PRESCRIBED MEDICATIONS:

OVER THE COUNTER, SUPPLEMENTS, MINERALS, VITAMINS OR ANY OTHER
MEDICATIONS:



MDQ

Has there ever been a period of time when you were not your usual self and...
YES|NO

...you felt so good or hyper that other people thought you were not your normal self or you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

...you got much less sleep than usual and found you didn’t really miss it?

...you were more talkative or spoke much faster than usual?

...thoughts raced through your head or you couldn’t slow your mind down?

...youwere so easily distracted by things around you that you had trouble concentrating or staying on track?

...you had much more energy than usual?

...youwere much more active or did many more things than usual?

.youwere much more social or outgoing than usual, for example, you telephoned friends in the middle of the night?

...youwere much more interested in sex than usual?

.you did things that were unusual for you, or that other people might have thought were excessive, foolish, or risky?

...spending money got you or your family into trouble?
YES|NO

If you checked YES to more than one of the above, have several of these ever happened during the

same period of time?

How much of a problem did any of these cause you - like being unable to work, having family, money or legal problems,

or getting into arguments or fights? (Please circle 1.)
Moderate Problem Serious Problem

No Problem Minor Problem
YES|NO
Have any of your blood relatives (i.e. children, siblings, parents, grandparents, aunts, uncles) had
manic-depressive illness or bipolar disorder?
YES|NO
Has a health professional ever told you that you have manic-depressive illness or bipolar disorder?

Patient’s Signature:

Patient’s Name (Printed):

Today’s Date:



PHQ9

Over the last 2 weeks, how often have you been bothered by any of the followin

g problems?

More Nearly
Notatall | Several | . i every
Days the days day
Little interest or pleasure doing things
Feeling down, depressed, or hopeless
Trouble falling asleep, trouble staying asleep, or sleeping too much
Feeling tired or having little energy
Poor appetite or overeating
Feeling bad about yourself or that you are a failure or that
you have let yourself or your family down
Trouble concentrating on things, such as reading the
newspaper or watching television
Moving or speaking so slowly that other people have noticed.
Or, being so fidgety or restless that you have
been moving around a lot more than usual.
Thoughts that you would be better off dead or of
hurting yourself in some way
GAD7
Over the last 2 weeks, how often have you been bothered by any of the following?
More Nearly
Notatall | Several | ... every
Days | the days day

Feeling nervous, anxious, or on edge

Not being able to stop or control worrying

Worrying too much about different things

Trouble relaxing

Becoming so restless that it is hard to sit still

Becoming easily annoyed or irritable

Feeling afraid as if something awful might happen

Patient’s Signature:

Patient’s Name (Printed):

Today’s Date:




ASRS-v1.1

Never

Rarely

Sometimes

Often

Very
Often

How often do you have trouble wrapping up the final details of a
project once the challenging parts have been done?

How often do you have difficulty getting things in order when
you have to do a task that requires organization?

How often do you have problems remembering appointments or obligations?

When you have a task that requires a lot of thought, how often
do you avoid or delay getting started?

How often do you fidget or squirm with your hands or feet
when you have to sit down for a long time?

How often do you feel overly active and compelled to
do things, like you were driven by a motor?

How often do you make careless mistakes when you have to
work on a boring or difficult project?

How often do you have difficulty keeping your attention when
you are doing boring or repetitive work?

How often do you have difficulty concentrating on what
people say to you, even when they are speaking to you directly?

How often do you misplace or have difficulty finding things at home or at work?

How often are you distracted by activity or noise around you?

How often do you leave your seat in meetings or other situations
in which you are expected to remain seated?

How often do you feel restless or fidgety?

How often do you have difficulty unwinding and relaxing when you have time to yourself?

How often do you find yourself talking too much when you are in social situations?

When you're in a conversation, how often do you find yourself finishing the sentences of
the people you are talking to, before they can finish them themselves?

How often do you have difficulty waiting your
turn in situations when turn taking is required?

How often do you interrupt others when they are busy?

Patient’s Signature:

Patient’s Name (Printed):

Today’s Date:




Consent of Treatment and Policies

|/we are providing consent for (patient’s name) toreceive
services from Burgundy Prime, Inc.’s providers. These services may include psychiatric evaluation,
psychotherapy, medication therapy, laboratory tests, diagnostic procedures, and other
appropriate therapeutic treatments if deemed necessary by both patient and provider. By signing
this consent of treatment, | indicate that consent is given voluntarily and that | am both legally
competent and have the authority to provide consent for these services.

| understand that:

e | have theright to be fully informed about or of the nature of the treatment,
the risks and benefits, and the available treatment options.

e | have the opportunity to have all questions answered to my satisfaction including the
benefits, risks and possible side effects associated with any medication and other
available treatment options.

e That this consent of treatment is given voluntarily.

e | have the right to withdraw my consent for this treatment at any time.
e | have the right to receive a copy of this consent at any time.

e No sessions are allowed to be recorded by any type of recording device.

e |have theright to cancel or reschedule my appointment at least 24 hours prior
to the scheduled appointment in order to avoid receiving No Show/Late
Cancel fee of $50

Video Surveillance

To ensure the safety of our patients, visitors and staff Burgundy Prime, Inc. conducts 24-hour audio and
video surveillance recordings throughout the premises except for restrooms and provider offices. Access
to these recordings is by authorized staff members or law enforcement officials only. Burgundy Prime,
Inc. will not use these recordings for promotional purposes but may review intermittently for quality
assurance purposes. By entering the premises, you agree to audio/video surveillance.

Discharge Policy

| understand that any disruptive, intimidating, dangerous or illegal activities at this office will be grounds
for potential discharge from the practice in accordance with Burgundy Prime, Inc. policy.



Financial Agreement

In consideration of the patient receiving services from Burgundy Prime, Inc., | agree:

e |amresponsible for all expenses for treatment. Payment of patient responsibility charges
are due at the time of the appointment.

e |f Burgundy Prime, Inc. files my insurance for me, | agree to pay for non-covered insurance
benefits, co-insurance, co-pays, and deductibles. | understand and agree that regardless
of my insurance status | am responsible for the balance on my account for any services
rendered. Any failure on my part to provide current information that results in my
insurance company subsequently denying payment will be my financial responsibility for
unpaid charges.

e | understand | am responsible for payment of $25 for each document filled out by
Burgundy Prime, Inc. providers.

e There is a charge of $10 base rate administrative fee for any printed documentation plus
$0.10 for each page. Electronic documentation not printed but uploaded to patient portal
will not have a charge associated other than charge associated with filling out
documentation.

e A charge of $50 will be assessed for each no-show or late cancellation/rescheduled
appointment if less than 24-hours’ notice is given.

| authorize Burgundy Prime, Inc. to release any of my medical information, including drug and alcohol
and HIV positive test results, to my insurance company(s), as needed to process my insurance claim. |
authorize my insurance company to make payments directly to Burgundy Prime, Inc. for covered
medical and/or psychological services.

Cancellation/Reschedule/No-Show Policy

This policy has been established to help us serve you better at our office. A “no-show” is missing a
scheduled appointment. A “late cancellation/reschedule” is canceling or rescheduling an appointment
within 24 hours of the appointment.

It is necessary for us to make appointments to see our patients as efficiently as possible. No-show and
late cancellation/reschedule issues ultimately take away a time slot which can no longer be used for
our providers to help other patients. We understand that while patients cannot always make it to their
scheduled appointments, we do request that you inform us of any changes at your earliest
convenience.

Please note that a $50.00 charge will be assessed for each no-show or late

cancellation/rescheduled appointment if less than 24-hours’ notice is given.

If you need to cancel or reschedule an appointment, please call the office at (407) 878-0022 to speak
with our office staff. This policy is to ensure that all our patients can be seen in a timely manner. Thank
you in advance for your cooperation and understanding.



HIPAA Notice of Privacy Practices: As required by the Privacy Regulations Promulgated Pursuant
to the Health Insurance Portability and Accountability Act of 1996 (HIPAA)

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.

Uses and Disclosures of Protected Health Information: Your protected health information may be used and
disclosed by our organization, 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 organization, 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 for 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 equipment or supplies coverage may require that your relevant
protected health information be disclosed to the health plan to obtain approval for coverage.

We may use or disclose your protected health information in the following situations without your
authorization: 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, Criminal Activity, Inmates, Military Activity, National Security, and Workers’ Compensation.
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.

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 as
described in this Notice of Privacy Practices. Your request must state the specific restriction requested and
to whom you want the restriction to apply.



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, e.g., electronically.

You may have the right to have our organization 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
arebuttal 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.

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 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.

Associated companies with whom we may do business, such as an answering service or delivery service, are
given only enough information to provide the necessary service to you. No medical information is provided.

We welcome your comments: Please feel free to call us if you have any questions about how we protect your
privacy. Our goal is always to provide you with the highest quality services.



Telehealth Consent

Definition of Telehealth: Telehealth involves the use of electronic communications to enable professionals
to connect with individuals using interactive video and audio communications. Telehealth includes the
practice of psychological healthcare delivery, diagnosis, consultation, treatment, referral to resources,
education, and the transfer of medical and clinical data.

| understand that | have the rights with respect to telehealth:

1. lunderstand that | must be physically located within the state of Florida to have a
telehealth visit.

2. lunderstand privacy and confidentiality laws apply to telehealth, and that no
information obtained using telehealth services will be disclosed to researchers or
other entities without my written consent.

3. My healthcare provider has explained how the video conferencing technology will be
used to conduct a telehealth session, so that unlike a direct patient or provider in
person, | will not be in the same room as my health care provider.

4. lunderstand the potential risks to technology including interruptions, unauthorized
access, and technical difficulties. | understand my healthcare provider or | can
discontinue the video conference consult or visit if it is believed video conferencing
technologies are not adequate for the situation.

5. lunderstand that | have the right to withhold or withdraw my consent to the use
of telehealth in the course of any care at any time, without affecting my right to
future care or treatment.

6. lunderstand that no results for anticipated benefits can be guaranteed or
assured by my provider.

7. lunderstand my healthcare information may be shared with other individuals for
purposes of scheduling and billing. Furthermore, | have the right to request to
terminate the consultation at any time.

8. 1 agree certain situations, such as emergencies and crises, are inappropriate for audio,
video-, or computer-based psychotherapy services. If | am in crisis or in an emergency,
| should immediately call 911 or seek help from a hospital or crisis-oriented healthcare
facility in my immediate area.

9. | consent to receiving text message on my cell phone with Telehealth website
link. I understand that text message changes may apply from my cell phone
carrier.

BY SIGNINING BELOW | AM INDICATING | AGREE TO ALL OF THE ABOVE CONSENTING INFORMATION
SECTIONS. I agree that | have read or had this form read and/or had this form explained to me, that |
fully understand its contents including the risks and benefits of the procedure(s), and that I have
been given ample opportunity to ask questions and that any questions have been answered to my
satisfaction.

PATIENT NAME: TODAY’S DATE:

PATIENT SIGNATURE:




BURGUNDY PRIME, INC.

1337 South International Parkway, Suite 1301
Lake Mary, FL 32746
www.BurgundyPrime.biz

Phone: (407) 878-0022

Fax: (888)815-1039

CONTROLLED SUBSTANCES AGREEMENT

**1f you are thinking of harming yourself or anyone else, please STOP filling
out this form and call 911 and report to the nearest Emergency Department**

BURGUNDY PRIME, INC. PRESCRIBERS: Abid Malik, MD, Tiffany D. Jones, PA-C, CAQ-PSYCH,
& Amber Grimm, PA-C

PATIENT NAME: PATIENT DATE OF BIRTH:

Controlled Substances include many different medications including, but no limited to:

*Stimulants (Adderall, Vyvanse, Concerta, Focalin, Ritalin, etc.)
*Benzodiazepines (Xanax, Klonopin, Ativan, etc.)
*Sleep Aids (Lunesta, Ambien, etc.)

Due to the potential risks associated with controlled substance prescription medications, this agreement
will be executed to help prevent misunderstandings and/or potential problems. By signing below I agree

to the following:

*| agree to engage in treatment at Burgundy Prime, Inc. as recommended by my treatment team.

My treatment includes medications, therapy, labs when needed, and any additional services as
deemed necessary.

*If Burgundy Prime, Inc. prescribes me a particular controlled substance medication, | will not
obtain a prescription for the same controlled substance medication from another prescriber.

*If | see another provider who gives me a controlled substance medication (i.e. a dentist,

Emergency Room provider, etc.) | must call the office to inform Burgundy Prime, Inc. prescribers of
my medication, dosage, and purpose of the medication. If it is discovered that other providers are
prescribing controlled substance medications to me, my Burgundy Prime, Inc. prescribers reserve the
right to discontinue prescribing medications and/or discharge me from the clinic.

*Refills for controlled substance medications will be given only during an appointment and during
normal business hours. No refills will be given after normal business hours, including evenings and
weekends. Burgundy Prime, Inc. requires a 72-hour notice for prescription refill requests. If |



do not return for a medication visit in the requested time period, | understand | may not be able to
receive refills.

*| agree to keep scheduled appointments with my Burgundy Prime, Inc. prescribers in order to
receive refills. | will not be eligible for a refill if I've not been seen by my Burgundy Prime, Inc.
prescribers in the previous 12 weeks.

*1 will not use any illegal controlled substances, including heroin, methamphetamine, cocaine, etc. |
will not misuse or self-prescribe legal controlled substances. While marijuana is legal in some places
for recreational and/or medical use, | will not use marijuana while receiving treatment at Burgundy
Prime, Inc without first discussing with Burgundy Prime, Inc. prescribers. If it is discovered that [ am
using these substances, my Burgundy Prime, Inc. prescribers reserve the right to discontinue
prescribing medications and/or discharge me from the clinic.

*] understand that my Burgundy Prime, Inc. prescribers are not responsible for the loss or theft of
my controlled substance medication. And, lost or stolen medications will not be replaced. |
understand | should report any lost or stolen medications to the police. | agree not to share, sell, or
trade my medications. | agree not to take anyone else's medications.

*Prescriptions for most controlled substance medications can only be written for 30-day supply.

*| agree to take my medications as prescribed. | understand that taking extra doses will mean | will
be without medication for a period of time. | understand that | cannot obtain an early refill of my
controlled substance medication. Controlled substances CANNOT be refilled before the renewal
date.

*| agree to complete any labs, urine testing, EKGs, or other testing deemed necessary by my
Burgundy Prime, Inc. prescribers. | understand failure to complete these tests, or if my blood or
urine shows the presence of other controlled substance medications or illegal substances, my
Burgundy Prime, Inc. prescribers reserve the right to discontinue prescribing medications and/or
discharge me from the clinic.

*1 understand that my prescribers will routinely utilize the Prescription Drug Monitoring Program. |
understand that my prescribers will fully cooperate with any law enforcement agency and may give
a copy of this Agreement to my insurance company, primary care physician, emergency
department, and/or law enforcement agency if needed. | waive any applicable privilege or right of
privacy with respect to these authorizations.

*] will only use one pharmacy to obtain my controlled substance medication. | hereby allow my
Burgundy Prime, Inc. prescribers to talk with my pharmacist about my medications.

*| have discussed this agreement with Burgundy Prime, Inc. | understand and agree to the rules of
this agreement. | understand that if | break any part of this agreement, or if my prescriber decides
my controlled substance medication risks outweigh the potential benefit at any point in time, or if
my controlled substance medication is no longer necessary, that my controlled substance
medication may be stopped.

PATIENT SIGNATURE: TODAY’S DATE:
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