
THANK YOU FOR CHOOSING OUR OFFICE 

Your appointment will be conducted through telehealth.  For the telehealth 
appointment, you will need a computer or a device such as a smartphone, with good 
Internet connection, a webcam and speakers.  Please make sure our office has a 
current phone number and your email as you will receive an email with all the 
information you will need to reach your provider for your telehealth appointment.    

The following are the forms you will need to review and complete prior to your first 
appointment with Eric Gilbreath, MD. All these forms are fillable via the computer.  We 
will need these forms returned before your appointment so once you fill them out, 
please either print and mail them to our office, or fax them to us at 208-323-9604 or 
save them on your computer and email them to us at newpatients@sage-healthcare.com 

1. Adult Intake Form
2. Financial Agreement Form
3. Policy and Procedure Form
4. Notice of Privacy Practices
5. Acknowledgment/Message Permission Form
6. Release of Information Form
7. Telehealth Consent

If you have insurance you wish us to bill, please call us with your insurance 

information.  If you have any questions about your first appointment or in general, the 

answer may possibly be found on our website under “Frequently Asked Questions” or 

please call our office at 208-323-1125.  
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Name:   _____________________________________ 

Nickname:  __________________________________ 

Date:  _________________   DOB:  _______________ 

OUTPATIENT ADULT CONSULTATION
Name of person completing this section (if different than patient) and relationship to patient: 

Please answer the following questions to the best of your ability, realizing that true and accurate answers are important to 
the delivery of quality care.  All information you provide will be kept confidential. 

What problems are you having which prompted you to come to this clinic? 

PAST PSYCHIATRIC TREATMENT: 

Have you ever been hospitalized for psychiatric reasons?      Yes      No 

If yes, when and where? 

Have you ever had outpatient treatment by a psychiatrist?    Yes      No 

If yes, when and by whom? 

Have you ever received counseling or psychotherapy in the past?     Yes   No 

If yes, when and by whom? 

Which psychiatric medications have you taken in the past and what were the benefits and/or side effects you 
had from them?          None 

(#1) Adult Intake Form: If you an adult and seeing Dr. Gilbreath, please fill out this form and bring to your first appointment.
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Are you taking any psychiatric medications now?      Yes    No 

If yes, please check all current medications: 

  Depakote 
  Lamictal 
  Lithium 
  Neutrontin 
  Trileptal 
  Topamax 
  Tegretol 

  Ambien 
  Lunesta 
  Rozerem 
  Sonata 
  Somnote (chloral hydrate) 
  Trazodone 

  Ability 
  Geodon 
  Risperdal 
  Seroquel 
  Zyprexa 
  Zyprexa Zydis 

  Ativan 
  Klonopin 
  Xanax 
  Valium 
  Campral 
  Antabuse 

  Celexa 
  Effexor 
  Lexapro 
  Paxil 
  Prozac 
  Wellbutrin XL 
  Zoloft 
  Cymbalta 
  Remeron 
  Luvox 

  Adderall 
  Adderall XR 
  Concerta 
  Focalin 
  Focalin XR 
  Metadate 
  Metadate CD 
  Ritalin 
  Strattera 
  Provigil 
  Dexedrine 

Other: 

Prescribing Physician: 

Please review the following and check any current symptoms that pertain to you: 

  Depressed Mood 
  Stopped enjoying usual activities 
  Lost or gained weight without meaning to 
  Sleep too much or not enough 
  Agitated or sluggish 
  No energy/always tired 
  Feel guilty/worthless 
  Can’t think or concentrate 
  Thoughts of death or suicide 
  Often tense/unable to relax 

  Inflated self‐esteem 
  Don’t seem to need sleep 
  Excessive talking 
  Racing thoughts 
  Highly distractible 
  Try to do way too much 
  Impulsive behavior 
  See or hear things that may not be real 
  Suspect or believe things that may not be real 
  Always on guard/never feel safe 

  Excessive worry 
  Panic Attacks 
  Afraid/unable to leave home 
  Extreme unreasonable fears 
  Intense fear of social situations 
  Intrusive, upsetting memories of past event 

  Body overreacts to “stress” 
  Destructive/violent thoughts or behaviors 
  Attempts to hurt, harm, or mutilate self 
  Anger outbursts 
  Can’t prevent repetitive thoughts 
  Can’t prevent repetitive behaviors 
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Life problems that Currently affect you: 
  Problems/losses within my family 
  Problems/ losses among my friends/community 
  Educational problems 
  Occupational problems 
  Housing problems 
  Financial/economic problems 
  Can’t get adequate health care 
  Problems with the law, legal system 
  Discipline problems at work 
  Careless, high‐risk behavior 

GENERAL MEDICAL HISTORY 
Do you have a Primary Care Physician?      Yes   No 
Name: 

Date of Last Physical Exam:     Date of Last Laboratory Work: 

Do you suffer from any of the following general medical problems? 

  Chest Pain 
  Heart Attack 
  Coronary Artery Disease 
  Rheumatic Fever 
  High/Low Blood Pressure 
  Stroke 
  Heart Palpations 
  Heart Surgery 
  Pace Maker Implant 

  Cancer 
  Lung Disease 
  Asthma 
  Emphysema 
  Chronic Cough 
  Bronchitis 
  Pneumonia 
  Tuberculosis 
  Shortness of Breath 

  Neurological Disorders 
  Seizures 
  Epilepsy 
  Fainting 
  Vertigo/Dizziness 
  Motor Difficulties 
  Serious Head Injury 
  Recurring Headaches 

  Arthritis 
  Muscle Cramps 
  Muscle Stiffness 
  Weakness 
  Tremors 
  Numbness 
  Difficulty Walking 
  Uncontrolled Movements 

  Kidney Disease 
  Diabetes 
  Thyroid Disease 
  Hormone Problems 
  Fever or Sweats 
  Blood Disease 
  Anemia 
  Bruise Easily 
  Nose Bleed 

  Liver Disease 
  Jaundice 
  Hepatitis 
  Stomach Ulcers 
  Nausea/Vomiting 
  Unusual Diet 
  Abdominal Pain 
  Skin Rash 
  Skin Ulcer/Lesion 

  Sexually Transmitted Disease 
  HIV 
  Sexual Difficulties 
  Gynecological Problems 
  Prostate Problems 

  Glaucoma 
  Visual Spots 
  Double Vision 
  Hearing Problems 
  Speaking Problems 
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  Memory Problems 
  Early Fatigue 
  Daytime Sleepiness 
  Difficulty Sleeping 
  Concentration Problems 

  Sinus or Nasal Problems 
  Recurrent Infection of any kind 
  Depressed Immune System 
  Recent Trauma 
  Other 

Do you take any prescription medication(s) for your general medical problem(s)?    Yes      No  
Please list: 

Do you take over the counter medication(s) or herbal supplement(s)?    Yes       No 
Please list: 

Are you allergic to any medication(s)?          Yes    No 
List medication(s) and allergic reaction(s): 

Have you undergone any surgical procedure(s)?           Yes          No 
Please list the surgical procedure with the date(s) of surgery: 

Do you have problems with chronic physical pain?      Yes    No 

Rate average pain level:  (best)  1   2   3   4   5    6    7    8     9      10   (worst)

Have you ever suffered a severe head injury with loss of consciousness or concussion? 
        Yes            No  

Please Describe: 

ALCOHOL, DRUG AND TOBACCO USE             (Check if none) 

Alcohol  Current use/date of last use: 

Past use: 

Problems related to use?    Yes      No  (Legal, Financial, Health, Relationship) 
Please list: 

Treatment Required?     Yes    No 
Please Describe: 

Tobacco      None    Amount per day: 

ILLICIT DRUG AND/OR PRESCRIPTION DRUG ABUSE 
SUBSTANCE  DATE OF LAST USE PROBLEMS RELATED TO USE TREAMENT REQUIRED

Benzodiazepines 
(Valium, Xanax, Ativan) 

 Yes      No   Yes      No 

Caffeine   Yes      No   Yes      No 

Marijuana   Yes      No   Yes      No 

Cocaine   Yes      No   Yes      No 

Designer Drugs 
(Club Drugs: G, X) 

 Yes      No   Yes      No 

Hallucinogens 
 (LSD, Mushrooms) 

 Yes      No   Yes      No 

Inhalants 
(Gasoline, Glue, Aerosol) 

 Yes      No   Yes      No 
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Methamphetamines 
(Speed, Ice, Ritalin) 

 Yes      No   Yes      No 

Opiates/Methadone 
(Vicodin, Oxycontin, Heroin) 

 Yes      No   Yes      No 

OTHER   Yes      No   Yes      No 

SOCIAL HISTORY 
Where were you born? 

Where did you grow up? 

Did your parents stay together while you were growing up?     Yes      No 

How old were you when they separated? 

Father’s occupation while you were growing up? 

Mother’s occupation while you were growing up? 

How many siblings do you have?    None    Brothers      Sisters 

Were there any complications at your birth? (premature birth, major medical problems) 
        Yes            No 

Please Describe: 

Any problems in your early development? (learning to walk, talk, etc.) 
        Yes            No 

Please Describe: 

Did you suffer from any major illnesses/injuries while you were growing up? 
        Yes            No 

Please Describe: 

Are you/were you a victim of any form of physical/sexual/emotional abuse? 
Physical Abuse    :    Yes      No     Age of occurrence: 
Sexual Abuse       :     Yes       No      Age of occurrence: 
Emotional Abuse:     Yes      No     Age of occurrence: 

Did you graduate from High School?    Yes    No       Last Grade Attended: 

What type of jobs have you had in the past? 

Are you currently employed?     Yes     No    If yes, where? 

Do you have any form of medical insurance?    None    Private    MCAID    MCARE 

Are you receiving or applying for:            SSD       SSI      MCAID 
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Are you currently involved in a romantic relationship?     Yes   No 

Spouse’s/Partner’s first name: 
How long have you been together? 

How would you describe your relationship? 

What is your spouse’s/partner’s occupation? 

Have you been involved in any previous significant intimate/romantic relationships?     Yes   No 
Please Describe: 

Do you have any children?     Yes      No 
Names & Ages: 

What are some things you enjoy doing?  (Hobbies, Sports, Past times) 

Have you ever been convicted of any crimes, incarcerated in prison, or placed on probation?     Yes   No 
Please Describe: 

FAMILY HISTORY 
Is there any history of mental illness or substance abuse among your blood relatives? 
        Yes            No 

If yes, please describe below: 

Father’s Side:  Mother’s Side 

SOCIAL SUPPORTS 
Is there anyone you trust or confide in during times of trouble?    Yes    No 
(First Name Supports) 

Do you have any religious ties or involvement in a church?    Yes      No 
Please Describe: 

CURRENT LIVING SITUATION 
Do you live in a      House      Apartment    Manufactured Home    Other 

       Own or      Rent 

Do you live in     Boise      Meridian    Eagle    Kuna    Nampa    Other 

Do you live alone?           Yes         No 
If not, who else lives with you? 

Do you have plans to move in the near future?      Yes    No  
If yes, where? 

Do you have any pets?     Yes    No 
Please list: 
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FINANCIAL AGREEMENT 

Provider: Eric Gilbreath, MD  

CLIENT INFORMATION 

Legal Patient Name_________________________________________DOB_________________SS#__________________________ 

Address______________________________________________________City________________________State__________ Zip______________ 

Phone #_________________________________________________Can we leave messages at this number: Yes______No_____ 

Gender            Decline   Marital 
Assigned at Birth: F_____M_____ Other___________________to Answer______________Status: S____D_____W____Other_______________ 

Current Decline 
Gender:  F_____M_____ Other_______________________to Answer___________Preferred Name: ______________________________________ 

Employer:__________________________________________Work Phone#_________________________________ 

Address_____________________________________________City___________State__________ Zip______________ 

SPOUSE/PARTNER INFORMATION:  Name: ___________________________________DOB___________________SS#________________________ 

Employer:__________________________________________Work Phone#_________________________________ 

FINANCIAL RESPONSIBLE (If other than Client) 

Name___________________________________________________DOB___________________SS#_______________________ 

Address_____________________________________________City___________State__________ Zip______________ 

Ph#______________________________________Employer: __________________________________________Work#____________________ 

EMERGENCY CONTACT:    Name___________________________________________DOB___________________SS#_______________________ 

Address__________________________________City_______________State__________ Zip______________Ph#___________________________ 

INSURANCE INFORMATION 

Primary Insurance______________________________________________________ Policyholder Name__________________________________ 

Policyholder ID#__________________________________________ Group #_______________________ Employer_________________________ 

Secondary Insurance____________________________________________________ Policyholder Name__________________________________ 

Policyholder ID#__________________________________________ Group #_______________________ Employer_________________________ 

OFFICE POLICY:  Payment is due at the time of service.  You are responsible for all fees regardless of insurance coverage.  We charge $25.00 for all returned checks. As 
a courtesy, we will submit claims to the above-named insurance company.  Benefits quoted by your insurance company are not a guarantee of payment.  If your 
insurance company has not paid your claim within 60 days, the payment of the claim will be your responsibility.  We do not bill for the following: student insurance, 
retroactive Medicaid, victims and workers’ compensation, or third parties listed in divorce decrees.  All minors must be accompanied by a parent or legal guardian.  If 
your insurance company requires an authorization or referral for your visit, you are responsible to obtain and maintain the authorization or referral. Our providers do 
not do disability paperwork or FMLA until you have been an established patient for at least 6 months.   

ASSIGNMENT OF BENEFITS:  I request that payment of authorized insurance benefits be made on my behalf to Sage Health Care or the provider of my choice for any 
services furnished to me by that provider.  I authorize the holder of medical information about me or any information needed to determine these benefits to be 
released to the insurance company(s) listed above. 

Policyholder Signature or Responsible Party__________________________________________________________Date___________________ 

Preferred Pronouns:  __she/her/hers ___ He/him/his ___They/them/theirs ___Other: Please specify:_____________________________________________



ERIC GILBREATH, MD -  POLICY AND PROCEDURE 

Welcome to Dr. Gilbreath’s private practice located within Sage Health Care, PLLC.  Dr. Gilbreath sees private practice patients at 
this location; however, his practice is a separate company from Sage. Our office is committed to giving you excellent service and 
treatment.  The following are his policies and practices which are required to be read and sign prior to any treatment. Please let us 
know if you have any questions or concerns. 

REGARDING PAYMENT/INSURANCE: 

Full payment or co-payment is required at the time of service.  We accept cash, check or credit card. 

Your insurance policy is a contract between you and your insurance company.  We are not a part to that contract, but will bill your 
primary insurance as a service to you.  If your insurance has not paid your claim in full within sixty days of billing, we will require the 
balance to be paid by you. 

Dr. Gilbreath does not accept all insurances so please make sure to check with the office prior to coming in if the doctor accepts 
the insurance you have.  If you have applied for workers’ compensation benefits, we will assist you in any way we can but require 
that you keep your account current at all times.  If you are receiving assistance from your church or a charity organization, please 
talk with the billing office before scheduling your appointment. 

OFFICE HOURS:  Our office is open Monday – Thursday 8:00 am to 5:00pm and Friday 8:00am to 3:00 pm 

EMERGENCY SITUATIONS:  For after hour emergencies, please call 911 or go to your local emergency room. 

UNATTENDED CHILDREN:  
Please note that our office does not allow and are not responsible for unattended children in the lobby. 

CANCELLATION AND NO SHOW POLICY:  If you need to cancel or change your appointment, please do so as soon as possible.  If 
cancellation does not occur at least 24-hours in advance or you no show for the appointment, you may be charged for that 
appointment. 

MEDICATION REFILLS:  Please call your pharmacy for all refill requests.  You will need the following information to give to them:  
your name, phone number, date of birth, date of last refill, name of physician, name and dosage of medication and the date of your 
next appointment.  Please take a moment to look at your current prescription bottle to ensure that you do not have a refill waiting 
at your pharmacy.  Please keep in mind that we require a 48-hour notice for all non-controlled substance medication refills and a 72-
hour notice for all controlled substance medication refills.   

PHONE CONSULTS:  If you need to speak with the nurse, there may be a fee charged for this service. The fees range from $5.00 to 
$20.00 depending upon the length of time spent with the nurse. 

REASONS FOR TERMINATION OF CLINICIAN-PATIENT RELATIONSHIP: 
1. If you feel you are not compatible with your clinician, arrangement can be made to be seen by another provider
2. If you are not complying with your clinician orders, he/she may request to discontinue treatment
3. If you are not meeting financial obligations, your clinician may discontinue treatment
4. If you are disruptive or inappropriate towards the staff, care may be terminated
5. Dishonesty and/or deceitfulness may require termination of treatment

I have read the above policies and practices.  I understand and agree to comply with the above. 

____________________________________________________     ___________________ 
Patient/Guardian       Date 

Policy & Procedure Form:  Please print, read, sign and bring to your first appointment. 
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NOTICE OF PRIVACY PRACTICES 

Eric Gilbreath, MD, PA 

413 N. Allumbaugh, Suite 101, Boise, ID 83704 

Effective Date: 9/23/13 

Privacy Officer: Brenda Schwartz
208-954-5579
413 N. Allumbaugh, Suite 101, Boise, ID 83704 

brenda.schwartz@sage-healthcare.com

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. 

We understand the importance of privacy and are committed to maintaining the confidentiality of 

your medical information.  We make a record of the medical care we provide and may 

receive such records from others.  We use these records to provide or enable other health care 

providers to provide quality medical care, to obtain payment for services provided to you as 

allowed by your health plan and to enable us to meet our professional and legal obligations to 

operate this medical practice properly. We are required by law to maintain the privacy of 

protected health information, to provide individuals with notice of our legal duties and 

privacy practices with respect to protected health information, and to notify affected 

individuals following a breach of unsecured protected health information. This notice describes 

how we may use and disclose your medical information.  It also describes your rights and our 

legal obligations with respect to your medical information.  If you have any questions about 

this Notice, please contact our Privacy Officer listed above. 

TABLE OF CONTENTS 
A. How This Medical Practice May Use or Disclose Your Health Information .....................................p.2

B. When This Medical Practice May Not Use or Disclose Your Health Information ............................p.5

C. Your Health Information Rights .........................................................................................................p.5

1. Right to Request Special Privacy Protections

2. Right to Request Confidential Communications

3. Right to Inspect and Copy

4. Right to Amend or Supplement

5. Right to an Accounting of Disclosures

Notice of Privacy Practices - Gilbreath:  Please read and retain a copy for your records.

mailto:info@sage-healthcare.com
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6. Right to a Paper or Electronic Copy of this Notice

D. Changes to this Notice of Privacy Practices .......................................................................................p.6

E. Complaints ..........................................................................................................................................p.7

A. How This Medical Practice May Use or Disclose Your Health Information

This medical practice collects health information about you and stores it in a chart, and/or on a 

computer, and/or in an electronic health record/personal health record.  This is your medical 

record.  The medical record is the property of this medical practice, but the information in the 

medical record belongs to you.  The law permits us to use or disclose your health information for 

the following purposes: 

1. Treatment.  We use medical information about you to provide your medical care.  We

disclose medical information to our employees and others who are involved in providing the

care you need.  For example, we may share your medical information with other physicians

or other health care providers who will provide services that we do not provide.  Or we may

share this information with a pharmacist who needs it to dispense a prescription to you, or a

laboratory that performs a test.  We may also disclose medical information to members of

your family or others who can help you when you are sick or injured, or after you die.

2. Payment.  We use and disclose medical information about you to obtain payment for the

services we provide.  For example, we give your health plan the information it requires

before it will pay us.  We may also disclose information to other health care providers to

assist them in obtaining payment for services they have provided to you.

3. Health Care Operations.  We may use and disclose medical information about you to operate

this medical practice.  For example, we may use and disclose this information to review and

improve the quality of care we provide, or the competence and qualifications of our

professional staff.  Or we may use and disclose this information to get your health plan to

authorize services or referrals.  We may also use and disclose this information as necessary

for medical reviews, legal services and audits, including fraud and abuse detection and

compliance programs and business planning and management.  We may also share your

medical information with our "business associates," such as our transcription service, that

perform administrative services for us.  We have a written contract with each of these

business associates that contains terms requiring them and their subcontractors to protect the

confidentiality and security of your protected health information. We may also share your

information with other health care providers, health care clearinghouses or health plans that

have a relationship with you, when they request this information to help them with their

quality assessment and improvement activities, their patient-safety activities, their

population-based efforts to improve health or reduce health care costs, their protocol

development, case management or care-coordination activities, their review of competence,

qualifications and performance of health care professionals, their training programs, their

accreditation, certification or licensing activities, or their health care fraud and abuse

detection and compliance efforts.  We may also share medical information about you with

the other health care providers, health care clearinghouses and health plans that participate

with us in "organized health care arrangements" (OHCAs) for any of the OHCAs' health care

operations. OHCAs include hospitals, physician organizations, health plans, and other

entities which collectively provide health care services. A listing of the OHCAs we

participate in is available from the Privacy Official.
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4. Appointment Reminders.  We may use and disclose medical information to contact and

remind you about appointments.  If you are not home, we may leave this information on

your answering machine or in a message left with the person answering the phone.]

5. Sign In Sheet.  We may use and disclose medical information about you by having you sign

in when you arrive at our office.  We may also call out your name when we are ready to see

you.

6. Notification and Communication With Family.  We may disclose your health information to

notify or assist in notifying a family member, your personal representative or another person

responsible for your care about your location, your general condition or, unless you had

instructed us otherwise, in the event of your death.  In the event of a disaster, we may

disclose information to a relief organization so that they may coordinate these notification

efforts.  We may also disclose information to someone who is involved with your care or

helps pay for your care.  If you are able and available to agree or object, we will give you the

opportunity to object prior to making these disclosures, although we may disclose this

information in a disaster even over your objection if we believe it is necessary to respond to

the emergency circumstances.  If you are unable or unavailable to agree or object, our health

professionals will use their best judgment in communication with your family and others.

7. Marketing.  Provided we do not receive any payment for making these communications, we

may contact you to give you information about products or services related to your

treatment, case management or care coordination, or to direct or recommend other

treatments, therapies, health care providers or settings of care that may be of interest to you.

We may similarly describe products or services provided by this practice and tell you which

health plans this practice participates in. We may also encourage you to maintain a healthy

lifestyle and get recommended tests, participate in a disease management program, provide

you with small gifts, tell you about government sponsored health programs or encourage you

to purchase a product or service when we see you, for which we may be paid. Finally, we

may receive compensation which covers our cost of reminding you to take and refill your

medication, or otherwise communicate about a drug or biologic that is currently prescribed

for you. We will not otherwise use or disclose your medical information for marketing

purposes or accept any payment for other marketing communications without your prior

written authorization. The authorization will disclose whether we receive any compensation

for any marketing activity you authorize, and we will stop any future marketing activity to

the extent you revoke that authorization.

8. Sale of Health Information. We will not sell your health information without your prior

written authorization. The authorization will disclose that we will receive compensation for

your health information if you authorize us to sell it, and we will stop any future sales of

your information to the extent that you revoke that authorization.

9. Required by Law.  As required by law, we will use and disclose your health information, but

we will limit our use or disclosure to the relevant requirements of the law.  When the law

requires us to report abuse, neglect or domestic violence, or respond to judicial or

administrative proceedings, or to law enforcement officials, we will further comply with the

requirement set forth below concerning those activities.

10. Public Health.  We may, and are sometimes required by law, to disclose your health

information to public health authorities for purposes related to:  preventing or controlling

disease, injury or disability; reporting child, elder or dependent adult abuse or neglect;
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reporting domestic violence; reporting to the Food and Drug Administration problems with 

products and reactions to medications; and reporting disease or infection exposure.  When 

we report suspected elder or dependent adult abuse or domestic violence, we will inform you 

or your personal representative promptly unless in our best professional judgment, we 

believe the notification would place you at risk of serious harm or would require informing a 

personal representative we believe is responsible for the abuse or harm. 

11. Health Oversight Activities.  We may, and are sometimes required by law, to disclose your

health information to health oversight agencies during the course of audits, investigations,

inspections, licensure and other proceedings, subject to the limitations imposed by law.

12. Judicial and Administrative Proceedings. We may, and are sometimes required by law, to

disclose your health information in the course of any administrative or judicial proceeding to

the extent expressly authorized by a court or administrative order.  We may also disclose

information about you in response to a subpoena, discovery request or other lawful process if

reasonable efforts have been made to notify you of the request and you have not objected, or

if your objections have been resolved by a court or administrative order.

13. Law Enforcement.  We may, and are sometimes required by law, to disclose your health

information to a law enforcement official for purposes such as identifying or locating a

suspect, fugitive, material witness or missing person, complying with a court order, warrant,

grand jury subpoena and other law enforcement purposes.

14. Coroners.  We may, and are often required by law, to disclose your health information to

coroners in connection with their investigations of deaths.

15. Organ or Tissue Donation.  We may disclose your health information to organizations

involved in procuring, banking or transplanting organs and tissues.

16. Public Safety.  We may, and are sometimes required by law, to disclose your health

information to appropriate persons in order to prevent or lessen a serious and imminent

threat to the health or safety of a particular person or the general public.

17. Proof of Immunization. We will disclose proof of immunization to a school that is required

to have it before admitting a student where you have agreed to the disclosure on behalf of

yourself or your dependent.

18. Specialized Government Functions.  We may disclose your health information for military or

national security purposes or to correctional institutions or law enforcement officers that

have you in their lawful custody.

19. Workers’ Compensation.  We may disclose your health information as necessary to comply

with workers’ compensation laws.  For example, to the extent your care is covered by

workers' compensation, we will make periodic reports to your employer about your

condition.  We are also required by law to report cases of occupational injury or

occupational illness to the employer or workers' compensation insurer.

20. Change of Ownership.  In the event that this medical practice is sold or merged with another

organization, your health information/record will become the property of the new owner,

although you will maintain the right to request that copies of your health information be
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transferred to another physician or medical group. 

21. Breach Notification. In the case of a breach of unsecured protected health information, we

will notify you as required by law. If you have provided us with a current e-mail address, we

may use e-mail to communicate information related to the breach. In some circumstances

our business associate may provide the notification. We may also provide notification by

other methods as appropriate.

22. Psychotherapy Notes.  We will not use or disclose your psychotherapy notes without your

prior written authorization except for the following: 1) use by the originator of the notes for

your treatment, 2) for training our staff, students and other trainees, 3) to defend ourselves if

you sue us or bring some other legal proceeding, 4) if the law requires us to disclose the

information to you or the Secretary of HHS or for some other reason, 5) in response to health

oversight activities concerning your psychotherapist, 6) to avert a serious and imminent

threat to health or safety, or 7) to the coroner or medical examiner after you die. To the

extent you revoke an authorization to use or disclose your psychotherapy notes, we will stop

using or disclosing these notes.

23. Research.  We may disclose your health information to researchers conducting research with

respect to which your written authorization is not required as approved by an Institutional

Review Board or privacy board, in compliance with governing law.

B. When This Medical Practice May Not Use or Disclose Your Health Information

Except as described in this Notice of Privacy Practices, this medical practice will, consistent with 

its legal obligations, not use or disclose health information which identifies you without your 

written authorization.  If you do authorize this medical practice to use or disclose your health 

information for another purpose, you may revoke your authorization in writing at any time. 

C. Your Health Information Rights

1. Right to Request Special Privacy Protections.  You have the right to request restrictions on

certain uses and disclosures of your health information by a written request specifying what

information you want to limit, and what limitations on our use or disclosure of that

information you wish to have imposed.  If you tell us not to disclose information to your

commercial health plan concerning health care items or services for which you paid for in

full out-of-pocket, we will abide by your request, unless we must disclose the information

for treatment or legal reasons. We reserve the right to accept or reject any other request, and

will notify you of our decision.

2. Right to Request Confidential Communications.  You have the right to request that you

receive your health information in a specific way or at a specific location.  For example, you

may ask that we send information to a particular e-mail account or to your work address.

We will comply with all reasonable requests submitted in writing which specify how or

where you wish to receive these communications.

3. Right to Inspect and Copy.  You have the right to inspect and copy your health information,

with limited exceptions.  To access your medical information, you must submit a written

request detailing what information you want access to, whether you want to inspect it or get

a copy of it, and if you want a copy, your preferred form and format.  We will provide copies

in your requested form and format if it is readily producible, or we will provide you with an
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alternative format you find acceptable, or if we can’t agree and we maintain the record in an 

electronic format, your choice of a readable electronic or hardcopy format. We will also send 

a copy to any other person you designate in writing. We will charge a reasonable fee which 

covers our costs for labor, supplies, postage, and if requested and agreed to in advance, the 

cost of preparing an explanation or summary. We may deny your request under limited 

circumstances.  If we deny your request to access your child's records or the records of an 

incapacitated adult you are representing because we believe allowing access would be 

reasonably likely to cause substantial harm to the patient, you will have a right to appeal our 

decision.  If we deny your request to access your psychotherapy notes, you will have the 

right to have them transferred to another mental health professional.   

4. Right to Amend or Supplement.  You have a right to request that we amend your health

information that you believe is incorrect or incomplete.  You must make a request to amend

in writing, and include the reasons you believe the information is inaccurate or incomplete.

We are not required to change your health information, and will provide you with

information about this medical practice's denial and how you can disagree with the denial.

We may deny your request if we do not have the information, if we did not create the

information (unless the person or entity that created the information is no longer available to

make the amendment), if you would not be permitted to inspect or copy the information at

issue, or if the information is accurate and complete as is.  If we deny your request, you may

submit a written statement of your disagreement with that decision, and we may, in turn,

prepare a written rebuttal. All information related to any request to amend will be maintained

and disclosed in conjunction with any subsequent disclosure of the disputed information.

5. Right to an Accounting of Disclosures.  You have a right to receive an accounting of

disclosures of your health information made by this medical practice, except that this

medical practice does not have to account for the disclosures provided to you or pursuant to

your written authorization, or as described in paragraphs 1 (treatment), 2 (payment), 3

(health care operations), 6 (notification and communication with family) and 18 (specialized

government functions) of Section A of this Notice of Privacy Practices or disclosures for

purposes of research or public health which exclude direct patient identifiers, or which are

incident to a use or disclosure otherwise permitted or authorized by law, or the disclosures to

a health oversight agency or law enforcement official to the extent this medical practice has

received notice from that agency or official that providing this accounting would be

reasonably likely to impede their activities.

6. Right to a Paper or Electronic Copy of this Notice.  You have a right to notice of our legal

duties and privacy practices with respect to your health information, including a right to a

paper copy of this Notice of Privacy Practices, even if you have previously requested its

receipt by e-mail.

If you would like to have a more detailed explanation of these rights or if you would like to 

exercise one or more of these rights, contact our Privacy Officer listed at the top of this Notice of 

Privacy Practices. 

D. Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future.  Until 

such amendment is made, we are required by law to comply with the terms of this Notice 

currently in effect.  After an amendment is made, the revised Notice of Privacy Protections will 

apply to all protected health information that we maintain, regardless of when it was created or 
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received.  We will keep a copy of the current notice posted in our reception area, and a copy will 

be available at each appointment.  We will also post the current notice on our website. 

E. Complaints

Complaints about this Notice of Privacy Practices or how this medical practice handles your 

health information should be directed to our Privacy Officer listed at the top of this Notice of 

Privacy Practices. 

If you are not satisfied with the manner in which this office handles a complaint, you may submit 

a formal complaint to:  

Linda Yuu Connor, Regional Manager 

Office for Civil Rights 

U.S. Department of Health and Human Services 

2201 Sixth Avenue - M/S: RX-11 

Seattle, WA 98121-1831 

Voice Phone (800) 368-1019 

FAX (206) 615-2297 

TDD (800) 537-7697 

Or email: OCRMail@hhs.gov 

The complaint form may be found at 

www.hhs.gov/ocr/privacy/hipaa/complaints/hipcomplaint.pdf.  You will not be penalized in 

any way for filing a complaint. 

mailto:OCRMail@hhs.gov


Acknowledgement of Receipt of Notice of Privacy Practices 

I acknowledge that I have received a copy of the Notice of Privacy Practices 

_________________________________________    _____________________ 

            Signature  Date 

Relationship to Patient if signed by someone other than patient: 

Parent    Guardian Other:________________________________ 

‐‐‐‐‐‐‐‐‐‐‐‐‐‐ 

Permission to Leave Messages 

By signing below, I give the staff at Sage Health Care, PLLC permission to leave 

detailed appointment information on my answering machine at the phone 

number(s) that I have provided to their office.  I understand that I have the right 

to revoke this authorization at any time. 

_____________________________________  __________________ 

Patient Signature or legal Guardian  Date 

_____________________________________  __________________ 

Printed Name   Date 

Acknowledgement Message Permission Form:  Please fill out and bring to first appointment

R070716



AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

Patient’s Name:___________________________________________________________DOB___________________ 

I hereby authorize (name of your provider) ________________________________________________ and employeees at Sage to 
use and or disclose my individually identifiable Protected Health Information (“PHI”) in the manner described below.  I 
understand that the person or entity receiving my PHI, may re-disclose my PHI, and that it then may no longer be protected 
by federal privacy regulations.  State law may or may not prohibit such redisclosure by the person or entity receiving my PHI.  
I voluntarily sign this authorization, and I understand that my health care will not be affected if I do not sign this form. 

       Obtain information from:  AND/OR                  Disclose information to: 

Name and Address:_____________________________________________________________________________________________________ 

_____________________________________________________________________________Phone #:__________________________________ 

Category and Time Period of PHI 
Please initial the Category of PHI you wish to release 

  Initial Evaluation   Claims/Billing Information   Lab Results 

  Progress Notes   Therapy notes   Entire Medical Record 

  other__________________________________________________________________________________________________  
Time period of healthcare treatment records you wish to be included: 

  Anytime   Healthcare provided between (date)__________________________ and (date) ___________________________ 

Limit of PHI 
I understand that this authorization extends to all of any part of the records/information designated above which may include treatment for 
physical and mental illness, alcohol/drug abuse; HIV/AIDS test results or diagnosis.  I understand that if I wish to limit the use and 
disclosure of my PHI, I would have indicated below by initialing the appropriate category of PHI I DO NOT wish to be released.  

________ HIV/AIDS test results or diagnosis   __________Alcohol/drug abuse      _______ Other__________________________ 

Please limit the use and disclosure of my PHI to only include the following dates:_________________________________________________ 

[Example: laboratory results from July 1998; mental health records from January 2001 to present”] 

Purpose of PHI 

Continuity of Care Aftercare Planning

Contact with Referring Supervisor Referral

Family Involvement Other___________________________________________________

I understand that this authorization will expire on the following date or event:___________________________________________ 
If no specific date or event is stated, this authorization will expire one (1) year from the date of this authorization.  I understand that I 
have the right to receive a copy of this authorization.  I also understand that I may revoke or modify this authorization at any time by 
notifying the above provider in writing.  I understand that my revocation or modification of this authorization will not effect any 
actions taken by the provider mentioned above in reliance on this authorization before the provider mentioned receives my request for 
revocation or modification.  I must sign my written request and send it to:   413 N Allumbaugh Street, Suite 101, Boise, ID 83704 

Signed:_________________________________________________________________Date:_________________________________________ 

If not signed by the patient, please indicate authority or relationship:______________________________________________________________ 

Note to Agency/Person receiving information:  This information has been disclosed to you from records whose confidentiality is protected by 
Federal Law.  Federal regulations (42CFR Part 2.1) prohibits you from making any further disclosure of it without the specific written consent of the 
person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for the release of medical or other information is 
NOT sufficient for this purpose. 

Release of Information Form:  Please fill out and return to our office if you wish us to obtain or disclose information about your care              
R070616



Eric Gilbreath, MD  
413 N Allumbaugh Street, Ste 101 

Boise ID 83704 
208-323-1125

As we navigate through the COVID-19 pandemic, our office will be temporarily 
closed for face-to-face appointments.  Your appointment will be temporarily 
conducted through telehealth.  For the telehealth appointment, you will need a 
computer or a device such as a smartphone, with good internet connection, a 
webcam and speakers.  Please make sure our office has a current phone number and 
your email as you will receive an email with all the information you will need to 
reach your provider for your telehealth appointment.    
This document is intended to inform you about telehealth practices, risks and 
benefits. Telehealth means the mode of delivering your mental health services via 
technology assisted media such as but not limited to telephone or synchronous 
video conferencing. 

Possible Risks: 

As with any medical procedure, there are potential risks associated with the use of 
telehealth.  These risks include, but may not be limited to: 

• In rare cases, information transmitted may not be sufficient (ie.  Poor resolution of
images) to allow for appropriate medical decision making

• Appointment delays due to failure of the equipment
• In very rare instances, security protocols could fail though our office still is upholding

HIPAA standards

Your Responsibilities for Confidentiality and TeleHealth 

Please consider what information you are communicating and through what 
devices and their security. If we are conducting your visit via synchronous video it 
is your responsibility to choose a secure location for the call. Please be aware that 
family, friends, employers, coworkers, strangers and hackers could either overhear 
your communications or have access to the technology that you are interacting 
with. Additionally, you agree not to record any TeleHealth sessions or keep any 
such recordings on any devices. 

Equipment Needed and Expectations 

1. You will need at minimum a bandwidth connection of 384 kb or higher.
2. Minimum resolution of 640x360 at 30 frames per second.
3. Operational web camera (HD 1080p is recommended).



4. Proper lighting and seating to ensure a clear image of each party’s face.
5. Dress and environment appropriate to an in-office visit.
6. Only agreed upon participants will be present.

In Case of Technology Failure 

During a TeleHealth session we may encounter technological failure. If this happens during a 
session we will try to reestablish connection through another platform. If it appears that this 
is not possible the most reliable back up plan is to contact one another via telephone. Please 
make sure you have a phone with you and that I have your phone number.  

If for some reason we are on a phone session and we get disconnected please call me back 
or contact me to schedule another session. 

If we lose connection and are not able to reach one another and you are in a crisis, please 
call the suicide prevention line at 208-398-4357, or call 911 or go to your local emergency 
room. 

Crisis Planning Information 

Emergency contact: ___________________________ Phone: _________________________ 

Address/Location of TeleHealth Sessions: ___________________________________ 

Consent to TeleHealth Treatment 

I agree to receive Tele Health services and have been informed of the risks and benefits and 
limitations surrounding TeleMental Health. 

By signing this Informed Consent, I, the undersigned client, acknowledge that I have both 
read and understood all the terms and information contained herein. Ample opportunity has 
been offered to me to ask questions and seek clarification. 

__________________________________________________  ________________________ 

Signature of Patient or parent if patient is a minor: Date 

Once signed, please either mail to us 413 N Allumbaugh Ste 101 Boise ID 83704, fax to 208- 
323-9604 or email to newpatients@sage-healthcare.com

Thanks. 

mailto:info@sage-healthcare.com

	01.welcome letter_gilbreath 032320
	1.Adult Intake Form 04.20.20
	00.NP forms_gilbreath 04.20.20 2
	00.NP forms_gilbreath 04.20.20 3
	00.NP forms_gilbreath 04.20.20 4
	00.NP forms_gilbreath 04.20.20 5
	00.NP forms_gilbreath 04.20.20 6
	00.NP forms_gilbreath 04.20.20 7

	2.Child Intake Form 04.20.20
	00.NP forms_gilbreath 04.20.20 8
	00.NP forms_gilbreath 04.20.20 9
	00.NP forms_gilbreath 04.20.20 10
	00.NP forms_gilbreath 04.20.20 11
	00.NP forms_gilbreath 04.20.20 12
	00.NP forms_gilbreath 04.20.20 13
	00.NP forms_gilbreath 04.20.20 14

	3.Financial Form_Gilbreath 04.20.20
	4.Policy and Procedure Form - Gilbreath  04.20.20
	5.Notice of Privacy Practices - Gibreath 070716
	6.Acknowledgment_Message Permission_gilbreath 04.20.20
	7.Release of Information_gilbreath04.20.20
	8.Telehealth consent form_gilbreath04.20.20

	patients name: 
	Nickname: 
	OUTPATIENT ADULT CONSULTATION: 
	Name of person completing this section if different than patient and relationship to patient: 
	Text207: 
	Please answer the following questions to the best of your ability realizing that true and accurate answers are important to the delivery of quality care All information you provide will be kept confidentialRow1: 
	Text208: 
	What problems are you having which prompted you to come to this clinicRow1: 
	What problems are you having which prompted you to come to this clinicRow2: 
	What problems are you having which prompted you to come to this clinicRow3: 
	What problems are you having which prompted you to come to this clinicRow4: 
	What problems are you having which prompted you to come to this clinicRow5: 
	What problems are you having which prompted you to come to this clinicRow6: 
	PAST PSYCHIATRIC TREATMENT: 
	Check Box120: Off
	If yes when and whereRow1: 
	Text209: 
	Text210: 
	If yes when and by whomRow1: 
	Text211: 
	If yes when and by whomRow1_2: 
	Check Box125: Off
	Which psychiatric medications have you taken in the past and what were the benefits andor side effects you had from them NoneRow1: 
	Which psychiatric medications have you taken in the past and what were the benefits andor side effects you had from them NoneRow2: 
	Which psychiatric medications have you taken in the past and what were the benefits andor side effects you had from them NoneRow3: 
	If yes please check all current medications: 
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Prescribing Physician: 
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	GENERAL MEDICAL HISTORY: 
	Check Box165: Off
	Check Box166: Off
	Text167: 
	Text168: 
	Text169: 
	Do you suffer from any of the following general medical problems: 
	Check Box_58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box_62: Off
	Check Box64: Off
	Check Box66: Off
	Check Box65: Off
	Check Box63: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box179: Off
	Check Box180: Off
	Check Box195: Off
	Check Box185: Off
	Check Box184: Off
	Check Box183: Off
	Check Box182: Off
	Check Box181: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box186: Off
	Check Box193: Off
	Check Box192: Off
	Check Box191: Off
	Check Box190: Off
	Check Box194: Off
	Check Box189: Off
	Check Box188: Off
	Check Box187: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Do you take any prescription medications for your general medical problems Yes No Please list: 
	Check Box94: Off
	Check Box95: Off
	Text206: 
	Do you take over the counter medications or herbal supplements Yes No Please list: 
	Check Box96: Off
	Check Box97: Off
	Text212: 
	Are you allergic to any medications Yes No List medications and allergic reactions: 
	Check Box98: Off
	Check Box_99: Off
	Have you undergone any surgical procedures Yes No Please list the surgical procedure with the dates of surgery: 
	Check Box100: Off
	Check Box101: Off
	Text213: 
	Check Box102: Off
	Check Box214: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box114: Off
	Check Box113: Off
	Text120: 
	Check Box215: Off
	Alcohol Current usedate of last use: 
	Past use: 
	Problems related to use Yes No Legal Financial Health Relationship Please list: 
	Check Box116: Off
	Check Box115: Off
	Text124: 
	Treatment Required Yes No Please Describe: 
	Check Box117: Off
	Check Box118: Off
	Tobacco None Amount per day: 
	Check Box216: Off
	ILLICIT DRUG ANDOR PRESCRIPTION DRUG ABUSE: 
	DATE OF LAST USEBenzodiazepines Valium Xanax Ativan: 
	Check Box217: Off
	Check Box218: Off
	Check Box231: Off
	Check Box232: Off
	DATE OF LAST USECaffeine: 
	Check Box225: Off
	Check Box219: Off
	Check Box233: Off
	DATE OF LAST USEMarijuana: 
	Check Box226: Off
	Check Box220: Off
	Check Box239: Off
	Check Box234: Off
	DATE OF LAST USECocaine: 
	Check Box227: Off
	Check Box221: Off
	Check Box240: Off
	Check Box241: Off
	Check Box235: Off
	DATE OF LAST USEDesigner Drugs Club Drugs G X: 
	Check Box222: Off
	Check Box236: Off
	DATE OF LAST USEHallucinogens LSD Mushrooms: 
	Check Box223: Off
	Check Box237: Off
	DATE OF LAST USEInhalants Gasoline Glue Aerosol: 
	Check Box224: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box238: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Methamphetamines Speed Ice Ritalin: 
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	OpiatesMethadone Vicodin Oxycontin Heroin: 
	Check Box249: Off
	Check Box251: Off
	Check Box253: Off
	Check Box255: Off
	OTHER: 
	Check Box250: Off
	Check Box252: Off
	Check Box254: Off
	Check Box256: Off
	SOCIAL HISTORY: 
	Where were you born: 
	Where did you grow up: 
	Did your parents stay together while you were growing up Yes No: 
	Check Box257: Off
	Check Box258: Off
	How old were you when they separated: 
	Fathers occupation while you were growing up: 
	Mothers occupation while you were growing up: 
	How many siblings do you have None Brothers Sisters: 
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Any problems in your early development learning to walk talk etc Yes No Please Describe: 
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Text269: 
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Text270: 
	Text272: 
	Text271: 
	Did you graduate from High School Yes No Last Grade Attended: 
	Check Box279: Off
	Check Box280: Off
	Text290: 
	What type of jobs have you had in the pastRow1: 
	Check Box281: Off
	Check Box282: Off
	Text291: 
	Are you currently employed Yes No If yes whereRow1: 
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box292: Off
	Check Box293: Off
	Text296: 
	Text297: 
	How would you describe your relationship: 
	What is your spousespartners occupation: 
	Have you been involved in any previous significant intimateromantic relationships Yes No Please Describe: 
	Check Box294: Off
	Check Box295: Off
	Do you have any children Yes No Names  Ages: 
	Check Box298: Off
	Check Box299: Off
	What are some things you enjoy doing Hobbies Sports Past timesRow1: 
	What are some things you enjoy doing Hobbies Sports Past timesRow2: 
	Have you ever been convicted of any crimes incarcerated in prison or placed on probation Yes No Please Describe: 
	Check Box300: Off
	Check Box301: Off
	FAMILY HISTORY: 
	Check Box302: Off
	Check Box303: Off
	Fathers Side: 
	Mothers Side: 
	SOCIAL SUPPORTS: 
	Is there anyone you trust or confide in during times of trouble Yes No First Name Supports: 
	Check Box304: Off
	Check Box305: Off
	Do you have any religious ties or involvement in a church Yes No Please Describe: 
	Check Box306: Off
	Check Box307: Off
	CURRENT LIVING SITUATION: 
	Check Box308: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box309: Off
	Check Box310: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box316: Off
	Check Box315: Off
	Check Box314: Off
	Check Box320: Off
	Check Box321: Off
	Text327: 
	Do you live alone Yes No If not who else lives with youRow1: 
	Check Box323: Off
	Check Box324: Off
	Text328: 
	Check Box322: Off
	Check Box325: Off
	Text326: 
	Date: 
	DOB: 
	Check Box_2: Off
	Check Box_3: Off
	Other_5: 
	Printed Name: 
	AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION: 
	Patients Name: 
	name of provider: Eric Gilbreath, MD
	Check Box553: Off
	Check Box554: Off
	Name and Address 1: 
	Name and Address 2: 
	Phone_1: 
	Check Box_5: Off
	Check Box555: Off
	Check Box557: Off
	Check Box558: Off
	Check Box_9: Off
	Check Box_10: Off
	Check Box_11: Off
	Check Box_12: Off
	Check Box_13: Off
	other: 
	Healthcare provided between date: 
	and date: 
	disclosure of my PHI I would have indicated below by initialing the appropriate category of PHI I DO NOT wish to be released: 
	HIVAIDS test results or diagnosis: 
	Alcoholdrug abuse: 
	Please limit the use and disclosure of my PHI to only include the following dates: 
	Check Box_15: Off
	Check Box_16: Off
	Check Box_17: Off
	Check Box_18: Off
	Check Box_19: Off
	Check Box_20: Off
	Other_4: 
	I understand that this authorization will expire on the following date or event: 
	signed date: 
	If not signed by the patient please indicate authority or relationship: 
	Emergency contact: 
	Phone_3: 
	AddressLocation of TeleHealth Sessions: 
	Legal Patient Name: 
	SS: 
	Address: 
	City: 
	State: 
	Zip: 
	Phone: 
	Other: 
	Other_2: 
	Other_3: 
	Preferred Name: 
	Employer: 
	Work Phone: 
	Address_2: 
	City_2: 
	State_2: 
	Zip_2: 
	SPOUSEPARTNER INFORMATION  Name: 
	DOB_2: 
	SS_2: 
	Employer_2: 
	Work Phone_2: 
	Name: 
	DOB_3: 
	SS_3: 
	Address_3: 
	City_3: 
	State_3: 
	Zip_3: 
	Ph: 
	Employer_3: 
	Work: 
	Name_2: 
	DOB_4: 
	SS_4: 
	Address_4: 
	City_4: 
	State_4: 
	Zip_4: 
	Ph_2: 
	Primary Insurance: 
	Policyholder Name: 
	Policyholder ID: 
	Group: 
	Employer_4: 
	Secondary Insurance: 
	Policyholder Name_2: 
	Policyholder ID_2: 
	Group_2: 
	Employer_5: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Text16: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 


