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Patients have the right to be treated with personal dignity and respect.

patients have the right to care that is considerate and respects patient's personal values

and belief system
patients have the right to personal privacy and confidentiality of information

Patients have the right to receive information about managed care company's services,

practitioners, clinical guidelines, and patient rights and responsibilities
patients have the right to reasonable access to care, regardless of race, religion, gender,

sexual orientation, ethnicity, age, or disability

Patients have the right to participate in an informed way in the decision-making process

regarding their treatment planning

patients have the right to discuss with their providers the medically necessary treatment

options for their condition regardless of the cost or benefit coverage

patients have the right of members'families to participate in treatment planning as well

as the right of members over L2 years old to participate in such planning

Patients have the right to individualized treatment including:

o Adequate and human services regardless of source(s) or financial support.

o Provision of services within the last restrictive environment possible

o An individualtreatment or program plan

o Periodic review of the treatment of program plan, and

o An adequate number of competent, qualified, and experienced professional

clinical staff to supervise and carry out the treatment or program plan

patients have the right to participate in the consideration of ethnical issues that arise in

the provision of care and services, including

o Resolving conflict

o Withholding resuscitative services

o Forgoing or withdrawing life-sustaining treatment and

o Participation in investigational studies or clinical trials

patients have the right to designate a surrogate decision maker if the member is

incapable of understanding a proposed treatment or procedure or is unable to

communicate his or her wishes regarding care

patients and their families have the right to be informed of their rights in a language

they understand
patients have the right to voice complaints or appeals about managed care company or

the care provider
patients have the right to make recommendations regarding managed care company

rights and responsibilities polices

patients have the right to be informed of rules and regulations concerning patients'

conduct

Continued on Next Page.



Patients have the responsibility to give their provider and managed care company
information needed in order to receive care

Patients have the responsibility to follow their agreed upon treatment plan and
instructions for care

Patients have the responsibility to participate, to the degree possible, in understanding
their behavioral health problems and developing with the provider mutually agreed
upon treatment goals

I will call at LEAST 24 HOURS in advance to cancel appointments and agree to pay
S1OO.OO for otherwise missed appointments. I agree to pay my account in FULL before
scheduling further services. I accept that my case may be terminated after two (2)
otherwise missed appointments in six (6) months. lf I decide to stop treatment at any
time, I agree to inform my provider. I understand that in case of emergency my provider
can be reached at any time; (309) s7s-3222, by calling 9!! or going to the nearest
emergency room.

Patient/ Guardian Signature Date



lnformed Con

lnformed Consent For Treatment

I am aware that Lakeview Medical & Psychiatric Healthcare LLC and staff will conduct all or part of my

care. I have been informed of the services offered and understand the risks and benefits inherent in the

services provided by the Lakeview staff. I understand my participation in treatment may generate stress

and/or emotional discomfort as I address issues identified in treatment. I understand that my treatment

may be revised periodically with my prior knowledge of my progress or lack of progress. I recognize that

the practice of mental health treatment is not an exact science, and therefore acknowledge that no

guarantees have been or can be made regarding the likelihood of success or outcome of any treatment'

I hereby consent to the treatment provided by Lakeview Medical & Psychiatric Healthcare LLC as well as

employees or designees. I authorize the services deemed necessary or advisable by my caregivers to

address my needs. (-) initials

Client Agreement

I agree that during the time that I am an active client of Lakeview Medical & Psychiatric Healthcare LLC; I

will cooperate as best I can to keep the company informed of my place of residence, employment status,

and my progress. I understand that my provider has office hours as posted and the office is opened

Monday through Friday as listed in the "Hours of operation" in the office. I will call at least 24 HOURS in

advance to cancel appointments and agree to pay SIOO.OO for otherwise missed appointments' I agree

to pay my account in FULL before scheduling further services. I accept that my case may be terminated

after two (2) otherwise missed appointments in six (6) months. lf I decide to stop treatment at any time,

I agree to inform my provider. I understand that in a case of an emergency my provider can be reached

at any time; (309) 575-3222, by calling 911 or going to the nearest emergency room' (-) initials

I authorize use and disclosure of my personal health information for the purpose of diagnosing or

providing treatment to me, obtaining payment for my care, or for conducting the healthcare operations'

I authorize Lakeview Medical & psychiatric LLC to release any information required in the process of

applications for financial coverage and billing my insurance for services rendered' This authorization

provides that we may release the minimal necessary amount of objective clinical information related to

my diagnosis and treatment, which may be requested by my insurance company or designated agent'

(_) initials

I authorize payment to be made directly to Lakeview Medical & Psychiatric Healthcare LLC for insurance

benefits that are payable to me. I understand that I am financially responsible to Lakeview Medical &

psychiatric Healthcare LLc AT THE TIME OF SERVTCE for covered or non-covered services including

copays and deductibles; as defined by my insurer. I understand Lakeview Medical & Psychiatric

Healthcare LLC accepts cash and credit cards; no personal checks are accepted. I understand that a

monthly 1.5% interest charge will be applied to my unpaid account balance after sixty (50) days. I

understand that if my account becomes delinquent and requires collection, I am responsible an

additional 30% ofthe balance on the account for the collection including any legal fees. (-) initials

Continued to Next Page



Privacv Policv

lhave received a copyof the clients Notification of PrivacyPractices, clients Rights, and Responsibilities.
The information was explained using language that I understand. I have been offered my rights with
verbal explanation, including the right to see and copy my records, to limit disclosure of my health
information, except to the extent Lakeview Medical & Psychiatric Healthcare LLC has already made with
my prior consent. (_) initials

Medication Refill Policv

Based on the nature of some of these medications possibly prescribed in this office, some may not be
able to be refilled without being seen by your provider for an appointment first to discuss the process of
treatment or any concerns you may have. A follow up appointment should be made before leaving the
appointment in which any medication has been prescribed so that we can better provide your mental
healthcare needs.

At your appointment, your provider will discuss with you when to return for regular visits and provide
you with enough medication to last for that interval. The interval between office visits depends on the
stability of the medical problem and medications prescribed.

Medication refills can take up to five (5) business days to process. lt is your responsibility to contact your
pharmacy when refills are needed.

I understand Lakeview Medical and Psychiatric Healthcare LLC all mentioned above and that policy
states that it is my responsibility to make any arrangements needed to follow up with my provider to
obtain any updated refills necessary. (_) initials

Client Signature Date

Parent/Authorized person Signature Date

Witness Signature Date

Updated to/t4/79



No Show/Cancellation/ Balance Owed Policy

Credit Card Authorization Form

please understand that our appointment times are scheduled to allow us to take care of each individual

patient,s needs during the patient visit. Since appointments with Lakeview providers are in high demand, we

value advance notice from our patients who are unable to keep their scheduled appointments.

ln an effort to improve the availability of appointments, we maintain a No Show/ Cancellation Policy for

consultation with our providers. To promote efficient access to our clinic, we require that an appointment that

is no longer needed or unable to be kept be cancelled at least 24 hours in advance. Cancellations must be

made between 9:00am- 5:00pm on workdays at least one full business day before a scheduled appointment.

ln the event you do not cancel any confirmed appointment with appropriate notice and/or do not arrive for

the visit, we will charge you credit card a non-refundable fee of 5100. This document services as authorization

to charge for any missed appointment, without 24 hours notification, throughout your course of care.

As of September 1*, 21tg, Lakeview Medical and Psychiatric Healthcare is offering a repayment plan of one

third (1/3) of the patients total from the most recent invoice along with L.5% interest and their copay for the

next three (3) visits or months depending on their individual treatment plan and appointment schedule, per

the patient/guardians request, by contacting the office.

ln addition to the authorization given for the No Show/ Cancellation Policy, this document also gives Lakeview

Medical and psychiatric Healthcare authority to charge entire overdue amount if no payment plan has been

established before the sixty (50) days of most recent invoice.

Patient Name:

Patient Phone:

Date of Birth:

Credit/Debit Card Type (circle one): VISA MasterCard Discover

Card Holder Name:

Card Number:

Security Code: Expiration Date:

By signing below, I have read and understand the policies set forth above. I further understand and authorize

Lakeview to process a non-refundable fee of S1OO and/or the balance owed to the able credit card in the

event I do not follow the No Show/ Cancellation/ Balance Owed Policy described above.

Signature of Patient/Guardian Date



lnsurance Policy Holder lnformation

Policy Holder Name:

Policy Holder Address:

City St zip:

Policy Holder Phone:

Policy Holder Social SecuritY No.:

Policy Holder Date Of Birth:

Relation to Policy Holder:

*Please attach front and back copy of lnsurance card*



Laheview Meclical and Psychintric [leurlthcare

New Patient Child and Adolescent Confidential Perstlnal History Form

To lre completed by minor antl/tlt" legal gtrzrrclian

('licnl's narrrc: [)alc: Datc ol' birtlr : -__-..--Age:
( ilatlc in school: Cicrtclcr: F M

Irorrr cornpletccl by (i1'sottreone otltet' tltatt clicnt):

Falnily I'listory

Parents

With whom cloes the chilcl live at this tinre?

Are parent's clivorcccl or separatccl'/

It Ycs, rvho ltas legal ctrstocly'/

Were the child's pareltts ever trarried? 
-_-- 

Ycs No

ls there any signiticant inlbrrnation about the parents' relatiorrship or treatnrent torvarcl the child which rnight be

beneficial in counseling? .- Yes 
- 

No

If Yes, desclibe:

Clicntos Mother

Nanre: A-qe : *: Occupatiott: I lours worlicd trrer rveck

Wherc eurlrloyecl:

Milthcr's cclttcitt iott :

Is the child currently living rvith tuotlter? 

- 

Ycs 

-*- 

Ncr

Natural parcnt -stepparettt --Acloptive 
parcllt --Foster ltotnc Other (specify):



Is there anything notalrle, uttusrtalorstrcsslirl about the chilcl's relatiorrship rvith t6e mot6er?_ ycs No If ycs.
please explain:

Ilow is thc chilcl clisciplincd by tlre rnothcr,/

For what reasolls is the chilcl disciplinecl by the mother.?

Clicnt's Father

Narne: Agc: ( )cctrpatiorr: I.lou rs
tvorl<ed per r,vccl<

Whcre enr;rloyccl:

I"-athcr's cd ucatiorr :

ls thc clrild currently living rvitlr firtlrcr,i -___ - ycs
No

-Natttral 
parent *--Stepparcnt 

-Acloptivc 
parcnt ___lloster.lrornc -..-. 

gther (specily):

Is there anyth ing notable, tttrttsua I or strcssfirl about the ch ilcl's relatiorrsh ip ,uvitlr the fnther? __yes __No II, yes, please
explain:

I'lor.v is the child disciplirrecl by tlre {trther/

Iror rvhat reasons is thc ohilcl clisciplincd try thc fatlrcr?

Client's Siblings antl Others Who Livc in thc l-louseholtl

Qua I ity u{' rclationship



_l'--M _honre _away 
-poor-average

-.__[r--M 
-honre 

-away

good

goocl

l;M Ironrc

_ poor _ average

-,_-".,. 
poor _"__ average

good

good

Othels living in

tlrc household

z\rlcl it iclnirl ('ottttncnls:

ilwA)r

_F__M _honre _away 
-poor-average

ll.clationship

(e.g., oousin, fostcr child)

poor ,* avcl'agc 
- 

good

poor 
-avcragc -goocl

What are the {:rnrily,'s l'avorite activitics?

llow are ploblcur behaviors gencrally ltarrcllctl'/

llas thc chilcl cxpclic rrced any physical abuso scxual abuse or tt,:glect'? -_--Yes ---No

lf Ycs. desclibe:

Ilas the chilcl/adolcscent experiettcecl cleath'i (li'icnds, l'arnily pc{s, other) -,-.-..---- Yes

At what agc? 

- 

ll'Yes, clescribe thc child'siadolcsccttt's reactiott:

No

llavc therc becn arr5, othcr significant clrangcs or cvcnls irr yorrr oltilcl's lil'c'/ (larrrily. ntovittg,1irc, etc.)

_Yes _No ll'Ycs, dcscri['rc:

Nanres of Sibllr_lgs Age Gender L,ives with the clierrt



[arly Childhood Histor.y

Pregnancy/Birth

llas the chilcl's motlter had any occurrcrrces ol'nriscarriages or stillborns? yes No

lf Yos, descritrc:

Was the pregnancy rvith chilcl planned'/ ,_-., __, 
ycs

l-.ength of prcglrancy: ___

Mother's age at chilcl's birth: _ rrather's age at chilcl's birtlr:

Whilc pregnant clicl the nrother snrol<c'/ ycs

i No II'Yes, what atmottnt:

Ir Did the mother use drugs or alcohol? __* yes _ No II, yes. type/arnount:

While pregnettlt, did the tnotltcr ltavc anl, rncclical or errrotional difficulties? (e.g.. surgcry. lrypertensiorr, nreciication) -
_Yes _No If Yes, clescribc: _._

l,ength ol'labor': lncluced: _._ yes __ No Cacsarcarr? yes No

I3aby's birth wcight: llah1,'5 bi1t5 lcrrgtS:

Dcscribe arry physical or crnotional cornlllications with thc clclivcry: 
-_

No

Dcscribc any conrplicatiorrs fol tlrc rrrother or thc lratry aticr thc birth:

Length of hospitalizatiou: Motlrcr.: llab1,:

I nfancy/Totltllerhootl Checl< a I I rvh ich app ly :

-llreast 
fed 

-Milk 
allergies 

---Vontitittg --Diarrlrca 
-[3ottle 

fbcl -_Rashes ..--Colic _Constipation

-l-ethargic -Not 
cuddly 

-Cricd 
oflerr 

-.-l{arely 
criecl _._Ovcrnctive [lesistcd solicl {rrccJ 'l'rouble

sleeping _ Irlitable when awakenccl

Developmental History Please uote thc age at wlrich the tbllowirrg lrehaviors t6ok place:

Sat alorrc: [)rcssccl sell':

Spol<c vyorcls: I(ode trvo-r.vheclccl bil<c:

'l'oilct trainecl:Spol<e sentenccs:

I fook lst steps: 'l'icd shoc laccs:



Weaned:

Ircd seltl

[)ry during ,1a1':

I)ry during right:

Cornpared u,ith othcrs in the fanrily, child's deycloplretrt was: =_.- slgr4'

Age l'or fbllorving developrnettts (fill in rvlrere applicable)

avcl'agc Iirst

l]egan puberty:

Voice cltange:

Me nstruatiort:

Convulsiotts:

Ilroast clevelopnrcut: lniurics or lros ritalization:

Issucs that atltctcd chilcl's dovcloptnertt (c.g.. ittadcquate nutritiott, neglccl. ctc.)

Medicnl/Physicttl ltcalth

_Atrortion _l-layfever __Pncurlonia .--Astltttta --l lcart trotrble 

- 
Polio 

-lllackorrts_llepatitis -_Pregnancy __llronclritis ___.1'lives 
--llheuntatic 

lrevcr 
-.---Ccrcbral 

l'}alsy 

-ln['luenza -ScarletFcver _Chicken Pox_ Leacl ltoisonirrg *_-seizures 
-C):ngenital 

pt'oblcnrs 

-.Measles -Severe 

colds

_Croup --__Meningitis _sevele heacl iniury ._l)iabetes *__Miscarriagc 
-scxually 

tt'ansmitted disease

_Diphtheria _-Multiple sclelosis _1'lryroid disorders _-Dizl.iness 
-Mtttlps 

--, 
Vision problenrs _-Ear

aches _Musculal Dystrophy .-Wearing glasses _[iar inl'ections --Nosc bleeds 

-Whooping 

cough

__l.jczenra _Other sl<in rashes __Encephalitis ----Paralysis --Fevcrs -Pleurisy
List any cul'rct1l lrealth cottcertts:

l,ist any reccnt lrealtlr ol physical cltattges:

Curreut presoribccl nteclicatiotts l)osc I)ltcs llrrrposc Sidc cffbcts

Currerrt ovcr-tlte-cotttrtcr tlecls I )tlsc [)atcs Ptrrposc Siclc cl'lt'cts



Nanre o1'current pharnracy: 
.--__ _--____-.. ,_,._.

Intntuttizatitltt tccorcl: Ilas thc chilcl rcccivecl all irnnrunizations'/ ycs Ncr

Nanre of Physicitut:

Nutrition

I)lronc Ntrrrr[rcr':

Meal l-low oltcn 'l'ypicar fbocjs catcrr 'l'ypical arnourlt eaten

Breakfast *-- / week

l,unch -- / weel<

Diurrer / week

__ No -- l,ol __ Med _ l-ligh

-.-- No _ Low _ _ Mecl ___ l-ligh

_No ___l,ow *.__Med __ l.ligh

_No _l,orv _Mecl _llighSnacl<s / weelr

C<lnrnrents:

Describe any concerns regarclirrg your chilcl's rvciglrt or.cati,g lrabits:

Iid ucaliorr

Clurrcnt sclrool:

'l-ype ol'school: _l)ublic _p'ivatc llorrrc Schoolecl otlrer.
(spccify):

Cracle: '[-eacher:
Sohool Courrselor:

Noln special education? -- yes
Yes, describe:

ln gifted progranr? _ Yes -- No ll'yes, clescritre:

Has child ever been held bacl< irr school? yes
No I1'Yes. clcscribc:

II

Wlrich sub.iects clocs thc clrild crr.ioy in school,/

Which sub.iects docs tlre clrild dislikc irr sclrool,/

6



What grades does thc chilcl trsually receive in school?

Ilavc thue been any rccent changcs in thc chilcl's gradcs'? 

- 

Yes No

ll'Ycs" clcsolitrc:

llas the shild bee

ll Yes, dcscribe:

rr tcstcd psyr:hologically'/ __-.-._- Ycs

Check the descriptions which specifically relate to your chilcl.

Fcelings about School Worl<:

_Anxious _Passive _Euthusiastic _l;earhrl _liager 
-_-No 

l:,xpression 
-_Bored -ltetrellious

.--- Other (dcscribc):

Approach to School Work:

- 
Organized 

- 
Indttstriotrs 

-- 
l{esponsit'lle -- lnterestecl

-- Selfclirected _ No initiative 
- 

llefuses 
- 

Does ottly what is expected

_ Sloppy _ Disorganiz,etl _.- Cooperative 

- 
I)oestt't contplete assignlnettts

_ Othcr (dcscritrc):

l)crlirrluitncc irt Scltool ( Pa l'clt t's ();li rr itln ):

No

-*- Satislactory

--- Other (describe):

____ Other (clescribe):

- 
[Jnclcrachiever ( )r,crach icver

_ Spoptaneous -- 
Follower --* l,eader Difliculty nlaking liiencls

_____- Makes l'r'iencls easily , -- Long-tirlc f icnris Sharcs easily

Who hancllcs respottsibility lbr yotrr chilcl irr thc ftrllorvittg areas'?

School: Motlter lrathcr --. Shared 
- 

Other (specify):

I-lealth: -- Motlrer 
- 

[;'ather 
- 

Sharcd =-- Otlrer (specily): ---,,

Problcnr beltavior: - Mother 
- 

Fathcr -- Sharecl 
- 

Other (spccify):

If the chilct is irrvolved irr a vocational program or rvoll<s a.iob.;please l-ill in the Following:

7



what is the child's attitudc tolvarcl worl<'/ poor Avcragc . - Goocl llxccllcnt

C-' u rrcttt crn plo1,01; I)osition: l{ours pcr rvcel<: __
I-low have the child's grades irt scltool lrccn al'lbctccl since u,orl<irrg'? Lov'er *__ Sarue l-lig6er

l{or,v many previous johs or placelnents has thc chiltl lrad?

Usual lcrrgtlr o1' errrployrrrcrrt: llsual lcason fbr leaving:

Lcisu rclltec rcational

Describe special areas ol'interest or hobbics (c.g., art, books, cralts. physical f itncss. sllorts. outtloor activitics, clrurclr
activities, walking, exercisittg, cliet/lrealtlr. lrunting. tislrirrg, lrowlirrg, school activities, scests, etc.)

(lhcrnical [Jsc llistory

Does the child/adolescerrt usc o'havc a p'obrcm with alcohol or.cl*rgs,/ yes Ncr

If Yes, describe:

Counscling/p rior'l'rcttmcn t FI istory

I rr fbrnration about clr i lcl/ado lcscent (pasl a ncl prescrr t ) :

--Ysc-,Ne--- --fMhen --- wrrcre __ _eysltrl_L_expell9rse_

Counselitrg

Psyohiatric

Drug/a lcoho I treattnellt

[{ospitalizations

Psych.'I-esting

Additional Comnrerrts:



l,cgal I-l story

Yer NoI-las your ohild ever beett ittvolved in thc legal systcnr?

lf Ycs. cle scribc:

ls your r:hild culrently involvccl in thc legal systcnr? Ycs No

ll'Ycs, clcscribc:

Are there any crittrinal arrcl/or civil cascs pencling'/ (r:.9. ctrstrlcll issttcs) Ycs No

ll' Yes. clescribe:

Signaturc:

All irrlorrutttion proviclccl abovc is ltttc to thc best ol'nly ktrowlcclge

l )a1c:
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