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Welcome to A*en,on-MD NJ!   
We give our full a-en/on to children with A-en/on-Deficit-Hyperac/vity Disorder 
(ADHD) and their families; and address the challenges that go along with it. Our 
evalua/on looks at the whole person and we want to begin to get to know you before 
you arrive for your first visit!   

Please fill out the forms that follow completely and feel free to give as much informa/on 
as needed. Having this informa/on before your appointment helps us use the /me at 
your visit to be-er address your concerns.   

We combine the informa/on in this packet and the informa/on you provide during your 
appointment, with our FDA cleared state-of-the-art objec/ve tes/ng to help arrive at a 
more accurate diagnosis.   

Whether your child is ul/mately diagnosed with ADHD and/or some related condi/on, 
we provide support and recommenda/ons to help you address your concerns. Again, we 
care about the whole child, not just the diagnosis.   

If ADHD treatment is needed, we will explain our recommenda/ons and provide the 
same careful a-en/on to treatment that we do when making a diagnosis. When 
medica/on is recommended, we will work with you to find the right solu/on. You do not 
want your child to struggle with medica/on side effects, and at A-en/on-MD we don’t 
want that either! Response to medica/on varies significantly from one person to 
another and our solu/on helps find the op/mal dose of the right medica/on for your 
child.   

Medica/on is usually an important part of treatment and oRen the first step. But 
A-en/on-MD is about more than medicine. We are growing our resources to help with 
ADHD challenges that medica/on alone may not improve.   

Finally, A-en/on-MD provides careful follow-up to ensure that your child is making 
progress in reaching their goals. We will discuss a follow-up plan with you during your 
first visit.   

Thank you for choosing A-en/on-MD NJ. We are commi-ed to taking you and your 
family “from frustra/on to focus”.   
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Pa$ent Informa$on Sheet   

First:_____________________________ Middle: __________ Last Name: ________________________  
Nickname: (if applicable) _______________________ Date of Birth: __________________  
Gender/Pronouns:_________________  
Mailing Address_____________________________________________________  
City:__________________________________ State: _________ Zip Code: __________________ PaNent  
Parent Email Address: ________________________________________________________________  
PaNent (If over 18 years old) email______________________________________________________ 
 Employer/School:_____________________________________________________________________ 
Parent Cell Phone: ____________________ Home Phone: _________________  

o I would like to receive ATenNon-MD NJ newsleTers, updates, and health informaNon. How did 
you hear about ATenNon-MD NJ? Friend/RelaNve     Doctor Referral: ___________________ 
Facebook     Internet Search/Google Internet Ad  

Parent/Spouse/Emergency Contact Informa6on  
Name of Parent/Spouse/Legal Guardian: ___________________________ Cell #: ___________________  
RelaNonship to paNent: _____________________________  
Is Mailing Address same as paNent address? o Yes o No If no, please provide address below: Mailing 
Address: _______________________________ City: ___________________ State: ____ Zip: 
________Email: _____________________________________________________   

Is the above listed parent/guardian responsible for paNent account? o Yes o No If no, please list below:  
Responsible party: ___________________________ Date of Birth: __________  
Mailing Address _______________________________City: ___________________ State: ____ Zip:  
________   

Insurance Informa6on (This is only for reference—we do not submit claims to insurance carriers.)   
Insurance Carrier: _______________________ ID #:  
______________________ Group #: _______________ Policy Holder’s Name ______________________ 
Policy Holder’s Date of Birth: ____________RelaNonship to paNent _____________________   
Primary Care Physician  Name _____________________________ Phone ______________Address  
____________________________ City _________________ State ____ Zip __________   

Name of Referring Medical Professional Name _____________________________ Phone  
_______________ Address ________________________ City ____________________ State ______ 
Zip________   

Preferred Pharmacy Name ________________Phone____________ Address  
_____________________________City ____________________ State ______ Zip _______  
___________________________________ PaNent (if over 18) or Guarantor Signature   

_________________________ Date   
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PATIENT HISTORY   
•  Name of person compleNng this form: 	 RelaNonship to paNent: _____________________ 
	 •  What are your main concerns regarding the paNent?  

i.e. inaTenNon, distracNbility, hyperacNvity, impulsivity, academic problems, opposiNonal 
behaviors, etc. 	  
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Help Us Get to Know You   
Please have the PATIENT complete this ques1onnaire.  We use this as a handwri1ng sample.   

What do you do well?  

  
What do you enjoy doing most?   

Do you find it hard to sit sNll or do you feel restless during class sessions or in small groups?  

  

 Does caffeine affect your sleep?   

Do you feel that you finish other people’s statements, interrupt, or are impulsive when having to wait to 
offer comments or ask quesNons in a classroom/group environment?   

  

Do you find it hard to stay focused when listening to lectures in a classroom sedng or meeNng?   

Do you re-read paragraphs or pages because you didn’t get them the first Nme?  

  
Do your friends and family think you talk too much?  

  
Are you always looking for your phone or keys, or frequently misplace things?   

Is procrasNnaNon a problem for you?  

  
Do you get frustrated and overwhelmed with schoolwork and job responsibiliNes?   

Are you frequently late or have Nme management problems?  

  
Are you a worrier?  

  
Do you feel unhappy a lot?  

  
Do you have trouble making or keeping friends?
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REVIEW OF SYSTEMS:  
Cons%tu%onal  

 Yes      No    Decreased Appe.te   
 Yes      No    Decreased Appe.te at Lunch  
 Yes      No    Excessively Sleepy   
 Yes      No    Fa.gue  
 Yes      No    Problems Falling/Staying Asleep  
 Yes      No    Tired  
 Yes      No    Weight Gain  
 Yes     

Eyes  
 No    Weight Loss  

 Yes      No    Frequent Blinking/Squin.ng  
 Yes      No    Itching/Rubbing Eyes   
 Yes      No    Vision Problems  

Ears/Nose/Throat    
 Yes     No     Hearing Loss   
 Yes     No     Large Tonsils  
 Yes     No     Snoring  

Respiratory    
 Yes     No     Cough at Night/Wakes Pa.ent   
 Yes     No     Frequent Cough  
 Yes     No     Shortness of Breath  
 Yes     No     Tightness in Chest  
 Yes     No     Trouble Breathing  

Heart/Vascular   
 Yes     No     Chest Pain  
 Yes     No     Heart Racing/Fast Heart Rate   
 Yes     No     High Blood Pressure  
 Yes     No     Palpita.ons  

Gastrointes%nal   
 Yes      No     Blood in Stool   
 Yes      No     Cons.pa.on  
 Yes      No     Diarrhea  
 Yes      No     Frequent Abdominal Pain  
 Yes      No     GERD/Reflux/Frequent Heartburn  
 Yes      No     Stool Leakage/Accidents  
 Yes      No     Vomi.ng  

Musculoskeletal  
 Yes     No     Clumsy   
 Yes     No     Joint Pain  
 Yes     No     Limp or Gait Disturbance 

Psychiatric    
 Yes      No     Aggression  
 Yes      No     Anxious, Worries  
 Yes      No     Apathe.c/Lazy  
 Yes      No     AQempts at Self Harm, Suicide  
 Yes      No     CuRng Behavior  
 Yes      No     Depressed, Sad  
 Yes      No     Flat Effect/Zombie-like  

Psychiatric    
 Yes      No     Frequent Anger  
 Yes      No     Hypersexual Behavior  
 Yes      No     Irritable, Touchy  
 Yes      No     Low Self Esteem  
 Yes      No     Mood Issues Related to Menstrua.on  
 Yes      No     Not Sleeping for over 24 Hours  
 Yes      No     Obsessive-Compulsive Behaviors  
 Yes      No     Overly Confident or Grandiose  
 Yes      No     Paranoid, hears/sees things others don’t  
 Yes      No     Racing Thoughts  
 Yes      No     Rigid, Inflexible  
 Yes     No     Sensory Issues- Hates Tags, Loud Noises,                

                           Problems with Food Textures  
 Yes     No     Special Abili.es  
 Yes     No     Thoughts of Self Harm, Suicide  

Skin/Hair/Nails   
 Yes     No     Acne   
 Yes     No     Eczema   
 Yes     No     Hair Loss  
 Yes     No     Sores or Rashes  
 Yes     No     Twirls or Pull Hair/Picks at Skin, Nails  

Neurological  
 Yes     No    Blank Staring Spells   
 Yes     No    Frequent Headaches  
 Yes     No    Motor Tics – Blinking, Jerking  
 Yes     No    Seizures  
 Yes     No    Tremor  
 Yes     No    Verbal Tics – Sniffing, Throat Clearing, Vocalizing            
 Yes     No    Weakness  

Endocrine  
 Yes     No     Diabetes  
 Yes     No     Frequent Urina.on/Drinks Excessive Fluids   
 Yes     No     Problems with Growth/Short Stature  
 Yes     No     Thyroid Problems  

Heme/Lymph    
 Yes     No    Anemia  
 Yes     No    Easily Bruised  

Allergic/Immunologic  
 Yes     No     Allergies   
 Yes     No     Asthma  
 Yes     No     Food Allergy  
Genito/Urinary   
 Yes      No     Bed WeRng  
 Yes      No     Frequent Urina.ng   
 Yes      No     Irregular, Heavy Period  
 Yes      No     Significant Menstrual Pain  
 Yes      No     Urine Accident/Incon.nence  
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ALLERGIES:  Does the child have any drug allergies? oYes oNo  
If so, please name and describe the reacNon: _______________________ The reacNon is o Mild o 
Moderate o Severe   

Does the child have any food allergies? oYes oNo  
If so, please name and describe the reacNon: ___________________________ The reacNon is o Mild  
o Moderate o Severe   

CURRENT ADHD MEDICATIONS:  ADHD MedicaNon Name: _______________________________Dose: 
_____mg #tabs/caps _________ Nme taken ____:_____ am pm   

How effecNve is this medicaNon? o not effecNve o somewhat effecNve o effecNve o very 
effecNve I take this medicaNon: o Almost if not every day o  School/work days oLess than 5 
days a week This medicaNon lasts: o < 6 hours o 6-8 hours o 8-10 hours o 10-12 hours 
The duraNon of the acNon is: o adequate o not adequate   

ADHD MedicaNon Name: _______________________________  
Dose: _____mg #tabs/caps _________ Nme taken ____:_____ am pm   

How effecNve is this medicaNon? o not effecNve  osomewhat effecNve o effecNve o very 
effecNve I take this medicaNon: o Almost if not every day o School/work days o Less than 5 
days a week This medicaNon lasts: o < 6 hours o 6-8 hours o 8-10 hours o 10-12 hours 
The duraNon of the acNon is: o adequate o not adequate   

CURRENT OCD/ANXIETY/MOOD MEDICATIONS: MedicaNon Name: ___________________________  
Dose: _____mg #tabs/caps _________ Nme taken ____:_____ am pm  

How effecNve is this medicaNon? o not effecNve o somewhat effecNve o effecNve o very 
effecNve I take this medicaNon: o Almost if not every day o School/work days o Less than 5 
days a week Side Effects (if any):  
___________________________________________________________________   

OTHER CURRENT MEDICATIONS: ______________________________________________________   

PAST ADHD MEDICATIONS IN LAST 2 YEARS:   

MedicaNon Name: ____________________________ Dose: _____mg _____  

Side Effects (if any): ___________________________________ How effecNve was this medicaNon? O 
not effecNve o somewhat effecNve  o effecNve o very effecNve   

MedicaNon Name: _______________________ Dose: _____mg ____Side Effects (if  

any):__________________________________  How effecNve was this medicaNon? onot effecNve o 
somewhat effecNve o effecNve overy effecNve   
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FAMILY HISTORY: Please indicate with and X if any of your immediate family members have 
experienced any of the following condi#ons. Ini#al if none: ___________  

  Mother  Father  Sibling 1  Sibling 2  Grandparent  Aunt/Uncle  
ADHD              
Learning Disorder              
Anxiety              
Panic Disorder              
OCD              
Mood Disorder              
Bipolar Disorder              
Depression              
Schizophrenia              
Tics/ToureQe’s              
Headache/Migranes              
Au#sm/Asperger’s              
Seizure Disorder              
Addic#on/Substance Abuse              

Heart Disease Under Age 40              

High Blood Pressure              
Stroke              
Diabetes              
Cancer              
Asthma              

  
      Age      Career/Grade     Employer/School  
Parent 1  
Parent 2   
Sibling 1 M/F/U  
Sibling 2 M/F/U  
Sibling 3 M/F/U  
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MEDICAL HISTORY: Newborn History   
• Were there any pregnancy complicaNons? Yes No o Preterm Labor    o  Meds During 

Pregnancy o Drug/Alcohol use During Pregnancy o Other Exposure During Pregnancy o 
InfecNon During Pregnancy o Hypertension o  
Diabetes 	  

FerNlity Assistance Yes/No 	  

• Length of pregnancy? Term Premature Overdue Induced # Weeks: ____________ 	  
• Birth Hospital __________________ Birth Weight _________ 	  
• Type of delivery: o C-SecNon o Vaginal o Vacuum Assisted o Forceps Assisted o Meconium 

	 •  Were there any delivery complicaNons? o Yes o No 	 o Difficult Delivery 

o Nuchal Cord o Hemorrhage 	  

• Were there any problems amer delivery? o Yes o No 	 o Jaundice o Breathing Problems o 

Bleeding in Brain o Bowel Problems o Sepsis/InfecNon 	Infant History 	  

Temperament o Happy o Fussy o AcNve o Quiet o Colic o Social with People o Anxious 
around people 	  

Nutri6on  o Breast Milk o Regular Formula o Special Formula (Brand) _____________   

Sleep o Good sleeper o Sleep difficulty o Easy to Soothe o Hard to Soothe  

Toddler History  
Please mark all that apply: o Typical interests o Special interests ________ 	 o 

Quiet o SeparaNon difficulty o AcNve o Very AcNve o Explosive tantrums. o Scary AcNve  

  
Preschool History  

o CooperaNve with Teachers/Children.  o Difficult with Teachers/Children   o Good with 
leTers/numbers/colors/rhymes  o Trouble with leTers/numbers/colors/rhymes   

 Developmental History:   
Please mark when the child achieved the following milestones (E = early, A = average, or L = late) 
when compared to others his/her age (explain if late):   

• Speech/Language (single words, sentences) ________	 
• Fine Motor Skills (stacking blocks, thumb-finger grasp, drawing circle) ________	  
• Gross Motor Skills (rolling over, standing, walking) ____________	  
• Toilet Training ___________ Has there been any regression?  

_______________________________________________________  

 



Attention-MD NJ  Pa#ent Name:    

Adolescent Intake—October 2023  9 

	Sleep History: 	 

• Does the child have a history of sleeping problems? (since infant/toddler years) Yes No 

	 o Trouble Falling Asleep o Trouble Staying Asleep o Sleep Walking o 

Talking in Sleep  o Frequent Nightmares o Frequent Night Terrors o Vivid Dreams 	  

• Has the child gone longer than 24 hours without sleep? o Yes o No  
If yes, did the child seem Nred the next day? o Yes o No  
How omen has this occurred? _______________  
What is the maximum number of days the child has gone without sleep? _______________ 	  

• Does the child sleep amer school?  o No o Yes, Daily o Yes, Occasionally	  
• How long does he/she sleep? _____________ 	  

• Does the child seem Nred during the day? o Yes o No 	  
• Does the child fall asleep during the day? o Yes o No 	  

Behavioral/Mental Health History: 	  

• Has the child ever been formally diagnosed with ADHD? If yes, when was he/she 
diagnosed and by whom?                	  

• Do you have documentaNon of the diagnosis? o Yes o No	  
• Is he/she currently under a provider’s care for ADHD? o Yes o No Why are you 

changing ADHD providers?  
___________________________________________ 	  

• Has the child ever received IQ or Academic TesNng? o Yes o No 	  

• Diagnosed with Dyslexia Learning Disability Other Diagnosis 
_______________________  

• Has the child ever parNcipated in counseling, behavioral modificaNon, or therapy? o 
Yes o No   

If so, please explain:  
______________________________________________________________________________  
_____________________________________________________________________________   

• Has the child every experienced any of the following condiNons or symptoms?   

• Depression (sad, irritable, hopeless, tearful, lack of interest, social withdrawal) o Yes 
o No 	  

• Anxiety (worry, fearful, obsessive thoughts, frequent headaches/stomach aches) o 
Yes o No 	 
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• Behavioral problems (defiance, argumentaNve, refusals, anger, aggression, school 
suspensions or detenNons) 	 o Yes o No 

• Verbal Ncs (throat clearing, repeaNng words) o Yes o No 	  
• Motor Ncs (blinking, face muscle twitching) o Yes o No 	  

General Medical History 	  

Has the child been hospitalized? o Yes o No  
If yes, please explain:__________________________________________________________ 	  

• Has the child ever had a concussion or head injury? o Yes o No If yes, date: 
_________ 	  

• How is the child’s vision? o Normal o Vision impairment o Wear correcNve 
lenses or contacts 	  

• How is the child’s hearing? o Normal o Some hearing impairment o Uses 
hearing aid 	  

Please check if the child has ever experienced any of the following symptoms or condiNons	  

o Heart Murmur  o Cardiac Abnormali3es  o Asthma/Allergies  
o Enuresis (Day3me Accident)  o Bedwe?ng  o Encopresis (soiling w/ stool)  
o Cons3pa3on/Diarrhea  o Thyroid Problems  o Frequent Ear Infec3ons  
o Seizures  o Reflux  o Headaches  
o Diabetes      

Surgical History   

• Tubes o Yes.  o No. # Sets      1st Set at what age?    	  
• Adenoidectomy o Yes o No	  
• Tonsillectomy    o Yes o No	  
• Appendectomy o Yes o No	  
• Other surgery: ____________________________________________________ 	  

Social History  

Is the paNent your biological child? o Yes o No 	  

• If adopted, when was he/she adopted (what age)? ___________	  
• Has the child ever been the vicNm of abuse or neglect? o Yes o No	  
• Parent Marital Status: o Single  o Married  o Divorced  o Separated       

   o Widowed 	 	 o Never married 	  

• The paNent lives with: o Parents  o Mom o Dad oMom/Step-dad o Dad/Step-mom	
	 o Grandparent o Other relaNve o Non-relaNve  
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If child does not live with both parents, how omen does the child see the non-custodial 
parent?  

o Frequently/equally o At least weekly  o Rarely  o No relaNonship o Every other 
week     o Monthly  o Less than monthly 	  

• Does the child have a consistent nighdme rouNne? o Yes o No o Has a TV in the bedroom o 
Watches TV/uses electronics before bedNme 	  

Usual bed Nme: _____________ Usual wake Nme: __________ 	  

• Does the child have any dietary restricNons? Yes, Explain. _________________________ 	 
• o Regular diet o Vegetarian o Other __________________________ 	 •  How would you 

rate the child’s physical acNvity level? o Very acNve o AcNve o Somewhat acNve o Not 
acNve/couch potato 	  

• How many caffeinated beverages does the child drink each day? o None o <1	 	 	  
o 1-3perday o 3+perday 	  

• Where does the child aTend school? ____________________ Grade ______ 	  
• How is the child’s academic performance? o Good o Fair   o Poor o Failing/Danger of 

failing  
o Problems with reading o Problems with wriNng  o Problems with math o No 
Problem o Somewhat of a problem o Moderate Problem o Significant Problem 	  

• How is the child’s school behavior? o Good o DisrupNve o OpposiNonal o Meltdowns	  

• Does the child receive any school-based accommodaNons? Yes No Needed, but reluctant to use   

• o	 Resource classroom  o Individual tesNng	 o IEP o Reduced work volume  
• o	 504 Plan accommodaNon o Response to intervenNon	 o Extended Nme on tesNng    

   
• o Informal accommodaNons o	TesNng in a quiet environment o Other: _______________  

	Does the child have any hobbies or acNviNes they enjoy? Yes No	  

• o Sports/athleNcs o HunNng/Fishing/Outdoorso Music/Band o Video Games ______ Hours 
per day	 

• o Drama o Social Media _________ Hours per day o MarNal arts o TV/ Media __ Hours per 
day	  

• o Art/CreaNve wriNng  o Electronic/Social Media Nme is a problem 	  

• Describe the child’s amer school rouNne: o Tutoring/EducaNonal IntervenNon  o Amer school 
care      o Unstructured o Car Rider o Sports/Physical AcNvity o Rides Bus o Homework is 
done amer school  o Homework is delayed unNl evening		  
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• How is the child’s behavior at home? 	  

• o Good behavior o Homework problemso Problems with Nme management  	  
• o OpposiNonal behavioro Problems with task compleNon o Disrespecsul behavior 	 • o 

Meltdowns 	 o Somewhat of a problem o Moderate problem  o Significant problem  

• How are the child’s relaNonships with family members?   

• o No unusual stress o More than usual conflict with siblings o Parent/child conflict    	  
• o Step-parent/child conflict	 o Conflict with non-custodial parent o Conflict with custodial 

parent 	  
• o Conflict with other family members 	 o Somewhat of a problem   o Moderate problem   

• o Significant problem 	  

• How are the child’s relaNonships with peers?    

  o Healthy, idenNfied friends o Limited Friendships  o Doesn’t idenNfy friends    

 o Some Conflicts o Significant conflict o Problems making/keeping friends  o Somewhat of a 

problem   o Moderate problem  o Significant problem 	  

• Have there been any bullying issues?  o No Problems o Child is teased/picked on o Child 

bullies others o Bullying is ongoing o Bullying is being addressed o Somewhat of a problem   o 

Moderate problem  o Significant problem  

Have there been any major stressors for the paNent in the past year?   
•  o Family conflict      o Absent parent	  
•  o Peer relaNonships      o Serious illness in the family

	  
•  o School performance      o Death in the family	  
•  o Sibling relaNonships      o Natural disaster	  
•  o Financial stressors       o Loss of housing	  
• o Substance abuse in home     o Other_____________________________________	  

 •    
• How many caffeinated beverages do you consume a day? o None o <1perday o 1-3perday o 

3+perday   

Do you work? o Yes o No o Full Time o Part Time. Type of work: _________________  

• Do you use alcohol? o Yes o No o Infrequent o Frequent o Abuse o Concern for 
addicNon 	  

• Do you use chewing tobacco/smoke? o Yes o No	  
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• o Infrequent o Frequent o Concern for addicNon	  
• Do you use marijuana? o Yes o No o Infrequent o Frequent o Abuse o Concern for 

addicNon	  

• Have you used other drugs? o Yes o No	 What is your driving history?   
 • 	 o No moving traffic violaNons    o No accidents  

• o2 or less moving traffic violaNons   o 2 or less accidents  
• o	 3 or more moving traffic 

violaNons   
• o	 License suspended/revoked   

• Do you have any legal issues?   

o 3 or more accidents  

• o	Minor w/possession of alcohol   o Possession of drugs  
 • 	 o Vandalism        o Truancy  
 • 	 o Stealing/shopliming      o FighNng/Assault  
 • 	 o Other charges       o Prior incarceraNon  
 • 	 o On probaNon       o Off probaNon  
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For Pa'ent’s age 14 and 
older
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION MAY BE USED AND DISCLOSED AND HOW THIS 
INFORMATION MAY BE ACCESSED   

How we may use and disclose health care informa1on about your child:   

For Care or Treatment: Your child’s PHI may be used and disclosed to those who are involved in their 
care for the purpose of providing, coordinaNng, or managing medical services.  Example: If another 
physician referred your child to us, we may contact that physician to discuss your child’s care.   

As Required by Law: Under the law, we must make disclosures of your child’s PHI available to you upon 
your request. In addiNon, we must make disclosures to the Secretary of the Department of Health and 
Human Services for the purpose of invesNgaNng or determining our compliance with the requirements of 
the Privacy Rule, if so required.   

Complaints: If you believe we have violated your privacy rights, you have the right to file a complaint in 
wriNng with our Privacy Officer at AOen3on-MD NJ, you may contact your office. ATenNon-MD NJ at 766 
Shrewsbury Avenue Suite 400 Tinton Falls, NJ 07724   

I acknowledge by signing below that I have received the NoNce of Privacy PracNces and NoNce of 
Individual Rights.   

_ _________________________ Pa1ent (if over 18) or Representa1ve __________ Date   

Please check the following if applicable:   

__ You may call my cell phone and leave a message on my answering machine if I am not available.  
  
__You may discuss by electronic communicaNon or phone, my child’s symptoms (if pediatric paNent), 
diagnosis and treatment with teachers and school representaNves.  

__I consent to disclosure of the following protected health informaNon about me to the following family 
member(s) or person(s) involved in my child’s care or payment for my child’s care.   

Name:_________________________________RelaNonship:___________________________________   

Name:_______________________________ RelaNonship:___________________________________   

Check all that apply to names above:   

• __  All my/my child’s medical informaNon   
• __  Specific medical informaNon such as test results, prescripNons  

• __  InformaNon necessary to help my family member(s) take care of my child.   
 
 
____________________________________ PaNent/Guardian Signature _________ Date   
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AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION   

I hereby authorize: __________________________________ (pracNNoner) to release/disclose my child’s 
health informaNon as described below.   

PracNNoner’s Name: ___________________________________  
Address: _________________________________ (City) ___________ (State) ________ (Zip) ________ 
Office Phone: ___________________ Office Fax: ______________________   

Please iden1fy the informa1on to be released: ____Please Release ALL Records ____Office Notes 
____TesNng Results ____MedicaNon List   

Please ini1al below to indicate your understanding:   
____ I understand I have a right to revoke this authorizaNon at any Nme. I understand if I revoke this 
authorizaNon, I must do so in wriNng and present my wriTen revocaNon to the pracNce. I understand 
the revocaNon will not apply to informaNon that has already been released in response to this 
authoriza#on. I understand the revoca#on will not apply to my insurance company when the 
law provides my insurer with the right to contest a claim under my policy.   

A-en0on-MD NJ Financial Policy 

This financial policy contains important informaNon about payment for our professional services.  
Payment for professional services may be made by cash, check, or credit/debit card. It is intended to help 
us provide your child with the highest level of medical care and help control administra3ve costs for 
services provided. AUen1on-MD New Jersey is a fee-for-service provider. Payment for provided services 
is expected at the 1me of service. 

At the 1me of service, the prac1ce will provide an itemized receipt of payment for medical and tes1ng 
services performed which can be submiUed to your insurance company for reimbursement. 

AUen1on-MD NJ will con1nue to work with insurance companies to help our pa1ent’s maximize 
pharmacy and laboratory benefits, to the best of our ability.  We cannot guarantee insurance coverage 
for all recommended treatments, medica1ons, or laboratory tests.  

Our services may or may not be covered by your policy. It is your responsibility to contact your carrier to 
determine if our services are covered under your contract prior to the date of service PaNents 18 years 
old and above, who are covered under the insurance policy of the parent or guardian, must designate 
whether responsibility for payment will fall upon the parent/ guardian or themselves.  

 The fees at Attention-MD New Jersey are as follows: 

New Intakes with Doctor: $475: Evaluation includes in-person comprehensive medical and 
psychosocial history and clinical interview; review of submitted medical information and 
behavioral symptom forms; and objective neuropsychological testing (QbTest) with 
interpretation; and treatment recommendations. E/M codes: 99204, 96132. 96138,  
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Follow-up Visits with Doctor: $135.00 Evaluation includes in-person review of interval 
medical and psychosocial history and clinical interview, with adjustment of treatment as 
necessary. E/M codes: 99214, 96127  

Follow-up Visits with objective neuropsychological testing (QbTest): $250.00 Evaluation 
includes in-person review of interval medical and psychosocial history and clinical interview, 
with adjustment of treatment as necessary; and QbTest with interpretation. E/M codes: 
99214, 96132, 96138, 96127  

Telehealth encounter---$90.00 Limited to out-of-area college attending patients and patients 
experiencing a practice-recognized emergency or illness. Evaluation includes a video/audio 
review of interval medical and psychosocial history and clinical interview with adjustment of 
treatment as necessary. E/M codes: 99442, 96127. 

Non-Medical Services –THESE CANNOT BE SUBMITTED TO INSURANCE  
Late CancellaNon/No Show Extended 
Appointment $150  

Returned Check $35  

No Show Follow-up Appointments $50  Form CompleNon Fee (Not at Time of Service) $10 
per Issue  

AccommodaNon Requests (Extensive) $50  Medical Records Copies ----- $10  
AdministraNve fee plus $1 per page for pages  
1-25 /$0.50 per page for pages 26 and over  

I have read and understand the financial policy as stated.   

_____________________________________ Guarantor Print Name (Parent/Guardian/PaNent)   

__________________________ PaNent (if over 18) or Guarantor Signature ________________ Date    

LATE RESCHEDULING/CANCELLATION/NO SHOW POLICY   

Our provider’s 6me is reserved for you. We do not double book our pa6ents in order to provide 
adequate 6me for each individual appointment. We strive for excep6onal care through individual 
a[en6on. Any appointment rescheduled or cancelled less 24 hours before the appointment day is 
considered a Late Rescheduling/Cancella6on/No Show.   

A Late Rescheduling/CancellaNon/No Show on a new or extended paNent appointment will result in a 
$150 fee that is not covered by insurance.   

A Late Rescheduling/CancellaNon/No Show on an established paNent appointment will result in a fee of 
$50 that is not covered by insurance. Repeated Late Rescheduling/CancellaNon/No Show appointments 
will result in uncondiNonal discharge from care at this facility.   

I, ________________________________, (pa6ent/parent/legal guardian) acknowledge that I fully 
understand the A[en6on-MD NJ Late Rescheduling/Cancella6on/No Show policy.   

________________________________ Signature PaNent/Guarantor  _______ Date   
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A3en'on-MD NJ Credit/Debit Card Policy   

We welcome you to our pracNce. We look forward to helping your child and you understand and manage 
the aTenNon, learning and associated condiNons that your child faces.  
To reduce administraNve costs, we will ask you for a credit/debit or health savings card which will 
securely be held on file and be used to paNent balances, charges for evaluaNons and tesNng, and non-
covered services and fees, which are not paid for in another manner at the Nme of service. The Card will 
be used to process professional services, as well as administraNve fees under the following 
circumstances. Any quesNons regarding our billing procedure can be addressed with our PracNce 
Manager.   

1. 1)  All services, tesNng, and office policy fees not otherwise paid within thirty (30) days of fee 
accrual including but not limited to, missed, or late cancelled appointment fees.   

2. 2)  Failure to comply with the pracNces Financial Policy, in total will result in the following: a. No 
future appointments will be scheduled for the paNent.  
b. Your account will be turned over to a collecNon agency.  
c. We will provide a summary copy of your medical records and ensure prescripNon for one (1) 

month supply of appropriate medicaNon. (At the discreNon of the medical services provider). 
We greatly appreciate your understanding and cooperaNon.   

I, ___________________________(parent, legal guardian, paNent if 18 or older), acknowledge that I 
understand the ATenNon-MD NJ, Credit/Debit card policy.   

Card Type: ___________ Name on Card: ____________________________   

Card Number: __ __ __ __- __ __ __ __- __ __ __ __- __ __ __ __   

ExpiraNon Date: ___________. CVV:________   

Billing Address: ______________________________________ City:_____   

________________________________Guarantor Signature or PaNent (if 18 or older) Date__________   

  


