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	PATIENT INFORMATION


	Last Name

	First Name

	M.I.


	Date of Birth

	Sex
☐ M   ☐ F   ☐ Other  ____
	Best Contact Phone


	Medicare ID

	Medicaid ID

	Other Insurance / ID



	FACILITY WHERE CARE WILL BE PROVIDED


	Facility Name

	City

	State

	Room / Unit


	Facility Setting
☐ Skilled Nursing   ☐ Assisted Living   ☐ Memory Care   ☐ Independent Living   ☐ Group Home   ☐ Other: ____________
	Attending Provider



	SERVICES SELECTED  —  MARK EACH SERVICE THE PATIENT WISHES TO RECEIVE WHEN CLINICALLY APPROPRIATE


	☐ Psychiatric Evaluation & Medication Management        ☐ Individual Therapy / Counseling        ☐ Behavioral Health Consultation
☐ Cognitive Assessment        ☐ Family / Caregiver Support Visits        ☐ Other (specify): _________________________
Optional Add-Ons:
Telehealth Visits.  When clinically appropriate, visits may be conducted by secure video or telephone in place of in-person care. A separate Wolf Laurel Telehealth Consent governs these visits.   ☐ Accept   ☐ Decline
AI-Assisted Clinical Documentation.  Wolf Laurel may use ambient or scribing tools to capture visit audio and generate a clinical note. Recordings are not retained as part of the record. Consent may be withdrawn at any time.   ☐ Accept   ☐ Decline


	ACKNOWLEDGEMENTS & AUTHORIZATIONS


	A.  Consent to Treatment.  The undersigned authorizes Wolf Laurel Mental Health & Wellness and its credentialed clinicians and staff to furnish psychiatric, psychological, and related behavioral health services that are clinically indicated, including evaluation, diagnosis, medication management, psychotherapy, and care coordination. Consent may be withdrawn in writing at any time without affecting services already rendered.
B.  Care Coordination & Information Exchange.  Wolf Laurel may exchange protected health information with the facility, the attending physician, pharmacies, treating providers, payors, and others involved in the patient’s care, as permitted under HIPAA, 42 CFR Part 2 (where applicable to substance use treatment records), and applicable state law. Disclosures are limited to information reasonably necessary for treatment, payment, or operations.
C.  Insurance & Financial Responsibility.  The undersigned assigns to Wolf Laurel any benefits payable under Medicare, Medicaid, and any other applicable health plan for services furnished, and directs that payment be made to Wolf Laurel. The patient remains responsible for deductibles, coinsurance, copayments, and any non-covered amounts. Where required, Wolf Laurel will furnish written advance notice of items or services not expected to be covered (such as a Medicare ABN) before such services are rendered.
D.  Notice of Privacy Practices & Patient Rights.  The undersigned acknowledges access to Wolf Laurel’s Notice of Privacy Practices, Patient Rights statement, and Grievance Policy, available from the Practice and on its website, and the right to a paper copy on request.
E.  Emergency Care.  Wolf Laurel does not provide 24/7 emergency response. In the event of a behavioral or medical emergency, the facility’s emergency procedures apply, and 911 or 988 should be used as appropriate.


	PATIENT SIGNATURE


I have read, or had read to me, the information in this form. I have had an opportunity to ask questions, and I authorize Wolf Laurel Mental Health & Wellness to furnish the services indicated above.
	Signature of Patient or Authorized Representative

	Printed Name

	Date



	COMPLETE ONLY IF SIGNED BY AN AUTHORIZED REPRESENTATIVE


	Basis of Authority:  ☐ Healthcare Power of Attorney   ☐ Court-Appointed Guardian / Conservator   ☐ Healthcare Surrogate   ☐ Next of Kin (state allows)   ☐ Parent of Minor
Documentation evidencing the representative’s legal authority must accompany this form before services begin.


	Representative Full Name

	Phone

	Email



	CONDITIONAL SECTIONS  —  COMPLETE ONLY IF APPLICABLE


	SNF Referral for Behavioral Health Services
Required for SNF patients. The attending provider hereby orders behavioral health services for management of emotional, behavioral, or cognitive symptoms and any related psychotropic therapy.
Attending Provider Sig / Name / NPI / Date

	Verbal Consent (Patient Cannot Sign)
Use only when the patient or representative is physically unable to sign. Two witnesses must attest the terms were read aloud and verbal agreement was given.
Reason patient could not sign: ____________
Witness 1 sig / name / date  ____   Witness 2 sig / name / date  ____


Submit with: ☐ Facility Face Sheet   ☐ Insurance Card (front & back)   ☐ Documentation of Representative Authority (if signed by representative)
Return completed form to Wolf Laurel Intake by secure fax or encrypted email.
