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Patient Registration 
 
Patient Name            
    Last      First          Middle Initial 
 

Mailing Address            

 

 City      State     ZIP   

  

Home Phone      Work Phone       
 
Cell Phone      Friend or Family Member   

     someone to call to get a message to you if you can’t be reached 
            

Date of Birth      Sex     Age     Race     

Social Security Number       Are you retired? Yes ___ No ___ 

 

Employer Name/Address          

 
In case of an emergency, who should be notified? 
  
Name         Phone Number     
 

Relationship to Patient          

If the patient is a minor or if someone other than patient is responsible for payment, 
please fill in everything below. The person responsible for the bill must sign below. 
 
Guarantor Name            
         Last        First          Middle Initial 
 
Date of Birth     Social Security Number       
  
Relationship to Patient:           

I hereby accept responsibility for all charges to the account of this patient 

Guarantor’s Signature:           

 

Gordon Behavioral Sciences, P.C. 

Frank G. Pratt, Jr., M.D 
Psychiatrist 



Revised 07/19/19 

Insurance Information  We must have a copy of your card. 
 
Medicare #      Medicaid#      
 

Insured Name person responsible for bill, if not same as above. 
 
Name        Employer      
 
SSN        Date of Birth      
 
Phone Number      Do you have insurance?   Yes    No 

Primary Insurance Information 
 
Insurance Company            
 
Insurance Address            
 
Insurance Phone Number             
 
Policy Number        Group Number      
 
Policy Holder        Relationship to patient     
  

Secondary Insurance Information 
 

Insurance Company            
 
Insurance Address            
 
Insurance Phone Number             
 
Policy Number        Group Number      
 
Policy Holder        Relationship to patient     
 
 

NOTE:  PAYMENT IS EXPECTED AT THE TIME OF SERVICE 
 
 
ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT. NECESSARY FORMS WILL BE 
COMPLETED TO HELP EXPEDIATE INSURANCE CARRIER PAYMENTS. HOWEVER, THE PATIENT IS RESPONSIBLE 
FOR ALL FEES REGARDLESS OF INSURANCE COVERAGE. I UNDERSTAND THAT GORDON BEHAVIORAL 
SCIECNES P.C. MAY USE THE SERVICES OF A COLLECTION AGENCY TO COLLECT DELINQUENT FEES FROM ME. 
I  AUTHORIZE THE RELEASE OF MEDICAL AND GOVERNMENT BENEFITS TO GORDON BEHAVIORAL SCIENCES, 
P.C. THAT PROVIDE SERVICES TO ME. 
 
                      
Signature Parent’s signature if patient is under 18         Date 
 

 



  

   

Release and Assignment Form 
 
 
1. I authorize the release by Frank G. Pratt, Jr., MD./ Gordon Behavioral Sciences, PC. of my medical records and information necessary to process 

my medical insurance claims. 
 
2. I authorize and request payment of medical benefits directly to Frank G. Pratt, Jr., M.D., my physician. 
 
3. I authorize Frank G. Pratt, Jr., M.D., my physician, to release my medical records and related information to any physician, hospital, or other 

medical treatment facility to which I may be referred to for medical care and treatment. 
 
4. If the payment of any medical care is to be made by anyone besides myself, or if I am a participant in a managed care organization, I authorize 

the release by Frank G. Pratt, Jr., M.D., my physician, of pertinent information in my medical files or related information to such parties, including 
records, files and information related to psychiatric and psychological care, drug and alcohol abuse, child or adult abuse or neglect, and confidential 
HI V/AIDS information, in order that Frank G. Pratt, Jr., M.D., my attending physician, may comply with the disclosure requirements of 
such plan, or for any reason requiring release of my medical tiles and records as contained in the Agreement between my insurance 
company and my attending physician. 

 
5. I am personally responsible for the payment to Frank G. Pratt, Jr., M.D./Gordon Behavioral Sciences, PC. for all charges that occur as a result of 

my medical treatment. I understand that Dr. Pratt’s services may not be covered by insurance company. I have received a copy of Dr. Pratt’s fee 
schedule, and understand that I will be subject to any future fee changes. I understand that I will be responsible for 100% of these fees if my 
insurance coverage is denied. 

 
6. Some services may require prior authorization. 
 
7. If I am a Medicare enrollee, I authorize the holder of medical or other information about me to release to the Social Security Administration and 

Health Care Financing Administration or its intermediaries or carriers any information needed for processing any of my Medicare related claims. I 
request payment of medical insurance benefits either to myself or to the party who accepts assignment. I understand that regulations pertaining to 
Medicare assignment of benefits apply. 

 
8. I agree that this authorization will cover all medical services rendered until such authorization is revoked in writing by me. A photocopy of this 

form may be used in lieu of the original. 
 
9. I authorize any and all pharmacies and pharmacists to release to Frank G. Pratt, Jr., M.D., my attending physician, all information concerning my 

pharmaceutical records. 
 
10. I authorize Frank G. Pratt, Jr., M.D. to furnish any medical or pertinent financial information regarding my care to,   , 
 my personal representative, who may be contacted at       phone number (optional.) 
 
11. In the event Dr. Pratt is unable to reach me, he may leave a message on my answering machine Circle one:  yes no 
 
12. I consent to the review of my medical record for the purposes of clinical research. I understand that any information collected 
 is confidential and that my identity is protected Circle one:  yes no 
 
13. The undersigned patient hereby agrees and consents to such diagnostic procedures and the administration of such medical and or psychological 

treatment as the above-referenced attending physician may perform or request. Consent is also given for such other Gordon Behavioral Sciences, 
P.C. employees and personnel as maybe determined by the attending physician to provide such diagnostic procedures and treatment to the 
undersigned patient. 

 
 
                
Signed Patient or Legal Representative      Date 



  

   

TREATMENT AGREEMENT 
 
Both I the patient and my physician and his staff have a common treatment goal to improve my ability to function and/or work. In consideration of that 
goal I may be treated with potent medications. Some of them may be amphetamines, narcotics, tranquilizers and/ or barbiturates. Many of these 
medications are considered controlled substance medication, and their use is closely controlled and monitored by local, state and federal agencies. 
Prescribed medications are highly effective when taken as directed under medical supervision, but they also have a potential for misuse and abuse. I 
understand that medication alone, or in combination with alcohol, may impair my ability to think and perform tasks such as driving. 

1. I realize that there are many problems inherent in the use of controlled substances, including the possibility of tolerance the loss of effect of the 
current dose, dependence abstinence syndrome might occur if the opioid is withdrawn, addiction loss of control in regard to the drug, with 
compulsive use and preoccupation with acquisition, and side effects such as skin rash, constipation, sexual dysfunction, sleep disturbance, 
sweating, altered mental status, sedation and difficulty breathing.  I understand that to stop taking medications abruptly may be dangerous and 
lead to withdrawal symptoms. If medications need to be discontinued, I will do so gradually and only under medical supervision. 

2. I recognize that opioids may be prescribed with the intent of improving my productivity and daily level of functioning. If they are prescribed, I 
may be asked to provide my physician with proof of same in the form of a statement of employment, school attendance, or volunteer work, or 
to obtain two sworn statements from responsible adults, only one of which can be a family member, who will identify the ways in which I am 
more productive and functional as a result of taking opioids. 

3. I will obtain medications prescribed by Dr. Pratt from only one pharmacy, listed below:. 
  
 
           
   Pharmacy     Phone 
 
4. I will inform my physician of all medications I am taking, because I realize that dangerous drug interactions can occur, I will bring 
 back all unused opioids in the original bottle. If I suspect that 1 am pregnant, I will call Dr. Pratt immediately. 
5. I agree to abstain from the use of all illegal drugs. I agree to not take prescription medications unless I have a legal, unexpired prescription. I    
   agree to never, under any circumstances, share any medication that is prescribed to me with anyone else. I give permission to Dr. Pratt to perform      
   random and unannounced urine drug screens. I acknowledge that the presence of any non-prescribed or illicit drug  in a drug screen, and/or other     
   indication of illegal drug use will be grounds for permanent termination of my patient/physician relationship with Dr. Pratt. 
6. I waive my right of privacy with regard to this treatment agreement so that my physician can contact any health care provider, 
 pharmacy, legal authority, or family member to obtain or provide information about patient care. 
7. I am responsible for my controlled substance medications. If the medications or the prescriptions are lost, misplaced, stolen, or 
 disappear for any reason, they will not be replaced. I will keep track of the amount of the medications left and plan ahead for refill of 
 my prescriptions in a timely manner so I will not run out of medications. Generally, controlled substances may be obtained only 
 through a scheduled visit with my physician. They may be prescribed without a visit on rare occasions. 

 A. A 48 hour advance notice is usually needed for refills of prescriptions. 
 B. Requests for refills must be telephoned to the pharmacy with the exception of Schedule II medications, which must be requested from 

10:00 A.M. to 3:00 P.M. Monday through Friday. Refills will not be made at night, on holidays, or on weekends. 
 C. Schedule II  prescriptions cannot be called in and must be picked up or sent through the mail. 
 D. I understand that Dr. Pratt cannot send prescriptions to pharmacies via. electronic prescribing (“E-Prescribing”).  

8. I agree to help myself by trying to change my behavior towards a healthier lifestyle, including stopping smoking, use of alcohol only 
 in moderation as permitted by my physician, diet and weight control, and exercise. I agree to abstain from all illegal drug use. I understand that only      
     through following a healthier lifestyle can I hope to have the most successful outcome to my treatment. 
9.  I acknowledge that threats of legal action to coerce any physician to prescribe controlled substances is considered by law to be 
 extortion, and is punishable as same. 
10. I understand that as a physician, Dr. Pratt is a mandated reporter for suspected  child abuse under Georgia Law OCGA 19-7-5. I also understand that  
      Mandate. Mandated reporting laws also require Dr. Pratt to report suspected abuse of and elderly or disabled individual. 
11.  I acknowledge that my violation of the spirit and terms of this agreement may result in termination of the doctor/patient relationship. 
 
 
                 
Patient     Witness     Date 
 

Our HIPPA notice is posted on the wall in our waiting room. 
Please let a staff member know if you want a hard copy. 



  

 

CONTRACT FOR CONTROLLED SUBSTANCE MEDICATION PRESCRIPTION 
 
Both I the patient and Frank G. Pratt, Jr., M.D. and Gordon Behavioral Sciences, P.C. staff have a common treatment goal to improve my ability to function 
and/or work. In consideration of that goal I am being treated with potent medications. Some of them may be amphetamines, narcotics, tranquilizers and/or 
barbiturates. These medications are considered controlled substance medication, and their use is closely controlled and monitored by local, state and federal 
agencies. These medications are highly effective when taken as directed under medical supervision, but they also have a potential for misuse and abuse. 
 
I have been fully informed by my physician and staff about psychological dependence and about possible physical addiction to controlled substances. If this 
happens, I will follow my physician’s guidance and participate in any treatment program prescribed which may include detoxification, psychological 
counseling and medical treatment. 
 
I understand that medication alone or in combination with alcohol may impair my ability to think and perform tasks such as driving. I agree not to drive any 
motor vehicle if impaired by any medication. 
 
I therefore agree to abide by the following conditions: 

1. I will follow the treatment plan to which my physician and I agree. I will take the medications as directed, no more and no less. If I use up my 
medication sooner than prescribed, I understand that it will not be replaced. 

2. I will not ask for or accept controlled substance medications or non-controlled psychotropic prescriptions from any other individual or physician while 
I am receiving such medications from Dr. Pratt. If requested, I agree to sign a release of information form to obtain pharmacy records documenting 
prescriptions I have received. 

3. I know that some patients may develop tolerance the need to increase the dose of the medication to achieve the same effect. I also understand that if as 
a result of other treatment modalities or the natural course of my disease process. my symptoms decrease, my medication doses will have to be 
adjusted as deemed appropriate by my physician. I will not adjust the medications myself unless instructed beforehand during an office visit. 

4. I understand that to stop taking the medications abruptly may be dangerous and lead to withdrawal symptoms. If medications need to be discontinued, 
I will do so gradually and only under medical supervision. 

5. I am responsible for my controlled substance medications. If the medications or the prescriptions are lost, misplaced, stolen, or disappear for any 
reason, they will not be replaced. 

6. I am responsible for keeping track of the amount of the medications left and planning ahead for refill of my prescriptions in a timely manner so I will 
not run out of medications. 

7. I agree to help myself by trying to change my behavior towards a healthier lifestyle including stopping smoking, use of alcohol only in moderation as 
permitted by my physician, diet and weight control and exercise. I agree to abstain from all illegal drug use. I understand that only through following a 
healthier lifestyle can I hope to have the most successful outcome to my treatment. 

 
I understand that if I violate any of the above conditions, my controlled substance prescriptions and/or treatment at the office of Dr. Pratt may be ended 
immediately, If the violation involves obtaining controlled substances from another individual as described above, the incident may also be reported to my 
primary physician, local medical facilities, pharmacies and other authorities. 
 
 
 
 
 
                 
Patient     Witness     Date 
 
 
 
 
 
 
 
 
 

 



  

 

New Patient Consent to the Use and Disclosure of Health Information 
for Treatment, Payment, or Healthcare Operations 

 
I, _______________________, understand that as part of my health care, Gordon Behavioral Sciences, P.C. originates 
and maintains paper and/or electronic records describing my health history, symptoms, examination and test results, 
diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as: 
 
• A basis for planning my care and treatment, 
• A means of communication among the many health professionals who contribute to my care, 
• A source of information for applying my diagnosis and surgical information to my bill 
• A means by which a third-party payer can verify that services billed were actually provided, and 
• A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals 
 
I understand that I know how to obtain Dr. Pratt’s Notice of Information Practices, which provides a more complete 
description of information uses and disclosures. I understand that I have the following rights and privileges: 
 
• The right to review the notice prior to signing this consent, 
• The right to object to the use of my health information for directory purposes, and 
• The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or health care 

operations 
 
I understand that Gordon Behavioral Sciences, P.C. is not required to agree to the restrictions requested.  I understand 
that I may revoke this consent in writing, except to the extent that the organization has already take action in reliance 
thereon.  I also understand that by refusing to sign this consent or revoking this consent, this organization may refuse 
to treat me as permitted by Section 164.506 of the Code of Federal Regulations. 
 
I further understand that Gordon Behavioral Sciences, P.C. reserves the right to change their notice and practices and 
prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations.  Should Gordon 
Behavioral Sciences, P.C. change their notice, they will send a copy of any revised notice to the address I’ve provided 
(whether U.S. mail or, if I agree, email). 
 
I wish to have the following restrictions to the use or disclosure of my health information: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
I understand that as part of this organization’s treatment, payment, or health care operations, it may become necessary 
to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, 
including disclosures via fax. 
 
I fully understand and accept / decline the terms of this consent.  
 
_________________________________ 
Patient’s Signature 
 
___________________________ 
Date 
 
FOR OFFICE USE ONLY 
[   ]  Consent received by ____________________________________ on ________________________. 
[   ]  Consent refused by patient, and treatment refused as permitted. 
[   ]  Consent added to the patient’s medical record on ______________________________. 

Revised July, 2019 



  

 

 
Notice of Health Information Practices 

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

 

Introduction 

Dr. Pratt and staff are committed to treating and using protected health information about you responsibly.  This Notice of Health Information 

Practices describes the personal information we collect, and how and when we use or disclose that information.  It also describes your rights 

as they relate to your protected health information.  This Notice is effective April 2003, and applies to all protected health information as 

defined by federal regulations. 

 

Understanding Your Health Record/Information 

Each time you visit Dr. Pratt, a record of your visit is made. Typically, this record contains your symptoms, examination and test results, 

diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, serves as a: 

 

• Basis for planning your care and treatment, 

• Means of communication among the many health professionals who contribute to your care, 

• Legal document describing the care you received, 

• Means by which you or a third-party payer can verify that services billed were actually provided, 

• A tool in educating heath professionals, 

• A source of information for public health officials charged with improving community health, 

• A tool with which we can assess and improve the care we render and the outcomes we achieve. 

 

Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who, what, 

when, where, and why others may access your health information, and make more informed decisions when authorizing disclosure to others 

 

Your Health Information Rights 

Although your health record is the physical property of this office, the information belongs to you. You have the right to: 

 

• Obtain a paper copy of this notice of information practices upon request, 

• Inspect and copy your health record as provided for in 45 CFR 164.524, 

• Amend your health record as provided in 45 CFR 164.528, 

• Obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528, 

• Request communications of your health information by alternative means or at alternative locations, 

• Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522, and 

• Revoke your authorization to use or disclose health information except to the extent that action has already been taken. 

 

Our Responsibilities 

We are required to: 

• Maintain the privacy of your health information, 

• Provide you with this notice as to our legal duties and privacy practices with respect to information we collect and maintain about you, 

• Abide by the terms of this notice, 

• Notify you if we are unable to agree to a requested restriction, and 

• Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations. 

 

We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain.  

Should our information practices change, we will mail a revised notice to the address you’ve supplied us. 

 

We will not use or disclose your health information without your authorization, except as described in this notice.  We 

will also discontinue to use or disclosure your health information after we have received a written revocation of such 

an authorization according to the procedures included in the authorization. 
 

 

 

 

 

 

 

 

 

 



  

 

 

For More Information or to Report a Problem 
If have questions and would like additional information, you may contact the practice’s Privacy Officer,  

Frank G. Pratt, III at (770) 387-3535. 

 

If you believe your privacy rights have been violated, you can file a complaint with the practice’s Privacy Officer, or with the Office for Civil 

Rights, U.S. Department of Health and Human Services. There will be no retaliation for filing a complaint with either the Privacy Officer or 

the Office for Civil Rights.  The address for the OCR is listed below: 

 

Office for Civil Rights 

U.S. Department of Health and Human Services 

200 Independence Avenue, S.W. 

Room 509F, HHH Building 

Washington, D.C. 20201 

 

Examples of Disclosures for Treatment, Payment and Health Operations 
 

We will use your health information for treatment.  

For example: Information obtained by a nurse, physician, or other member of your health care team will be recorded in your record and used 

to determine the course of treatment that should work best for you. Your physician will document in your record his or her expectations of the 

members of your health care team. Members of your health care team will then record the actions they took and their observations. In that 

way, the physician will know how you are responding to treatment.  

We will also provide your physician or a subsequent health care provider with copies of various reports that should assist him or her 

in treating you once you’re discharged from this hospital.  

 

We will use your health information for payment.  

For example: A bill may be sent to you or a third-party payer. The information on or accompanying the bill may include information that 

identifies you, as well as your diagnosis, procedures, and supplies used.  

 

We will use your health information for regular health operations.  

For example: Members of the medical staff, may use information in your health record to assess the care and outcomes in your case and 

others like it. This information will then be used in an effort to continually improve the quality and effectiveness of the healthcare and service 

we provide.  

 

Business associates: There are some services provided in our organization through contacts with business associates. Examples include, but 

are not necessarily limited to physician services in the emergency department and radiology, laboratory tests, and our transcription company. 

When these services are contracted, we may disclose your health information to our business associate so that they can perform the job we’ve 

asked them to do and bill you or your third-party payer for services rendered. To protect your health information, however, we require the 

business associate to appropriately safeguard your information. 

Notification: We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person 

responsible for your care, your location, and general condition. 

Communication with family: Health professionals, using their best judgment, may disclose to a family member, other relative, close personal 

friend or any other person you identify, health information relevant to that person’s involvement in your care or payment related to your care. 

Funeral directors: We may disclose health information to funeral directors consistent with applicable law to carry out their duties. 

Appointments: We may contact you to provide appointment reminders  

Food and Drug Administration (FDA): We may disclose to the FDA health information relative to adverse events with respect to food, 

supplements, product and product defects, or post marketing surveillance information to enable product recalls, repairs, or replacement.  

Workers compensation: We may disclose health information to the extent authorized by and to the extent necessary to comply with laws 

relating to workers compensation or other similar programs established by law. 

Public health: As required by law, we may disclose your health information to public health or legal authorities charged with preventing or 

controlling disease, injury, or disability. 

Correctional institution: Should you be an inmate of a correctional institution, we may disclose to the institution or agents thereof health 

information necessary for your health and the health and safety of other individuals.  

Law enforcement: We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena. 

 

Federal law makes provision for your health information to be released to an appropriate health oversight agency, public health authority or 

attorney, provided that a work force member or business associate believes in good faith that we have engaged in unlawful conduct or have 

otherwise violated professional or clinical standards and are potentially endangering one or more patients, workers or the public. 

 



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)DATE:NAME:Over the last 2 weeks, how often have you beenbothered by any of the following problems? Not at all Severaldays More thanhalf thedays Nearlyevery day(use "ⁿ" to indicate your answer) 0 1 2 3Little interest or pleasure in doing things1. 0 1 2 3Feeling down, depressed, or hopeless2. 0 1 2 3Trouble falling or staying asleep, or sleeping too much3. 0 1 2 3Feeling tired or having little energy4. 0 1 2 3Poor appetite or overeating5. 0 1 2 3Feeling bad about yourself   or that you are a failure orhave let yourself or your family down6. 0 1 2 3Trouble concentrating on things, such as reading thenewspaper or watching television7. 0 1 2 3Moving or speaking so slowly that other people couldhave noticed. Or the opposite    being so figety orrestless that you have been moving around a lot morethan usual8. 0 1 2 3Thoughts that you would be better off dead, or ofhurting yourself9. add columns + +TOTAL:(Healthcare professional: For interpretation of TOTAL,please refer to accompanying scoring card). Not difficult at allIf you checked off any problems, how difficulthave these problems made it for you to doyour work, take care of things at home, or getalong with other people?10. Somewhat difficultVery difficultExtremely difficultCopyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD© is a trademark of Pfizer Inc.A2663B 10-04-2005
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