
( Please Prin1) 

Client's Name: 

Address: 

Pucrick J. Schwanz, P!iy,D. 
Lkcnnd Cllnlnl P,ycholo,:lst 

JSY7 S Purl S1, Sic 100 
Enelcwood, CO 110110 

()OJ) 64J-R847 

CLIENT INFORMATION

---------

F11.11 1'11 

---------· ... ·-- .. -·-· 
l ·,,, 

Date of Binh: _/_/_ Phone: L_) _____ /l__J _______ _ 
llomc Wo1k 

Clien1's Employer/School: ______ ______________ _

Employer/School Address: 
S1rc:c1 

Clienl's Children (or Siblings): ________ _ 
Name Name 

Name Name "'' Ni1111C 

N11me of Spouse (or Parenl): 

Spouse's (or Parenl 's) Address: 
(.'i1y l.,p 

Spouse's (or Parenl's) Phone: ('-_ __, ________ IL_) ________ _ 
llon1c 

E111er�cncy Con1nc1: ______ _ 
NanlC 

Client's Primary Care Physician:

\Vho re(errcd you to our office? ______________________ _

is condition related 10 employment? ____ _ Acciden1? -----

Other'? (Please explain) ___________________ _ 

Marital S1a1u�: S1uden1 Full or pan lime? ----

Please brieOy describe !he reasons for seeking 1ren1me111: 

If you have sought previous rreatmcnt for 1his condi1ior,, please describe 1he type of 1re.,1mcn1. 
who provided this trca1mcnt ,nd approximate dates "r 1rca1mcn1: 



INSUR/\Nl'li INFORMATION 

Insurance Company: 

Policy Numhcr; ________ _ ---. (.;ro·up Nu111hc,. --··-··· ... 

Policy I lolc.ler·s Full Name: 

Puli1:y Holder"� Soci11I-Sec11rity Numhcr: 

Policy Holder's Date off3irtlr:

Policy Holder's Employer: 

- , ___ ./.__ _ _  -

l\)licy I luhJcr'.s Rdutionship to the Clfonl: 

REL�t\SE OF INFOKM/\ TION 

1 certify ro the occuracy 0C1he above cllcnl in for.motion and aulhorl:tc lhe rell!nse ofnny medical 
i 11 forrna1ion ncccss.\ry 10 µrocc:..s cloims. including nmlinttd management c11re sul>sidiaric:� (or 
u1hcr ogc:nc;y) 

PAYMENT J\Glff.f.M�NT 

Thi- u11(lt:1Jigncd agrees. whc11ier siguiJJ� 11, an agent or as Ilic cJicnt, tha1 i11 ..:orr:iideracion or 
:.crvfoo 10 he rendered to the client. hcl$hc is hereby ohllgared to pay Potrick.J Schwi'trtl.. P�y.O. 
the Jctlu1:tiblcs, cop.1ys ond 01.her charges i\S incurred over the coor.:;c oft�i11ment. unless 
uJhcrwisc sp�cifi.¢c.l i11 you particular insurance conrrnct. Wt.ask thal lhc person Respon$ible 
mukc pnymcn( Ill eiJ<;h·',<1Sit unh:$�tlrr"n�eu. 

Pica� discuss 1hcsc maners with tlic Ovctor if'you hove any funher quc�tions. 

-·Si1w..iv�� u( Rcsp.vi11blc 1',.-�w1 
(l'orm1 if dirn1 u 111111,:, >.I )Y...n 11l(/J 

� " o o o o o � o o • o o • fl,.,.,, 4 ·"·" ./J o o.o o • «, 'O 111 v a ·a e • o D o o • • o • o o e o • e e • o "• • o 0 c, e O 8 0 0 0 0 0 0 0 0 0 0 0 0 , 

r-or Offat U$t: Only: Chan M ___ _ 

ChargcJSessio11: ·------­

l);)re eJ11crcd: 

-----··----- DX: ___ _ 

----· ·-- Copay Amoun1 
----



NAME: 

Patrick J Schwartz, Psy.D. · 
Licensed Clinical Psychologist 

3597 S Pearl St Ste 1 oo
Englewood, CO 80113 

303-643-8847 

MEDICAL INFORMAT,ON · 
Hospitalizations/Medical Conditions/Major Illnesses 

·-----,, 

Hospitalization� or Surgeries (last 2 
11 

Serious IHness�njuries:
years) Ii 

! 
i 
i 

11 
It1!
H 

\l 
;=:;============:::-=..,:=::;:l:.::-

I �•
,.. 

_____ .==--
--

--• 

! Chronic Medical Conditions:
1 
I Current Medica1.:conditions�

l 
i 

Current Medications: 
Prescnbed: 

Over the Counter: 

Dosage: 

My Physician's Name: ___________ Phone Number: _____ _

My Psychiatrist's Name: (if applicable) _______ __,J�it10ne : ______ _

Allergies (Drug SensltiVity): 

Alcohol Consumption: Amount_________ Frequency ______ _ 
Family History of Alcohol/Drug use, Mental Health, Physical Conditions: 

Member: History: 









Informed Consent for Telehealth Services 

Therapist: ______________________________________________________________ 

Definition of Telehealth 

Telehealth involves the use of electronic communications to enable BTID’s mental health professionals 

to connect with individuals using interactive video and audio communications. 

Telehealth includes the practice of psychological health care delivery, diagnosis, consultation, 

treatment, referral to resources, education, and the transfer of medical and clinical data. 

I understand that I have the rights with respect to telehealth: 

1. The laws that protect the confidentiality of my personal information also apply to telehealth. As such,

I understand that the information disclosed by me during the course of my sessions is generally

confidential. However, there are both mandatory and permissive exceptions to confidentiality,

including, but not limited to, reporting child, elder, and dependent adult abuse; expressed threats of

violence toward an ascertainable victim; and where I make my mental or emotional state an issue in a

legal proceeding. I also understand that the dissemination of any personally identifiable images or

information from the telehealth interaction to other entities shall not occur without my written consent.

2. I understand that I have the right to withhold or withdraw my consent to the use of telehealth in the

course of my care at any time, without affecting my right to future care or treatment.

3. I understand that there are risks and consequences from telehealth, including, but not limited to, the

possibility, despite reasonable efforts on the part of the counselor, that: the transmission of my personal

information could be disrupted or distorted by technical failures, the transmission of my personal

information could be interrupted by unauthorized persons, and/or the electronic storage of my personal

information could be unintentionally lost or accessed by unauthorized persons. BTID utilizes secure,

encrypted audio/video transmission software to deliver telehealth.

4. I understand that if my counselor believes I would be better served by another form of intervention

(e.g., face-to-face services), I will be referred to a mental health professional associated with any form of

psychotherapy, and that despite my efforts and the efforts of my counselor, my condition may not

improve, and in some cases may even get worse.

5. I understand the alternatives to counseling through telehealth as they have been explained to me,

and in choosing to participate in telehealth, I am agreeing to participate using video conferencing

technology. I also understand that at my request or at the direction of my counselor, I may be directed

to “face-to-face” psychotherapy.



6. I understand that I may expect the anticipated benefits such as improved access to care and more

efficient evaluation and management from the use of telehealth in my care, but that no results can be

guaranteed or assured.

7. I understand that my healthcare information may be shared with other individuals for scheduling and

billing purposes. Others may also be present during the consultation other than my counselor in order

to operate the video equipment. The above-mentioned people will all maintain confidentiality of the

information obtained. I further understand that I will be informed of their presence in the consultation

and thus will have the right to request the following: (1) omit specific details of my medical history that

are personally sensitive to me, (2) ask non-clinical personnel to leave the telehealth room, and/or (3)

terminate the consultation at any time.

8. I understand that my express consent is required to forward my personally identifiable information to

a third party.

9. I understand that I have a right to access my medical information and copies of my medical records in

accordance with the laws pertaining to the state in which I reside.

10. By signing this document, I agree that certain situations, including emergencies and crises, are

inappropriate for audio-/video-/computer-based psychotherapy services. If I am in crisis or in an

emergency, I should immediately call 9-1-1 or seek help from a hospital or crisis-oriented health care

facility in my immediate area.

Payment for Telehealth Services 

BTID will bill insurance for telehealth services when these services have been determined to be covered 

by an individual’s insurance plan. In the event that insurance does not cover telehealth, the individual 

wishes to pay out-of-pocket, or when there is no insurance coverage, we will provide you with a 

statement of service to submit to your insurance company if you wish.  

Patient Consent to the Use of Telehealth I have read and understand the information provided above 

regarding telehealth, have discussed it with my counselor, and all of my questions have been answered 

to my satisfaction. I have read this document carefully and understand the risks and benefits related to 

the use of telehealth services and have had my questions regarding the procedure explained. I hereby 

give my informed consent to participate in the use of telehealth services for treatment under the terms 

described herein. By my signature below, I hereby state that I have read, understood, and agree to the 

terms of this document. 

___________________________________________________ 

Print Name 

_____________________________________________________ ___________________ 

Client’s Signature  Date 

_____________________________________________________ ___________________ 

Parent or Guardian Signature   Date 
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