


Sunrise Psychiatry, LLC
721 Long Point Road, Suite 408B
Mt. Pleasant, SC 29464
Phone: 843-800-5070
Fax: 843-800-5074
Email: help@sunrisepsychiatry.com

[image: ]




PATIENT REGISTRATION AND INFORMATION
PATIENT INFORMATION (IMPLIES AUTHORIZATION FOR COMMUNICATION FROM SUNRISE PSYCHIATRY)
	Patient Name:
	
	
	
	
	
	
	
	Preferred Name:
	
	
	

	
	
	Last
	
	First
	
	Middle Initial
	
	
	
	
	

	Street Mailing Address:
	
	
	
	
	
	Unit/Apartment #:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	City, State & Zip Code:
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Sex:
	
	
	
	Date of Birth:
	
	
	
	Social Security #:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Gender Identity:
	
	
	
	Marital Status:
	
	
	
	Race/Ethnicity:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Primary Phone #:
	
	
	
	
	
	Secondary Phone #:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Email Address:
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Emergency Contact Name:
	
	
	
	Emergency Contact Phone #:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	School or Employer:
	
	
	
	Primary Care Provider:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Preferred Pharmacy:
	
	Pharmacy Address:
	
	
	
	
	



FINANCIALLY RESPONSIBLE PARTY INFORMATION (IF SOMEONE OTHER THAN PATIENT)
	Responsible Party Name:
	
	
	
	
	
	Relationship to Patient:
	

	
	
	Last
	
	First
	
	Middle Initial
	
	
	
	
	

	Street Mailing Address:
	
	
	
	
	
	Unit/Apartment #:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	City, State & Zip Code:
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Sex:
	
	
	
	Date of Birth:
	
	
	
	Social Security #:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Phone #:
	
	
	
	
	
	Email Address:
	
	
	
	
	



INSURANCE INFORMATION
	Primary Insurance Carrier:
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	  Subscriber Name:
	
	
	
	Sex:
	
	Date of Birth:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Secondary Insurance Carrier:
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	  Subscriber Name:
	
	
	
	Sex:
	
	Date of Birth:
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MEDICAL INFORMATION
	Patient Name:
	Date of Birth:

	Primary Reason for Visit:

	Secondary Concerns:

	Past Psychiatric History (diagnoses, hospitalizations, outpatient psychiatrists/therapists):

	Past Medical History (non-psychiatric medical conditions, operations/procedures):

	Current Psychiatric Medications:

	Current Non-psychiatric Medications:

	Past Psychiatric Medications:

	Medication Allergies:

	Family Psychiatric History:

	Social History (occupation, who lives with you, other):

	Substance Use (alcohol, drugs):

	Past Trauma History (physical or sexual abuse, life threatening event, other:

	Current Significant Stressors (family, relational, work, financial, legal, health, other):
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PRIVACY
By signing below, I acknowledge that I have received a copy of Sunrise Psychiatry’s HIPAA Notice of Privacy Practices. I may request another copy of this notice from the office. Signing does not mean that I have agreed to any special uses or disclosures (sharing) of my health information. I am not required to sign but refusing to sign does not prevent Sunrise Psychiatry from using or disclosing my health information as HIPAA permits.


	Signature of Patient or Guardian
(if patient is a minor)
	Printed Name
	Date



COMMUNICATION
I hereby authorize Sunrise Psychiatry to communicate with the following persons regarding scheduling, billing, and/or details of treatment for (patient name) _________________________________________ (check boxes as applicable):
	Name
	Relationship to Patient
	Phone Number
and/or Email Address
	Scheduling
	Billing
	Treatment
	OK to leave
a Message 


	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



This authorization shall remain in effect for the duration of treatment with Sunrise Psychiatry or until such time that I revoke it in writing. This is separate from authorization for release of medical records, which requires a different form.


	Signature of Patient or Guardian
(if patient is a minor)
	Printed Name
	Date
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INFORMED CONSENT
I hereby give consent for Sunrise Psychiatry to provide treatment to (patient name) _______________________. I will ask my clinician at Sunrise Psychiatry if I have questions about diagnoses, the nature and purpose of recommended treatments, and the burdens, risks, and expected benefits of all options, including forgoing treatment. This informed consent for treatment is given voluntarily and may be withdrawn at any time.
OFFICE POLICIES
I will provide a copy of my valid photo ID. I will keep Sunrise Psychiatry updated with my contact information, including legal name changes, mailing address (with unit/apartment #, if applicable), email address, and telephone number(s). If I fail to do so, then I am responsible for any consequences related to missed correspondence from Sunrise Psychiatry. I will complete updated paperwork as required by Sunrise Psychiatry.
If I elect to utilize my health insurance benefits for services at Sunrise Psychiatry, then I will provide a copy of the front and back of my health insurance card(s). I will keep Sunrise Psychiatry updated with any changes to my health insurance. Sunrise Psychiatry will submit claims on my behalf to my insurance company(ies). I will notify Sunrise Psychiatry and my health insurance company(ies) if I have both primary and secondary health insurance coverage or if I have only one health insurance plan (known as coordination of benefits). It is my responsibility to know my own insurance eligibility and benefits, including whether services with a given clinician at Sunrise Psychiatry are covered and how much of the charges are paid by insurance. I am financially responsible for any charges not paid by insurance.
Self-pay rates are available for me if I do not have health insurance, if I elect not to utilize my health insurance benefits for services, or if my health insurance is not accepted by my clinician at Sunrise Psychiatry. Payment is due in full at the time of service prior to meeting with my clinician. If I have arrangements for a third party to pay for my services, then I will arrange for them to make payment prior to the visit, or I will make payment myself and then seek reimbursement subsequently from the third party.
I will also provide full payment of previous balances for all accrued charges from fees or services provided at Sunrise Psychiatry. Sunrise Psychiatry reserves the right to cancel my appointment if payment is not received, and a missed appointment fee may still be charged if this cancellation occurs after close of business on the business day preceding my appointment.
Due to the increased utilization of telehealth services, Sunrise Psychiatry encourages patients to provide a valid credit card or debit card to be kept on file and used for payment. Sunrise Psychiatry staff will notify me before collecting payment only if the total payment amount exceeds $250. Sunrise Psychiatry may pre-collect payment 1-2 business days in advance of a scheduled appointment. The payment amount shall include the expected costs for the upcoming appointment, such as self-pay fees or insurance copay, coinsurance, and deductible. The payment amount shall also include the full amount of any outstanding previous balance due unless a payment plan has been put in place for this previous balance. I may request a payment plan if I am experiencing financial hardship with difficulty paying a large previous balance in full at one time. Payment plans are not offered for current or upcoming charges.
A $100 Missed Appointment Fee is charged for missed appointments. Insurance companies do not cover this fee. For in-office appointments, if I fail to arrive by 15 minutes after my scheduled appointment time, then this is considered a missed appointment. If I have not arrived for my in-office appointment, then my clinician may still try to contact me for a telehealth visit, but they are not required to do so. For telehealth appointments, if my clinician is unable to reach me within 15 minutes of my scheduled appointment time despite their concerted efforts to do so, then this is considered a missed appointment. For telehealth visits via telephone, It is my responsibility to maintain a working telephone using the telephone number I provided and to answer my clinician’s call at or around my scheduled appointment time. For telehealth visits via video, it is my responsibility to ensure internet access and to log on to the proper website at the scheduled appointment time. Technical difficulties would not constitute a valid excuse for missing an appointment.
If I have missed my appointment on a given day, then my clinician may or may not be able to accommodate me for a shortened or later visit that day, depending on their schedule. If they do accommodate me that day, then the missed appointment fee still applies, but it will be reduced to a $50 Late Fee.
Cancellation of an appointment must occur prior to close of business on the preceding business day to avoid being considered a missed appointment and subject to the Missed Appointment Fee. Normal business hours are Mon-Thu 8:00-4:30 and Fri 8:00-2:30. I must contact the office directly via telephone (843-800-5070) or email (help@sunrisepsychiatry.com) if I wish to cancel my appointment. Appointments cannot be cancelled via the patient portal, nor can they be cancelled by replying to the automated appointment reminders that are delivered via telephone, text, and email. Even if I do not receive an appointment reminder, this would not constitute a valid excuse for missing an appointment since it is my responsibility to remember my appointment.
The Missed Appointment Fee may be waived or reduced if there are extenuating circumstances beyond my control which prevented me from keeping the appointment. Sunrise Psychiatry will require me to furnish tangible, visual evidence of these extenuating circumstances for them to review in consideration of my request of fee waiver or reduction.
If my personal check is returned by the bank for insufficient funds or other reasons, then a $35 Return Check Fee is charged to cover bank fees to Sunrise Psychiatry. This is separate from any bank fees from my bank directly to me. Sunrise Psychiatry reserves the right to decline payment by personal check.
If I request something be sent in the mail, then a $5 Processing Fee is charged to cover postage and supplies. If I request documents be scanned and emailed, then a $5 Processing Fee is charged to cover staff time.
A $40 Letter Fee is charged for preparation of letters, and a $40 Form Fee is charged for completion of forms (except for school medication forms, which are exempt from any fee). I understand that Sunrise Psychiatry restricts the content of letters and forms to information which is strictly factual, such as diagnoses recorded, dates of service, medications prescribed, or other treatments provided. Sunrise Psychiatry does not offer statements of opinion, for example on the cause or severity of symptoms, the degree of impairment due to illness, an individual’s ability (fitness) or inability (disability) to perform any task, or whether an individual should be granted custody, time off, accommodations, or financial reimbursement.
In particular, Sunrise Psychiatry will not provide letters or complete forms related to the following items:
Emotional Support Animals
	Being Excused from Jury Duty
	Being Excused from Work or School (aside from a note documenting patient visit date/time)
	Testing Accommodations
	Hospital Homebound
	Family Medical Leave Act (FMLA)
	Short-Term Disability
	Social Security Disability

All initial evaluations for new patients must be conducted in-office. If my last visit at Sunrise Psychiatry was over 1 year ago, then Sunrise Psychiatry reserves the right to require another initial evaluation to start a new course of treatment. I am responsible to disclose all pertinent information regarding my past and current symptoms, medications (including OTC), drug and alcohol use, medical history, and family history so that my clinician can effectively formulate diagnoses and a treatment plan tailored to my specific needs.
Telehealth services may be offered by my clinician at their discretion. Telehealth visits are conducted via video (which requires advance arrangements) or telephone call. I understand that information transmitted over the internet or via telephone is at a greater risk of being intercepted by unauthorized persons. I understand that telehealth services may potentially be less therapeutic compared to in-office services. Communication may be compromised, especially if there is a poor connection, and this may increase the risk of complications in treatment. By agreeing to accept telehealth services, I also accept these risks. I have the right to refuse telehealth services. Sunrise Psychiatry has the right to refuse telehealth services to me.
Telehealth services are considered to occur in the state in which the patient resides. If I am situated out of state temporarily, such as for work or for school, then Sunrise Psychiatry may still offer me telehealth services. I understand, however, that Sunrise will not be able to provide ongoing telehealth services after I have changed my permanent residence to another state.
Medication management is provided only during scheduled appointments and this service will not be provided in between visits via email or telephone messages. A patient visit is required for all prescriptions, even those for dose changes or refills/continuation of a medication I am already taking. To clarify, if I am out of or running out of medication because I failed to schedule follow up, I missed or rescheduled my follow up appointment, or my prescription expired, then a patient visit is stilled required for Sunrise Psychiatry to send a prescription. The exception to this would be for unforeseen circumstances, such as pharmacy or insurance issues, prescriber mistake, or a significant side effect of a recent medication change, in which case another prescription may be sent at my clinician’s discretion without an additional patient visit having to occur at that time.
I will not sell, trade, lend, or share my medications with anyone else. I will safeguard all medications prescribed to me from Sunrise Psychiatry, and I will take medications in a responsible manner as instructed by my clinician. Sunrise Psychiatry will not provide a replacement prescription or authorize an early fill if I am out of medication earlier than expected regardless of the reason (such as medication was lost, stolen, damaged, or taken more than prescribed).
My clinician participates in the Prescription Monitoring Program (PMP), which involves a government database of controlled substance medications dispensed to me. This program is in place for medications classified as controlled substances because they may be addictive and/or dangerous at higher doses or in certain combinations. For my safety, my clinician at Sunrise Psychiatry may alter my treatment plan without notice if they find information about my medication history that raises concern. This may include tapering and/or discontinuing certain medications if the risks are thought to outweigh the benefits. Sunrise Psychiatry may also request a drug screen without notice, and the outcome of this may lead to changes in my treatment plan.
All clinically relevant messages will be relayed to my clinician by the Front Office Staff. I can expect the Front Office Staff to relay my clinician’s response within 2 business days.
A patient visit is required for all treatment services, and visits are provided by appointment only and during normal business hours. Sunrise Psychiatry does not offer walk-in or unscheduled patient visits. Sunrise Psychiatry does not have a clinician on call after hours. I understand that if I feel like I am in crisis, whether during or after normal business hours, I should seek immediate treatment at a nearby Emergency Department, Urgent Care Center, or Psychiatric Hospital, especially if there are concerns about safety.
By signing below, I give informed consent for treatment, and I attest that I have carefully reviewed the office policies for Sunrise Psychiatry:


	Signature of Patient or Guardian
(if patient is a minor)
	Printed Name
	Date




	Signature of Financially Responsible Party
(if someone other than the above)
	Printed Name
	Date
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CREDIT OR DEBIT CARD AUTHORIZATION
Due to the increased utilization of telehealth services, Sunrise Psychiatry encourages all patients to provide a valid credit card or debit card to be kept on file and used for payment. Sunrise Psychiatry staff will notify me before collecting payment if the total payment amount exceeds $250. Sunrise Psychiatry may pre-collect payment 1-2 business days in advance of a scheduled appointment. The payment amount shall include the expected costs for the upcoming appointment, such as self-pay fees or insurance copay, coinsurance, and deductible. The payment amount shall also include the full amount of any outstanding previous balance due unless a payment plan has been put in place for this previous balance.
Questions about payments should be directed to Sunrise Psychiatry. If I dispute a legitimate payment with my card issuer which results in a chargeback and associated fees, then the corresponding amount will be added to my outstanding balance in order to offset these fees.
I hereby affirm that I am the owner of the following credit or debit card, and I authorize Sunrise Psychiatry keep this card information on file and use it for payment as outlined above:

	Cardholder Name:
	
	
	
	
	
	Billing Zip Code:
	

	
	
	Last
	
	First
	
	Middle Initial
	
	
	
	
	

	Card Type (AMEX, Discover, MC, Visa):
	
	
	Card #:
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Expiration Date (MM/YY):
	
	
	
	Security Code:
	
	
	
	
	




	Signature of Cardholder
	Printed Name
	Date
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image1.png
(a\

SUNRISE

PSYCHIATRY





