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Patient Demographic Information

Today’s Date: ______________________
First Name: ________________________Last Name: ______________________________
Date of Birth: __________________________________
Legal Gender:  Male  Female  Other
Cell Phone Number: _________________________________
Home Phone Number: _______________________________
Home Address: _________________________________ 
City: _________________________ 
State: __________ Zip: ___________
Email Address: ___________________________
Emergency Contact: _______________________
Emergency Contact Relationship: _______________________ 
Emergency Contact Phone Number: ______________________
Prescriber: ___________________________
Current Medications: _____________________________________________________
Allergies: _________________________________
Contact Preference:  Phone   Text  Email 




	Medical/Psychological History

	Seizure 	Yes     No       
	Hearing Loss                         Yes     No       

	Head Trauma 	Yes     No       
	Tinnitus                                 Yes     No       

	Stroke 	Yes     No       
	Claustrophobia                      Yes     No       

	Diabetes	Yes     No       
	Restless Leg Syndrome         Yes     No       

	Severe Headaches 	Yes     No       
	Dementia                               Yes     No       

	Heart Disease	Yes     No       
	Dizziness                               Yes     No       

	Neurological Disease	Yes     No       
	Thyroid Problems                   Yes     No       

	Parkinson’s Disease          Yes     No       
	Multiple Sclerosis                   Yes     No       

	High Blood Pressure         Yes     No 
	Bipolar Disorder                     Yes     No       

	Schizoaffective Disorder   Yes     No 
	Manic Episodes                      Yes     No       

	Substance/Drug Use

	Drug 
	Quantity 
	Frequency
	Last Use 

	Alcohol
	 
	 
	 

	Tobacco
	 
	 
	 

	Marijuana
	 
	 
	 

	Other: 
	
	
	

	Have you ever been treated for alcohol/drug abuse?     Yes     No            Explain:

	Date:
	Facility:
	Effectiveness:

	Family Psychiatric History

	Has anyone in your family been diagnosed with or treated for:

	
	WHOM
	
	WHOM

	Bipolar Disorder	Yes     No       
	
	Post-Traumatic Stress	Yes     No       
	

	Schizophrenia     	Yes     No       
	
	Alcohol Abuse 	             Yes     No       
	

	Depression        	Yes     No       
	
	Substance Abuse	Yes     No       
	

	Anxiety              	Yes     No       
	
	Suicide               	Yes     No       
	

	Suicide Attempt(s) 	                   Yes     No                                                             If Yes, When:

	Thoughts of suicide: 	                       Yes     No       
	

	Psychiatric Hospitalization(s)        Yes     No       
	

	Name of Facility
	Date

	 
	 

	 
	 

	
	

	Outpatient Treatment (including individual therapy) /IOPs:      Yes     No       

	Name of Facility
	Date

	
	

	
	



	List all surgeries you have had:   
Procedure 	                                                                            Date                                                      Outcome 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	
	
	

	Marital History:  Married     Single     Divorced       Widowed     Engaged        How long? 

	Children? Yes    No      If yes, how many and their ages:

	

	

	

	Living Arrangements: List everyone with whom your currently reside. (Name, Age, & Relationship)

	

	

	

	

	How many years of education have you completed?  
	Are you currently employed? Yes    No      
If yes, where and for how long?







RELEASE OF INFORMATION CONSENT FORM
1. PATIENT INFORMATION
· Patient Full Name: ___________________________________________________________
· Patient Date of Birth: ____ / ____ / ________
· Phone Number: _______________________________________

2. AUTHORIZATION
I, [Name of Patient] _______________________________________ ("Patient"), hereby authorize:
Shore TMS
To (check all that apply):
[ ] Release information to
[ ] Obtain information from
[ ] Exchange information with

3. RECIPIENT / EXTERNAL PARTY INFORMATION
Organization Name: ___________________________________________________________

And/or Person Name: __________________________________________________________

Address: _____________________________________________________________________

City: _____________________________ State: _________ Zip: ___________________

Phone: __________________________ Fax: ____________________________________

4. INFORMATION TO BE RELEASED
· Specific dates/years of treatment:____________________________
[ ] All health information (excludes information from a chemical dependency program & psychotherapy notes)
OR indicate the specific categories to be released (check all that apply):
[ ] Diagnosis
[ ] Treatment Plans
[ ] Progress to Date
[ ] Prognosis
[ ] Discharge Summary
[ ] Dates of Treatment
[ ] Other (specify): ____________________________________________________
5. RIGHTS AND EXPIRATION
· I understand that I have a right to receive a copy of this Authorization.
· I understand that any modification or revocation of this Authorization must be in writing.
· This Authorization shall remain valid until: ____________________ (Expiration Date/Event)
6. SIGNATURE
By: __________________________________________________ Date: _ / ____ / ________
(Patient or Patient Representative)
If signed by a Representative, state relationship to patient: _______________________________





CLIENT'S BILL OF RIGHTS AND INFORMED CONSENT FOR TREATMENT
As a client receiving services at our practice, you have rights that are protected by federal and state law. We are committed to protecting these rights throughout your treatment and ensuring that you receive respectful, ethical, and high-quality care.
1. Respect, Dignity, and Non-Discrimination
You have the right to:
· Receive services without discrimination based on race, color, religion, creed, national origin, ethnicity, sex, gender identity, sexual orientation, age, disability, marital status, veteran status, or any other characteristic protected by law.
· Be treated with courtesy, respect, and dignity always.
· Receive care in a safe environment that is free from neglect, exploitation, harassment, and verbal, emotional, physical, or sexual abuse.
2. Privacy, Confidentiality, and Access to Records
You have the right to:
· Have your treatment records and personal health information kept confidential in accordance with applicable federal and state laws, including the Health Insurance Portability and Accountability Act (HIPAA).
· Expect that your information will not be disclosed without your written authorization except as permitted or required by law, including:
· When there is reason to believe you present an imminent risk of serious harm to yourself or another person.
· When there is suspected abuse, neglect, or exploitation of a child, older adult, or vulnerable adult, as required by mandatory reporting laws.
· In response to a valid court order or other legal requirements.
· Request access to your health records in accordance with applicable laws and agency policies.
· Have information released to your insurance company or other payer only as necessary for billing, payment, and healthcare operations, or as otherwise authorized by you or required by law.
3. Financial Rights and Billing Transparency
You have the right to:
· Receive a clear explanation of fees, copayments, deductibles, sliding fee scales (if applicable), cancellation policies, and billing procedures before services are provided.
· Receive accurate and itemized statements for services billed to your insurance company, Medicaid, Medicare, or paid out-of-pocket.
· Ask questions regarding billing practices and receive timely responses.
4. Individualized and Quality Care
You have the right to:
· Receive individualized treatment in the least restrictive and most clinically appropriate setting.
·  Participate in the development, review, and modification of your treatment plan.
·  Be informed of your treatment goals, recommended interventions, expected benefits, and any known risks or alternatives.
· Receive services from qualified, competent, and appropriately supervised clinical professionals.
· Participate in discharge planning and aftercare planning when appropriate.
· Request referrals for services that are not available through this agency.
· Receive information about your rights and treatment in a language and manner that you can understand, including reasonable accommodation when needed.
· Voice concerns, complaints, or grievances regarding your care without fear of retaliation or any adverse effect on the services you receive.
Informed Consent for Treatment
I acknowledge that I have received and reviewed this Client's Bill of Rights and Informed Consent for Treatment. I understand my rights as a client, including the nature and limits of confidentiality, the purpose and goals of treatment, and my opportunity to ask questions regarding my care. By signing below, I voluntarily consent to receive behavioral health services from the qualified clinical professionals of this practice.
Client Signature: _______________________________________
Printed Name: _________________________________________
Date: ______________________


TELEHEALTH INFORMED CONSENT FORM
1. PATIENT INFORMATION
· Patient Full Name: ___________________________________________________________
· Patient Date of Birth: ____ / ____ / ________
· Phone Number: _______________________________________
2. PROVIDER INFORMATION
Shore TMS
615 Hope Road, Building 2B
Eatontown, NJ 07724
Office: (732)285-1190
3. DEFINITION OF SERVICES
Telehealth involves the delivery of mental health services using interactive audio, video, or data communications. This allows you to receive care from your provider without traveling to an office location.
4. PATIENT ACKNOWLEDGMENTS & RIGHTS
(Please initial next to each statement to indicate agreement)
______ Technology Requirements: I understand I need access to a private space, a reliable internet connection, and a device with a working camera and microphone for telehealth sessions.
______ Privacy & Confidentiality: I understand that the laws protecting privacy and confidentiality apply to telehealth just as they do to in-person sessions. I agree to secure a private location to protect my own privacy during sessions.
______ Recording Prohibited: I agree that I will not record any portion of the telehealth session, and I understand my provider will not record sessions without my explicit, written consent.
______ Limitations & Disruption: I understand there are potential risks to telehealth, including technical interruptions, dropped calls, or secure connection failures. If a disconnection occurs, my provider and I will have a backup plan (such as a phone call) to reconnect.
· ______ Provider Discretion: I understand that my provider will evaluate whether telehealth is clinically appropriate for my needs. If my provider determines that telehealth is no longer safe or effective for me, they will discuss in-person options or referrals.
· ______ Emergency Plan: I agree to provide my current physical location at the start of every session. In the event of a mental health emergency during a session, I authorize my provider to contact local emergency services or my designated emergency contact.
5. EMERGENCY CONTACT INFORMATION
In case of a medical or clinical emergency during a telehealth session, please contact:
· Emergency Contact Name: ______________________________________________________
· Relationship to Patient: ________________________________________________________
· Phone Number: _______________________________________
6. CONSENT AND SIGNATURE
By signing below, I certify that I have read this document, understand the risks and benefits of telehealth, and voluntarily consent to receive telehealth services from Shore TMS LLC.
I understand that I have the right to withhold or withdraw this consent at any time without affecting my right to future care or treatment.
By: __________________________________________________ Date: ___ / ____ / ________
(Patient or Patient Representative)
If signed by a Representative, state relationship to Patient: _____________________________





Credit Card Authorization Form

Name: _________________________________________________ 
Billing Street Address: ____________________________________
Apt, Suite, Unit Number: __________________________________
City: ________________________ 
State: ________________________ 
Zip Code: _______________ 
Email: ___________________________________ 
Phone Number: (____) _____-________


 Payment Information:

[bookmark: _Hlk240966442]Credit Card Information Credit Card:  MasterCard  Visa  Discover  American Express
Card Number: _______________________________________ 
Expiration Date: ______________________________________ 
Cardholder Signature: ________________________________________ 
Billing Zip Code: ________________________ 
Security Code (CVV): _________________ 

By signing this form, I agree to the terms listed in the authorization form. I acknowledge that by leaving this card on file, this card will be charged when I have an outstanding balance with Shore TMS LLC. The charge on the credit card statement will read “TEBShoreTMS.” I Authorize Shore TMS LLC to charge my credit card for my financial responsibility. 



Signature: _________________________________________ 
Date: _________________
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