DAVID I. KABEL, D.O.

Diplomate, American Board of Psychiatry and Neurology

Clinical Assistant Professor of Psychiatry, UT Southwestern Medical School

_____________________________________________________________

Parkway Centre I

2901 Dallas Parkway, Suite 330

Plano, Texas 75093

972- 612‑4428
New Patient Registration
personal information
Date ____________ 

Patient Name_________________________________________ 
Sex M  F  DOB _____/_____/_____  SSN_________________________

Home Phone (______)____________________ Cell Phone _______________________
Address___________________________________________________________ 
City ______________________________ State______ Zip_____________ 

Employer __________________________________________________________
Work Phone (______) ________________________________________ 

Emergency Contact Person ___________________________________________ Relation_______________________ Phone (______) _______________ 

Address _______________________________________________________ 
City ______________________________ State______ Zip_____________ 

Responsible for Payment  Self   Spouse   Other_________________________________ 

Address (if other than yours)______________________________________________ City__________________________________ State______ Zip________ 

Home Phone (______) ___________________________________________
Work Phone (______) __________________SS#_____________________ 

Referred By:____________________________________

TREATMENT AUTHORIZATION

Authorization of Treatment and Assignment of Benefit

I authorize Dr. Kabel to treat me. I further authorize the release of medical information necessary for the completion of insurance forms. I authorize payment directly to Dr. Kabel for all medical benefits otherwise payable to me under the terms of my insurance.  I understand that I am financially responsible for all co-payments and any charges not paid by my insurance. A photocopy of this authorization shall be considered as effective and valid as the original. 

Patient Signature___________________________________________________ 
Date_______________________ 

Authority to Consent for Treatment of Minors (if applicable)

I am the guardian of the minor child ___________________________. I have the legal authority to consent to treatment for him/her. 

Guardian name and relation to patient:___________________________________

Guardian signature:__________________________________________

Date: ___________________
Office policies
Co-Pay Policy

Some health insurance carriers require the patient to pay a co-pay for services rendered.  It is expected and appreciated at the time the service is rendered for the patients to pay at each visit.  Thank you for your cooperation in this matter.

Cancellation / No Show Policy

Patients will be charged the full fee for any appointments missed with less than 24 hours notice unless I am able to fill your appointment slot.
I was informed of these policies ________________________      _____________________






Patient signature


Date
Insurance Information

Current Insurances Accepted (as of 5/26/10)

Accountable PPO, Affiliated PPO, Beech Street PPO, Galaxy Healthcare PPO, Healthsmart/North Texas Health Network PPO, Multiplan PPO, ProNet PPO, Texas True Choice PPO

Primary policy______________________________________
Address_______________________________________________________ 

Phone#______________________________

Policy #______________________________ Group#__________________ 

Secondary policy_____________________________________
Address_______________________________________________________ 

Policy #_______________________________Group#__________________ 

Name of Insured_________________________________ DOB___/___/___ Relation_____________________________________ 

SSN___________________________
Personal Medical HISTORY
Primary Doctor: __________________________

Health History (circle any that apply):
asthma 
emphysema 
heart disease 

heart attack 
high blood pressure 
diabetes
liver disease
hepatitis 
kidney disease 
low thyroid     high thyroid

headaches (tension, migraine)
       seizures
   head injury

surgeries:______________________________________
other health problems:____________________________________________________

Current Medications (please give name and dose if known):

Vitamins/Herbals/Supplements:
Allergies to any medications? (name if known)

Personal Habits



PAST USE? 
      CURRENT USE?   


Caffeine:

YES  NO

YES  NO
_________beverages/day

Tobacco:  

YES  NO

YES  NO
_________packs/day.

Alcohol:

YES  NO

YES  NO   
_________drinks/week.

Recreational drugs:
YES  NO

YES  NO
Which type?____________









Last used? ___________

IV drugs:

YES  NO

YES  NO
Last used? ___________
Past medications TAKEN (circle any that apply):

Helped?

Side effects?

Antidepressants:     
Prozac/Sarafem/Symbyax (fluoxetine) 
Zoloft (sertraline)
Paxil (paroxetine)
Celexa (citalopram)

Lexapro (escitalopram) 
Luvox (fluvoxamine)    
Effexor (venlafaxine) 
Pristiq (desvenlafaxine)

Cymbalta (duloxetine)
Remeron (mirtazepine)
Serzone (nefazodone) 

Desyrel (trazodone)
Wellbutrin/Zyban (bupropion)
Helped?

Side effects?

Elavil (amitriptyline) 
Tofranil (imipramine)
Norpramin (desipramine)
Pamelor (nortriptyline)
Sinequan (doxepin)
Asendin (amoxapine) 
Anafranil (clomipramine) 
Ludiomil (maprotiline) 
Surmontil (trimipramine)
Nardil (phenelzine) 
Parnate (tranylcypromine)
Marplan (isocarboxizid) 
Emsam (seligiline)
MOOD STABILIZERS: 
Lithium 

Depakote (valproic acid, divalproate)
 
Tegretol (carbamazepine) 

Trileptal (oxcarbamazepine)
 
Lamictal (lamotrigine)
 
Zonegran (zonisamide)
Risperdal (risperidone) 

Zyprexa/Symbyax (olanzapine) 

Seroquel (quetiapine) 

Geodon (ziprasidone) 

Abilify (aripiprazole)
 
Saphris (asenapine)
Clozaril (clozapine)

Haldol (haloperidol) 

Loxitane (loxapine)  

Mellaril (thioridazine)
ANTIANXIETY: 
Xanax (alprazolam)
 
Ativan (lorazepam)
 
Valium (diazepam)

Klonopin (clonazepam) 

Librium (chlordiazepoxide) 

Tranxene (clorazepate) 
 
Serax (oxazepam) 
 
Buspar (buspirone)

SLEEP MEDICINES:

Helped?

Side effects?

Ambien (zolpidem)
Lunesta (eszopiclone)
 
Sonata (zaleplon)
 
Prosom (estazolam)
 
Dalmane (flurazepam)
 
Restoril (temazepam)
 
Halcion (trialzolam)
 
Melatonin
  
Rozerem (ramelteon)
ADD/ADHD:


Ritalin IR/SR/LA (methylphenidate)

Concerta(methylphenidate)
 
Metadate(methylphenidate)
    
Daytrana (methylphenidate patch

Focalin IR/XR(dexmethylphenidate) 
Adderall IR/XR (mixed amphetamine salts) 
 
Vyvanse (lisdexamfetamine) 
Dexedrine (dextroamphetamine)
 
Strattera (atomoxetine) 
Intuniv/Tenex (guanfacine)
Catapres (clonidine)
SMOKING: 

Chantix (varencline)

 
Wellbutrin/Zyban (bupropion)

FAMILY PSYCHIATRIC HISTORY

CONDITION 




RELATIVES AFFECTED
(circle any that apply)



(ex: parent, siblings, children. Do not include
relatives by marriage)

Depression





Bipolar disorder (manic depression)



Schizophrenia





Generalized anxiety




Panic attacks





Obsessive compulsive disorder (OCD) 



ADD/ADHD 





Learning differences 




Mental retardation 




Alcoholism 





Drug abuse 





Dementia (Alzheimer’s disease, senility) 



Dementia before age 65


Psychiatric hospitalization 



Attempted suicide 




Completed suicide 




Other psychiatric conditions:
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