Matt Schroer, DNP, PMHNP-BC
Middle Tennessee Psychiatric Cooperative, LLC
108 4th Ave. S
Suite 201
Franklin, TN 37064
(615) 425-8211

NEW PATIENT INFORMATION AND PRACTICE POLICIES

Please read the following information and discuss any questions you may have with me. You will be asked to sign the document, indicating you have read, understand, and accept the agreement.

TREATMENT APPROACH

Your first appointment is a 75-minute Initial Psychiatric Evaluation during which the psychiatric provider collects information regarding your current psychiatric symptoms, past and current medical/psychiatric history, past and current medications, and social history. Follow-up visits are 30 minutes long and scheduled every 2 weeks to 3 months depending on your psychiatric symptoms and response to treatment. Middle Tennessee Psychiatric Cooperative sees patients ages 5 and up. 

I believe mental health is impacted by many aspects of a person’s life, including his/her biology, genetics, and life experiences. The use of medications may be indicated as part of your mental health treatment, but therapy, physical health care, and social support are also extremely important for whole-person care promoting the highest possible quality of life. I believe you are an integral part of your healing process and are ultimately empowered to make changes you want to see in your life. 

MEDICATION USE

Medication refills will only be handled during office hours, during scheduled appointments, and only if you are an established patient. If your appointment is rescheduled because of unforeseen circumstances, please contact me for medication refills. Allow at least 3 business days for refills. Medications may not be refilled for missed appointments. Please discuss any medication questions or concerns with me prior to making any medication adjustments or stopping any medications.

PAYMENT POLICIES AND FEES

I am committed to providing the highest quality professional psychiatric services to my patients. Please inquire if a hardship/student discount is available. Fee schedule is as follows:

Initial Psychiatric Evaluation (75 minutes): $300
Medication Management Follow-up (30 minutes): $150
Payment will be accepted at the beginning of each appointment. Middle Tennessee Psychiatric Cooperative accepts check, cash, Visa, MasterCard, American Express, and Discover. Rejected payment will incur a $30 fee and an alternative form of payment will be requested thereafter. Inability to pay at the beginning of the session may require that the session be rescheduled, and the session will be subject to late cancellation fees. Middle Tennessee Psychiatric Cooperative will require a credit card to be kept on file for late cancellation fees/no-shows or as a secondary payment method. I do not accept insurance; however, I will provide a superbill for you to provide to your insurance for reimbursement.

CANCELLATION/NO-SHOW POLICY

A 24-hour notice is required to cancel an appointment. Appointments canceled with less than 24-hour notice will be considered late cancellation/no-show, and full payment for the appointment will be required. Two or more no-shows will result in a discontinuation of services, and a new intake will be required to resume services.

CONFIDENTIALITY

Confidentiality is required by professional ethics and state and federal law. The Notice of Privacy Practices (HIPAA) document details legal duties and privacy practices regarding protected health information (PHI). Please read this document and discuss any questions you may have with me. I reserve the right to change the terms of this notice in the future, in which case, you may request a copy.

PATIENT RIGHTS

1. You have the right to ask questions about your diagnosis and treatment options. 
2. You have the right to refuse treatment. 
3. You have the right to terminate your care with me. 
4. You have the right to confidentiality unless otherwise required by law.

CONTACT POLICY

Phone calls are answered and returned Monday – Friday from 9 AM to 4 PM. No calls will be returned on weekends/holidays. In case of an emergency, call 911, go to the nearest emergency room, or contact Mobile Crisis at 1-855-CRISIS-1 (1-855-274-7471). I do not communicate via text message. If you provide your email address or originate an email to me, consent to communicate via email is implied. Please note that email may be an insecure form of communication, and with continued emails, you are accepting inherent privacy risks. Email is not to be used for emergencies or urgent questions. 




AGREEMENT TO PARTICIPATE IN SERVICES AND CONSENT FOR TREATMENT

I have read the information in the New Patient Information and Practice Policies and in the Notice of Privacy Practices and have been provided a copy of each. I have had the opportunity to discuss any questions I have regarding this information. 

By signing this document, I consent to care and agree to abide by the information detailed within the agreement, including payment at the time of service. I hereby authorize Middle Tennessee Psychiatric Cooperative, LLC, and/or Matt Schroer, DNP, PMHNP-BC to provide mental health services including diagnosis and treatment to myself/my child. 


Date: ______________________ 

Patient Signature: ___________________________________________

Parent/Guardian Signature: ___________________________________ 

Printed Name: ______________________________________________ 



Date: ______________________ 

Provider Signature: __________________________________________ 

Matt Schroer, DNP, PMHNP-BC
Middle Tennessee Psychiatric Cooperative, LLC
108 4th Ave. S
Suite 201
Franklin, TN 37064
(615) 425-8211












NEW PATIENT REGISTRATION

Date:__________________ 
Patient Name: _________________________________________________________________ 
Date of Birth: __________________ 		Gender: ____________________________ 
Driver’s License Number: ______________________ Ethnicity: _________________________ Address: _____________________________________________________________________ City: __________________________ State: _______________ Zip: ______________________ 

Home Phone: ________________________ Cell Phone:______________________________ May I call your home or cell phone? Yes No 			Prefer- Home Cell 
May I leave a message on your home or cell phone? Yes No 	Prefer- Home Cell 
Email: _______________________________________________________________________ 

Responsible Party: (for payment or charges) 
Relationship to client______________________ 
Name: _______________________________________________________________________ Address: _____________________________________________________________________ City: ______________________ State: _______________ Zip: ______________________ 
Date of Birth: _______________________ Phone number: ____________________________ 

Emergency Contact: 
Name: ______________________________ 
Relationship to client_____________________ 
Address: _____________________________________________________________________ City: ________________________ State: _______________ Zip: ______________________ Phone number: ________________________________________________________________ 

Primary Care Provider: _____________________ Phone number: ____________________ Therapist: _______________________________ Phone number: ______________________ Who referred you to the practice? _______________________________________________ 

Employment Information: 
Occupation: ___________________________________________________________________ 
Employer: ____________________________________________________________________ Address: _____________________________________________________________________ Phone number: ________________________________________________________________ 

Household: 
Relationship status: single   married   divorced   separated   significant other 
Name of spouse or significant other: ________________________________________________ Who lives in your home? 
_____________________________________________Relationship ______________________ _____________________________________________Relationship______________________ _____________________________________________Relationship______________________ _____________________________________________Relationship______________________ 


Insurance Information: 
Primary Insurance: _____________________________________________________________ Claims Address_________________________________________________________________ City: _______________________________ State: ________________ Zip: _______________ Policy Number: ________________________________________________________________ Group Number: ________________________________________________________________ Subscribe Name: __________________________________________ Date of Birth__________ Relationship to Client: __________________________________________________________ 

Do you have an Advanced Health Directive? Yes No 
Does someone have Power of Attorney? If so, who____________________________________
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