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Welcome

Welcome to Ridgewood Clinics! We are pleased that you chose us to meet your mental health care
needs. For over twenty years, Dr. Krishan K. Gupta and his team at Ridgewood Clinics have
provided mental health care services to thousands of individuals across Mississippi. We offer a
variety of services for children, adolescents, and adults. Our highly skilled and experienced clinicians
are currently accepting new patients and are dedicated to providing quality care to you and your
family. We have some important policies and instructions for you in this packet, so please read the
following carefully.

Consent Forms and Clinic Policies - All policies of Ridgewood Clinics are available in the clinic
and on our website. Our policies include important information regarding treatment, privacy, and
payments. Our patients are responsible for reviewing and following all clinic policies. If there are any
questions regarding this information, please ask for clarification. By signing consent forms, you
voluntarily agree to treatment by providers of Ridgewood Clinics. By signing policy forms, you
acknowledge you are aware of, understand, and agree to the
policies of Ridgewood Clinics.

Intake Packet-We ask that you please take the time to complete the following patient intake forms
and bring them to your appointment. If you need assistance or have questions, please arrive 30
minutes before your appointment. This includes a life history questionnaire, which is a lengthy list of
questions. Some of the information requested is of a personal nature. Other than the exceptions
mentioned in our privacy policy, this information is kept confidential. Also, answering these
questions honestly will greatly assist us in providing the best care possible

Please bring the following to EVERY appointment:
-Photo ID (Patient and/or Legal Guardian)
-Insurance Cards

Please bring these additional items to your FIRST appointment:
-Patient Questionnaire (included in this packet)
-Signed Consents (in this packet)
-Signed Acknowledgement of Policies (in this packet)
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Payment Policy

Payment is due at the time of service. Ridgewood clinics accept cash, credit, or debit cards.
Most insurance plans require a deductible or copay. This amount is the client's responsibility.

Insurance Claims
Ridgewood Clinics value our patients and we are here to assist you. As a courtesy, we file your
insurance claims. However, you are responsible for ensuring proper payment is received from your
insurance company in a timely manner. All claims not paid within 90 days, will be transferred to the
patient's responsibility. Our providers often order lab work or testing that some insurance plans do
not cover. You are responsible for understanding the services covered through your insurance plan.

Self-Pay
If you are a self-pay patient, payment is due at the time services are rendered.

Missed Appointments
If clients miss an appointment or fail to cancel an appointment 24 hours prior to the scheduled time,
they will be charged a fee. This includes Telehealth. Exceptions may be made for emergencies at the
discretion of the provider. As a courtesy, we call to remind clients of their appointments. All clients
are responsible for providing accurate and updated contact information.

Unpaid Accounts
Accounts not paid within 90 days will be referred to a collection agency. Once your account is placed
in collections, you will be responsible for any additional fees applicable. These may include
collection agency fees, legal fees, and interest accrued. We reserve the right to terminate the
patient-clinician relationship for accounts that are past due after 90 days. If you are having financial
problems, please let us know as soon as possible. We may be able to work out a payment plan.

Reports or Professional Consultations
Any reports, professional consultations, or clerical tasks will be billed per hour. This rate will be
determined based on the requested service. We will inform you of this amount at your request.

Phone Calls
We will not bill for phone calls to schedule appointments, discuss possible reactions to recently
prescribed medications, follow-up calls made by us, or a call to you to discuss payment. You may be
billed for phone calls during or after normal business hours to discuss other treatment matters. Due to
frequently changing healthcare costs, ask about current prices before speaking with a provider.

Drug Screens
If the patient's insurance does not pay for the Drug screen, the patient will be responsible for the fee.
Drug screening is mandatory.
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Privacy Policy

Any information provided during your treatment at Ridgewood Clinics, verbal and written, will be kept
confidential. We will not share this protected health information. You may request Ridgewood Clinics to send
your medical records to another provider. Also, you may give Ridgewood Clinics permission to request your
previous records from another provider. In order to send or receive these records, we must have the patient or
the patient's responsible party provide written consent. There are a few exceptions to our privacy policy. At
times providers may be legally obligated to share your protected health information. This information may be
discussed with others under the following circumstances:

Duty to Warn and Protect:
As licensed mental health professionals, we have a legal obligation to make efforts to protect our clients from
harming themselves or others. If a client verbalizes thoughts of self-harm or a plan for suicide, providers
should notify legal authorities and attempt to inform the client's family or emergency contact. If a client
discloses intentions or plans to harm another person, providers are required to inform the intended victim and
legal authorities.
Abuse of Vulnerable Persons:
If a provider becomes aware of or suspects abuse of a child or vulnerable adult, they are required to report this
information to social services and legal authorities. This may include abuse of a client or abuse reported by a
client. We also may report admitted prenatal exposure to potentially harmful controlled substances.
Parents/Legal Guardians:
Parents and legal guardians have a right to access minor clients' medical records.
Insurance Providers:
Insurance providers and/or additional third-party payers may be provided with a client's protected health
information, at their request, regarding services provided through Ridgewood Clinics.
I agree to the above privacy policy. I understand the meaning of this policy and times when protected health
information may be discussed with individuals other than Ridgewood Clinics providers.

Grievance Policy

Ridgewood Clinics Policy is to provide an effective and timely process for any complaints. Your comfort,
satisfaction, and safety are important to us. We hope to meet all of your needs at our clinic. However, if you or
your family members have concerns, please let us know immediately. We will do our best to resolve any issues
as soon as possible.

Who to Contact:
Please contact our office regarding complaints. If the issue is unable to be resolved through telephone conversations,
an appointment will be scheduled to discuss your concerns with appropriate clinic personnel. You may also submit
complaints in writing and mail them to:
Ridgewood Clinics
Attn: Compliance Officer
1059 Ridgewood Place
Jackson, MS 39211

If the client or client's legal guardian feels clinic efforts to resolve concerns were unsatisfactory, they may contact:
Mississippi Board Medical Licensure
1867 Crane Ridge Drive, Suite 200-B
Jackson, MS 39216
(601) 987-3079
mboard@msbml.ms.gov
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Consent to Treatment

I, ____________________________ do hereby voluntarily consent to care and treatment by providers of
Ridgewood Clinics. Providers of Ridgewood Clinics may include psychiatrists, nurse practitioners, psychologists,
social workers, counselors, or supervised interns. Treatment includes, but is not limited to, medication management,
psychotherapy, individual and family counseling, and hypnosis. This consent form allows staff of Ridgewood Clinic
to provide services to you. If for some reason your usual provider is unavailable, this consent allows alternative
providers of the clinic to treat you as well.

Treatment at Ridgewood Clinics is always voluntary. While many individuals greatly benefit from our services, we
cannot guarantee your treatment will be successful. You, or your provider, may discontinue treatment at any time
deemed necessary. If at any time you wish to discontinue treatment, we encourage you to discuss your concerns with
a provider. Your safety is important to us. If you so choose, we will gladly assist you in finding services elsewhere.
If you have any questions or concerns regarding treatment, it is your responsibility to ask your providers. You are an
active participant in treatment. If you withhold information from providers or do not clearly understand our
recommendations, this could negatively impact your treatment outcome

By signing this consent, you acknowledge that you fully understand all matters discussed in this form. You attest
that you are entering treatment voluntarily. If the client is a minor, you attest that you are this client's legal guardian
and you voluntarily consent for them to enter treatment. Further, you acknowledge that the risks and benefits of
mental health treatment have been explained to you.

Controlled Substance Policy

During your treatment at Ridgewood Clinics, you may be prescribed a controlled medication. Your safety is
important to us, so we want you to understand your responsibilities as a client.

-Your provider will discuss the risks and benefits of medications to you. If there is anything you do not
understand, please ask.

-We are not responsible for lost or stolen medications or prescriptions.

-You must inform providers of all medications you are taking and inform them of any changes made by other
providers.

-Your provider may order a urine drug screen or alcohol breath test.

-You should not allow anyone else to take medications prescribed to you.

-If you fail to comply with this policy, your provider may discharge you from their services.

-Take medications only as prescribed by your provider.
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Client's Bill of Rights

The medical staff and administration of Ridgewood Clinics are dedicated to providing clients with quality care in a
manner that protects their privacy and dignity. In order to accomplish this, a set of "Client's Rights" have been
identified. These "Rights" included the following:

Respect
The client has the right to considerate, respectful care and recognition of his/her personal dignity at all times and
under all circumstances
Non-Discriminatory Treatment
Clients shall be accorded impartial access to treatment or accommodations that are available or medically indicated,
regardless of race, creed, sex, national origin, or sources of payment for care.

Confidentiality
The patient has the right, within the law, to personal and informational privacy as manifested by the
following rights:

-To be interviewed and examined in surroundings designed to assure reasonable visual and auditory
privacy.

-To expect that any discussion or consultation involving his/her case will be conducted discreetly and
that individuals not directly involved in his care will not be present without his/her permission.

-To have his/her medical record read only by individuals directly involved in his treatment or in the
monitoring of its quality and by other individuals only on his written authorization or that of his/her
legally authorized representative.

-To expect all communications pertaining to his/her care to be treated as confidential information.

Personal Safety
Clients have the right to expect reasonable safety in so far as the clinic practices and environment are concerned.

I__________________________ have reviewed and fully understand all policies of Ridgewood
including the following:
-Payment Policy
-Grievance Policy
-Privacy Policy
-Consent to Treatment
-Patient's Bill of Rights
-Controlled Substance Policy

These policies are subject to change. Patients will be informed of such changes as they are made.

_________________________________________ ____________________________
Patient or Guardian Signature Date
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Patient Name:___________________________________________

Informed Consent For Treatment With Psychoactive Medication

The nature and purpose of treatment with the proposed medication have been fully explained to me and I am
satisfied with the explanation provided. I understand all the following:

1. With the nature and seriousness of the mental condition for which the medication is recommended
2. The reason for using the medication either by mouth or injection on a routine or as-needed basis.
3. Psychoactive medications have the potential for side effects. These side effects may involve the heart, the

nervous system, muscles, glands, urinary tract, bowels, blood, eyes, skin, and allergic responses. This list is
not all-inclusive. Most side effects are minor and reversible. However, some side effects are serious and
may not be reversible, such as Tardive Dyskinesia, which is a movement disorder.

4. Monitoring serum concentrations of some medications (e.g. lithium, valproic acid, etc.) may be necessary,
also for patients receiving second-generation antipsychotics, baseline and follow-up monitoring of serum
lipid and glucose concentrations, body weight, waist circumference, and blood pressure are recommended
as alterations in these values may occur with treatment.

5. Some medications have dependence and/or abuse potential (stimulants, sedatives, anxiolytics) and may
produce serious withdrawal symptoms upon abrupt discontinuation.

6. Antidepressants increased the risk of suicidal thinking and behavior (suicidal) in short-term studies in
children and adolescents with Major Depressive Disorder and other Psychiatric Disorders. (see medication
guide about using antidepressants in children and teenagers.)

7. The improvement associated with psychoactive medications may be permanent or temporary. The medicine
will not cure the illness but is recommended to help control the symptoms. Without medication the present
mental condition may improve spontaneously, continue with no chance, or worsen.

8. The medication is recommended and/or the dosage used may not be approved by the Food and Drug
Administration for the assigned psychiatric diagnosis or for all age groups. However, data exists to support
the use for which medication is recommended.

9. Alternatives or treatment with medications are no treatment, psychotherapy, and/or electroconvulsive
therapy (The last is not available at this facility). These alternatives are not preferable to the recommended
medication. I understand the prognosis with and without the recommended medication treatment

10. I have the right to accept or refuse this medication treatment and the right to revoke consent at any time
before and during treatment. This consent is being granted without threat or coercion expressed or implied.
No guarantees or assurances have been made concerning the results of treatment with this medication.

I have read (or have had read to me) and do understand the foregoing. I have had the opportunity to have my
questions answered. I understand the nature, purpose, and expected benefit of the recommended medication(s),
the diagnosis and prognosis of the condition for which the medication is recommended, the alternatives to
medication treatment including no treatment, and the significant risks and common side effects of the
recommended medication. I do hereby give informed consent to treatment with medication(s) as recommended
to me.

_________________________________________________________________________________________

Signature of patient or legally authorized decision maker Relationship (if other than the patient) Date
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Method of Payment and Insurance Information

Primary Insurance:________________________________________
Member ID:________________________________

Group Number:_____________

Address:______________________________________________ City __________________

State:_______________________ Zip:_____________________

Subscriber Name:____________________________ Subscriber Date of Birth:_____________

Subscriber Social Security Number:_____________________________ Relationship:____________

Secondary Insurance:________________________________________

Member ID:________________________________

Group Number:_____________

Address:______________________________________________ City __________________

State:_______________________ Zip:_____________________

Subscriber Name:____________________________ Subscriber Date of Birth:_____________

Subscriber Social Security Number:_____________________________ Relationship:____________

I, ______________________________ Attest the insurance information provided is accurate. I

assign payment directly to providers of Ridgewood Clinics. I understand that I am responsible for all

charges not covered through insurers. Also, to secure payment for services, I authorize Ridgewood

Clinics to release any information necessary to insurers.

Note: Please notify us immediately of any changes in this information during your course of

treatment.

Signature:____________________________________________ Date:_______________________


