
LISA SHARF, M.S.N., A.R.N.P., P.A.
     LISA SHARF, M.S.N., A.R.N.P. 

LIC. #: ARNP1190912 
  Cell.#: (786) 356-9342    Fax #: (305) 667-7839 

PATIENT INFORMATION FORM 

GENERAL INFORMATION: 

  Date:___________________________ 

Patient’s Last Name: _______________________  First: _______________________  M.I.: _____ 
Date of Birth:______________ Age:______ Sex: M_____ F____         SSN:___________________ 
HomeAddress:___________________________________________________________________ 

      Street      Apt. # 
      _______________________________________________ Marital Status:_________________ 

City   State   Zip Code
Home Phone: ______________ *Work Phone: _________________ Cell Phone:______________ 

(Parent’s if Pt. Is Child) 
Emergency Contact:___________________  Relationship:__________ Phone #:_____________ 
Employer’s Name or School & Grade:________________________________________________  
Job Description: _________________________________________________________________ 
Referred By:_____________________________________________________________________  
Email Address: __________________________________________________________________ 
Chief Complaint: _________________________________________________________________ 
Family Physician:____________________________  Phone #:____________________________ 
Describe Past or Present Medical Condition(s)________________________________________ 
_______________________________________________________________________________ 
Current Number of Persons Living in Your Household: ________________________________ 
Names, Ages & Relationship:______________________________________________________ 
 _____________________________________________________________________________. 

INSURANCE INFORMATION: 
Insurance Company Name: _________________________Phone:_________________________ 
Name of Primary Insured:_____________________________   SSN:_______________________ 
Membership #:______________________________  Insured’s D.O.B.:_____________________ 
Insured’s Group/Policy#:_____________________________ Effective Date: ________________ 
Relationship of Patient to the insured:__________________ Patient’s I.D.#:_________________  

Please scan and email form to lisa@lisasharf.com



   LISA SHARF, M.S.N., A.R.N.P., P.A.
    LISA SHARF, M.S.N., A.R.N.P. 

     LIC. #: ARNP1190912 
Cell.#: (786) 356-9342     Fax #: (305) 667-7839 

SIGNATURE ON FILE 

Consent for treatment: 

• I authorize Lisa Sharf, M.S.N., A.R.N.P to provide psychiatric

treatment to_______________________________.
          (Name of Patient) 

• I authorize use of this form on all my insurance submissions.

• I understand that payment is expected at the time of my appointment.

• I understand that I am responsible for my bill.

• I understand that there will be a charge for missed appointments that are
cancelled with less than 24 hours notice. I understand that there will be a
fee for telephone sessions, written reports, and prescriptions called into
the pharmacy if a scheduled appointment is cancelled.

• I authorize my doctor/nurse practitioner to act as my agent in helping me
obtain payment from my insurance.

• I authorize payment directly to my doctor/nurse practitioner.

• I permit a copy of this authorization to be used in place of the original.

Name of Person Signing Form  (Print):___________________________________. 

Relationship to Patient:________________________________________________.

*Signature:________________________________ Date:_____________________.

* Signature of parent or guardian is required if patient is a minor.

   

Please scan and email form to lisa@lisasharf.com



LISA SHARF, M.S.N., A.R.N.P., P.A.
    LISA SHARF, M.S.N., A.R.N.P. 

     LIC. #: ARNP1190912 
Phone.#: (786) 356-9342   Fax #: (305) 667-7839 

FOR ADULTS ONLY 
Patient’s Name:____________________________________________________________ 

Are you having financial problems? ___Y  ___N: If yes, Please explain: ___________________________ 

Are you having legal concerns?___Y ___N: If yes, Please explain: ________________________________ 

Please list any hobbies or interests:__________________________________________________________ 

Please circle the frequency of each trait:  Circle One 

Never  Occasional  Often
Feeling depressed     1     2    3 
Feeling anxious     1     2    3 
Mood swings (happy – angry – sad, etc.)     1     2    3 
Inappropriate expression of anger     1     2    3 
Feeling fatigued      1     2    3 
Sleep problems     1     2    3 
Eating problems     1     2    3 
Trouble concentrating    1     2    3 
Easily distracted or unfocused     1     2    3 
Racing, uncontrollable thoughts     1     2    3 
Disorganized    1     2    3 
Constantly shifts from one task to another    1     2    3 
Procastination    1     2    3 
Problems at work     1     2    3 
Feelings of low self-esteem    1     2    3 
Withdrawn socially    1     2    3 
Feeling lonely    1     2    3 
Difficulty making friends     1     2    3 
Conflictful relationships with friends and      1     2    3 
acquaintances 
Marital problems     1     2    3 

Please scan and email form to lisa@lisasharf.com



Communication problems with spouse  1  2  3 
Sexual problems      1  2  3 

Please circle the frequency of each trait:  Circle One
Never  Occasional  Often

Relationship problems with children  1  2  3 
History of physical abuse   1  2  3 
History of sexual abuse   1  2  3 
Do you smoke?   1  2  3 
Caffeine consumption  1  2  3 
History of drug or alcohol abuse   1  2  3 
Seeing or hearing things that are not there  1  2  3 
Feeling suicidal   1  2  3 

 Please print all medications presently being taken: 

   Medication    Date      
   Prescribed 

 Prescribed by 
       Whom        

 Dosage    Frequency    Condition 

Please scan and email form to lisa@lisasharf.com



Consent to use and /to disclose your health information for 
purposes of treatment, payment, or health care operations 

As a condition of providing treatment to you, the provider,  
(Lisa Sharf, MSN, ARNP) may request your consent to use and disclose 
protected health information (PHI) about you to carry out treatment, payment, 
and health care operations.(TPO)  You may revoke this consent at any time by 
notifying the provider in writing except to the extent that the provider has already 
taken action based on your previous consent. 

A more complete description of the uses and disclosures of PHI are available in 
the provider’s Notice of Privacy Practices. (NPP). Please review prior to signing 
this consent. The provider reserves the right to change their privacy practices. A 
copy of the NPP and any revisions are available upon your request. 

You have the right to request that the provider restrict the manner in which 
information for treatment, payment, or administrative purposes is used or 
disclosed. The provider, however, is not required to agree to such restrictions. If 
an agreement on restrictions is made, however, it will be honored. 

I hereby consent to the use and disclosure by my provider, his/her workforce, 
and its business associates of my protected health information for purposes of 
treatment, payment, and health care operations. 

Signature_________________________________________________________ 

PRINTED 
NAME___________________________________________________________ 

Signature of Personal 
Representative of the Client__________________________________________ 

Description of Personal Representative 
To the Client______________________________________________________ 

Date of NPP______________________________________________________ 

COPY given to Client/Parent/Representative 

Please scan and email form to lisa@lisasharf.com



LISA SHARF, M.S.N., A.R.N.P., P.A. 
    License – ARNP 1190912 

Notice of Privacy Practices  
Receipt and Acknowledgment of Notice 

Patient/Client 
Name:___________________________________________________ 
DOB: ___________________________________________________ 
SSN:____________________________________________________ 

I acknowledge that I have received a Summary and have been given an 
opportunity to read a copy of the Notice of Privacy Practices for 
Lisa Sharf, M.S.N., A.R.N.P., P.A. I understand that if I have any questions 
regarding the Notice or my privacy rights, I can contact Lisa Sharf, M.S.N., 
A.R.N.P., Privacy Information Officer at  (786) 9342.
________________________________________________________ 
Signature of Patient/Client       Date  

________________________________________________________ 
Signature or Parent, Guardian or Personal Representative .  Date 

_____________________________________________________________ 

____ If you are signing as a personal representative of an individual, please 
describe your legal authority to act for this individual (power of attorney, 
healthcare surrogate, etc.).  

Patient/Client Refuses to Acknowledge Receipt: 

__________________________________________________________ 
Signature of Staff Member       Date 

2000 South Dixie Highway #104   2450 Hollywood Blvd. #303A 
  Coconut Grove, FL. 33133            Hollywood, FL. 33020 
 Phone-786-356-9342          Fax 305-667-7839 

Please scan and email form to lisa@lisasharf.com



LISA SHARF, M.S.N., A.R.N.P., P.A. 
  License – ARNP 1190912 

Authorization To Receive and/or Release Personal Health Information (PHI) 

Patient Name: ____________________________________  ID Number: ________________________ 

I hereby authorize the use or disclosure of my personal health information as described below. 

Persons /Organizations Persons / Organizations
I authorize to receive my PHI I authorize to release my PHI 
_____________________________________ ___________________________________

_____________________________________ ___________________________________

_____________________________________ ___________________________________

If this Authorization is for psychotherapy notes, no other type of protected information may be listed on the 
same form. 

Specific description of information to be disclosed  ______________________________________________________ 

________________________________________________________________________________________________ 

This information is to be disseminated through : 

________  Verbal Communication ________  Written Communication 

Expiration: 

I understand that this Authorization shall remain in effect until (fill in expiration date) _______________, or 
until (fill in an event that relates to the individual or the purpose of the use or disclosure) 
_______________________. 

Revoke Authorization: 

I understand that I have the right to revoke this Authorization, in writing, at any time by sending written 
notification to the privacy officer, Joann Gruber, ARNP - BC.  I further understand that the revocation of the 
Authorization is not effective to the extent that action has been taken in reliance on the Authorization. 

Redisclosures: 

I understand that the information used or disclosed pursuant to the Authorization may be subject to 
redisclosure by the recipient of my information, and may no longer be protected by the HIPAA Privacy 
Policy. 

I may request a copy of this Authorization for my records.  This form was completely filled in before I signed it.  I 
certify that all of my questions were answered to my satisfaction, and that I understand this Authorization form and all 
of its contents. 

____________________________________________________ 
Name of Patient (Printed) 

____________________________________________________ ________________________________ 
Signature of Patient, Parent, Guardian or Date 
Personal Representative 

** YOU MAY REFUSE TO SIGN THIS AUTHORIZATION** 

www.lisasharf.com
lisa@lisasharf.com

 Phone:  786-356-9342 
Fax:  305-667-7839 

Please scan and email form to lisa@lisasharf.com



LISA SHARF, M.S.N., A.R.N.P., P.A. 
 License – ARNP 1190912 

PATIENT RECORD OF DISCLOSURES & COMMUNICATION 

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and 
disclosures of their protected health information (PHI).  The individual is also provided the right to request 
confidential communications or that a communication of PHI be made by alternative means, such as 
sending correspondence to the individual’s office instead of the individual’s home. 

I wish to be contacted in the following manner (check all that apply): 

_____ Home Telephone ________________________ ______Written Communication 
____O.K. to leave message with detailed information ____O.K. to mail to my home address 
____Leave message with call-back number only  ____O.K. to mail to my work/office address 

____O.K. to fax to this number________ 
____O.K. to email me @_________ 

_____Work Telephone ________________________ 
  ____O.K. to leave message with detailed information   ____Other _________________________ 

   ____Leave message with call-back number only        ____________________________ 

________________________________________ ________________________________ 
Patient’s Name Date 

________________________________________ ________________________________ 
Print Signature Birthdate 

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, 
and requests for PHI to the minimum necessary to accomplish the intended purpose.  These provisions do not apply 
to uses or disclosures made pursuant to an authorization requested by the individual. 

Healthcare entities must keep records of PHI disclosures. Information provided below, if completed properly, will 
constitute an adequate record. 

   Note:  Uses and disclosures for TPO may be permitted without prior consent in an emergency. 

Record of Disclosures of Protected Health Information 

Date Disclosed To Whom 
Address or Fax Number 

(1) Description of 
Disclosure/Purpose of 
Disclosure 

By Whom Disclosed (2) (3) 

(1) Check this box if the disclosure is authorized 
(2) Type key: T = Treatment Records,  P=Payment Information,  O=Healthcare Operations 
(3) Enter how disclosure was made:  F = Fax, P = Phone, E= E-Mail, M= Mail, O= Other 

Please scan and email form to lisa@lisasharf.com



CREDIT CARD PAYMENTS 

 VISA     MASTERCARD    DISCOVER 

CARD NUMBER:____________________________________________ 

EXPIRATION DATE: __________________________________________ 

NAME ON CARD:

 

____________________________________________ 

AMOUNT PAID:

 

_____________________________________________ 

PROVIDER:

 

________________________________________________ 

DATE OF SERVICE:

 

__________________________________________ 

PATIENT:

 

____________________________________ 

SIGNATURE:_________________________________ SIGNATURE ON FILE___________ 

I AM ALLOWING MY CREDIT CARD TO BE BILLED AT THE TIME OF SERVICE BY PROVIDER FOR ESTABLISHED FEE. 

email:  lisa@lisasharf.com
786-356-9342 phone number   305-667-7839 fax 

SECURITY CODE: __________ 

Please scan and email form to lisa@lisasharf.com
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fe
ss

io
na

ls
 

an
d 

re
fe

rr
al

 a
ge

nc
ie

s.
 

 S
ec

on
d,

 w
e 

m
ay

 u
se

 th
e 

in
fo

rm
at

io
n 

to
 

su
bm

it 
bi

lls
 fo

r y
ou

r m
ed

ic
al

 c
ar

e 
to

 
in

su
re

rs
, M

ed
ic

ar
e,

 M
ed

ic
ai

d 
or

 th
ird

 
pa

rty
 p

ay
er

s.
  

 Fi
na

lly
, w

e 
m

ay
 u

se
 th

is
 in

fo
rm

at
io

n 
fo

r 
ou

r h
ea

lth
 c

ar
e 

op
er

at
io

ns
, m

ea
ni

ng
 th

e 
w

or
k 

w
e 

m
us

t d
o 

to
 p

ro
vi

de
 q

ua
lit

y 
se

rv
ic

es
 to

 y
ou

 a
nd

 a
ll 

of
 o

ur
 p

at
ie

nt
s.

 
 W

e 
w

ill
 s

ee
k 

yo
ur

 a
ut

ho
riz

at
io

n 
w

he
n 

st
at

e 
or

 fe
de

ra
l l

aw
 re

qu
ire

s 
it.

  
   

    

W
e 

m
ay

 u
se

 P
H

I w
ith

ou
t 

yo
ur

 p
er

m
is

si
on

 fo
r t

he
 

fo
llo

w
in

g 
re

as
on

s:
  

 
• 

A
s 

re
qu

ire
d 

by
 s

ta
te

 o
r f

ed
er

al
 la

w
.  

• 
Fo

r p
ub

lic
 h

ea
lth

 p
ur

po
se

s,
 s

uc
h 

as
 

re
po

rti
ng

 c
hi

ld
 o

r e
ld

er
 a

bu
se

, o
r i

f 
yo

u 
ar

e 
a 

da
ng

er
 to

 y
ou

rs
el

f o
r t

o 
ot

he
rs

.  
• 

To
 tr

ea
t y

ou
 in

 a
n 

em
er

ge
nc

y.
 

• 
To

 in
fo

rm
 y

ou
 o

f a
lte

rn
at

iv
e 

tre
at

m
en

ts
.  

• 
W

he
n 

or
de

re
d 

by
 a

 re
gu

la
to

ry
 

ag
en

cy
, s

uc
h 

as
 H

ea
lth

 a
nd

 H
um

an
 

S
er

vi
ce

s.
 

• 
Fo

r l
aw

 e
nf

or
ce

m
en

t p
ur

po
se

s 
or

 in
 

re
sp

on
se

 to
 a

 c
ou

rt 
or

de
r. 

 
• 

Fo
r a

ge
nc

ie
s 

in
vo

lv
ed

 in
 a

 d
is

as
te

r 
si

tu
at

io
n.

  
• 

Fo
r l

aw
su

its
 a

nd
 d

is
pu

te
s.

  
• 

To
 c

om
m

un
ic

at
e 

w
ith

 c
or

on
er

s,
 

m
ed

ic
al

 e
xa

m
in

er
s,

 a
nd

 fu
ne

ra
l 

ho
m

es
 w

he
n 

ne
ce

ss
ar

y.
  

• 
To

 c
om

m
un

ic
at

e 
w

ith
 fe

de
ra

l o
ffi

ci
al

s 
in

vo
lv

ed
 in

 s
ec

ur
ity

 a
ct

iv
iti

es
 

au
th

or
iz

ed
 b

y 
la

w
.  

 
• 

To
 c

ar
ry

 o
ut

 tr
ea

tm
en

t a
nd

 b
ill

in
g 

op
er

at
io

ns
 th

ro
ug

h 
a  

bi
lli

ng
 o

r 
tra

ns
cr

ip
tio

n 
se

rv
ic

e.
  

Y
ou

r a
ut

ho
riz

at
io

n 
is

 re
qu

ire
d 

fo
r o

th
er

 
di

sc
lo

su
re

s.
  

  

Th
e 

fo
llo

w
in

g 
P

H
I r

ec
ei

ve
s 

sp
ec

ia
l p

ro
te

ct
io

ns
 u

nd
er

 
fe

de
ra

l a
nd

/o
r s

ta
te

 la
w

.  

• 
P

sy
ch

ot
he

ra
py

 N
ot

es
 a

re
 k

ep
t 

se
pa

ra
te

 fr
om

 th
e 

m
ed

ic
al

 re
co

rd
 

an
d 

re
ce

iv
e 

sp
ec

ia
l p

ro
te

ct
io

n.
  

• 
P

sy
ch

ot
he

ra
py

 N
ot

es
 e

xc
lu

de
:  

m
ed

ic
at

io
n 

pr
es

cr
ip

tio
n 

an
d 

m
on

ito
rin

g,
 c

ou
ns

el
in

g 
se

ss
io

n 
st

ar
t 

an
d 

st
op

 ti
m

es
, m

od
al

iti
es

 a
nd

 
fre

qu
en

ci
es

 o
f t

re
at

m
en

t f
ur

ni
sh

ed
, 

re
su

lts
 o

f c
lin

ic
al

 te
st

s,
 a

nd
 a

ny
 

su
m

m
ar

y 
of

 th
e 

fo
llo

w
in

g 
ite

m
s:

 
di

ag
no

si
s,

 fu
nc

tio
na

l s
ta

tu
s,

 
tre

at
m

en
t p

la
n,

 s
ym

pt
om

s,
 

pr
og

no
si

s,
 a

nd
 p

ro
gr

es
s 

to
 d

at
e.

  
• 

A
lc

oh
ol

 a
nd

 d
ru

g 
ab

us
e 

in
fo

rm
at

io
n 

ha
s 

sp
ec

ia
l p

riv
ac

y 
pr

ot
ec

tio
ns

.  
Li

sa
 S

ha
rf

, M
.S

.N
., 

A
.R

.N
.P

., 
P.

A
., 

w
ill

 n
ot

 d
is

cl
os

e 
an

y 
in

fo
rm

at
io

n 
id

en
tif

yi
ng

 a
n 

in
di

vi
du

al
 a

s 
be

in
g 

a 
pa

tie
nt

 o
r p

ro
vi

de
 a

ny
 m

en
ta

l h
ea

lth
 

or
 m

ed
ic

al
 in

fo
rm

at
io

n 
re

la
tin

g 
to

 a
 

pa
tie

nt
’s

 s
ub

st
an

ce
 a

bu
se

 tr
ea

tm
en

t 
un

le
ss

: (
1)

 th
e 

pa
tie

nt
 c

on
se

nt
s 

in
 

w
rit

in
g,

 (2
) a

 c
ou

rt 
or

de
r r

eq
ui

re
s 

di
sc

lo
su

re
 o

f t
he

 in
fo

rm
at

io
n,

 (3
) 

m
ed

ic
al

 p
er

so
nn

el
 n

ee
d 

th
e 

in
fo

rm
at

io
n 

fo
r a

 m
ed

ic
al

 
em

er
ge

nc
y,

 o
r (

4)
 it

 is
 n

ec
es

sa
ry

 to
 

re
po

rt 
a 

cr
im

e 
or

 a
 th

re
at

 to
 c

om
m

it 
a 

cr
im

e 
or

 to
 re

po
rt 

ab
us

e 
or

 n
eg

le
ct

 
as

 re
qu

ire
d 

by
 la

w
.  




