
 

Wake Forest Health Network – Behavioral Health Emerywood 
 
320 Boulevard St., High Point, NC  27265 
P: 336-878-6226 / F: 336-878-6272 
 
Mental Health Intake Form (Pleas complete all information) 
 
Name:  
 
Date of Birth:  
 
Primary Care Physician: 
 
Current Therapist/Counselor: 
 
Therapist’s Phone: 
 
What are the problem(s) for which you are seeing help? 
1.___________________________________________________________________________________ 
2.___________________________________________________________________________________ 
3.___________________________________________________________________________________ 
 
What are your treatment goals? 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Current Symptoms Checklist: (check for any symptoms present) 
( ) Depressed mood  ( ) Racing Thoughts  ( ) Excessive worry  ( ) Unable to enjoy activities  ( ) Impulsivity 
 
( ) Anxiety attacks  ( ) Sleep pattern disturbance  ( ) Increased risky behavior  ( ) Avoidance 
 
( ) Loss of interest  ( ) Increased libido  ( ) Hallucinations  ( ) Concentration/forgetfulness 
 
( ) Decreased sleep  ( ) Suspiciousness  ( ) Change in appetite  ( ) Excessive energy  ( ) Excessive guilt 
 
( ) Increased irritability  ( ) Fatigue  ( ) Crying spells  ( ) Decreased libido 
 
Do you have access to guns? If yes, please explain.  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
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Patient Name: _________________________________ 
Medical Record Number: ________________________ 
CSN: ________________________________________ 
Today’s Date: _________________________________ 

 

 
 

Behavioral Health Emerywood 
Appointment Notification Notice 

 
We understand that situations may arise which prevent you from keeping your appointment. 

However, we do request that you provide us with 24 hour notice if you realize that you will be unable to 
keep the appointment. This will allow the providers to serve another patient during that time. If you arrive 
more than 15 minutes late for an appointment you may be asked to reschedule. Patients who have more 
than three no-showed appointments can be dismissed from our practice. A no-show is defined as 
missing your appointment without informing Wake Forest Health Network Behavioral Health 
Emerywood. It is important to note that if we are unable to confirm your appointment, it may be cancelled 
to allow another patient to be scheduled. 

 
 

Please fill in the bottom section of this form with every number you would like us to call to 
remind you of your appointments. 

 
Patient’s Name: _________________________________ Patient Date of Birth: ____________________ 
 
Parent or Guardian Name (if patient is child): _______________________________________________ 
 
Home #: ______________________________________ Cell #: _________________________________ 
 
Work #: ______________________________________ Other: _________________________________ 
 
What number is best to reach you at during the day (M-F, 8:00 a.m. to 5:00 p.m.)? ________________ 
 
Special Requests: _______________________________________________________________________ 
_______________________________________________________________________________________ 
 
Signature of Patient/Legally Responsible Person _____________________________________________ 
 
Staff Witness’s Signature ________________________________________________________________ 
 

Please do not hesitate to call our office at (336) 878-6226 if you have any questions or concerns. 
We consider you to be a valued patient, and look forward to seeing you. 



Patient Name: _______________________________ 
Medical Record Number: ______________________ 
CSN: ______________________________________ 
Today’s Date: _______________________________ 
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Behavioral Health Emerywood 
Informed Consent 

 
EMERGENCY CARE FACTS: If you have a mental health emergency, please call the office at 336-878-6226 during normal office hours and tell the 
staff member you are having a mental health crisis.  
 
Statement of Patient Rights 
Patients have the right to: 

 Be treated with dignity and respect. 
 Fair health care; no matter what race, religion, gender, ethnicity, age, handicap, or source of payment. 
 Ask for what they want in a provider. 
 Turn down or drop out of care at any time. 
 Have their health care and other patient records kept private. 

o By law, records can only be released without patient permission when there is fear of harm to self or others, suspected child or elder abuse, 
court order, or when information needs to be given to someone to process a payment 

 Easy access to timely care. 
 To not have money influence the choices about their care. Talk with the provider in a way they can understand about: 

o diagnosis and treatment choices 
o type of therapy/testing  
o clinical guidelines used when making choices about their care 
o anticipated expected course, risks, and choices of treatment 

 Have a copy of the treatment plan if asked. 
 Have facts about health insurance coverage and, if it applies, its role in the health care process. 
 Know what to expect for the cost of their care before appointments. 
 Ask their provider about their work history and training. 
 Give input on the Wake Forest Health Network Patient Rights and Responsibilities policy. 
 Freely file a complaint or appeal. 

o This is done by calling either the Office Manager of this office or Wake Forest Baptist Patient Relations/Complaints at 336-713-2273 
(CARE) or email patientrelations@wakehealth.edu 

 Know the name of the provider’s clinical supervisor if this applies.  NAME:___________________________ 
 Be told of his/her right to call Disability Rights NC, the office named under federal and State law to protect and argue for the rights of persons with 

disabilities. 
 Be told that anything sent through email is at risk of privacy breach. 

o You have the right to have emails sent with extra protection by writing the word “SECURE” in the subject line. 
Statement of Patient Responsibilities 
Patients have the responsibility to:  

 Treat those giving them care with dignity and respect. 
 Give providers true information so they can give the best possible care. 
 Ask questions about their care and fees following the treatment plan the patient and provider agree to. 
 Tell all providers about medication changes, even if it was prescribed to them by someone else. 
  Be willing to follow their doctor’s care plan. 
 Keep their appointments. 

o Patients should call the office as soon as they know they need to cancel visits. More than 24 hour notice is needed. 
o Missed appointments may cause you to be dismissed. 

 Let their provider know when the treatment plan is not working. 
 Let someone know if they have any concerns about the quality of care they are given. 
 Report abuse and fraud. 
 Not make any voice or video recordings, or take any pictures in any Wake Forest office.  INITIAL _________ 

I agree to take part in behavioral health care services at Wake Forest Health Network Behavioral Health Emerywood. I know that I am agreeing only to the 
services that the provider is trained to give. 
If the patient is under the age of eighteen or not able to agree to care, I confirm that I have the legal right to agree to treatment for this person. 
I know that information about my behavioral health care may be discussed with other providers involved in my care. This is to best plan my care. I will talk about 
any concerns I have about information I would not like to be shared with my providers. 
I have read the emergency care facts and patient rights and responsibilities. A copy of this form has been given to me. 
 
_________________________________________________________  _________________________________________ 
Signature of Patient/Legally Responsible Person     Date 
 
_________________________________________________________  _________________________________________ 
Provider Signature       Date/Time (Required) 

mailto:patientrelations@wakehealth.edu
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