HEBE ESTRELLA-SCHULTZ M.D
Diplomate of the American Psychiatry and Neurology
FAMILY PSYCHIATRY
2530 DOUGLAS BLVD, STE 160
ROSEVILLE, CA 95661
PHONE (916) 749-2010

APPLICATION FOR SERVICE AND CONSENT FOR TREATMENT

I,
consent to be
evaluated and receive treatment voluntarily from Dr Hebe Estrella-Schultz.

PAYMENTS/ASSIGNMENT OF BENEFITS
I hereby assign all medical benefits to which I am entitled, including private insurance or
any other health plan to Hebe Estrella-Schultz M.D.
This assignment will remain in effect until revoked by me in writing. A photocopy of this
assignment is to be considered as valid as an original
I understand that I am financially responsible for all charges for rendered services. If I am
using insurance to pay for services, I will be responsible to pay for rendered services if
they are not paid for my insurance, regardless of the reason or cause and regardless of
any insurance health plan objections.
I understand that co-pays are to be paid at the time of the visit.
I also understand that I am responsible for any fees incurred as a result of court
testimony, deposition testimony, preparation or conferences with attorneys concerning
my case, legal letters etc, even after Dr Estrella-Schultz is no longer my physician. There
may be charges for other services that are not covered by my insurance. You can ask the
doctor about this.
I am responsible to give 48 hours advance notice if I need to cancel or reschedule my
visit to avoid charges.
Missed appointments or late cancellations are not paid by insurances
I understand that there will be penalties for returned checks (according to bank current
rates).
I also understand that telephone conversations are limited and I could be charged a fee if
they extend in the period of one week over 15 minutes.

I understand that there could be reduced charges for time used in consultations with other
care providers or people whose input may be valuable for my care. Ask the doctor about
this.
I understand that Dr Estrella-Schultz’s care and treatment may consist of an evaluation
process, psychotherapy and medication treatment if indicated. There are no warranties
regarding outcomes for your treatment or the length of it. The doctor welcomes any
questions that you may have regarding your evaluation and treatment
This consent does not waive my civil rights. I reserve the right to decline treatment
against medical advice.
Please advice this doctor if there are any changes in your medical/psychiatric history,
address, phone number or insurances as soon as possible.
I understand that my records are confidential, and will not be released to anyone without
my written consent. However, certain information may be released without my
authorization under the following situations:
1)
2)
3)
4)
5)
6)

Under a valid medical/psychiatric emergency.
If you are likely to harm yourself.
If you are likely to harm somebody else.
If there is any suspicion of child abuse, dependent adult or elder abuse.
To the courts if necessary for the administration of justice.
To your insurance company if required by them.

I will call the pharmacy if I need refills within 7 days in advance before I finish my
medication.
I consent Dr Estrella-Schultz in case of an emergency for her to call:

Phone #:

I consent Dr Estrella-Schultz to contact the following persons if needed for my treatment
or follow-up: previous or current doctors, therapists, etc. You need to name them and
provide phone numbers (if possible)

Patient signature:

Date:

PATIENT HEALTH QUESTIONNAIRE (PHQ-9)
DATE:

NAME:
Over the last 2 weeks, how often have you been
bothered by any of the following problems?
(use "ⁿ" to indicate your answer)

More than Nearly
half the every day
days

Not at all

Several
days

1. Little interest or pleasure in doing things

0

1

2

3

2. Feeling down, depressed, or hopeless

0

1

2

3

3. Trouble falling or staying asleep, or sleeping too much

0

1

2

3

4. Feeling tired or having little energy

0

1

2

3

5. Poor appetite or overeating

0

1

2

3

6. Feeling bad about yourself or that you are a failure or
have let yourself or your family down

0

1

2

3

7. Trouble concentrating on things, such as reading the
newspaper or watching television

0

1

2

3

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite being so figety or
restless that you have been moving around a lot more
than usual

0

1

2

3

9. Thoughts that you would be better off dead, or of
hurting yourself

0

1

2

3

add columns

+

+

(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).

10. If you checked off any problems, how difficult
have these problems made it for you to do
your work, take care of things at home, or get
along with other people?

Not difficult at all
Somewhat difficult
Very difficult
Extremely difficult
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Zung Self-rating Anxiety Scale
Name:

Date:

Listed below are 20 statements. Please read each one
carefully and decide how much the statement describes
how you have been feeling during the past week.
Circle the appropriate number for each statement.

None or
a little of
the time

Some
of the
time

Good
part of
the time

Most or
all of the
time

1. I feel more nervous and anxious than usual.

1

2

3

4

2. I feel afraid for no reason at all.

1

2

3

4

3. I get upset easily or feel panicky.

1

2

3

4

4. I feel like I'm falling apart and going to pieces.

1

2

3

4

5. I feel that everything is all right and nothing bad will happen.

4

3

2

1

6. My arms and legs shake and tremble.

1

2

3

4

7. I am bothered by headaches, neck and back pains.

1

2

3

4

8. I feel weak and get tired easily.

1

2

3

4

9. I feel calm and can sit still easily.

4

3

2

1

10. I can feel my heart beating fast.

1

2

3

4

11. I am bothered by dizzy spells.

1

2

3

4

12. I have fainting spells or feel faint.

1

2

3

4

13. I can breathe in and out easily.

4

3

2

1

14. I get feelings of numbness and tingling in my fingers and toes.

1

2

3

4

15. I am bothered by stomachaches or indigestion.

1

2

3

4

16. I have to empty my bladder often.

1

2

3

4

17. My hands are usually dry and warm.

4

3

2

1

18. My face gets hot and blushes.

1

2

3

4

19. I fall asleep easily and get a good night's rest.

4

3

2

1

20. I have nightmares.

1

2

3

4

Score Total*:
Adapted from Zung WWK. A rating instrument for anxiety. Psychosomatics. 1971;XII:371-379.
Reprinted with permission from Psychosomatics, ©1971. American Psychiatric Association.

*Score is for healthcare
provider interpretation.

Generalized Anxiety Disorder 7-item (GAD-7) scale
Over the last 2 weeks, how often have you been
bothered by the following problems?

Not at
all sure

Several
days

Over half
the days

Nearly
every day

1. Feeling nervous, anxious, or on edge

0

1

2

3

2. Not being able to stop or control worrying

0

1

2

3

3. Worrying too much about different things

0

1

2

3

4. Trouble relaxing

0

1

2

3

5. Being so restless that it's hard to sit still

0

1

2

3

6. Becoming easily annoyed or irritable

0

1

2

3

7. Feeling afraid as if something awful might
happen

0

1

2

3

Add the score for each column

+

+

+

Total Score (add your column scores) =
If you checked off any problems, how difficult have these made it for you to do your work, take
care of things at home, or get along with other people?
Not difficult at all __________
Somewhat difficult _________
Very difficult _____________
Extremely difficult _________

Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety
disorder. Arch Inern Med. 2006;166:1092-1097.

Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist

Very Often

Often

Sometimes

Please answer the questions below, rating yourself on each of the criteria shown using the
scale on the right side of the page. As you answer each question, place an X in the box that
best describes how you have felt and conducted yourself over the past 6 months. Please give
this completed checklist to your healthcare professional to discuss during today’s
appointment.

Rarely

Today’s Date

Never

Patient Name

1. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done?
2. How often do you have difficulty getting things in order when you have to do
a task that requires organization?
3. How often do you have problems remembering appointments or obligations?
4. When you have a task that requires a lot of thought, how often do you avoid
or delay getting started?
5. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time?
6. How often do you feel overly active and compelled to do things, like you
were driven by a motor?

Part A
7. How often do you make careless mistakes when you have to work on a boring or
difficult project?
8. How often do you have difficulty keeping your attention when you are doing boring
or repetitive work?
9. How often do you have difficulty concentrating on what people say to you,
even when they are speaking to you directly?
10. How often do you misplace or have difficulty finding things at home or at work?
11. How often are you distracted by activity or noise around you?
12. How often do you leave your seat in meetings or other situations in which
you are expected to remain seated?
13. How often do you feel restless or fidgety?
14. How often do you have difficulty unwinding and relaxing when you have time
to yourself?
15. How often do you find yourself talking too much when you are in social situations?
16. When you’re in a conversation, how often do you find yourself finishing
the sentences of the people you are talking to, before they can finish
them themselves?
17. How often do you have difficulty waiting your turn in situations when
turn taking is required?
18. How often do you interrupt others when they are busy?

Part B

8.5” x 11”

Name_______________________________________

Date_______________________________________

Mood Disorder Questionnaire
The questions you are about to answer will help you assess your mood and help your doctor educate you
about the need for additional evaluation. Please discuss the results of this questionnaire with your doctor.
Instructions for patients: Please check ONE BOX ONLY for each of the questions below.
The following three questions will ask you about a history of mania. *

1.

Has there ever been a period of time when you were not your usual self and…

YES

NO

YES

NO

...you felt so good or so hyper that other people thought you were not
your normal self, or you were so hyper that you got into trouble?
...you were so irritable that you shouted at people or started fights or arguments?
...you felt much more self-confident than usual?
...you got much less sleep than usual and found you didn’t really miss it?
...you were much more talkative and/or spoke much faster than usual?
...thoughts raced through your head and/or you couldn’t slow your mind down?
...you were so easily distracted by things around you that you had
trouble concentrating or staying on track?
...you had much more energy than usual?
...you were much more active and/or did many more things than usual?
...you were much more social or outgoing than usual—for example,
you telephoned friends in the middle of the night?
...you were much more interested in sex than usual?
...you did things that were unusual for you or that other people
might have thought were excessive, foolish, or risky?
...spending money got you or your family into trouble?

2.

If you checked YES to more than one of the above, have you experienced several of
these during the same period of time?

3.

How much of a problem did any of these situations cause you (like being unable to work; having family,
money, or legal problems; and/or getting into serious arguments or fights)?
No problem

Minor problem

Moderate problem

Serious problem

* ©2009, 2000 Robert M.A. Hirschfeld, MD; Licensed by Jones and Bartlett Publishers, LLC Sudbury, MA.

Two questions about yourself
These questions will ask you about current feelings of depression.

YES
1.

During the past month, have you often been bothered by feeling down,
depressed, or hopeless?

2.

During the past month, have you often been bothered by little interest or
pleasure in doing things?

NO

This questionnaire is intended to help you assess your mood and help your doctor educate you about the need for additional evaluation. Only your health care
provider can properly diagnose and recommend treatment for bipolar disorder.
Provided as a professional service from
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