
 

Intake   Form   
 
PLEASE   PRINT   CLEARLY  Today’s   Date   

 

PERSONAL   INFORMATION  

PATIENT   (S)  RESPONSIBLE   PARTY   

Date   of   Birth____________________Gender_________________  Responsible   Party’s   SSN____________________________________   

Address   ______________________________________________ Address   (if   different)   ______________________________________  

 

City,   State    ___________________________ Zip_______________  City,   _________________State    _____    Zip______________________   

Home   Phone__________________________________________  Home   Phone   (if   different)__________________________________   

Work   Phone___________________________________________ Work   Phone   (if   different)   __________________________________  

Cell   Phone    ___________________________________________ Cell   Phone   (if   different)   ___________________________________   
 
Please   indicate   with   an   *   which   phone   numbers   we   may   NOT    leave   a   message.   

 
Pa�ents’   rela�onship   to   Responsible   Party   (check   one):    Self_______   Spouse_______   Child_______   Other   _______  

Rela�ve   or   friend   in   case   of   emergency   _____________________________________________________________ 
 

Name______________________________________________Phone   #______________________Rela�onship_______________________  
 
Source   of   referral    _______________________________________    Reason   for   referral__________________________________________   
 
How   did   you   hear   about   Ketamine   North   Infusion   Center?  
___________________________________________________________________  
 

 

FINANCIAL  

I   understand   that   Ketamine   North   Infusion   Center   does   not   accept   insurance.   Upon   request,   I   will   be   given   a   receipt   that   I   may   submit   to  

my   insurance   for   possible   reimbursement.   As   well,   I   understand   that   if   I   cancel   within   24   hours   or   do   not   show   up   for   an   appointment   I   will  

be   billed   the   en�re   amount   of   the   appointment.   I   have   been   given   the   opportunity   to   ask   ques�ons   regarding   this   statement.  

 

_______________________________________    __________________________________  ___________________________  

Signature   of   Responsible   Party Printed   Name Date  

 

 

 

 

Ketamine   North   Infusion   Center   •   1003   E   Central   Entrance   •   Duluth,   MN   55811   •   218.209.2150  
website:   KetamineNorth.com   •   email:   bewell@ketaminenorth.com  



 
Prac�ce   Policies   

 

 
You  will  be  evaluated  by  a  trained  and  licensed  provider.  We  wish  to  take  this  opportunity  to  welcome  you  and  also  to  state  some                         
basic  principles  we  believe  essen�al  in  establishing  a  good  rela�onship  between  us.  Please  read  through  this  informa�on,  asking                   
ques�ons   as   needed.  

 
1. INITIAL   INTERVIEW:   Your   first   history   and   physical   is   considered   an   evalua�on   interview   and   exam.   At   the   �me   of   this  
          appointment,   the   following   decisions   will   be   made   with   you:  

a)   If   ketamine   is   an   appropriate   treatment   op�on  
b)   Frequency   of   ketamine   infusion   sessions   
c)   Goals   of   therapy   (what   you   hope   to   gain   from   this   process.)  

 
2. APPOINTMENTS:  Each  appointment  varies  in  length  depending  on  your  chief  complaint.  Typically,  40  min  infusion  appointments                 

take  just  under  2  hours,  4  hour  infusions  are  typically  around  5  hours  in  length.  At  the  end  of  each  appointment  you  can  make                         
arrangements   for   your   next   appointment   or   you   may   also   book   all   your   prescribed   appointments   at   once.  

 
3. CANCELLATIONS:  If  you  find  that  you  need  to  cancel  an  appointment,  please  give  as  much  no�ce  as  possible  so  that  we  can                       

schedule  people  that  are  on  our  wai�ng  list.  You  will  be  personally  charged  for  your  appointment  if  not  canceled  at  least  24                       
hours   in   advance   other   than   for   emergency   reasons.  

 
4. PAYMENTS:  We  would  greatly  appreciate  payment  in  full  for  each  office  prior  to  the  start  of  your  appointment.  If  you  do  not                       

have   a   charge   card.   We   will   accept   cash   and   check.   Please   make   checks   out   to   “Ketamine   North   Infusion   Center”.   
 

5. INSURANCE:   Insurance   is   an   agreement   between   you   and   your   insurance   company   as   to   how   treatment   will   be   paid   for.  
We  will  assist  you  in  any  way  possible  by  providing  receipts  and  documenta�on.  We  currently  do  not  directly  par�cipate  with                     
insurance  plans.  However,  we  will  assist  you  by  giving  you  receipts  to  submit,  and  follow  up  contacts.  Some  insurance  companies  will                      
pay  for  a  por�on  of  outpa�ent  ketamine  infusion  services.  You  should  check  with  your  insurance  company  representa�ve  to  find  out                     
specific  requirements  and  limita�ons  of  this  coverage.  We  will  be  happy  to  assist  you  in  the  prepara�on  of  insurance  forms  if  you  feel                        
there  is  a  chance  your  insurance  company  will  pay  for  these  services.  The  hourly  rate  will  apply.  Payments  for  services  received                      
through  Ketamine  North  Infusion  Center  are  ul�mately  your  responsibility.  If  your  insurance  company  requires  that  outpa�ent                 
ketamine  infusion  services  be  preauthorized,  it  is  your  responsibility  to  ini�ate  the  reauthoriza�on  process,  i.e.  contac�ng  your                  
primary  care  physician,  insurance  company,  or  a  third  party  “gate  keeper”.  Failure  to  obtain  required  preauthoriza�on  for  outpa�ent                   
mental   health   services   will   result   in   you   being   held   100%   responsible   for   all   charges.   

 
6. CONFIDENTIALITY:  All  informa�on  regarding  the  specific  nature  of  your  treatment  is  maintained  at  Ketamine  North  Infusion                 

Center  and  is  considered  confiden�al  within  the  office  unless  specified  by  you  in  wri�ng.  However,  each  provider  at  this  office                     
reserves  the  right  to  use  specialty  consulta�on  with  other  medical  providers  at  the  office  as  deemed  necessary.  We  follow  HIPAA                     
and   maintain   confiden�ality.   

 
Please   check   and   ini�al   boxes.  

 
     Yes      No I   acknowledge   that   I   have   read   and   understand   all   of   the   foregoing   statements   and   that   my   signature  

below   indicates   that   I   agree   to   abide   by   all   of   the   above   condi�ons.  
     Yes      No I   have   received   a   copy   of   the   Privacy   Prac�ces   Form.  
     Yes      No I   consent   to   the   exchange   of   treatment   informa�on   between   Ketamine   North   Infusion   Center   and   

                                                    my   primary   care   or   mental   health   provider.  
 
 
Pa�ent(s):  
Physician’s   Name/Office   and   Phone   Number  

 
 

 
Signed:    _____________________________________________________________     Date:   ___________________________________ 
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Prac�ce   Policies   
 

 
You  will  be  evaluated  by  a  trained  and  licensed  provider.  We  wish  to  take  this  opportunity  to  welcome  you  and  also  to  state  some                         
basic  principles  we  believe  essen�al  in  establishing  a  good  rela�onship  between  us.  Please  read  through  this  informa�on,  asking                   
ques�ons   as   needed.  

 
7. INITIAL   INTERVIEW:   Your   first   history   and   physical   is   considered   an   evalua�on   interview   and   exam.   At   the   �me   of   this  
          appointment,   the   following   decisions   will   be   made   with   you:  

a)   If   ketamine   is   an   appropriate   treatment   op�on  
b)   Frequency   of   ketamine   infusion   sessions   
c)   Goals   of   therapy   (what   you   hope   to   gain   from   this   process.)  

 
8. APPOINTMENTS:  Each  appointment  varies  in  length  depending  on  your  chief  complaint.  Typically,  40  min  infusion  appointments                 

take  just  under  2  hours,  4  hour  infusions  are  typically  around  5  hours  in  length.  At  the  end  of  each  appointment  you  can  make                         
arrangements   for   your   next   appointment   or   you   may   also   book   all   your   prescribed   appointments   at   once.  

 
9. CANCELLATIONS:  If  you  find  that  you  need  to  cancel  an  appointment,  please  give  as  much  no�ce  as  possible  so  that  we  can                       

schedule  people  that  are  on  our  wai�ng  list.  You  will  be  personally  charged  for  your  appointment  if  not  canceled  at  least  24                       
hours   in   advance   other   than   for   emergency   reasons.  

 
10. PAYMENTS:  We  would  greatly  appreciate  payment  in  full  for  each  office  prior  to  the  start  of  your  appointment.  If  you  do  not                       

have   a   charge   card.   We   will   accept   cash   and   check.   Please   make   checks   out   to   “Ketamine   North   Infusion   Center”.   
 

11. INSURANCE:   Insurance   is   an   agreement   between   you   and   your   insurance   company   as   to   how   treatment   will   be   paid   for.  
We  will  assist  you  in  any  way  possible  by  providing  receipts  and  documenta�on.  We  currently  do  not  directly  par�cipate  with                     
insurance  plans.  However,  we  will  assist  you  by  giving  you  receipts  to  submit,  and  follow  up  contacts.  Some  insurance  companies  will                      
pay  for  a  por�on  of  outpa�ent  ketamine  infusion  services.  You  should  check  with  your  insurance  company  representa�ve  to  find  out                     
specific  requirements  and  limita�ons  of  this  coverage.  We  will  be  happy  to  assist  you  in  the  prepara�on  of  insurance  forms  if  you  feel                        
there  is  a  chance  your  insurance  company  will  pay  for  these  services.  The  hourly  rate  will  apply.  Payments  for  services  received                      
through  Ketamine  North  Infusion  Center  are  ul�mately  your  responsibility.  If  your  insurance  company  requires  that  outpa�ent                 
ketamine  infusion  services  be  preauthorized,  it  is  your  responsibility  to  ini�ate  the  reauthoriza�on  process,  i.e.  contac�ng  your                  
primary  care  physician,  insurance  company,  or  a  third  party  “gate  keeper”.  Failure  to  obtain  required  preauthoriza�on  for  outpa�ent                   
mental   health   services   will   result   in   you   being   held   100%   responsible   for   all   charges.   

 
12. CONFIDENTIALITY:  All  informa�on  regarding  the  specific  nature  of  your  treatment  is  maintained  at  Ketamine  North  Infusion                 

Center  and  is  considered  confiden�al  within  the  office  unless  specified  by  you  in  wri�ng.  However,  each  provider  at  this  office                     
reserves  the  right  to  use  specialty  consulta�on  with  other  medical  providers  at  the  office  as  deemed  necessary.  We  follow  HIPAA                     
and   maintain   confiden�ality.   

 
Please   check   and   ini�al   boxes.  

 
     Yes      No I  acknowledge  that  I  have  read  and  understand  all  of  the  foregoing  statements  and  that  my  signature                  

below   indicates   that   I   agree   to   abide   by   all   of   the   above   condi�ons.  
     Yes      No I   have   received   a   copy   of   the   Privacy   Prac�ces   Form.  
     Yes      No I   consent   to   the   exchange   of   treatment   informa�on   between   Ketamine   North   Infusion   Center   and   

                                                    my   primary   care   or   mental   health   provider.  
 
Pa�ent(s):  
Physician’s   Name/Office   and   Phone   Number  

 
 

 
Signed:    _____________________________________________________________     Date:   ___________________________________  
 
 

CLIENT   COPY   –   KEEP   THIS   FORM   FOR   YOUR   RECORDS  
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