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 Brentwood Outpatient Clinic 

1006 Highland Avenue 

Shreveport, Louisiana 71101 

318-222-6226 

Fax 318-524-7252 

BrentwoodLAOutpatient@uhsinc.com 

Dear New Patient, 

Thank you for choosing the Brentwood Outpatient Clinic.  Enclosed you will find your registration information.  

Please fill out the forms in their entirety.  Upon completion, please bring the forms to the office or mail, email, 

or fax.  After we receive the forms and verify you insurance benefits, we will call you to set up an 

appointment.  **** We are medicine management only – we refer out to counselors and therapists **** 

 

We request that you bring the following information to your appointment: 

Current Medication List 

Insurance card(s) and photo ID.   

 Co-pay, co-insurance, deductible  

 

Please arrive 15 minutes early for your appointment.  If you are 15 minutes or more late for your appointment 

we may have to reschedule you to the next available date.   

 

If you need to cancel and/or reschedule your initial appointment, you will be charged $125.00 if our office 

is not contacted at least 24 hours in advance. This balance must be paid before future appointments can 

be scheduled. 

Directions: 
 

▼ Directions to Brentwood from East Texas 

1.Take I-20 into Downtown Shreveport, Exit 19 Market St. Stay in far right lane. 

2.The 3rd street you come to will be Highland Ave. Take a right on Highland. 

3.Continue straight and you will see Brentwood on your right. 

 

▼ Directions to Brentwood from Monroe 

1.Take I-20 to Downtown Shreveport, Exit 19A Market St. Go under I-20 and merge to your far right 

lane. 

2.The 3rd street you come to will be Highland Ave. Take a right on Highland. 

3.Continue straight and you will see Brentwood on your right. 

 

▼ Directions to Brentwood from South Louisiana 

1.Take I-49 North to I-20 East. Take Exit 19 Market St Stay in far right lane. 

2.The 3rd street you come to will be Highland Ave. Take a right on Highland. 

3.Continue straight and you will see Brentwood on your right. 

 

▼ Directions to Brentwood from Texarkana 

1.Take Hwy 71 South to Shreveport, Hwy 71 turns into North Market St. Stay in the right lane. 

2.The 3rd street you come to will be Highland Ave. Take a right on Highland. 

3.Continue straight and you will see Brentwood on your right. 

Parking: Handicap entrance is located in the back of the hospital.  The ramp is even with the parking lot.  Once 

you enter you follow the hallway all the way thru the double doors.   You may parallel park on Highland 

Avenue but this entrance will require walking upstairs on the outside of the building.  After inside you may take 

the elevator to the 2
nd

 floor or take the stairs.  The Outpatient Clinic is located on the 2
nd

 floor.  You do not have 

to go to the main hospital lobby to access the clinic. 
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Brentwood Outpatient Clinic 

1006 Highland Avenue 

Patient Registration Form                                    Shreveport, LA 71101 

Phone:  318-222-6226 

Fax: 318-524-7252 

BrentwoodLAOutpatient@uhsinc.com 

 

Name:          Date of Birth:      Age:    

 

Address:         Social Security #:       

 

City/State/Zip:             Gender:     Male / Female 

 

Cell Phone:         Home Phone:        

 

Email:                  

 

Marital Status:  Married  Single  Separated Divorced Widowed Minor: Grade:    

 

If a minor:  Mother’s Name:        Father’s Name:       

 

Employer:         Work #:        

 

Name:          Social Security #:       

 

Address:                 

 

Cell Phone:         Home Phone:        

 

Name of Insurance:               

 
Phone Numbers:                

 

Insured Name:         Member ID #:        

 

Plan Name:         Group #/Name:        

 

Policy Holder (if different than insured):         DOB:      

 

Relationship to Policy Holder:          SS#:      

 

Insured Name:         Member ID #:        

 

Plan Name:         Group #/Name:        

Patient Information 

If different from Patient:  Parent / Guardian / Power of Attorney  

Primary Insurance 

Secondary Insurance 
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Brentwood Outpatient Clinic 

1006 Highland Avenue 

Patient Questionnaire                                    Shreveport, LA 71101 

Phone:  318-222-6226 

    Fax: 318-524-7252 

    BrentwoodLAOutpatient@uhsinc.com 

Date:     

 

Name:          Date of Birth:      Age:    

 

 

Do you have any known allergies?    Yes   No If yes,         

 

How did you hear about us? Doctor  Family     Friend     Internet     Insurance     Other       

 

Have you or any member of your immediate family been treated by our physicians before? YES NO 

 

If yes, name of Physician:        Family Member Name:       

 

                

 

                

 

                

Please list all medications you are currently taking – both prescription and non-prescription.  Please vitamins, anti-inflammatories, 

pain relievers, sleeping aids, etc.  Attach another sheet if required. 

 

                

 

                

 

                

 

                

 

 

Pharmacy Name:         Phone Number:        

 

Patient Information 

Allergies  

Current Medications:  List Name and dosage: 

Referral Source 

***** Reason for Visit   ****** 

Preferred Pharmacy 
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Street Address:         City/State/Zip:        

Brentwood Outpatient Clinic 

1006 Highland Avenue 

   Authorization to Release Information                              Shreveport, LA 71101 

Concerning Your Care    Phone:  318-222-6226 

Fax: 318-524-7252 

BrentwoodLAOutpatient@uhsinc.com 

 

I,         , hereby authorize the staff of Brentwood Outpatient 

Clinic to disclose information to the following person(s).  I am aware this may be my spouse, significant other, 

child/children, family member, friend, etc.  I am aware that if someone were to ask for information concerning my visits 

with this office that is not listed below, no information can be released to them.  I understand that this authorization 

extends to all or any part of the records, which may include treatment for physical and mental illness, chemical or 

alcohol dependency.  I understand that this authorization is voluntary, and I may refuse to sign this authorization.  I 

further understand that my health care and the payment of my health care will not be affected if I do not sign this form. 

 

  I do NOT authorize anyone to receive information regarding my medical care. 

 

  I authorize my physician and the employees of this clinic to speak with the following concerning my 

appointments, account/bill, lab results, medical care and treatment:   

 

Person          Relationship       

 

Person          Relationship       

 

Person          Relationship       

 

This consent is subject to written revocation at any time except to the extent that the action has already been taken 

in reliance upon this consent.  This consent will automatically expire upon completion of this transaction and no 

late than 240 days from the date signed unless otherwise stated herein.  It is further understood that information 

released is for professional purposes only and may not be provided in whole or part of any agency, organization, or person 

other than stated above.  I understand and consent that this information may be sent via facsimile transmission.  TO THE 

PARTY RECEIVING THIS INFORMATION:  This information has been disclosed to you form the records whose 

confidentiality may be protected by federal law.  Federal regulations (42 CFR Part 2) prohibit you from making any 

further disclosure of it without consent of the person to whom it pertains or as otherwise permitted by such regulations.  A 

general authorization for the release of medical or other information is not sufficient for this purpose.  FOR PATIENT 

RECORDS APPLICABLE UNDER FEDERAL LAW 42 CFR PART 2. 

                

Patient Name (Please Print)      Date 

 

                

Patient’s Signature / Parent or Guardian    Witness 

 

 

 

Authorization to Release Information Concerning Your Care 
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Office Policies 

Monday – Thursday: 9:00am – 4:30am      Friday: 900 am – 11:30am 

Patients are seen by appointment only.  Your appointment is scheduled at a specific time and is reserved for you.  For 

your convenience and benefit of the physician’s schedule, appointments are confirmed.  If you need to change your 

appointment time, it is required you call (please leave a message), email BrentwoodLAOutpatient@uhsinc.com  fax or 

use the online portal at least 24 hours in advance. This balance must be paid before future appointments can be 

scheduled and/or medication refills. 

 

_______ ** New Patients will be charged $125.00 for any missed appointments if our office is not contacted at 

least 24 hours in advance. This balance must be paid before future appointments can be rescheduled. 

_______ ** Established patients will be charged $25.00 for any missed appointments if our office is not contacted 

at least 24 hours in advance. This balance must be paid before future appointments can be rescheduled. 

_______ ** Three no shows and you may be officially discharged from care and referred to another 

physician/facility. 

_______ ** Please arrive 15 minutes early for your appointment.  If you are 15 minutes or more late for your 

appointment, we may have to reschedule you for another day. 

_______ ** Payment is due at the time service is rendered. Co-pays, Deductibles, and Co-insurance are due at 

time of service.  Please plan to pay any balance due at your appointment to be seen and/or prior to prescription 

refills. 

_______ ** Please be advised that every doctor is NOT in the office every day.  No doctors are in on Friday’s.  

 

_______ ** Please be advised that NO WEAPONS of any kind are allowed in the building.  This includes 

patients with a Concealed Carry Permit.  

 

_______ ** Please be advised that respect is to be given to all Brentwood staff.  This includes no cursing and/or 

threatening comments.  Doing so may be cause for discharge from the facility and another physician/facility can 

be provided for you. 

Letters, forms, and/or medical information needed by your employer, insurance company or other entities will be 

forwarded once a medical release is signed and obtained along with a $40 payment.  We require 7-14 days in order to 

complete these requests.  It is important you contact us immediately when such information is needed to enable our office 

time to complete requests.  We will not guarantee same day service.  Please be assured, every consideration is made, and 

this office will make every effort to accommodate your request in a timely manner. 

 

Brentwood Outpatient Clinic will file your insurance IF the physician is a contracted provider for the insurance 

company.  Prior to your scheduled appointment the office will contact the insurance company and confirm 

Appointments ** Please initial that you have read and understand each line ** 

Clinic Hours: No Prescriptions on Friday’s/Weekends/Holidays 

Safety ** Please initial that you have read and understand each line ** 

Letters / Medical / Disability Forms 

Insurance / Billing ** Please initial that you have read and understand each line** 
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behavior/mental health benefits.  If we are not a participating provider (out of network) with your insurance 

company, the visit will need to be paid in full but we will file the claim as a courtesy for you. If we are not a 

participating provider for your insurance company, fee for service will be expected and all patients will be 

furnished, upon request, a detailed bill to file with their insurance company.  You may pay by cash, check (from 

local banks), and money orders, Visa, American Express, Discover or MasterCard.  Any relationship with an 

insurance company is strictly between the patient and the insurance company.  We will file your insurance as a 

courtesy to you. 
 

_______ ** Please inform the office, prior to you next appointment, if your insurance has changed.  If the office 

is not notified prior to your appointment, you will be financially responsible for any charges that may incur as 

well as any visits requiring prior authorization. 

 

_______ ** Payment is due at the time service is rendered. Co-pays, Deductibles, and Co-insurance are due at 

time of service.  Please plan to pay any balance due at your appointment to be seen and/or prior to prescription 

refills 

 

_______ ** Please be aware that Behavior/Mental Health Benefits may not be the same as your Medical Benefits.  

Additional deductibles and co-pays may apply. 

 

_______ ** There is a $25.00 charge for any checks returned by the bank.  After a check has been returned from 

the bank, future payments must be paid with cash, credit card or money order. 

 

_______ ** Collection Agency referrals will be made as a last resort to collect fees on patients whose accounts 

have been inactive for over 120 days.  All collection agency fees will be passed on to the patient. Once turned 

over to collections the balance must be taken care of for future appointments and/or medication refills. 

 

Payment is due at the time service is rendered.  Appointments must be canceled 24 hours in advance (through the text 

reminder service, online on the portal, call 318-222-6226 (please leave a message), email 

BrentwoodLAOutpatient@uhsinc.com, or fax 318-524-7252) or there will be a $125.00 charge for new patients and 

$25.00 for established patients for that appointment. This balance must be paid before future appointments can be 

rescheduled.   I understand that no guarantees can be made regarding treatment.  I agree to be responsible for treatment 

rendered to myself and/or family member. I acknowledge that the evaluation and treatment given at the Brentwood 

Outpatient Clinic may include services such as mental health evaluations and medication management. I also understand 

that the Brentwood Outpatient Clinic, as part of Brentwood Hospital, is affiliated with various health professional training 

programs, and therefore during my treatment in the program, I may have contact with such staff.  

 

                

Signature of Patient/ Responsible Party    Date  

Patients are responsible to ensure they receive their Rx BEFORE their medication runs out, i.e. call your pharmacy to 

request a refill request form be faxed to our office (318-524-7252), giving the office at least 48 hours in advance.  

 

_______ ** No Prescriptions will be refilled on Friday, Weekends or Holidays.  New Patients must be seen 

before prescriptions will be written and/or filled. 

 

_______ ** Our Clinic may not prescribe certain medications that can become addictive. 

 

Prescriptions ** Please initial that you have read and understand each line ** 
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_______ ** Prior Authorizations MUST come from your pharmacy electronically or faxed (318-524-7252). 

Please allow at least 48 hours to start the process.  It may take 72 hours after prior authorization is sent to your 

insurance company for a reply. 

Brentwood Outpatient Clinic 

1006 Highland Avenue 

Privacy Practices                                                   Shreveport, LA 71101 

Phone:  318-222-6226 

Fax: 318-524-7252 

BrentwoodLAOutpatient@uhsinc.com 

 

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM.  I 

PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL. 

 

                

Signature of Patient (or parent/guardian)     Date 

 

I hereby authorize the Brentwood Outpatient Clinic (all physicians, nurse practitioners, and therapists) to apply for 

benefits on my behalf for covered services rendered by him/her or by his/her order.  I request on my behalf for any 

reimbursement from my insurance company be made to the Brentwood Outpatient Clinic (or to the party who accepts 

assignment). 

 

I certify that the information I have reported regarding my insurance coverage is correct.  I permit a copy of this 

authorization be used in place of the original.  Either my insurance company or I may revoke this authorization at any 

time in writing. 

 

                

Signature of Patient (or parent/guardian)     Date 

An attempt was made to obtain an acknowledgement of receipt of the Notice of Privacy Practices.  (Brentwood, A Behavioral Health 

Company reserves the right to modify the privacy practices outlined in this notice) 

 

Please acknowledge receipt of the Notice of Privacy Practices by signing next to the appropriate statement. 

 

      I have received a copy of the Notice of Privacy Practices for Brentwood, A Behavioral Health 

Company. (Copy given to patient to take home) 

 

      I understand a copy of the Notice of Privacy Practices for Brentwood, A Behavioral Health 

Company, are available at the receptionist desk upon my request. (Explained to patient Notice of Privacy Practices would be made 

available upon request as the patient indicated not needing a copy to take home) 

 

The acknowledgement was not obtained (staff signature only, when not signed by patient)       

 

The patient was undergoing emergency treatment (staff signature only)          

 

The patient verbalized unable/declined to sign acknowledgement (staff signature only)        

 

The above information is accurate as to what action was taken by the patient regarding the Notice of Privacy Practices 

  

Assignment of Benefits 

Acknowledgement Receipt of Notice of Privacy Practices 
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Staff Initials:    Patient Name:         Date:            
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