Oakland Neuropsychology Center
Isabelle Beaulieu, Ph.D.
4190 Telegraph Road, Suite 2700
Bloomfield Hills, Ml 48302

Patient Information
Last Name First Name Ml Marital Status
Street Address City State Zip
Home Phone Cell Phone ok to leave a message? YesO No O
Date of Birth Age Sex
Email Address Referred By
Employer Work Phone
Guarantor Information
Last Name First Name Mmi Marital Status
Street Address City State Zip
Home Phone Cell Phone ok to leave a message? YesO No O
Date of Birth Age Sex
Email Address Referred By
Employer Work Phone

Informed Consent for Treatment

| hereby agree and consent to participate in treatment/testing services provided by Dr. Isabelle Beaulieu. If the patient
is under the age of 18 or unable to consent to treatment, | attest that | have legal custody of this individual and | am
authorized to initiate and consent to treatment and/or legally authorized to initiate and consent to treatment on behalf
of this individual.

Signature Date

HIPPA Privacy Notice Acknowledgement

| understand that | have been given an opportunity to read a copy of my provider’s Notice of Privacy Practices. |
understand that if | have any questions, that | can direct my questions to Dr. Isabelle Beaulieu.

Signature Date




