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My Background 
 
Welcome!  I am a psychiatrist with over 22 years of experience in working with younger children, 
adolescents, adults, and families.  My specialty is working with youth and young adults who have or are at 
risk for serious mood disorders, such as depression or bipolar disorder.  I also specialize in PANS/PANDAS 
and related neuropsychiatric disorders.  By working with patients who have these complex conditions, I have 
also accumulated extensive experience in working with ADHD, anxiety, behavioral disorders, OCD, tic 
disorders, psychotic disorders, and autism spectrum disorders.  My CV is available to download on my 
website. 
 
My goal is getting the most accurate diagnosis possible, including risk factors for future diagnoses, for you or 
your child, by interviewing you, your child/parents, and other family members if necessary.  I will contact 
relevant current or past doctors or therapists.  I recommend lab tests and review previous medical records if 
needed.  Then after a through evaluation, I meet with you again to discuss my findings and a proposed 
treatment plan.  That plan may include medications, individual therapy, family therapy, educational changes, 
or other interventions.  If I feel I am the right person for you I will offer to continue treatment.  For any part of 
the treatment plan that there may be better resources available (e.g.: specific individual therapies or 
educational interventions), I will refer you to them. 
 
I graduated from Princeton University in 1988, with a degree in molecular biology.  I then went to medical 
school at Tufts, did my residency at the University of Cincinnati, and completed a 3-year research and clinical 
fellowship in child psychiatry at Stanford.  From 1999 – 2017, I was on faculty at Stanford University, most 
recently as a Professor of Psychiatry in Child and Adolescent Psychiatry.  In 1997, I founded the Pediatric 
Bipolar Disorders Clinic and Research Program, and in 2013 I co-founded the Stanford PANS Clinic.  I have 
been part of many clinical trials of psychiatric medications and therapies used in children and adolescents, and 
I have served as a consultant to numerous pharmaceutical companies, helping design and conduct studies to 
test the efficacy and safety of these medications (eg: lurasidone, quetiapine, aripiprazole, lithium, lamotrigine, 
and divalproex).  I have used brain imaging (MRI, fMRI) and genetic techniques in my research, designed to 
understand the risk factors and mechanisms of mood dysregulation throughout development.  I have 
published over 120 papers and written 16 book chapters on these topics.  I have given over 200 professional 
talks nationally and internationally.  I have taught pediatric psychopathology and psychopharmacology at 
Stanford for over 15 years, and have provided continuing education on bipolar disorder and PANS to 
thousands of doctors, nurses, and therapists during my career.  In 2014, I organized PANS/PANDAS 
researchers from around the U.S. for a research consortium, which led to the 2015 Expert Consensus paper for 
the clinical evaluation of youth with PANS, and the 2017 Expert Consensus papers for the treatment of PANS 
in youth, all published in the Journal of Child and Adolescent Psychopharmacology.  In 2005, I was part of 
the Expert Consensus Treatment Guidelines for youth with bipolar disorder, published in the Journal of the 
American Academy of Child and Adolescent Psychiatry, and in 2017 part of the 2017 International Task Force 
on Pediatric Bipolar Disorders Report, published in Bipolar Disorders. 
 
I tell you this because I have spent the last three decades dedicated to understanding the causes of these 
disorders and finding ways to prevent them, or treat them and prevent them from worsening.  Now, I have 
decided to leave academia and take what I have learned into private practice to directly help people in my 
community and beyond. 



 
 

PATIENT POLICIES Effective January 1, 2019  
 
Communication 
 
• I feel that good communication is essential to good care. Having said that, I am limited in my 
availability to speak by phone. Therefore, I PREFER email when the message is non-urgent.  I 
usually respond to emails within 24-48 hours. Please remember that emails may not be secure and 
that confidential information cannot be certain to remain private, although I certainly will not 
share the communication with anyone. 
• Typically, there will be no charge for brief communication, particularly by email or phone calls 
less than 10 minutes.  Longer communications may be billed as per a regular in person visit. 
• In the event of an urgent issue, call the clinic number (650) 503-4217, then: 1. Leave a 
confidential voice mail. Please state your name, contact phone number, and a brief description of 
the situation. 2. Text me with the message “URGENT” to (650) 503-4217. 3. Urgent calls will be 
returned within four hours of the phone call.  
• During normal business hours (Monday to Friday, 8AM to 5PM), non-urgent calls will typically 
be returned by the end of the day.  
• Email communication should never be used in the case of an emergency or for urgent requests 
for information. 
• For life-threatening emergency psychiatric care, please call 911 or proceed to the nearest 
emergency room; then leave me a phone message. 
 
Payment Policies 
 
• Appointments are charged for the time of the full scheduled visit, irrespective of whether the 
entire time was used. If additional time is used beyond the amount scheduled, the full time used 
will be charged at one-half hour intervals.  
• Unscheduled appointments, such as extended phone and electronic consultations, will be 
charged at one-half hour intervals.  
• Payment for services is due at the time of service; please bring a check or a credit card that I 
may keep on secure file. 
• The current 2019 fee is $620 per hour (50 minutes), and $310/half hour (25 minutes). 
• New patient evaluations are $1550, which includes a 2-hour evaluation and generating a written 
Consultation Report. An additional follow-up one-hour appointment is also recommended to 
discuss my diagnoses and recommendations. 
• Please know that there may be a slight fee increase each year. 
• I realize for those of you who saw me at Stanford, that this is a significant fee difference from 
what the clinic charges there.  Also, they might seem high to you for a general psychiatrist.  
Please know that I am not a general psychiatrist, but a specialist, and my fees reflect my 
experience in my specialty.  If you have questions about the fees or cannot afford them, 
please contact me directly to discuss, as I do not wish that to be an impediment to you or your 
child’s care. 
 
Insurance Policies  
 
• Unfortunately, I do not participate in any insurance networks.  
• “Out-of-network” fees may be reimbursed by your insurance, so I recommend that you check 
with your insurance company.  
• The billing invoice will include all the relevant information necessary for your billing claim 



submission. Summary billing statements can be issued upon request.  
 
Appointment Cancellations  
 
• Please allow as much time to reschedule appointments as possible. Appointments canceled with 
at least 48 hours notice will not result in a fee.  
• Cancellations within 48 hours of the scheduled appointment will result in a fee for the full 
scheduled visit.  
 
 
Prescription Requests  
 
Please use one of the following options for refill requests (listed in order of preference):  
 
1. Please request refills at the beginning of return visits.  
2. Have your pharmacy call a request to: (650) 503-4217. Allow up to 3 business days.  
4. Email me yourself with the patient name, date of birth, name and dosage of the medication(s) 
requested, pharmacy direct MD telephone (not fax) number, and your call back number. Allow up 
to 3 business days. Please remember that prescription requests should be routine (not urgent 
or emergent) clinical issues.  
 
Medical Records and other Forms Requests  
 
1. Please provide a written request at the beginning of a scheduled visit. 2. I will provide you a 
copy of the requested history for your use. 3. If you wish to have a copy forwarded to another 
provider, please either provide a fax number or current address. 
 
 
Confidentiality 
 
Confidentiality is taken very seriously. All of your private health information will be stored in a 
double locked cabinet and/or an encrypted, password protected computer. I will not share your 
information unless you request it in writing.  
 
 
“I have read these patient policies and agree to abide by them.” 
 
 
Patient Name: __________________________________________ 

 
 

Parent/Guardian Name: __________________________________ 
 
 

Parent/Guardian Signature:  _______________________________ 
 
 

Date: _________________________________________________ 
 
 



EMAIL USE AGREEMENT 
 
I understand that email communication may not be secure and that personal health information 
included in emails cannot be guaranteed to remain private.  However, I understand that Dr. 
Chang will not share emails with any outside parties without my permission.  I give permission 
for Dr. Chang to communicate with me by email at the below addresses: 
 
 

Email Address 1: _______________________________________ 
 
 

Email Address 2: _______________________________________ 
 
 

Patient Name: __________________________________________ 
 
 

Parent/Guardian Name: __________________________________ 
 
 

Parent/Guardian Signature:  _______________________________ 
 
 

Date: _________________________________________________



e 
 

CONFIDENTIALITY RELEASE FORM FOR PATIENTS 
 
 
 
 
I, ______________________________ authorize _______________________________ 

(Patient’s Name)     (Keeper of Psychiatric Records) 
 

to release my PSYCHIATRIC medical records solely to: 
 

Kiki D. Chang, M.D.  
845 Oak Grove Avenue, Suite 110 

Menlo Park, CA 94025 
 

(Name and Address of Party to Whom the Records Are to be Released) 
 

§ This authorization is valid for SIX MONTHS (unless otherwise indicated with initialed 
changes), beginning from the date of signature noted below.  
 
§ This authorization is strictly for the purpose of Psychiatric Evaluation/ Consultation/ 
Treatment.  
 
§ You have the right to withdraw or revoke this authorization in writing at any time, 
except to the extent that release of Protected Health Information has already occurred. 
Please submit your request in writing to the Keeper of Psychiatric Records.  
 
§ You have a right to receive a copy of this authorization.  
 
§ Your health information that will be released as a result of you signing this 
authorization could be re-disclosed by the recipient. If this occurs, your redisclosed health 
information may no longer be protected by state or federal privacy law. 
 
 
 
 
_____________________________    ______________________  
Patient’s or Guardian’s Signature for   Date  
Release of Psychiatric Information  
 
 
_____________________________    ______________________  
Witness’s Signature (not required)    Date 
 
  



CONFIDENTIALITY RELEASE FORM FOR PATIENTS 
 
 
 
 

I, ______________________________ authorize 
(Patient’s Name)    
 

Kiki D. Chang, M.D. 845 Oak Grove Avenue, Suite 110, Menlo Park, CA 94025 
) 

(Keeper of Psychiatric Records) 
 

to release my PSYCHIATRIC medical records solely to: 
 

_________________________________ 
 

_________________________________ 
 

_________________________________ 
 

(Name and Address of Party to Whom the Records Are to be Released) 
 

§ This authorization is valid for SIX MONTHS (unless otherwise indicated with initialed 
changes), beginning from the date of signature noted below.  
 
§ This authorization is strictly for the purpose of Psychiatric Evaluation/ Consultation/ 
Treatment.  
 
§ You have the right to withdraw or revoke this authorization in writing at any time, 
except to the extent that release of Protected Health Information has already occurred. 
Please submit your request in writing to the Keeper of Psychiatric Records.  
 
§ You have a right to receive a copy of this authorization.  
 
§ Your health information that will be released as a result of you signing this 
authorization could be re-disclosed by the recipient. If this occurs, your redisclosed health 
information may no longer be protected by state or federal privacy law. 
 
 
_____________________________    ______________________  
Patient’s or Guardian’s Signature for   Date  
Release of Psychiatric Information  
 
 
_____________________________    ______________________  
Witness’s Signature (not required)    Date 


