
	Office Use Only: DSM

AXIS I:

AXIS II:

_________________________________
AXIS III:

_________________________________AXIS IV:

_________________________________
AXIS V GAF:




CHILD/ADOLESCENT INTAKE
Childs’ Name ______________________________________________________________  
First



Last
 Birth Date:         /       /​​​           Age:  ________  SSN#______________________
Address _______________________________________  City_______________________  State_______   ZIP___________

Legal Guardian(s) __ __________________________________________Home #:__________________________________
Father’s Name: ___________________________________________  Father’s  SSN#________________________________ 

Father’s DOB:  ___________________   Father’s Cell_____________________

Father’s Employer _________________________________________ Work phone _____________________________________ 

Mother’s Name______________________________________ SSN#____________________________ DOB_______________

Mother’s Employer ______________________________Work phone _____________________Mom’s Cell_________________

May we contact Dad at home? Yes _____ No_____ At work: Yes______ No______  
 May we contact Mom at home? Yes _____ No_____ At work: Yes______ No
Other Phone:_____________________________________
Name: __________________________








PRIMARY INSURANCE: 

Name of Insurance _________________________________________












Name of Insured ______________________Relationship toClient_______________SSN___________________DOB___________

Insurance ID# _______________________________ Group# __________________ Mental Health Ins. Phone: __________________________
____________________________________________________________________________________________________________

SECONDARY INS: YES___ NO ___ (If yes, please complete the following)

Name of Ins. Co. __________________________________________________

Name of insured ____________________________Relationship to client_______________SSN________________DOB_______

Insurance ID# _______________________________ Group# _____________________ Mental Health Ins. Co._______________

Name and address ___________________________________________________________________________________________

(if insured is different than client’s)

I hereby authorize the release of any medical and/or other information necessary to process claims to my insurance company.  I also hereby authorize payment of medical benefits from my insurance company to my therapist for services provided.

****SIGNATURE OF RESPONSIBLE PARTY                                  DATE

[image: image1.jpg]Child lives with: Both parents Father only Mother only Guardian
Other (please explain)

Parents are: married separated Divorced ___ Live together Deceased

Other persons residing in the home:

Name Sex Age Relationship Health Problems
Physician Name: Specialty
City State Phone # ( )
School Name: current grade
City State Phone #( )

Teacher and/or Counselor

Previous Therapist Name Phone # ( )

Previous Hospitalizations, Emergency Room Visits or /surgeries:
Reason for medical services Date Findings or Outcomes

Current Health Problems, including allergies, please explain:

Current medications being used: prescriptions, over the counter drugs and supplements:





[image: image2.jpg]Please list any contagious diseases:

. List places of residence since your child started school: include dates and/or other schools attended.

Has your child been involved with juvenile authorities? _ No ___ Yes (if'yes please explain)

Grades: Mostly? (please circle) A’s & B’s B’s&C’s Cs&D’s

School Behavior:

D’s & F’s

Medical Concerns:
Tobacco use: Daily amt Weekly amt Monthly amt
Alcohol use: Daily amt Weekly amt Monthly amt

Current non-prescription drug use (please explain type and amount used)

Important concerns or problems you wish to solve with counseling:

Important strengths in your child that you wish to support:





[image: image3.jpg]ANSWER THE FOLLOWING STATEMENTS BY PUTTING:

0 FOR

1 for 2 for

3 for

NEVER

SOMETIMESOFTEN

ALOT

Anxiety, nervousness, worry or fear.

Feeling that things around you are strange, unreal, or foggy.

Feeling detached from all or part of your body.

Sudden unexpected panic spalls.

Apprehension or a sense of impending doom.

Feeling tense, stressed, uptight, or on edge.

Ditficulty concentrating

Racing thoughts or having your mind jump from one thing to the next

Frightening fantisies or daydreams

Feeling that you're on the verge of loosing control.

Fears of cracking up or going crazy

Fears of fainting or passing out

Fears of physical illness or heart attacks or dying

Concerns about looking foolish or inadequate in front of others

Fears of being alone, isolated or abandoned

Fears of criticism or disapproval

Fears that something terrible is about to happen

Skipping, racing or pounding of the heart

Tingling or numbness in the toes or fingers

Butterflies or discomfort in the stomach

Constipation or diarrhea

Restlessness or jumpiness

Tight or tense muscles

Sweating not brought on by heat

A lump in the throught

Trembling or shaking

Rubbery of “Jelly" legs.

Headaches or pains in the neck or back

Feeling dizzy, light headed, or off balance

Choking, smithering sensations or difficulty breating.

Hot flashes or cold chills

Feeling tired, weak, or easily exhausted.

Trouble sleeping (check) Toomuch __ Too Little

Add up your total score and record it here:





[image: image4.jpg]ANSWER THE FOLLOWING STATEMENTS BY PUTTING:

0 FOR |1 for

2 tor

3 tor

NEVER |SOMETIMES

OFTEN

A LOT

Are you feeling sad or in the dumps?

Discouragement: Does the future look hopeless?

Do you feel worthless or think of yourself as a failure?

Do you feel inadequate or inferior to others?

Do you get self critical and blame yourself for everthing?

Do you have trouble making up your mind about things?

Have you been feeling resentful and angry?

Have you lost Interest in life?

Do you feel overwhelmed and have to push yourself hard to do things?

Do you think you have a poor self image?

Have you lost your appetlte',‘ or do you overeat or bings compulsively?

Have you lost interest in sex?

Do you worry a great deal about your health?

Do you have thoughts that life is not worth living or you would be better off dead?

Add up your total score and record it here:

Important issues (problem you wish to solve):
1

How have you attempted to solve these issues prior lo today?
1





CENTERS FOR BEHAVIORAL HEALTH ~ INFORMATION AND POLICIES

Page 1 of 2

THERAPISTS: 

Carla Enyart, M.S.,L.P.C.
CONFIDENTIALITY:

The privacy of your therapy and counseling is considered to be of the utmost importance to your therapist and staff.  There are times however, when information must be shared with others.  These times are: 

· Insurance: A medical or psychiatric diagnosis is required in order to justify payment.

· Managed Care: All HMO’s, POS, and some PPO’s and EAP’s require a detailed treatment plan before authorizing additional sessions beyond the original authorization.  A typical Treatment Plan contains:

1. A statement of the problem for which you sought treatment

2. Your psychiatric diagnosis

3. Your symptoms to justify the psychiatric diagnosis

4. Your alcohol or drug use

5. Your history of previous mental health treatment

6. Your current medications and/or medical concerns

7. Your treatment goals

8. The methods your therapist will use to help you achieve your goals

9. Your progress made towards those goals

Your managed care plan/provider usually requires us to keep your primary care physician informed of your treatment.

FEES AND PAYMENT: 

A full session is 45 minutes unless other arrangements have been made. The fee for the First session is $125.00.  Follow-up sessions are $110.00.  We will bill your insurance company for you as a courtesy.  However, you are ultimately responsible for the payment if not paid by the insurance provider. Payments and co-payments must be made at the time of service.  We accept major credit cards,checks or cash of exact amounts.  Upon request, we will provide you with a receipt that you may use for insurance reimbursement if necessary.  In the case of minor children, the parent bringing the child in for treatment will be held responsible for payment at the time of service.  THERE ARE NO EXCEPTIONS TO THIS POLICY.  You will be charged an interest fee at the rate of 15% on balances over 60 days old.  If an account is turned over for collection, you agree to pay court costs and reasonable attorney’s fees and/or collection fees.  If you are a member of a managed care program, co-payment and/or deductible amounts must be paid at the time of service.  If your program requires pre-authorization, you need to supply the necessary information to us prior to your visit.  You are responsible for providing us with any insurance updates or changes prior to services being rendered.  If for some reason a co-pay is not paid at time of service, a $2.00 postage/handling fee will be added to your co-pay amount for each co-pay owed.


TELEPHONE CONTACT:
Therapy on the telephone, internet, or cell phone will be charged our standard fee of $110.00 for 45 minutes, or a minimum of $27.50 for each clinical communication of 15 minutes or less.  There is no charge for calls that are administrative in nature.
PREPARATION OF WRITTEN DOCUMENTS

Preparation of reports, clinical summaries, and letters requested by you or for your behalf will require a fee based on the time spent in its preparation.  The minimum fee is $27.50 for reports based on preparation time of 15 minutes or less.

COURT APPEARANCES, OTHER APPEARANCES, AND TRAVEL TIME

Court appearances, other appearances, and travel time will be billed at our customary hourly rate of $110.00 unless other arrangements have been made. 

CANCELLED AND MISSED APPOINTMENTS-CANCELLATION POLICY

An appointment is reserved for you.  If you must cancel that appointment, you must call the office at least 24 hours in advance to avoid a Missed Appointment Fee.  A late cancellation (less than 24 hours before your appointment will result in a charge of $27.50 to cover part of our costs of holding open that time for you.  Should you not call at all to cancel and fail to keep your appointment, the fee is $55.00 for the first incident.  Future missed appointments will be charged our standard fee of $110.00 unless other arrangements have been made.

24 hours or more in advance notice of cancellation = No Fee
Call to cancel in less than 24 hours = $25.00


Do not call, and not keep your appointment = $50.00
Initial here ______________
TERMINATION OF THERAPY

If you have not had a termination session with your therapist, your case is considered closed in thirty days after the last contact.

I have read and understand the above information and agree to theses policies.  I understand that I am responsible for all charges regardless of insurance coverage.  I agree to receive psychological services and I authorize the release of information to my managed care company and/or my insurance company necessary for reimbursement.

____________________________________________________         _____________________

Client Signature (Guardian if minor)




     Date

____________________________________________________

Client Name

_________________________________________________________________________________________

EMERGENCIES

If you need immediate help and cannot reach your therapist at Centers for Behavioral Health, please call 

(BHR) Behavioral Health Response (314) 469-6644 or 1-800-811-4760.  We are not affiliated with BHR, 

a state run crisis hotline.  If it is life-threatening emergency, go to the nearest hospital emergency room.                                  [image: image5.jpg]Centers for Behavioral Health - Limits of Confidentiality-Notice of Privacy Practices

The contents of a counseling, intake, session, or assessment are considered to be confidential. Both verbal
information and written records about a clien( cannot be shared with another party without the written consent of the
client or the client’s legal guardian. It is the policy of this clinic not (o release any information about a client
without a signed release of information. Noted exceptions are as follows:

Duty to Warn and Protect: When a client discloses intentions or a plan to harm another person, the health care
professional is required (o warn the intended victim and report this information to legal authorities. In cases in which
the client discloses a plan for suicide, the health care professional is required to notify authorities and make reasonable
attempls to notify the family of the client. )

Abuse of Children and Vulnerable Adults: If a client states or suggests that he or she is abusing a child (or
vulnerable adult) or has recently abused a child (or vulnerable adult), or a child (or vulnerable adult) is in danger of
abuse, the health care professional is required to report this information to the appropriate social service and/or legal
authorities.

Prenatal Exposure to Controlled Substances: Health care professionals are required to report admitted prenatal
exposure (o controlled substances that are potentially harmful.

In the Event of a Client’s Death: In the event of a client’s death, the spouse or parents of a deceased client have a
right to access their child’s or spouse’s records.

Professional Misconduct: Professional misconduct by a health care professional must be reported by other health care
professionals. In cases in which a professional or legal disciplinary meeting is being held regarding the health care
professional’s actions, related records may be released in order to substantiate disciplinary concerns.

Court Orders: Health care professionals are required to release records of clients when a court order has been placed.
Minors/Guardianship: Legal guardians of nonemancipated minor clients have the right to access the clients’ records.

Right to Refuse Release of Records: In the event that the release of records could prove detrimental to the client’s
well being, detrimental to therapy, or harm the client; we retain the right to refuse the release of records.

Other Provisions:

When fees for services are not paid in a timely manner, collection agencies may be utilized in collecting unpaid debts.
The specific content of the services (e.g., diagnosis, treatment plan, case notes, testing) is not disclosed. If a debt
remains unpaid it may be reported to credit agencies, and the client’s credit report may state the amount owed, time
frame, and the name of the clinic.

« Insurance companies and other third-party payers are given information that they request regarding services to
clients.

Information which may be requested include: type of services, dates/times of services, diagnosis, treatment plan,
description of impairment, progress of therapy, case notes, and summaries.

« Information about clients may be disclosed in consultations with other professionals in order to provide the best
possible treatment. In such cases the name of the client, or any identifying information, is not disclosed. Clinical
information about the client is discussed.

* In some cases notes and reports are dictated/typed within the clinic or by outside sources specializing (and held
accountable) for such procedures.

* When couples, groups, or families are receiving services, separate files are kept for individuals for information
disclosed that is of a confidential nature. This information includes (a) testing results, (b) information given to the
mental health professional not in the presence of the other person(s) utilizing services, (c) information received from
other sources about the client, (d) diagnosis, (e) treatment plan, (f) individual reports/summaries, and (h) information
that has been requested to be separate. The material disclosed in conjoint family or couples sessions, in which each
party discloses such information in each other’s presence, is kept in each file in the form of case notes.

% Signature of Client or Legal Guardian Client’s Name (please print) Date




[image: image6.jpg]Centers for Behavioral Health ~ Release of Information Consent Form

1, for 3
Client Name: if minor legal guardian’s name Client name

authorize my therapist and/or Centers for Behavioral Health to send and receive information to and
from the following agencies or people:

INITIAL BELOW ~ DO NOT CHECK

Managed Care Plan* (your insurance provider)

Former Therapist
Physician*

If refusing consent to consult with your physician please state why:

EAP* (Required if using your Employee Assistance Provider)
Spouse

Hospital
Legal/Attorney
School or School Counselor

Other
Other .
Records/Treatment Plans/Summary Reports *

(* These are required by Insurance or EAP providers for ongoing sessions, treatment, and/or payment.)

In according with the Health Insurance Portability and Accountability Act of 1996 (HIPPA):
Information about your health which we receive from you or from others will mainly be used to
provide you with treatment: planning, continuing, reviewing and/or updating appropriate treatment
or program (s), determining eligibility for benefits, to arrange payment for our services, and for
some other business activities which are called, in the law, health care operations. I understand that
I may revoke this consent at any time by providing written notice: and after one year from date of
file closing or last session attended, this consent automatically expires. I have been informed what
information will be given, its purpose, and who will receive the information.

In case of emergency whom may we contact? Name:

Phone Number: Relationship:

Signature of Client : Date:
Signature of Parent/Guardian if Client is a minor

Signature of Therapist Date:






