Outpatient Services Intake & Registration



Adult
                                                                                                                                                      Consumer Name _______________________________
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PLEASE PRINT LEGIBLY

BRALEY & THOMPSON, INC.

Outpatient Services 

Consumer Face Sheet/Emergency Medical Information

___ Child/Adolescent







___ Adult


	Date of Intake


	

	Consumer Name

Gender
	                                                                                                                                 __ F     __ M

	Address

	

	Phone Numbers


	(H)                                            (C)                                           (W)

	Social Security Number/Unique Identifier

	

	Marital Status


	

	Date of Birth/Age

	

	Legal Guardian or Authorized Representative(if applicable)
	

	Emergency Contact:

Name

Address

Phone
Relationship to Consumer
	

	Adjudicated legal incompetency or legal incapacity (if applicable)
	


EMERGENCY MEDICAL INFORMATION

	Primary Care Doctor

Name

Address

Phone
	

	Insurance Company Name

Policy Number
	

	Allergies


	

	Significant Medical Problems (past of present)


	

	Communication Problems

	

	Advanced Medical Directive?
	___No    ___Yes – please provide a copy for our records


Current Consumer Medication Information

	Medication
	Dosage
	Frequency
	Current
	Purpose/Effectiveness

	
	
	
	Yes       No
	

	
	
	
	Yes       No
	


BRALEY & THOMPSON, INC.

Outpatient Services 

Adult Intake Information
Consumer Name: ________________________________
             
Services Requested:
___ Outpatient Counseling

___ Mental Health Support Services

Source of Referral: _________________________________________________________________________

Names of Persons Living With Consumer): _____________________________________________________

 __________________________________________________________________________________________

Employment Information

Name of Employer: ____________________________________________
Years There: _______________

Occupation: _________________________________
Highest Educational Level Completed: ___________

Other sources of Income: _______________________________________________________________________
Service History:
Previous Mental Health and/or Substance Abuse Treatment:
____ Yes (specify below)
____ No

	Therapist or Program
	Dates (From/To)
	Purpose/Completed

	
	
	

	
	
	


Was Treatment Helpful? – Why/Why Not:_______________________________________________________________
_________________________________________________________________________________________________
Alcohol/Substance Abuse/Non Substance Abuse Addictive Behaviors:    ____ Yes (specify below)
____ No
	Substances Used
	Frequency/Amounts
	Last Time Used
	Comments/Effects

	
	
	
	

	
	
	
	


Psychiatrist’s Name (if applicable): ______________________________
Phone ___________________________

Address __________________________________________________________________________________________

       

 Street



City

State
Zip

Legal Issues/Criminal Charges/Probation Status: ____________________________________________________

 ______________________________________________________________________________________________
Any significant communication issues? (developmental or medical)
____ Yes (specify below)
____ No


 ___________________________________________________________________________________________________
Major Reason you are currently seeking therapy: _________________________________________________________
 ___________________________________________________________________________________________________
___________________________________________________________________________________________________

__________________________________________________________________________________________

Please circle the following issues that have been a problem for you:

	Depression

Loss of family member


Sadness

Suicidal Thoughts

Shyness

Sleep difficulties

Lack of Motivation

Self-esteem issues

Anxiety Attacks

Nervousness
	Concentration

Temper outburst

Anger control

Difficulties with friends

Isolation

Relationships

Obsessive Thinking

School behavior problems

Sexual Abuse

Weight gain/loss
	Impulsive

Legal Problem

Health Problem

Marital Problem

Bed wetting

Eating Problems

Loneliness

Nightmares

Extreme Fears

Underachievement


In order to obtain a comprehensive assessment, please circle any of the areas that apply to your family (including your extended family on both your mother’s and father’s side of your family).

	Drug/Alcohol use

Anxiety

Depression

Suicide

Schizophrenia

Hospitalization for Mental Illness
	Eating Problems

Sexual Abuse

Physical Abuse

Domestic Violence

Attention Deficit Disorder

Bi-polar Disorder


Please add any additional information you think would be helpful to us: _________________________________
 ______________________________________________________________________________________________

Consumer At Risk Information

Have you ever in the past or present made an attempt:


To hurt yourself?
No
Yes, explain ______________________________________________________




_______________________________________________________________________


To hurt someone or an animal?
No
Yes, explain: _________________________________________




________________________________________________________________________
___
I give my permission for necessary information to be left on my telephone’s voice mail.

___
I do not want necessary information left on my telephone’s voice mail.
______________________



_____________________________________________________

Date






Consumer Signature
Braley & Thompson, Inc.

MENTALLY ILL DRUG ALCOHOL SCREENING (MIDAS)

(Provided through the Ohio SAMI CCOE with permission from Kenneth Minkoff, M.D.)

Client Name: ______________________________
DOB: __________________

	Each question refers to the past six months



	1.
	Do you feel that you have a problem with you use of drugs and/or alcohol?
	Yes
	No

	2.
	Do you use drugs and alcohol even though your doctor or other treaters recommended that you do not?
	Yes
	No

	3.
	Is your family concerned about your drug and alcohol use?
	Yes
	No

	4.
	Are your treaters concerned about your drug and alcohol use?
	Yes
	No

	5.
	Have you had legal problems or engaged in illegal activity (other than using drugs) due to drug and alcohol use?
	Yes
	No

	6.
	Have you had medical problems related to, or worsened by, drug and alcohol use?
	Yes
	No

	7.
	Do you use drugs and alcohol to relieve mental health symptoms?
	Yes
	No

	8.
	Do you find that using drugs and alcohol worsens your mental health symptoms?
	Yes
	No

	9.
	Do you have problems taking your psychiatric medication as prescribed because of drug or alcohol use?
	Yes
	No

	10.
	Have you gotten in trouble, including getting in trouble at a mental health treatment program, because of drug or alcohol use?
	Yes
	No

	11.
	Have you had ER visits or psychiatric hospitalizations that were connected to drug or alcohol use?
	Yes
	No

	12.
	Do you ever feel guilty about your drug and alcohol use?
	Yes
	No

	13.
	Have you experienced withdrawal symptoms or intense cravings to use drugs or alcohol?
	Yes
	No

	14.
	Have you attended self-help (e.g., 12 Step) meetings related to drug and alcohol addiction?
	Yes
	No

	15.
	Have you received any addiction treatment, including detoxification?
	Yes
	No

	16.
	Have you felt unable to control your use of any drug or alcohol?
	Yes
	No

	17.
	Do you consider yourself to be an active alcoholic or drug addict?
	Yes
	No


Scoring:
___ Any Yes answer to questions 1 to 12 indicates probable abuse.

___Any Yes answer to questions 13 to 17 indicates probable dependence.

*If substance abuse/dependence issues are present, they 
will be incorporated into consumer’s ISP per consumer request.
____________

____________
Staff Initials


Date
BRALEY AND THOMPSON, INC.

Mental Health Supports

Outpatient Mental Health


Information and Procedures

Please read carefully and initial each section indicating your agreement and compliance:
_____ 1.
You and/or Parent/Guardian (if applicable) understand that you are voluntarily entering into psychotherapy treatment that may elicit unpredictable feelings and thoughts; you agree to address these feeling and thoughts with your therapist during your scheduled sessions.  You also understand that you will be included in the development of your treatment plan and the treatment process in working toward your therapeutic goals to improve your overall functioning and awareness.  This could include a need for re-assessing the frequency or need for therapy sessions, especially if there are frequent phone calls, crises between sessions, or cancellations.

_____ 2.
Crisis Policy:  A crisis is defined as a feeling, thought, or action that is self-destructive or overwhelming to the point where your ability to function at your regular activities is impaired.  If at any time you begin feeling as though you want to hurt yourself or others, you agree to communicate this immediately to your therapist or nearest mental health provider (see attached list of area mental health emergency departments).  If you are experiencing a crisis, please contact your therapist during business hours.  If it is after hours, or on a weekend/holiday, contact your local community mental health agency (see attached list) or go to an emergency room.

_____ 3. 
Confidentiality:  All information will remain confidential UNLESS written permission is obtained from you to release specific information OR your therapist determines that you are at risk of harm to yourself or someone else.  When at all possible this will be discussed with you prior to breaking confidentiality.  While efforts are made to keep any written files/records as private and confidential as possible, you need to be informed that records can be subpoenaed in court situations.  Any requests for records must be accompanied by a subpoena.  Further concerns/questions regarding confidentiality can be addressed with your therapist at any time.

_____ 4.
Rules of Conduct:

1. Smoking is not permitted on the premises.

2. Alcoholic beverages, illegal substances and/or paraphernalia are not permitted on the premises.

3. Weapons are not permitted on the premises. (see Weapons Policy)

4. Verbal or physical abuse or threats are not permitted.

5. Destruction of property is not permitted.

6. Solicitation of any kind is not permitted.

7. Anyone intoxicated or under the influence of alcoholic beverages or illegal substances shall be denied services and may be asked to leave premises.

8. Shoes and shirt must be worn on the premises.

9. Payment is due at time of service.

_____ 5.
Basic Human Rights:  You shall have the right:

· To be treated with dignity and respect

· To be told about your treatment

· To have a say in your treatment



If you have any questions about 

· To speak to others in private



your rights, contact:

· To have your complaints resolved



Nan Neese

· To say what you prefer

· To have records kept confidential



Regional Advocate

· To ask questions and be told about your rights


340 Bagley Circle

· To get help with your rights




Marion, VA  24354

*Please refer to Human Rights Information packet for more details regarding HR Policy and Procedures.





My signature below indicates my consent for Braley and Thompson Inc.’s Outpatient Mental Health Program staff to provide treatment services to me with the understanding of the risks and benefits, my rights, and my acknowledgment that I have received a copy of this form and a listing of the area mental health centers and their emergency numbers.  I also understand the role of the Regional Advocate and how to contact him/her.

____________________________________________
______________________________

 Consumer Signature





Date

_____________________________________________

______________________________

 Parent/Guardian Signature (if applicable)


Date

_____________________________________________

______________________________

Therapist Signature





Date

New Consumer Orientation Checklist – Completed by therapist at time of intake:

1. Mission of Braley and Thompson, Inc.

2. Confidentiality policy read and understood.

3. Human Rights policy read, understands how to report violations and grievance procedures.

4. Consumer will participate in treatment and discharge planning.

5. Read/understand fire safety and emergency preparedness procedures.

6. Oriented to lay out of building and location of fire exits.

7. Informed of days/hours of operation and after hours emergency policy.

8. Made aware of Braley and Thompson, Inc.’s services guidelines.

9. Notified of Rules of Conduct and copy provided.

Information and Procedures reviewed with consumer _________________
__________________








Staff Initials


Date

Original to:

Consumer File

Copies to:

Consumer/Guardian

Initial When Sent:
 _____________

Braley & Thompson, Inc.

Outpatient Mental Health


Financial Agreement

Client Name: _____________________________________               Date: _____________
Person Responsible for Payment: ____________________________________________








(please print)
Psychotherapy services are generally 45 – 50 minutes in length.  Fees for various services are listed below. 

Initial Evaluation







$ __$120___

Individual, Family, or Couples therapy




$ __$90/hr__

Group therapy








$ __$60/hr__

Adjunctive Services (ie: letters, calls, assessments, etc)


$__$50/hr__

As a service, this office will file the Insurance Claim.  However, you are ultimately responsible for any payments or charges denied by your Insurance Company (due to deductibles or non-covered services).  An exemption would be if your therapist has an agreement with your Insurance Company that states otherwise. Any adjunctive services not covered by your insurance company will need to be paid directly to Braley & Thompson, Inc. prior to receipt of information requested.

Cancellations should be made at least 24 hours in advance
If you fail to cancel within this time frame, there will be a $50.00 charge.

Please note: Insurance Companies will not pay for missed appointments.  This will be your responsibility.  Also, therapy is more effective if sessions are attended on a regular basis.  Your case may be closed if appointments are not kept on a regular basis or cancellations are not made in a timely manner.

There will be a $ 25.00 service charge for returned checks.  You are responsible for this fee.

Court Testimony:
If your therapist is required to appear in court, you (if applicable, or parent/guardian) will be responsible for paying an hourly rate of $100.00 for time in or at court.  This is not covered by Insurance and will be your responsibility. A signed payment agreement must be completed prior to any court appearance.
Payment for counseling is required at the time of the sessions.  This amount, or co-payment, is your portion of the payment that is stipulated by the Insurance Company.  If your Insurance Company has a yearly deductible, it is your obligation to pay this amount.   Also, you need to notify the staff at Braley & Thompson, Inc. of any changes in your Insurance coverage and provide the necessary information to file claims. If this information is not provided in a timely manner we you will be required to pay any amounts that are denied.

Psychological Evaluations: I agree to pay $120/hour for 8 (eight) hours maximum. The funds will be provided by: __ DSS
__ FAPT (enclose payment agreement)  __ CSU    __ Other: ________________

Payment Agreement Information:

Co-Pay:____________
Details:________________________________________________________________
Other Payment Info: __________________________________________________________________________
By signing this form, I agree to the terms outlined in this Agreement. I agree to pay Braley & Thompson, Inc. the required amount per session as outlined above.  If there is a change in the amount I pay, this information will be revised. 

_________________________________________


__________________

Signature of person responsible for payment



Date

Relationship to client:______________________
Braley & Thompson, Inc.
Mental Health Supports

Outpatient Mental Health

Mentoring

HIPAA Notification

CONSUMER CONSENT FORM

As part of your care, it is necessary to create, maintain, and (in certain situations) share information concerning your history and current care services for treatment, payment and health care operations.  Our Notice of Privacy Practices describes how we may use and disclose your protected information.  You have the right to review our notice before signing this consent.


The terms of our notice may change.  We will post a copy of the current notice in our Agency.  At any time you may request a copy of our current notice in effect.


You have the right to request that we restrict how your information is used or disclosed for treatment, payment or health care operations.  We are not required to agree to this restriction, but if we do, we are bound by those restrictions to which we agree.


By signing this form, you consent to our use and disclosure of information about you for treatment, payment and health care operations and you acknowledge that you may request a paper copy of our Notice of Privacy Practices at any time during the course of your treatment.  You have the right to revoke this consent, in writing, except where we have already used or disclosed your information in reliance on your prior consent.

_______________________________________      ________________
 Client Name





         Date

_______________________________________      ________________
 Parent/Guardian




         Date

_______________________________________         

 Print Consumer’s Name

*If signed by the Personal Representative of the Consumer, please describe the Personal Representative’s authority to act for the Consumer by checking below:

_____ Parent





_____ Legal Guardian

_____ Court Appointed Legal Guardian

_____ General Power of Attorney

_____ Health Care Power of Attorney

             _____ Surrogate Decision-Maker

_____ Next of kin or other family member

_____ Executor of the Estate

_____ Other, please describe: _________________________________________________________________

Braley & Thompson, Inc.
Mental Health Supports

Outpatient Mental Health

MEDICAID PROVIDER FREEDOM OF CHOICE

(TO BE COMPLETED ONLY BY THOSE CONSUMERS WITH MEDICAID)

Consumer Name:

Date of Birth:

Social Security  #:

Consumer Medicaid #:

Effective Date of Enrollment:

Legal Guardian Agency:

Caseworker Name:

I, as a legal representative for the above named consumer, have been informed of my right to choose from any Medicaid enrolled provider of outpatient mental health services.

I have been informed of other outpatient mental health providers available in the area.

___I choose to receive services from Braley & Thompson, Inc.’s Mental Health Outpatient 

Program.

___I choose NOT to receive services from Braley & Thompson, Inc.’s Mental Health Outpatient 

Program.

________________________________


_________________ 

Legal Guardian





Date

________________________________


_________________ 

Legal Guardian





Date

________________________________


_________________ 

B & T Representative




Date


FOR OFFICE USE ONLY
Eligibility Information:
# of sessions available prior to auth: _________

Expires: ______________

Prev Sessions used: ______________

By provider: ________________________




If you have any questions about your rights, contact:


	Nan Neese


	Regional Advocate


	340 Bagley Cir.


	Marion, VA 24354


	(540)783-1219














Revised 09-2010



Revised 09-2010

