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" Consumer Orientation Checklist

O Transfer of Services / Censent fof Treatment Form.

O Right to Name Treafment Advocate

LI Consent for Release of Confidential Tnformation |

0 Consmmer Handbook and Acknowledgement of Receipt

O Bio-Psychosocial Assessment R

(1 Hope Revealed Behavioral Health Certer Pamphlet

{1 If substance abuss diagnosis then ASAM and AQD CM Form

Has Consumer been educated abotlrtﬁleavaii.ahm:,r ofan Mm Direcive? 01 Yes O No

Did ﬁief:cnsmneruﬁﬁzeﬁleAdvance Direcfive? 2 Yes O No

'Is Hope Revealed collahoraﬁngm anctheragency or LBHP provider regarding this consumer?
O Yes O No .
¥Yes, who?

After your Intake is completed, we will develop a freafment plan using the informafion you
give us about your preferences and needs. Your therapist will go over this plen with you,
Including the discharge citerfa, when Ris ready o sign.. : : :

ASSIGNMENT OF BENEFITS: The undersigned hereby authorizes fhe ralease of any information relafing
1o all clalms for benefits submiifed on behalf of myselfand/or dependents. I furfhar expressly agres and
acknowledge that my signafure on this documentauthorzes my therapist fo submit clafms foral benefis,
Tor services rendered and for senvices o ba rendered, without obiaiing my signafure on each and every
claim 1 be submitted Tor my=selfand/or dependents, and fhat I will be bound by this sfgqn=hre as though
the undersigned had personally signed fhe parfeular claim, :

SIGNATURES - DATE;

GUARDIAN: _DATE;

WInESS, -~ . : DATE:
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HOPE REVEALED

BEHAYIORAL HEALTH CENTER IKRC,
. *Healing yesterday, giving hope for tomorrow”™

Consent for Release of Confidential Information

Name DOB 88N

L authorize Hope Revealed Behavioral Health Center, Inc.,, and the following
agencies, entities, or people to release and disclose to one another the following types of information:

Tnformation released or disclosed will be used to coordinate, evaluate, plan and/or continue appropriate treatment or
program, determine eligibility for benefits or program, case review, and/or update files. Released information may
be subject to re-disclosure by the recipient, resulting in the information no longer being protected.

This consent is valid from:(One year period) start date: end date:

Name and address of agency, entity, or person to release.to or obtain information from:

Opgs DO oOJA ODoctor OFamily BSchool O Redwood ToxicologyLab QO Other:

Type of document(s) to be released or obtained:

QRehavioral Information O Psychological reports and resutts O Medical Reports O TreatmentPlans [Test Results
QO Summary Reports

I understand my medical records and all clinfcal fnformation are confidential and are protected under the provisions 0£43A O8 & 1-109.1
moderstand medical records and all cormmmnications between consumer and doctor or psychotherapist are privileged and confidential; with snch
fnformation [mited to persons or agencies actively engaged in iy treatment or related to administrative tasks. I onderstand privileged and
confidential information shall not be released without oy written, informed consent. I uniderstand that treatment is not contingeat upon or
influenced by my decision to permit fifs information release. My consent is given fresly and voluntaxily. The information anthorized for
release may include records, which may indicate the presence of 2 commanieable or nox communicable disease, or venereal disease,
which may include, but is not limited to, diseases such as hepatitis, syphilis, gonorrhea and the human immunodeficiency virus, also
Jmown 23 Acquired Immune Deficiency Syndrome (AIDS). (63 O.S. see. 1-1502(B)). If any criminal proceeding is involved, disclosure is
boand by federal laws and regnlations governing Confidentiality of Alcobol and Drug Abuse Patient Records (42 U.S.C. #290DD-2; 42
CF¥.R., Part2) and recipitnts of the information may recelve and disclose it only in connection with their official duties with respect to
the particalar eriminal proceeding and may not use the information in other proceedings, for other parposes, or with respect to other
individnals. I mndexstand that I may revoke this consent in writing at any time by signing and dating the revocation line at the bottom of this
Pags, excaut to the extent that action has been taken n reliance on it, and that in any event this consent expires antomatizally one year following
the date I stopped receiving services from QUEST. Revocation must be submitted to the Antlers office. However, if any criminal proceeding is
fnvolved, this consent is irevocable until final disposition of the procesding, and expires upon final dispesition of the proceeding

Signatime: Date:
Parent/Guardian Signature: Date:
Legally anthorized Representative: Date:
I hereby revoke this consent: Date:

‘Witness Signature: Date:
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HOPE REVEALED

BEHAVIORAL HEALTH CENTER INC.
“Healing yestarday; giving hope for tomorrow”

Right to Name a Treatment Advocate

All aduft mental health consumers being served by a licensed mental health professional have the right to
designate a family member or other concemed individual as a Treatment Advocate. The choice to name
an advocate is the consumer's ajone. In the event an advocate is chosen, the level of involvemnent of the
advocate is to be determined by the consumer and no lImitation may be imposed on a consumer's right to
communicate by phone, mail or visitation with the established Treafment Advocate. The Treatment
Advocate may participate in the freatment planning and discharge planning of the person being served to
the extent consented fo by the consumer and permitted by law.

Would you like to name a Treatment Advocate? O Yes Q1 Nq
Please list the name and phone number of the person you wish fo choose as a Treatment Advocate:

Name: Phone:

Please indicate the level of involvement the identified Treatment Advocate shall have:
O Should the advocate be present during intake?

O Would you like the advocate to help you with the treatment planning?

Q Do you want the written treatment plan information provided to the advocate?

O Should we notify the advocate only if there are changes to the treatment plan?

0 Would you like the advocate to b:e present at all of your sessions?

 Other;

Signature of Consumer Date

For the Treatment Advocate:

| infend to serve as Treatment Advocate for the above named consumer. | have received a copy of the
Hope revealed Behavioral Health Center confidentiality standards and | agree to serve according fo the
consumer's specifications and comply with all standards of confidentiality.

Signature of Treatment Advocate Date

The consumer may revoke the designation of a treatment advocate at any time and for any reason.

Signature of person entering this form in consumer chart




COLUMBIA-SUICIDE SEVERITY RATING SCALE (C-SSRS)

Posner, Brent, Lucas, Gould, Stanley, Brown, Fisher, Zelazny, Burke, Oquendo, & Mann
© 2008 The Research Foundation for Mental Hygiene, Inc.

RISK ASSESSMENT

Instructions: Check all risk and protective factors that apply. To be compieted following the patient interview,
review of medical record(s) and/or consultation with family members and/or other professionals.

vty | Suictdaland Seli-Injurious | | itetime | Clinical Status (Recent)
O Actual suicide attempt O [J | Hopelessness
| Interrupted attempt | [ | Major depressive episode
1 Aborted or Self-Interrupted attempt O [J | Mixed affective episode (e.g. Bipolar)
O Other preparatory acts to kill self | ] | Command hallucinations to hurt self
O | Sefinluious behavior without O | O | Highly impulsive behavior
(S::iecciﬁal\lngisetaé::‘ere in Past Month L1 | Substance abuse or dependence
O | wish to be dead (1 | Agitation or severe anxiety
(] | Suicidal thoughts [] | Perceived burden on family or others
0 Suicidgal thoughts.with methc_)d 0 Chronic physical pain or other acute medical
(but without specific plan or intent to act) problem (HIV/AIDS, COPD, cancer, etc.)
[0 | Suicidal intent (without specific plan) [l | Homicidal ideation
[ | Suicidal intent with specific plan [] | Aggressive behavior towards others
Activating Events (Recent) [] | Method for suicide available {gun, pills, etc.)
] S\?:;?;;?f:égf)ﬂ?‘raﬂg:[ ?_Eggf:;;i:?gtaf;e [ | Refuses or feels unable to agree to safety plan
Describe: U | Sexual abuse (lifetime)
[0 | Family history of suicide (lifetime)
[ | Pending incarceration or homelessness Protective Factors (Recent)

[ | Current or pending isolation or feeling alone [ | Identifies reasons for living
Treatment History m| fI=:|o.:nsi;|'Jyor1sibility to family or others; living with
[ | Previous psychiatric diagnoses and treatments J | Supportive social network or family
[ | Hopeless or dissatisfied with treatment [ | Fear of death or dying due to pain and suffering
[ | Non-compliant with treatment [ | Belief that suicide is immoral; high spirituality
(] | Not receiving treatment [0 | Engaged in work or school
Other Risk Factors Other Protective Factors
0 [
O O
[ O

Describe any suicidal, self-injurious or aggressive behavior (include dates)
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HOPE REVEALED—

BERAVIORAL HEALTH CEMTER IWRC.
"Healing yestarday, giving hope for tomorrow”
CASE MANAGEMENT ASSESSMENT

Name: Address:

Phone Number:

A. Daily Structures/Activities of Daily Living:
Living situation (circle all the apply} None/Homeless Shelter Permanent House/Apartment
Temporary House/Apartment Jail Residential Program Doubled Up Subsidized Other
Who do you live with (circle all that apply) Alone Friends/Roommate(s) Spouse/Lover/Partner

Children Parents Relatives OQther

Do you pay rent? Yes No If so, how much? Is it affordable? Yes No

Is your housing sttuation safe and stable? Yes No Any housing concerns?
Nutritional Needs:

Obtaining enough food to eat? Yes No Any food assistance utilized? Yes No

What kind? Food Stamps Food Pantry Home Delivered Congregate Food Voucher Other__

Any nutritional concerns?

Daily Living:

Do you need help with any déily {iving needs?

Clothing: Do you have appropriate clothing for the season? Yes No Any clothing concerns?

B. Financial/Insurance/Legal Issues (Probation, fines, etc.):

Areyou employed? Yes No Ifso, how much are you working? Full-Time Part-Time Seasonal



Consumer Namq
identifier

Monthly income-work Other Income (85I, SSDI, Unemployment, etc.)
Total Household Income Are you using any financial resources? Yes No

If so, which ones? SS1 S5DI  Unemployment TANF Food Stamps Other

Do you have medical insurance? Yes No  Any financial or medical concerns?
Do you have any legal issues? (Examples: arrests, incarcerations, probation, parole, fines) Yes No

if yes, explain

C. Educational/Vocational

Educational/Vocational History

Are In interested in going back? Yes No Any educational concerns?

D. Social Supports/Family/Friends

Family Make-Up

£. Mental Health/Substance Abuse/Addiction Disorders
Do you take any medications? Yes HNo If so, any side effects with these medications? Yes No
Do you take you medications as prescribed? Yes No
Do you smoke or use other tobacco products? Yes No If so, interested in stopping? Yes No

Do you or someone in your family feel that you have a problem with substance abuse or another
addiction? Yes No Any mental health/substance abuse/addiction disorders concems?

F. Health/Medical:
Do you have a current doctor? Yes No Do you have a current dentist? Yes No
Do you see them on a regular basis? Yes No Do you have any current health issues? Yes No

If yes, please explain

when was your last physical/check—ﬁp

Well woman/mammogram Prostate
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Are you or your partner pregnant? Yes No  [fso, are you/they receiving prenataicare? Yes No
Do your children need a check-up or immunizations? Yes No

Any health/medical concerns?

What would you like to work on?

Case Manager Signature Date

Consumer Signature Date
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HOPE REVEALED

EEHAVIOR &L HEALTH CENTER iNC.
Healing yesterday:. Living hope for tomorow™

Brief Health Information Form

A_ [denfification

Client’s name: Case # Date:

B. History .

1. Starting with your childhood and preceeding up to the present, [list all diseases, lllnesses, i_mportapt
accidents and injuries, surgeries, hospitalizations, periods of Ioss of consciousness, convuisions/seizures,
and any other medical con-dition you have had. (Describe Pregnancies In section E.)

Age Hiness/diagnosis Treatment received Treated by Result

2. Describe any allergies you have.
To what? Reaction you have Allergy medications you take

3. List all medications, drugs, or other substances you take or have taken in the last Year—prescribed,
overthe-counter vitamins, herbs, and others.

Medication/drug Dose (how much) Taken for Prescribed and supervised by

4. Have you done any kinds of work where You were exposed to toxic chemicals?
Date Kinds of chemicals Kind of work Effects




Consumer Name

Identifier
C. Medical caregivers ]
1. Your current family or personal physician or medical agency:
’ Date of
Mame Spedialty Addrgss Phone # lastvisit

D. Health habits
1. What kinds of physical exercise do you get?

2. How much coffee, cola, tea, or other sources of caffeine do you consume each day? Which?

3. Do you try to restrict your eating in any way?
How?

H

Why?

4. Do you have any problems getting enough sleep? O No Q3 Yes, If yes, what problems?

E Forwomen only
Atwhat age did you start to menstruate (get your period):

1. Menstrual period experiences:
a. How regular are they?

b. How long do they Iast?

& How much pain do you have?

d. How heavy are your periods?

e. Other experiences during perods?




] Consumer Name

2 Please list all of your pregnancies: What happened with this Jpe%?n%ﬁ%&:
Yourage Miscamiage Aborfion  Child bom ' Problerns?

3. Menopause:
a. f your menopause has started, at what age did it start?
b. What signs or symptoms have you had?

F. Other -

Do you use tobacco 0 No O Yes, Ifyes, how many cigarettes/cigars/other do youuseeachday?
Have you ever injected drugs? O Yes QO No Ever shared needles? 3 Yes O No Have you had HIv
testing in the last 6 months? O Yes 0O No. ifyes, results: Are there
any other medical or physical problems you are concerned aboui?

Would you Iike to receive more information regarding HM/AIDS/STDs? Q Yes 0 No.
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EEMAVIORAL HEALTLO CENTER LLc
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Aduit Checklist of Concemns

Name: Date;

Please mark all of the items below thatapply, and feel free to add any others at the bottorn under “Any other concems
orissues.” You may add a note or details in the space next to the concerns checked. (For a child, mark any of these
and then complete the “Child ChecKlist of Characterisﬁw.")

Q I have no problem or coneern bringing me here

Q Abuse—physical, sexual, emotional, neglect (of children or elderly persons), cruelty to animals
Q Aggression, violence
0 Alcohgl use
Q Anger, hostility, arguing, initability
Q Andety, nervousness
O Attention, concentration, distractibility
Q Career concems, goals, and choices
O Childhood issues {vour own childhood)
O Codependence
- Q Confusion
0 Compulsions
Q Custody of children
O Decision making, indecision, mixed feelings, putting off decisions
Q Delusions (false ideas)
O Dependence
0 Depression, low mood, sadness, crying
O Divorce, separation .
Q Drug use~prescripion medications, over—the—counterhmedicaﬁons, street drugs
Q Eating problems—-overeaﬁng, undereating, appetite, vomiting (see also *Weight and diet issues™)
O Emptiness ’ '
Q Failure
Q Fatigue, tiredness, low energy
Q Fears, phobias

O Financial or money troubles, debt, impulsive spending, low income
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Q Friendships
O Gambling

Q Grieving, mouming, deaths, losses, divorce

. A Guilt

O Headaches, other kinds of pains

O Health, liness, medical condems, physical problems

O Housework/chores~quality, schedules, shiaring duties

Q Inferiority feelings '

Q Interpersonal conflicts

O Impulsiveness, loss of control, outbursts

Q [lrresponsibility

O Judgment problems, risk taking

Q Legal matters, charges, suits

O Loneliness

Q Marital conflict, disganoe'lcoldness, infidelity/affairs, remarriage, different expectations, disappointments
Q Memory problems

0 Menstrual problems, PMS, menopause

0 Mood swings

O Motivation, laziness

O Nervousness, tension

0 Obsessions, compulsions (thoughts or actions that repeat themselves)
Q Oversensitivity to rejection '

Q Pain, chronic

Q Panic or anxiety attacks

Q Parenting, child management, single parenthood

0O Perfectionism

O Pessimism

Q Procrastination, work inhibitions, laziness

U Relationship problems (with friends, with relatives, or at work)
0 School problems (see also “Career concerns |

Q Self-centeredness

O Seff-esteem

Q Selif-neglect, poor self-care



Consumer Name
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Q Sexual issues, dysfunctions, conflicts, desire differences, other (see also “Abuse”)
Q Shyness, oversensitivity to criticism

O Sieep problemns—too much, too litde, insomnia, nightmares

Q Smoking and tobacco use

Q Spiritual, religious, rnoral, ei_hical issues

Q Stress, relaxation, stress management, stress disorders, tension

Q Suspiciousness, distrust

O Suicidal thoughts

0 Temper problems, self-control, low frustration tolerance

O Thought disorganization and confusion

Q Threats, violence

O Weight and diet issues

Q Withdrawal, isolating

U Work problems, employment, workaholism/overworking, can't keep a job, dissatisfaction, ambition

O Other concems or issues:

Please look back over the concems you have checked off and choose the one that you most want help
with. ltis:

This is a strictly confidential paﬁeﬁt medical record. Re-disclosure or transfer is expressly prohibited by
law.



HOPE REVEALED

BEHAVIORAL HEALTH CENTER INC.
“Healing yc.cmday, giving hope for tomorow”

Dear Client,

Would you please help us to improve our work by answering some questions? We are
interested in your honest opinions (whether they are positive or negative), and we
welcome your comments and suggestions.

All your answers are completely confidential because your name will not be used on this
form. To ensure confidentiality, please do not write your name on this survey. None of
your responses will be included in your treatment records. Completing this survey will be
regarded as giving your informed consent to participate in the survey. You can choose to
withdraw from this research at any time and refise to answer any questions. Doing this
will not affect the care you receive in the future from us. If answering any of these
questions makes you feel uncomfortable, please skip the question.

Thank you for taking the time to provide us with your feedback. We really appreciate
your help.

Sincerely.

Hope Revealed Behavioral Health Center



HOPE REVEALED

BEHAVIORAL HEALTH CENTER LLG

*Healing yesterday, giving hope for tomorrow”
Behavioral Health Services Pre Treatment Survey

Please complete this form by filling in the bubbles on each question

About Mental Health

1. Have you ever received mental health services before?
o Yes

o No

2. If yes, how would you rate your overall experience?
© Excellent

Very Good

Fair

Poor

Not Applicable

O 0 0 o0

g

3. Who may we thank for your referral?
Medical Doctor:
Family Member/Friend:
DHS Worker Name:
OJA Worker Name:
School:

Other:

O 00000

c. How would you rate your experience in making an appointment in our office?
Excellent

o Very Good

o Fair

o Poor

Q

d. How would you rate your experience in finding our office?
o Excellent
o Very Good
o Fair
o Poor



e. How would you rate the timeliness of your first appointment?
o Excellent
o Very Good
0 Fair
o Poor

f. How would you rate the friendliness of our office staff?
o Excellent
o Very Good
o Fair
o Poor
g- After visiting with a staff clinician, do you feel hopeful that we will be able to assist
you in finding tools to help you cope with your present situation?
o Very Hopeful
¢ Hopeful
o Somewhat Hopeful
o NotHopeful

Additional Comments:




