CHOICES MENTAL HEALTH COUNSELING PLLC
Contact Information – Face Sheet
Legal/Preferred Name(s): _________________________  Home Phone: _______________________________

Mailing Address: _______________________________   Work Phone: _______________________________
______________________________________________   Cell Phone: ________________________________
E-Mail Address: ________________________________   Weight: _______________Height: ______________
DOB: ___________________ Gender: ______________  Smoke: [  ] No [   ] Yes [   ] Former ______ per day   SSN: _________________________________________   Insurance: _________________________________
Employer: _____________________________________   Occupation: _______________________________

Primary Care MD: _______________________________  Other MDs: _______________________________
Medications (or provide printed list): ___________________________________________________________
Relationship Status: ______________________________ Spouse’s/Partner’s Name:: ____________________

Children (names and ages):  __________________________________________________________________
Ethnicity or Race: _______________________________   Religion: __________________________________

Alcohol/Unprescribed Drugs – Last drank (date): ______________ Last other drug use (date): _____________
Prior mental health counseling: ________________________________________________________________

CONSENT TO BE TREATED

I voluntarily consent to be treated by Choices Mental Health Counseling Services PLLC.
Describe the issue that brought you here, very briefly: ______________________________________________
 __________________________________________ Referred by: _____________________________________
Current legal issues, if any (pending charges, probation, parole [and name of attorney and/or PO, etc.): _______ __________________________________________________________________________________________

AUTHORIZATION FOR MESSAGES
EMERGENCIES
Emergency Contact: (name, phone, address, relationship): __________________________________________________

Next of Kin (name, phone, address, relationship): _________________________________________________________
TELEPHONE 
I [ ] DO or [ ] DO NOT give permission to leave messages (appointment reminders, etc.) on voice-mail or answering machine(s) and/or with any person(s) who answer(s) the phone at number(s) listed above
INTERNET
I [ ] DO or [ ] DO NOT give permission to contact me by e-mail, SMS text message, chat, or social networking. 
RELEASE OF INFORMATION, LIFETIME SIGNATURE ON FILE, 
CANCELLATION POLICY, PAYMENT AUTHORIZATION,

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES,
PERMISSION TO SEE CHILD(REN) AND OTHERS PRESENT IN COUNSELING

I understand that being on time for appointments is my responsibility. I agree to pay 50% of my usual fee for any block of time reserved for me unless I have provided 24 hours advance notification. I will be responsible for this and for any co-payments, deductibles, and for services provided that are not covered by my insurance plan. I authorize payment of all insurance benefits for services rendered by this office to be made payable to Choices Mental Health Counseling PLLC or the provider and authorize the aforesaid to release to the Centers for Medicare and Medicaid, its agents, or any other insurer or third-party payer all information necessary to determine benefits payable for related services. If I do not provide Choices with my complete and accurate insurance information, I will be a “cash pay” client (out of pocket or out-of-network) and I will be opting to not use any insurance with which I might be in-network. Further, if I provide insurance information at a later date, it will not be retroactively applied but will alter the agreement going forward only. If using Medicaid Transportation, I authorize my provider to confirm my attendance at healthcare appointments with Medical Answering Service LLC and any transportation vendors: and to be seen in the presence of family members or unrelated persons I allow to attend appointments with me. I permit a copy of this authorization to be used in place of the original. This form will serve as a lifetime signature form. I acknowledge receipt of and reading the Notice of Privacy Practices, and that any future revisions will be posted on the web at choicesmhc.com. The undersigned agrees that all unpaid fees owing after the date of service may be assessed a service charge at the rate of one and one-half percent (1-1/2%) per month or eighteen percent (18%) per annum from that date. In the event of default where it becomes necessary to turn this account over to a third party for collection, the undersigned agrees to pay all costs of collection, including reasonable attorney’s fees and court costs. To the best of my knowledge, the above information is true. I understand that falsification of any information above could result in termination of services. If seeking services for a child under age 18: I consent to all the above on behalf of my minor child and myself. 
Signature (for all of the above) ____________________________ Date: ______________
tsr:20190726
NAME:   _________________________




DATE:  ___________________
Adult CAGE-AID Questionnaire

1.) Have you ever felt you should CUT DOWN on drinking or drug use? ___ Yes.   ___ No.

2.) Have people ANNOYED you by criticizing or complaining about your drinking or drug use? ___ Yes.   ___ No.

3.) Have you ever felt bad or GUILTY about your drinking or drug use? ___ Yes.   ___ No.

4.) Have you ever had a drink or drug in the morning (EYE OPENER) to steady your nerves or get rid of a hangover? 

___ Yes.   ___ No.

Remarks (optional): 

SBQ-R Suicidal Behaviors Questionnaire-Revised

A.) Have you ever thought about or attempted to kill yourself? 

___ [1] Never. 

___ [2] It was just a brief passing thought. 

___ [3b] I have had a plan at least once to kill myself and really wanted to die. 

___ [4a] I have attempted to kill myself, but did not want to die. 

___ [4b] I have attempted to kill myself and really hoped to die.

2.) How often have you thought about killing yourself in the past year? 

___ [1] Never.

___ [2] Rarely (1 time). 

___ [3] Sometimes (2 times). 

___ [4] Often (3-4 times). 

___ [5] Very often (5 or more times).

3.) Have you ever told someone that you were going to commit suicide or that you might do it? 

___ [1] No. 

___ [2a] Yes, at one time, but did not really want to die. 

___ [2b] Yes, at one time, and really wanted to die. 

___ [3a] Yes, more than once, but did not want to do it.

___ [3b] Yes, more than once, and really wanted to do it.

4.) How likely is it that you will attempt suicide someday? 

___ [1] No chance at all. 

___ [2] Rather unlikely. 

___ [3] Unlikely. 

___ [4] Likely. 

___ [5] Rather likely. 

___ [6] Very likely.

Remarks (optional): 

NAME:   _________________________


DATE:  ___________________
Depression Health Questionnaire PHQ-9



Over the last 2 weeks, how often have you been

bothered by any of the following problems?

(Use ‘√’ to indicate your answer)

	
	Not at all
	Several days
	More than half the days
	Nearly every day

	1.Little interest or pleasure in doing things


	
	
	
	

	2. Feeling down, depressed or hopeless


	
	
	
	

	3. Trouble falling or staying  asleep or sleeping too much


	
	
	
	

	4. Feeling tired or having little energy


	
	
	
	

	5. Poor appetite or overeating


	
	
	
	

	6. Feeling bad about yourself – or that you are a failure or have let  yourself

or family down


	
	
	
	

	7. Trouble concentrating on things, such as reading the newspaper or         watching television


	
	
	
	

	8. Moving or speaking so slowly that other people could have noticed. Or the opposite – being so fidgety or restless that you have been moving around a lot more than usual


	
	
	
	

	9. Thoughts that you would be better off dead or of hurting yourself in some way


	
	
	
	

	                                                                       Add columns     TOTAL


	
	
	
	


(Healthcare professional: For interpretation of TOTAL,

please refer to accompanying scoring card).
	10. If you checked off any problems, how difficult have these                                      Not difficult at all       

problems made it for you to do your work, take care of things                                     Somewhat difficult     

at home or get along with other people?                                                                          Very difficult              

                                                                                                                                              Extremely difficult     


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



NAME:   _________________________




DATE:  ___________________
DAST-20

The following questions refer to the past 12 months: 



Circle or put an “X” by your response

1.     Have you ever used drugs other than those required for medical reasons? 

Yes
No

2.
Have you abused prescription drugs?
Yes
No

3.
Do you abuse more than one drug at a time?
Yes
No

4.
Can you get through the day without using drugs?
Yes
No

5.
Are you always able to stop using drugs when you want to?
Yes
No

6.
Have you had “blackouts” or “flashbacks” as a result of drug use?
Yes
No

7.
Do you ever feel bad or guilty about your drug use?
Yes
No

8.
Does your spouse, parent or significant other ever complain about your drug use?
Yes
No

9. Has drug use created a problem between you and your spouse, parents or your 
Yes
No

significant other?

10.
Have you lost friends because of your drug use?





Yes
    No

11.
Have you neglected your family because of drug use?
Yes
No

12.
Have you been in trouble at work because of drug use?
Yes
No

13.
Have you lost a job because of drug use?
Yes
No

14.
Have you gotten into fights when under the influence of drugs?
Yes
No

15.
Have you engaged in illegal activities in order to obtain drugs?
Yes
No

16.
Have you been arrested for possession of illegal drugs?
Yes
No

17. Have you ever experienced withdrawal symptoms (felt sick) when you have stopped 
Yes
No

taking drugs?
18. Have you had medical problems as a result of your drug use? 
Yes
No

(E.g. memory loss, hepatitis, convulsions, bleeding)
19.
Have you gone to anyone for help for a drug problem?
Yes
No

20.
Have you been involved in a treatment program specifically related to drug use?
Yes
No

Drug Abuse Screening Test and Handbook. Addiction Research Foundation, 33 Russell St. 

Toronto, Ontario, Canada M5S2S1  416-595-6000.
NAME:   _________________________




DATE:  ___________________

Adverse Childhood Experience (ACE) Questionnaire
While you were growing up, during your first 18 years of life:
1. Did a parent or other adult in the household often …

Swear at you, insult you, put you down, or humiliate you?

or
Act in a way that made you afraid that you might be physically hurt?

Yes   No
If yes enter 1
 

2. Did a parent or other adult in the household often … Push, grab, slap, or throw something at you?

or
Ever hit you so hard that you had marks or were injured?

Yes   No
If yes enter 1
 

3. Did an adult or person at least 5 years older than you ever…

Touch or fondle you or have you touch their body in a sexual way?

or
Try to or actually have oral, anal, or vaginal sex with you?

Yes   No
If yes enter 1
 

4. Did you often feel that …

No one in your family loved you or thought you were important or special?

or
Your family didn’t look out for each other, feel close to each other, or support each other?

Yes   No
If yes enter 1
 

5. Did you often feel that …

You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?

or
Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?

Yes   No
If yes enter 1
 

6. Were your parents ever separated or divorced?

Yes   No
If yes enter 1
 

7. Was your mother or stepmother:

Often pushed, grabbed, slapped, or had something thrown at her?

or
Sometimes or often kicked, bitten, hit with a fist, or hit with something hard?

or
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?

Yes   No
If yes enter 1
 

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?

Yes   No
If yes enter 1
 

9. Was a household member depressed or mentally ill or did a household member attempt suicide?

Yes   No
If yes enter 1
 

10. Did a household member go to prison?

Yes   No
If yes enter 1
 

Now add up your “Yes” answers:    

