CONFIDENTIAL INTAKE FORMS

[image: image1.jpg]



Instructions

Welcome. Before our first visit, it helps to have some basic information. These forms are designed to help me understand your situation.

Before our first appointment, please complete this intake packet and either fax it to 866-428-0282 or securely email the forms to me. In addition, kindly send a clear photo of both sides of your insurance card and a photo ID. Kindly complete these forms and return by a secure means before your first visit. You may fax them to my confidential fax at 866-428-0282, send by encrypted email to tom@choicesmhc.com, or (if the appointment is days away) snail-mail them to my office at:

Choices Mental Health Counseling PLLC

433 Broadway, First Floor
Monticello, New York 12701

If you are seeking counseling for relapse prevention, or if you are here for an alcohol or substance abuse screening or assessment, please complete the entire packet. (If this does not apply to you and your appointment is for mental health counseling, feel free to delete the last two pages.) For a DWI/DWAI evaluation, please attach copies of your arrest tickets before the initial interview or ask your attorney to do so.

Please do not alter these forms. However, if you would like to type any additional comments at the end, feel free to do so. I look forward to seeing you soon. Thank you.

Warm regards,

Tom Rue, MA, LMHC, CASAC, NCC, CCMHC, SAP

Choices Mental Health Counseling PLLC

Date of initial appointment: ______________

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
INFORMED CONSENT FOR TELEMENTAL HEALTH SERVICES
This Informed Consent for Telemental Health Services contains important information focusing on doing psychotherapy using the phone or the Internet. Please read this carefully and let me know if you have any questions. When you sign this document, it will represent an agreement between us. 

Benefits and Risks of Telemental Health: Telemental Health refers to providing psychotherapy services remotely using telecommunications technologies, such as video conferencing or telephone. One of the benefits of Telemental Health is that the client and clinician can engage in services without being in the same physical location. This can be helpful in ensuring continuity of care if the client or clinician moves to a different location, takes an extended vacation, or is otherwise unable to continue to meet in person. It is also more convenient and takes less time. Telemental Health, however, requires technical competence on both our parts to be helpful. Although there are benefits of Telemental Health, there are some differences between in-person psychotherapy and Telemental Health, as well as some risks. For example:

· Risks to confidentiality. Because Telemental Health sessions take place outside of the therapist’s private office, there is potential for other people to overhear sessions if you are not in a private place during the session. On my end I will take reasonable steps to ensure your privacy. But it is important for you to make sure you find a private place for our session where you will not be interrupted. It is also important for you to protect the privacy of our session on your cell phone or other device. You should participate in therapy only while in a room or area where other people are not present and cannot overhear the conversation. Also, if other people may walk through the area where you are, you may want ensure they are appropriately attired to avoid embarrassment!

· Issues related to technology. There are many ways that technology issues might impact Telemental Health. For example, technology may stop working during a session, other people might be able to get access to our private conversation, or stored data could be accessed by unauthorized people or companies. 

· Crisis management and intervention. Usually, I will not engage in Telemental Health with clients who are currently in a crisis situation requiring high levels of support and intervention. In any event, we will have an emergency response plan to address potential crisis situations that may arise during the course of our Telemental Health work.

· Efficacy. Most research shows that Telemental Health is about as effective as in-person psychotherapy. However, some therapists believe that something is lost by not being in the same room. For example, there is debate about a therapist’s ability to fully understand non-verbal information when working remotely.

Electronic Communications: I use the Doxy.me platform for video conferencing (as well as other platforms from time to time). There is no additional cost to you for using any of these services. You will need to have a computer that has audio and video capabilities for us to use video conferencing. You will also need fairly reliable internet service. For communication between sessions, I only use email communication and text messaging with your permission and only for administrative purposes unless we have made another agreement. This means that email exchanges and text messages with my office should be limited to administrative matters. This includes things like setting and changing appointments, billing matters, and other related issues. You should be aware that I cannot guarantee the confidentiality of any information communicated by email or text. Therefore, I will not discuss any clinical information by email or text and prefer that you do not either. Also, I do not regularly check my email or texts, nor do I respond immediately, so these methods should not be used if there is an emergency.
Treatment is most effective when clinical discussions occur at your regularly scheduled sessions. But if an urgent issue arises, you should feel free to attempt to reach me by phone. I will try to return your call within 24 hours except on weekends and holidays. If you are unable to reach me and feel that you cannot wait for me to return your call, contact your family physician or the nearest emergency room. 
Confidentiality: I have a legal and ethical responsibility to make my best efforts to protect all communications that are a part of our Telemental Health. However, the nature of electronic communications technologies is such that I cannot guarantee that our communications will be kept confidential or that other people may not gain access to our communications. I will try to use updated encryption methods, firewalls, and back-up systems to help keep your information private, but there is a risk that our electronic communications may be compromised, unsecured, or accessed by others. You should also take reasonable steps to ensure the security of our communications (for example, only using secure networks for Telemental Health sessions and having passwords to protect the device you use for Telemental Health). 

The extent of confidentiality and the exceptions to confidentiality that I outlined in my Professional Disclosure Statement and Confidentiality in Psychotherapy forms contained in the Client Handbook. These still apply in Telemental Health. Please let me know if you have any questions about exceptions to confidentiality.

Appropriateness of Telemental Health: From time to time when it is feasible to do so, we may schedule in-person sessions to “check-in” with one another. I will let you know if I decide that Telemental Health is not a good option for us to engage in. If this is the case, we would discuss options of engaging in in-person counseling or referrals to another professional in your location who can provide appropriate services. 

Emergencies and Technology: Assessing and evaluating threats and other emergencies can be more difficult when conducting Telemental Health than in traditional in-person therapy. To address some of these difficulties, we are creating an emergency plan before engaging in Telemental Health services. You must identify an emergency contact person who is near your location who I will contact in the event of a crisis or emergency to assist in addressing an emergent situation. By executing this document, you are authorizing/allowing me to contact your emergency contact person as needed during such a crisis or emergency. 

My emergency contact person is: ___________________________________________________

This person can be reached at:  ___________________________________________________

If the session is interrupted for any reason, such as the technological connection fails, and you are having an emergency, do not call me back; instead, call 911 or go to your nearest emergency room. Call me back after you have called or obtained emergency services. Another option in case of an emergency might be to call the National Suicide Prevention Hotline 1-800-273-8255. We can also discuss other local resources. In Sullivan County, New York, Mobile Crisis is available for psychiatric emergencies and their number is 845-790-0911 (for adults) and 845-701-3777 (for youth).

If the session is interrupted and you are not having an emergency, disconnect from the session and I will attempt to re-contact you via the Telemental Health platform on which we agreed to conduct therapy. If you do not receive a call back within two (2) minutes, then call me at 845-513-5002. If there is a technological failure and we are unable to resume the connection, you will only be charged the prorated amount of actual session time. TIP: If you are not plugged in, be sure your device is fully charged and/or be close to somewhere you can plug in. If you are tethering to get the internet, be sure your phone is also fully charged and that you are ready to plug in if it starts to go dead.

Fees: The same fee rates will apply for Telemental Health as apply for in-person psychotherapy. We have already confirmed that your insurance will cover this service. If your insurance lapses, you will be billed at my regular rate for these services. 

Records: The Telemental Health sessions shall not be recorded in any way unless agreed to in writing by mutual consent. I will maintain a written record of our session in the same way I maintain records of in-person sessions in accordance with my policies, as is required of me by law.

Informed Consent: This agreement is intended as a supplement to the general informed consent that we agreed to at the outset of our clinical work together and does not amend any of the terms of that agreement. Your signature below indicates agreement with its terms and conditions. 

_______________________________



_________________________

Client 








Date
_______________________________



_________________________

Thomas S. Rue, MA, LMHC, CASAC



Date
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: ___________________
Personal 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: ___________________

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: 

[image: image2.jpg]Choices Mental Health Counseling, rLi.c

Thomas S. Rue, M.A., LMHC, CASAC
Licensed by the State of New York and Certified by the National Board for Certified Counselors
AMHCA Diplomate and Clinical Mental Health Specialist in Substance Abuse and Co-occurring Disorders
Certified Clinical Mental Health Counselor, Credentialed Alcohol and Substance Abuse Counselor
US DOT qualified Substance Abuse Professional, Internationally Certified by IC & RC

PO Box 706, Monticello, NY 12701-0706
Phone: 845-513-5002 | Cell: 845-323-9612 | Fax: 866-428-0282





RECEIPT FOR CLIENT HANDBOOK

I have received a copy of the Client Handbook, containing Office Polices, General Information, Informed Consent and Notice of Privacy Practices, revision dated September 23, 2019, and consent to its terms.
This document may be revised from time to time. Whenever you wish, an additional or updated copy may be downloaded from the web at choicesmhc.com/?q=handbook.

Client's Name (print) __________________________________________________________               
Signature: ____________________________________________ Date: ___________________ 
You may delete these pages if you are not here for relapse prevention or substance abuse evaluation.

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: ___________________
Michigan Alcoholism Screening Test (MAST)

POINTS
 YES
 NO


0.
Do you enjoy a drink every now and then?





N=2
1.
Do you feel you are a normal drinker? (By normal we mean you


drink less than or as much as most other people)




Y=2
2.
Have you awakened the morning after some drinking the night before


and found that you could not remember a part of the evening?




Y=1
3.
Does your wife, husband, parent, or significant other ever worry or


complain about your drinking?




N=2
4. *
Can you stop drinking without a struggle after one or two drinks?




N=2
5.
Do friends or relatives think you are a normal drinker?




N=2
6.
Are you able to stop drinking when you want to?




Y=5
7.
Have you ever attended a meeting of Alcoholics Anonymous (AA)?




Y=1
8.
Have you gotten into physical fights when drinking?




Y=2
9.
Has your drinking ever created problems between you and your wife, 


husband, parent, significant other?






Y=2
10.
Has your wife, husband, parent, or significant other gone to anyone for


help about your drinking?




Y=2
11.
Have you ever lost friends because of your drinking?




Y=2
12.
Have you gotten into trouble at work because of your drinking?




Y=2
13.
Have you ever lost your job because of drinking?




Y=2
14.
Have you ever neglected your obligations, your family, or work for more


than two days in a row because you were drinking?




Y=1
15.
Do you drink before noon very often?




Y=2
16.
Have you ever been told you have liver trouble or cirrhosis?




Y=5
17. 
 After heavy drinking, have you ever had DTs or delirium tremens? 






(severe shaking, heard voices or seen things that were not really there?)




Y=5
18.
Have you ever gone to anyone for help about your drinking?




Y=5
19.
Have you ever been in a hospital because of your drinking?




Y=2
20.
Have you ever been a patient in a psychiatric hospital or on a 


psychiatric ward of a general hospital where drinking was a part of


the problem that resulted in hospitalization?




Y=2
21.
Have you ever been to a psychiatric or mental health clinic or gone to any


doctor, social worker, or clergyman for help with any emotional problem


where drinking was part of the problem?




Y=2
22. **Have you ever been arrested for drunk driving, driving while 


intoxicated, or driving under the influence of alcoholic beverages?




Y=2
23.
Have you ever been arrested or taken into custody, even for a few hours,




because of other drunken behavior?




      Michigan Alcoholism Screening Test - Melvin L. Selzer, M.D. 6967 Paseo Laredo, La Jolla, CA 92037
