@ Sojourners Counseling Services
PATIENT INFORMATION FORM

PLEASE PRINT ALL INFORMATION NEATLY

Minor Intake Form Date
Name Birthdate Age Sex M
Preferred Name Parent/Guardian Name
Address City State Zip
Employed Y N Student SS# (Required)
Ethnicity: 'White Black Hispanic Asian Nat Am. Other
Parent’s Marital Status: Married/Remarried Single Separated Divorced
Living as Married (Cohabiting) Widowed
Current custody status: Parents Sole Parental Custody Joint Legal Custody
DSS Custody Other
There are court documents relating to the custody/guardianship of the minor/party receiving services at

Sojourners.

I have provided your office with these documents.

I have not provided your office with these documents and I understand that therapy services will not
continue without them.

There are no court documents relating to the custody/guardianship of this minor/party.

Complete List of Legal Guardians for this minor:

Contact Information
Which is an acceptable number to contact you? (Please note that your home/cell number will be used to contact you-

ONLY list numbers you are permitting us to call and leave messages on) (iaclz we It\IiXt?
Primary Phone ( ) Cell Phone ( ) |:| |:|
Email Address

Emergency Contact

Phone ( ) Relationship

Referring Physician Phone ( )
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@ Sojourners Counseling Services

Minor Intake Form

Primary Insurance Information

Person Insured Birthdate
(REQUIRED) Relationship to Insured
Employer

Primary Insurance company

Insurance Company Address

City State Zip Phone ( )
Policy ID Number Group Number
Deductible Met? Y N  Amount

Co-Pay? Y N  Co-Pay Amount:

Secondary Insurance Information

Person Insured Birthdate
SS# (REQUIRED) Relationship to Insured
Employer

Secondary Insurance Company

Insurance CompanyAddress

City State Zip Phone ( )

Policy ID Number Group Number

I authorize release of any and all medical information necessary in order for the provider to receive payment for
services rendered on my behalf. I certify that the information provided is true and complete. I authorize payment
be issued to the provider.

Signature of Client or Legal Guardian Date
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@ Sojourners Counseling Services

Minor Intake Form

What services are you seeking?

Individual Therapy

Family Therapy

Other (explain):

Group Therapy

I/we would like to address the following (check all that apply)

Other

My child’s mood or emotional state

My child’s school performance

My child’s sleep, eating, or physical concerns
My child’s cognitive/mental functioning

My child’s relationships with family or peers

My child’s behavior

Parenting

Family relationships

Divorce

Abuse or neglect

If parents are presently married, please note number of years

Has your child ever had counseling before? Yes

If yes, when and where?

Previous Diagnosis

How did you hear about us?

No
Yellow Pages Attorney
Friend/Client Doctor
Internet Other Agency
Court-ordered Other

LEGAL HISTORY (Check all that apply)

Probation / Parole

Ongoing Case

Restraining Order

Current Custody Case

Pending Charges

111 South Mulberry St. -+ Mount Vernon, OH 43050 -} Phone: (740) 393-6001 < Fax: (740) 393-6040



t‘é Sojourners Counseling Services

Minor Intake Form
Household Information

Client’s Address
Client’s current living situation: |:|At home with parents/guardians |:|With other family |:|Foster care
DResidential placement |:|Other (explain)

List the name and relationship of household members

Name Relationship Age

I brought my child here because: (Please check all of the following that currently apply to your child. Please

indicate past concerns with the letter “P”).

Anxiety

Hurts others

Hyperactive

Depressed mood

Lying

Attention Problems

Panic attacks

Obsessions/Compulsions

Stealing

'Worries all the time

Racing thoughts/speech

Destroying property

Impulsive

Self-mutilation
Defiance
Low self-esteem

Excessive fears or phobias

Blames others for mistakes

Suicidal thoughts
Dissociative states
Angry/resentful
Suicide attempts
Touchyl/irritable
Lack of conscience
Nightmares

Life has been unstable

Bizarre behavior
Sexually active/acting out
Sleep problems

Clingy

Difficulty with change

Bedwetting or incontinence
Separation anxiety

Needs predictability/routine
Tantrums or “meltdowns”
Seems to overreact
Unexplainable mood shifts

Difficult to parent

Parent feels overwhelmed

Running away
Conflicting parenting styles

Argues with adults

Deliberately annoys people

Life changes pending

Doesn’t seem to listen
Takes excessive risks
Adopted or in foster care
Seems adultlike or older
Seems younger than age

Lots of physical complaints

111 South Mulberry St. - Mount Vernon, OH 43050 -} Phone: (740) 393-6001 < Fax: (740) 393-6040
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@ Sojourners Counseling Services

School Information

Minor Intake Form

School Name Teacher Name(s) Grade
Academic Performance Excellent Good Fair Poor Failing
Behavior in school Excellent Good Fair Poor Failing
Attendance Excellent Good Fair Poor Failing
Relationship with teachers Excellent Good Fair Poor Failing
Relationships with peers Excellent Good Fair Poor Failing
Attention Span Excellent Good Fair Poor Failing
IEP in place? No Yes (explain)
MEDICAL HISTORY
Chronic or serious health problems:
Age Illness / Injury / Surgery
Medications currently being taken:
Medication Reason
Have you used the following substances? (check all that apply)
|:|Marijuana |:| Cocaine |:| Crack Cocaine DMethamphetamines
DSpice |:| Bath Salts |:| PCP |:|Acid
[ ]Mushrooms [ ] Heroine/Opiates [ ] Prescription Meds ~ [_]Over the Counter Meds

111 South Mulberry St. =% Mount Vernon, OH 43050 -} Phone: (740) 393-6001 < Fax: (740) 393-6040
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@ Sojourners Counseling Services

Minor Intake Form
Please indicate the amount of each product consumed

Caffeine Products

Ounces of caffeine coffee a day Ounces of caffeine tea a day

Ounces of caffeine soft drinks a day Ounces of energy drinks a day

Nicotine Products

Packs of cigarettes a day Other nicotine used

Alcohol Use

Alcohol use per day week

What type of alcohol: (check all that apply)

Beer Mixed Drinks Liquor

Social/Family Information

Religious preference

Involved in local church? [ [No [ | Yes Name

Normal bedtime: Number of hours usually slept

Where does your child sleep?

How is your child usually disciplined?

What is your child’s diet like?

Our household is usually (check all that apply)
|:| Quiet |:|Calm |:| Highly structured |:|L0ts of conflict |:|N0isy |:|Active/Busy
|:| More relaxed/unstructured |:|Tense

What activities does your child enjoy?

|:|Video games |:|Telephone |:| Sports |:| TV/Movies |:| Reading |:| Shopping
H Internet/computer |:|Art/Crafts |:|Playing outside |:| Being with friends
Playing with toys |:| Other:

Is there anything else you would like for us to know about your child’s home life?
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t‘é Sojourners Counseling Services

Minor Intake Form

Client and Family Mental Illness History (Please check the item if YOU/CLIENT have/has suffered from the
illness. List the family member on the right if they suffer(ed) from the illness. Please include parents, grandparents,
siblings, aunts, uncles, cousins)

ILLNESS RELATIONSHIP TO CHILD

Alcoholism

Drug Abuse

Other Addictive Disorders

Depression

Deliberately harmed self

Suicide attempt

Attention problems (ADD)

Hyperactivity

Learning problems (dyslexia)

Tics or Tourette’s Disorder

Special Classes in School

Developmental or Cognitive Disabilities

Obsessive Compulsive Disorder

Severe Anxiety, Fears, Phobias

Panic Attacks

Manic Depressive or Bi-Polar

Schizophrenia

Victim of Physical Abuse

Victim of Sexual Abuse / Rape

Post-Traumatic Stress Disorder

Violent or abusive behavior

Violent sexual behavior, rape

Trouble with the law

Jail sentence

Other

111 South Mulberry St. < Mount Vernon, OH 43050 < Phone: (740) 393-6001 - Fax: (740) 393-6040



@ Sojourners Counseling Services

Minor Intake Form

CONSENT TO USE AND DISCLOSE YOUR HEALTH INFORMATION

This form is an agreement between you and Sojourners Counseling Services. When we use the
word “you” below, it will mean the active client seeking services with Sojourners.

When we examine, diagnose, treat or refer you, we will be collecting what the law
calls Protected Health Information (PHI) about you. We need to use this information in our
offices to decide on what treatment is best for you and to provide treatment to you. We may also
share this information with others who provide treatment to you or need it to arrange payment
for your treatment or for other business or government functions.

By signing this form you are agreeing to let us use your information here and send it to
others. The Notice of Privacy Practices explains in more detail your rights and how we can
use and share your information. Please read it before you sign this Consent Form.

If you do not sign this consent form agreeing to what is in our Notice of Privacy
Practices we cannot treat you.

In the future we may change how we use and share your information and so may change
our Notice of Privacy practices. If we do change it, you can get a copy from our office or by
calling our privacy officer, your provider, at (740) 393-6001.

If you are concerned about some of your information, you have the right to ask us not to use or
share some of your information for treatment, payment or administrative purposes. You will
have to tell us what you want in writing. Although we will try to respect your wishes, we are not
required to agree to these limitations, however, if we do agree, we promise to comply with your
wish.

After you have signed this consent, you have the right to revoke it by writing a letter telling
us you no longer consent and we will comply with your wishes about using or sharing
your information from that time on but we may already have used or shared some of your
information and cannot change that.

Signature of client or his/her personal representative Date

Printed name of client or his/her personal representative Relationship to the client
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@ Sojourners Counseling Services
Minor Intake Form

Sojourners Financial Responsibility Policy

Thank you for choosing Sojourners Counseling Services as your healthcare provider. We are committed
to providing you with quality care. The following information is provided to help you understand your
financial responsibility as a patient. This policy is periodically updated. If there is a conflict, the current
Financial Responsibility Policy of the company shall control. If someone else is financially responsible
for your expenses or carries your insurance, please share this statement with them.

You are ultimately responsible for all financial obligations arising from your treatment or care.
By signing this required document, you are agreeing to the policies listed and
guaranteeing payment for the services rendered.

1. Our office participates with a variety of insurance plans. It is your responsibility to:
* Verify that our providers are in your approved insurance network if you wish to use your benefits.

* Be familiar with your insurance benefits, plan and coverage periods. Final determination of
benefits is made by your insurance company, not by our office and we are under contract to
abide by the benefits stated in your insurance policy. As a courtesy we may check your
insurance coverage, but this is not a determination of benefits. Insurance coverage is
constantly changing and it is in your best interest to maintain communication with your
carrier.

* Notify us of changes in insurance coverage.
* Pay your co-pay at each visit.

* Obtain any referrals your insurance carrier requires and bring them to your first appointment.
Your appointment may be rescheduled if a referral is required and not in place at the time of service,
or your claim may not be covered if we are unaware of the necessary referral.

2. We will submit a claim to your insurance company for you. Balances remaining after the insurance
has been satisfied, will be your responsibility. If your insurance does not remit timely payment of
your claims, you will be responsible for the charges. If your insurance makes a payment directly to
you, you agree to promptly submit this payment to our office.

3. Please be aware that some or all of the services provided at Sojourners may be deemed by an
insurance company to be unnecessary or unreasonable and therefore uncovered.

4. Court costs and reports are never submitted to insurance and are the patient’s full responsibility.

5. Our office sends monthly statements. Balances are due upon receipt of statement and are subject to
a late fee if not paid within 30 days.

6. If you make an overpayment on your account, the overage will be applied to any other accounts for
which you are financially responsible.

7. If you have questions about your insurance, we will be happy to assist you, however, specific
coverage issues should be directed to your insurance company’s member services. (See the back of
your insurance card for their number.)

111 South Mulberry St. 4 Mount Vernon, OH 43050 < Phone: (740) 393-6001 < Fax: (740) 393-6040



@ Sojourners Counseling Services

Minor Intake Form

8. EAP’s can only be billed if the necessary paperwork is provided to the office at the first appointment
with an authorization including the first appointment date. If this information is not provided and
you attend your appointment, you will be billed.

9. If the patient is a minor, the person signing this form will be held financially responsible. If
there is another party who is responsible, you may submit their information on this form, but if that
party denies responsibility, you will ultimately be held responsible. Any court-ordered responsibility
judgment must be determined between the individual’s involved without the inclusion of Sojourners.

10. There is a $25.00 fee for returned checks.

11. There is a fee to copy any and all medical records.

12. If you do not have insurance coverage, or do not wish to use your coverage, you will be required
to pay in full at each of your scheduled appointments. You will sign a Self-Pay agreement. We do
offer a sliding fee scale for individuals not using their insurance. The following are reasons you
may choose not to use your insurance coverage:

a. You do not have behavioral health coverage.
b. You do not want a behavioral health diagnosis on your health care history.
c. Itis better for you, financially, to choose a self-pay option.

In an effort to help you better understand your insurance coverage better, here are some suggested
questions to ask your insurance company:

-What are my outpatient mental health benefits?

-Do I need a referral from my doctor to see my counselor?

-Do I need a prior authorization to see my counselor?

-How many visit am I permitted per year?

-Is my counselor in network or out of network?

-If my counselor is out of network, do I have out of network benefits?

-Will I owe a copay or a coinsurance?

Signature of client or responsible party

Relationship if other than client Date

**Name, address and telephone number of responsible party if other than listed on page 1 of intake form.
Please note all bills will be sent to this address.

Name

Address

City, State and Zip Code

Telephone Number: ( ) Cell Home Work

111 South Mulberry St. 4+ Mount Vernon, OH 43050 < Phone: (740) 393-6001 < Fax: (740) 393-6040



@ Sojourners Counseling Services

Minor Intake Form

Acknowledgement of Receipt of Notice of Privacy Practices and
Consent to Treat.

SOJOURNERS COUNSELING SERVICES reserves the right to modify the privacy
practices outlined in this notice.

I have received a copy or have been offered a copy of the Notice of Privacy Practice from
SOJOURNERS COUNSELING SERVICES.

I permit SOJOURNERS COUNSELING SERVICES to treat my condition regarding
mental health diagnosis and the utilization of appropriate interventions.

Printed Name of Client Signature of Client Date

*Signature of Client Representative Relationship of Representative to Client Date
*required if client is a minor

111 South Mulberry St. =¥ Mount Vernon, OH 43050 -} Phone: (740) 393-6001 < Fax: (740) 393-6040
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