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WHERE: ‘ : ADMISSION DATE: DISCHARGE DATE:
DATES:

PREVIOUS COUNSELING: __ YES___NO WHERE:

CURRENT MEDICATIONS:

. WHOM MAY WE CONTACT IN CASE OF EMERGENCY?_ ...
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DAKOTA COUNSELING INSTITUTE
CLIENT INSURANCE INFORMATION

Medicare Number:

Medicaid Number:

Health Insurance Company Name:

Insurance Company address: . )

Policy Number: Group Number:

Insured’s Name (Policyholder):

Insured’s Date of Birth:

Insured’s Address:

T authorize my health care provider to release information requested on my
insurance form. I authorize payment of any benefits directly to Dakota
Counseling Institute. I understand that T am fully responsible for any charges that
are not covered by my insurance policy. This authorization will remain in effect

unti] revoked by me in writing.

Patient / Parent / Guardian Signature:

Updated 2017




Financial Agreement

The typical fees for service are as follows:
Qutpatient Intake $173
Qutpatient Therapy $169 - $384
Psychiatric Evaluation $280 - $352
Medication Management $184 - $246

These rates are subject to adjustment due to the variance in the length of sessions,
intensity of service provided, and/or June 1 of each year due to contractual inflation.
The typical therapeutic hour and follow-up appointments are 55 minutes. The typical
psychiatric evaluation is 45-90 minutes with follow-up appointments 15-30 minutes.

Any insurance coverage or changes in coverage should be reported to the front desk.
Pre-authorization of services is the responsibility of the insured. Dakota Counseling
Anstitute is unable to guarantee payment by the insyrance company due to the
individuality of each plan. Denials may be due to non-covered diagnosis or other non-
covered events. The agency will assist with the filing of insurance, but all charges are
the responsibility of the client from the date the service is rendered. As areminder, your
insurance contract is between you, your employer when applicable, and the insurance

company.

Dakota Counseling Institute will work with clients on their outstanding balances as long
as the payments are reasonable and regular. We accept cash, checks, Visa and
MasterCard. Returned checks are subject to an additional collection fee. Balances
older than 30 days are subject to interest charges of 1 %% per month.

| have read and understand the above information.

Signature of Client/Parent/Guardian , Date

Witness ' Date

Updated July 2019
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Dakota Counseling Institute, Inc.
About Our Notice of Privacy Practices

In compliance with the law, we are committed to protecting your personal health information.
The attached Notice of Privacy Practices state:

* Qur obligation under law with respect to your personal health information.

¢ How we may use and disclose the health information that we keep about you.
* Your rights relating to your personal health information.

* Qurrights to change our Notice of Privacy Practices.

* How to file a complaint if you believe your privacy rights have been violated.
*. The conditions that apply to.uses and disclosures not described in this Notice.
* The person to contact for further information about our privacy practices.

We are required by law to give you a copy of this Notice and to obtain your written
acknowledgment that you have received a copy of this Notice.

Patient Acknowledgment of Receipt

I, hereby acknowledge that I have
received a copy of the Notice of Privacy Practices at Dakota Counseling Institute.

Client | Date
Parent/Guardian Date
Documentaﬁon of Good Faith

__ Atternpted to distribute the Notice of Privacy Practices to the client/parent/legal guardian, but

they declined to acknowledge receipt.
___The Notice of Privacy Practices was mailed to the client/parent/legal guardian.

__ Other

Date

Staff Member

!
Updated 2017




DAKOTA COUNSELING INSTITUTE
TREATMENT CONTRACT

The following is a contract between Dakota Counseling Institute professional staff and you, the consumer, to provide treatinent to you.
By signing this coniract, both parties acknowledge that they have read, understand and agree with the terms set forth in this document.

Informed Consent: By signing this confract, you give consent to receive treztment by DC Institute professional staff, You
have a right to be informed of your diagnosis. You have the right to receive information about the nature, purpose, and nsks of
any tests, treatment, or procedires suggested to you. You are encouraged to ask the clinician working with you any questions
you may have regarding your {reatment and its potential outcome, If your treatment involves individual, group, couple, or
family therapy sessions, you must understand that the issues, which brought you to seek therapy, may become worse before
they get better, For example, you may feel more anxious ar depressed in the beginning phases of treatment. In rare cases, you
may experience loss of contact with reality, or you may experience strong suicidal intent, both of which could necessitate a
period of hospitalization in a psychiatric facility. During the course of therapy, interpersonal relationships may change. If yau
have experienced significant ravma at some time in the past, you may experience flashbacks or a reliving of past experiences

and feelings associated with these.

Confidentiality; Confidentiality means that the fnformation you share with DC Instihite and its employees will not be
released to other individnals or outside agencies, with the following exceptions:

1. If you sign a release specifying fo whom the information is released, what information
you want released, and for what time period the release of information is valid.

2. 'Some insurance companies and EAP's request information about yout treatment.

When you sign on with an insurance company and/or BAP, you sign a waiver or a
release of authorization for such information. Therefare, we will release the requested
information ta your insurance comparty and/or EAP unless you inform us in wiiting
that you do not want us to do this. Once we receive your request in writing, all
jnformation gathered about you after the Tequest is received will not be released to
your insurance company and/or BAP, However, if you make such a request, you
becarme solely responsible for the cost of your reatment.

3. Upon a proper court order, your records and/or the testimony of your primary mental
health professional may be released.

4, All mental health professionals are mandated reporters, This means that the clinician
working with you has to report child abuse or abuse of other dependent persons.
This process will follow all guidelines set forth by State Law,

5. If your primary mental health professional judges you to be a danger to yourself or
others and you refuse voluntary hospitalization, necessary information will be released to outside agencies

to insure your and others’ safety and to insure continuity of treatment.
This process will follow all guidelines set forth by State Law.

6. Your financial obligation, narre and address may be referred to outside collection agencies, including
small claims court, if your account is delinquent.

7. Contact with your HMO for coardination of care.

8. If you are under the age of 18, or have a legal guardian, your parents/legal guardians have the
right to obtain infermation about your treatment, and the right to sign releases of information to other
agencies about your freatment on your behalf,

9. 1f you are a parent bringing your minor child for treatment, please be advised that all
information requested by or shared with one parent will also be made available to the other parent,
unfess such parent’s rights haye been terminated by a court of law and such termination order has

been placed in the child’s client file.

10.Tf you are the partner in couple's therapy, any release of records must be approved and signed
by both parties, and the information will be made available to both parties participating in these

coupseling sessions.
i

11, X services are funded, whelly or in part, through State Contract or Medicaid monies, the State
of South Iakota, Division of Behavioral Health, will receive certain demagraphic information
zbout you and may, periodically, Teview records to assure our compliance with contract




requiremnents. At no Hme will we release your name or your address. If you have further questions
about this, please ask staff,

12. If you receive services from more than one professional staff member of Dakota Counseling Institite,
members of your treatment tearn will ikely exchange information in order to coordinate services and
provide you with the best treatment available.

Grievance Procedore: Dakota Counseling Institute is committed to providing high quality mental health services
through its varions programs, Our goal is to provide the most effectve services possible, and we want you to be
satisfied with the services you receive. As is the case with any service provider, however, occasionally there will be
tines when a person receiving services is dissatisfied with the services provided by the agency. If you believe that you
have a legitimate complaint regarding services provided to you, please Iry to discuss the situation or the nature of your
dissatisfaction with the staff member providing services to you. Most problems are likely to be resolved at this level.

If the problem is not resolved by talking directly to the staff person providing services to you, you may sabmit a written
explanation of your complaint to the Clinical Director of Dakota Counseling Institute. The Clinical Director will
respond to your comiplaint verbaily and in writing within 15 days of receiving it. If the problem is not resolved at this
level, you may forward your complaint in writing to the Executive Director of Dakota Counseling Institute. The
Executive Director will respond to your complaint verbally and in writing within 15 days of receiving it.

If you and the Executive Director do not resalve the problem to your satisfaction, you may contact the Division of
Mental Health at the following address and phone number:

Department of Social Services .
Pivision of Behavioral Health

700 Governor's Drive

Pierre, SD 57501-5070

Phome:  (605) 773-3123 =
Fax: (605) 773-7076

I have read this treatment contract and agree with the termd set forth in this document.

Client Date
Parent/Guardian Date
Witness/Therapist Date

Parental Consent: I, parent/legal

, hereby consent to have this child treated by Dakota

guardian of

Counseling Institute professional staff,

Parent/l egal Guardian Signature Date
“Witness/Therapist Date
(Please initial)

1 tave been provided with a copy of the Consumer's Rights.

[Updated 2017] ='



Dakota Counseling Institute
Client Rights

As a client of Dakota Counseling Institute, your rights include, but are not limited to the following:

The right to confidentiality and privacy of all medical records and information given in treatment.

The right to be treated with respect and dignity.

The right to receive treatment that is sensitive to you as an individual in a non-discriminatory manner.

The right to actively participate in your treatment plans as well as any moadification of that plan to
insure your understanding and agreement with this plan.

The right to know the reasons why a particular treatment is considered appropriate.
The right to refuse any proposed treatment or medication unless in an emergency.

The right to.receive an explanation of diagnosis and prescribed medications and any side effects.

The right to be fully informed of the fees for therapy.
The right to locate alternative sources of assistance.
The right to be informed of the volunteer or student status of a therapist.

The right to review your case records unless conditions arise as specified by South Dakota Codified
Law.

"The right to assert grievances if your rights are violated.

The right to have a copy of all paperwork and notices signed and/or initialed and to receive a copy of
the clients’ rights and responsibilities in writing, or in an accessible format, during the intake process
and be able to discuss the rights and responsibilities with DCI staff.

The right to have access to advocacy services at any time.

To maximize beneficial consumer outcome, clients should be aware of their responsibilities.
The client is responsible for:

= - Following recommended and agreed upon treatment plan

* Financial obligations of mental health services

« Punctuality of appointments and notification to center if unable to attend a session
» (Consideration of the rights of the staff and other clients

*  Being respectful of the property of others

«  Maintaining cleanliness and order \

*  Providing accurate medical and personal irformation

Signanire of Client/Parent or Guardian

Date

Updated February 2017



Please fill out first and give to yaur provider during the appointment

Patient Name: DOB:__ / _/ _ Date:
Who referred you here?
What are your current symptoms or concerns?

Please list ALL of your current medications and dosages that you are taking as well as any side effects
that you are experiencing.

Have you seen a psychiatric provider in the past? If so, who did you see and when did you see them?

Have you seen a therapist or counselor in the past? If so, who did you see and when did you see them?

Have you been hospitalized for psychiatric concerns or gone to treatment in the past? If so when and

where did you go?

Please list any medications that you have taken in the past and their effects.

Who is your primary care provider {i.e. where you go for physical illness), and when was the last time
you were seen by them?

Please check if you have any of the following chronic health conditions:

CAsthma [1Setzures O Diabetes {IHigh Blood Pressure [JHigh Cholesterol
CIThyroid problems  [Cardiac problems ~ [CJChronic Pain (other:
Please list any surgeries, hospitalizations, sleep study:

Are you allergic to any medications, foods, or have any environmental allergies? If so what and what
kind of reaction?

Are your immunizations up to date? Y /N

Femates Only:
Are you pregnant? Y/ N If yes who is your provider? Are you breast feeding? Y /N
How many times have you been pregnant? How many births?

Do you use a form of birth control? Y/ N If so, what?

3/14/2014 NEXT PAGE
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Please fill out first and give to your provider during the appointment

s there anyone in your immediate family with a mental illness or substance abuse problem? If so, who
and what? Please list any medications that you know they are taking.

Where were you born? Where were you raised?
How long have you lived at your current address and who lives with you?

Do you have a religious, spiritual, or cultural preference? If so, please list.

Do you work? If so, where and what do you do?
Are you in school? If so, where and what grade?
What 1s you highest level of education that you completed?

What is your family of origin (i.e. who raised you, how many siblings, ect)?

[
4

Are you currently married? if so, for-how long? .
Any previous marriages? ‘
Do you have any children? If so, please list age and sex.

Do you drink alcohol? If so, how often and how many do you drink?
Do you use drugs? If so, what drugs and how often do you use?
Do you use any tobacco products? if so, what kind and how much do you use in a day?

Do you diink catfeinated beverages (i.e. soda, coffee, tea, or energy drinks)? If so, what kind and how
many of each do you drink in a day?

Has there been any physical, emotional, or sexual abuse in the past? Y/ N

Do you have any legal offenses or charges? If so, please list,
Has CPS been involved? If so, what is the name of the case worker?
Is there any history of disability?
Are you your own legal guardian? If not, please fist name of guardian.

What do you need to feei healthy and safe?
What are your treatment goals and preferences?

What pharmacy do you use?

3/14/2014 T _ o e NEXT PAGE



Adult ADHD Self«Report Scale (ASRS) Symptom Checklzst

Name - ‘ . B Today’s Date; '

Please answer the questions below, rating yourseff ol eat.h of 1he criteria shown usmg the

" scale on the right side of the page. As you answer each question, place an Xin the box that
- best describes how you have felt and conducted yourself over the past 6 months Please give
this completed checklist to your healthcaré professmna! to discuss during today’s’
appointment.

o Sorrlmetime‘s“ ‘
n Very Often |

< Never.
w Often

= Rér.ely .

" 1. How often do you make careless mistakes when you have to work on a boring or
difficult project? .

2. How often do you have difficulty keeping your attent|on when you are domg horing
or repetitive work? .

3. How often do you have difficulty concentrating on ) what people say to you,
even when they are speaking to you directly?

4. How often do you have trouble wrapping up the f‘ nat details of a project,
once the chaElengmg parts have been done?

5. How often do; you have difficulty getting th:ngs in order when you have to do
a task that requires organization?

6.- When you have a task that requ:res a lot of thought, how often do you av0|d
or delay getting started!

7. How often do you mlsplace or-have difficulty fi i inding thlngs at home or at WOI‘k7

'8-.:}How'often are you distracted by activity or noise around you?

9. How often do you have problems remembering appointments or obligations?

Part A

10. How often do you fidget or squirm with your hands or feet when you have
© to sit down for a long time!

11, How often do you leave your seat in meetmgs or other situations in which
you are expected to remain seated?

12. How often do you feel restless or fidgety?

SR

13. How often do you have difficulty unwinding and reiaxmg when you have’ time
- to yourself?! ,

14. How often do you feel overly active and compelled to do things, like you
were driven by a motor? '

[5. How o,ffen do you ﬁnd yourself talking too much when you are in so'cial situations?

16. When you re in a conversation, how often do you find yourself fi nlshang
the sentences of the people you are talking to, before they can finish
them themselves?

[7. How often do you have difficulty waiting your turn in situations when
turn taking is required?

18. How often do you inteFrupt others when they are busy?

Part B




TWO QUESTEONS FOR SCREENING

. Have any of your blood re!atlves been dlagnosed as man:c-depresswe" or as havmg bipoiar disorder7 )

" 2. Have you ever had far more energy than usual, slept very little and engaged in activities that may have
~ been risky or dangerous!? '

MOOD DISORDER QUESTIONAIRE (MDQ)

o _ YES NO
1. Has there ever been 2 period of time when you were not your usual self and...
..you felt so good or so hyper that other people,_thought: you were not your 03
- normal self or you were so hyper that you got into trouble? -
..you were so irritable that you shouted at people or started fights or arguménts? B
..you felt much more self-confident than usual? 3
..you got much less sleep than usual and found you didn’t l'reafiy, miss it? - - |
.you were much more tallative dr spoke much faster than usual? 3
..thoughts raced through your head or you couldn’t slow your mind down? .
You were 5o easily distracted by thmgs around you that you had trouble -

_ concentrating or staying on track?

..you had much more energy than usual?

..you 'were much mote active or did many more things than usual?

~.you were much more social or outgoing than usual, for examp!.é, you
telephoned friends in the middle of the night?

.you were much more interested in sex than usual?

..you did things that were unusual for you or that other people fight have
thought were excessive, foolish, or risky?

..spending money got you or your family into trouble?

0jalo
o/o/ ool olool gjojolalolal

argd gg

2. Iif you checked YES to more than one of the above, have several of these
ever happened during the same period of time!

3. How much of 2 problem did any of these cause you — like being unable to
work; having family, money or legal troubles; getting into arguments or fights?
Please circle one response oniy

Mo Problemy Minor Problem Moderate Problem Serious Problem

4, Have any of your blood relatives (i.e. children, siblings, parents, grandparents, ,_ 3
aunts, uncles) had mariic-depressive illness or bipolar disorder? '

5. Has a health professionai ever told you that you have manic-depressive iliness . (15 [
or bipolar disorder? '




Name o :_ . Today‘s D;;te

Below is a list of commaon symptoms of anx;ety PEease carefuily read each Jtern’in the hst Indmate how
-+ - much you have been bothered by each sympioin during the PAST WEEK INCLUDENG TODAY, -
by placing an X in the corresponding space in the coiumn néxt 1o each symptom.

NOT  MIDLY .-| MODERATELY | SEVERELY

.. itdidnotbother | twas very unpleasant 1 could barely

ATALL memuch .| butlcouldstand it stand it

I. Numbness or tingling

2. Feeling ﬁgt

3. Wobbliness in legs

4. Unable to relax

5. Fear of the worst happening

6. Dizzy or lightheaded A

7. Heart pounding or racing

8. Unsteady

9. Terrified

0. Nervous ~ ~ . .© . 7 .

I1. Feelings of choking

12, Hands trembling

“13. Shaky

{4. Fear of losing control

15, Diffuculty breathing -

i6. Fear of dying

t7. Scared

18. !ndigéstion or discomfort
in abdomen

19. Faint

20. Face flushed

21, Sweating (not due to heat)




-BECK INVENTORY -

On this questionnaire are groups of statements. Please read each group. of statements carefully. Then pick out the one statement
in each group which best describes the way you have been feeling thié PAST WEEK, INCLUDING TODAY! Circle the riumber beside
the statement you picked. If several statements in the group seem to apply equally we]l cn‘cle each one. Be sure to read alI the

- slaue'nents in each group before making a cholce . )

10.

1.
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| do nof feel sad.

| feel sad

| am sad all the time and | can't snap out of it.
1 am so sad and uphappy that | can't stand it

t am nof parlicularly discouraged about the future.

| feet discouraged about the future,

| feel | have nothing to look forward to.

Heel the future is hopeless and that things cannot improve.

! do not feel ke a failure.

{ feal | have failed more than the average person,
As 1look back on my life, all | can see is a lot of faflures.
| feel | am a complete failure as a person. ‘

I get as much satisfaction out of things as | uged fo.
| don't enjoy things the way | used to.

I don't get real safisfaction out of anything anymore.
| am dissatisfied or-bored with everything.

Fdon't feel particutarly guilty .

t fes! guilly a good part of the fime.
[ feal quite guilly most of the fime,
| feet guilty alt of the fime.

| don't feet1 am being punished,

. feel | may be punished.

| expect to be punished.
[ feel 1 am being punished.

| don't feel disappointed in myself.
| am disappointed in myself.

{ am disgusted with myself,

 hate myself.

[ don't feel | am any worse than anybody else.

-1 am critical of myself for my weaknesses or mistakes.

[ biame myself all the time for my faults.
| blame myself for everything bad that happens.

[ don't have any thoughts of killing myself,

| have thoughts of killing myself, bet | would not carry them out,

1 would dike to kill myself.
| would kill myself if { had the chance.

| don't cry any more than usual.

| cry more now than | used to.

{ ery all the time now.

t used to be able fo ory, but now | can't cry even though
| want to.

| am nio more irritated by things than | ever was.

-} am.slighlly more irritated now than usual.

| am quite annoyed or Irrtated a good deal of the fime.
| fee! irritated all the tima.

112,

13.

14,

15.

16.

17.

8.

18,

20.

21,

0
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‘| have notlost inferest in other people.

t am less inferested in other people than | used fo be.
I have fostmost of my interest in other people.

F have lostall of my interest in other people.

I make decisions about as well as | ever could.

{ put off making decisions mare than | used fo.

| have greater difficulty in making decisions more than | used fo.
| can't make decisions at ail anymore.

i don't feel that | look any worse than | used fo.

 am worried that | am locking old or unattractive.

} feet there are permanent changes in my appedrance that
make. me look unattractive

| belleve that | look ugly.

L.can work about as well as before. .
It takes an extra effort to get started at doing something.

| have to push myself very hard to do anything.
{cantdoanywork atall. - u

| can sleep as well as usual.

I don't slesp as well as | used to. )

t wake up 1-2 hours eaglier than usual and find it hard to get
back to sfeep. _
Fwake up several hours earlier than | used fo and cannot get
back to sleep.

1 don't get more fired than usual.
1 get tired more easily than | used fo.

| get firad from doing almost anything.
| am too tired to do anything.

My appetita is no worse than usual,

My- appetite is not as geod as it used to be,
My appefite is much worse now,

{ have no appetite at all anymore.

[ haven't lost much weight, if any, lately.

| have lost more than five pounds. | am purposely {rying to
| have lost more than ten pounds.  loose weight by eating
| have lost more than fiftleen pounds. less. YES___ NO___

[ am no more worried about my health than usual,

1 am worrled about physical problems like aches, pains, upset
stomach, or constipation.

1 am very worrled ahout physica! problems and it's hard fo
think of much else.

Fam so worried about my physical problems that | cannot
think of anything else.

I have not noficed any recent change in my Interest in sex.
F am less Interested in sex than | used to be.
I have almosl no interest in sex.

3 | have lostinlerest in sex complefely.




PLEASE ANSWER YES OR NO ON THE LINE FOLLOWING EACHSENTENCE

Do you notice that your mood and/for energy levels shift drastically from time to time? ___- . _ '
Do }’OU notice that, at tames, your mood andlor energy level | is very !ow, and at other tlmes, very high? -

' Durlng your “low” phases, do you often feei i Iack of energy, a need to stay in bed orget extra sEeep, and httle orne
motivation to do things you need to do?

Do you often put on welght during 'ghese pezjlbdjs_?
During low phases, do you often feel “blue,” sad alf the time, or depressed! |

Sometimes, during these low phases, do you feel hopéless or even suicidal?

Is your ability to function at work impaired or are you socially impaired?
Do these low phases typically last 'for a few weeks, but sometimes they last only a few c!ays'f‘ ______

Sometsmes with this type of pattern you may experleﬂce a period of “nofmal™ mood in betWeen mood swings, during
which your mood and energy !eve! feel “right” and your ability to function is not dnsturbed?

.Do you then notice a marked shift or “switch” in the way you feel?

- Does your energy increase above what is normal for you, and do you often get many things’ done that you wouid not
ordinarily be able to do?

‘Sometames, durmg these “hlgh” perlods, do you feel as if you have too much energy or feel “hyper

Do you, during these high periods feel irritable, “on edge,” or aggresswe?

Do you, during these high penods, take on too many actlwtses at oncel _ﬁ : . : ‘ B B
Durlng these high periods, do you spend money in Ways that cause you trouble? s
Are you more talkative, outgoing, or sexual,dunng these periods?

' _Some_tirmes, does your behavior during'these high periods seenﬁ strange or annoying to others?.

_Do you sometimes get into difficulty wit_h-i':o-worker'*s or the police, during these high periods?

Somaetimes, do you increase your alcohol or non-prescription drug use during these high periods?

Now that you have read this passage; please checlk one of the following four boxes:

[l Thxs story fits me very well or almost perfectiy

[ This story fits me fairly well,

[T This story fits me to some degree, but not in most respects,
[J This story does not really describe me at all.



PLEASE INDICATE WHETHER YES OR NG IS THE BEST ANSWER FOR YOU:
1. Have any of your closest relationships been troubled by a fot of 'argum'ehts_ 'léf repe_afed breakups?

2. Have you dgéiilz_eragely hurt yourself physically (e.g, punched yc‘»prs,'eff; cut yoﬁrselﬁ -bur*néd')'roursélf)?
How about made a suicide attempt? s : T :

3. Have you had at least 3 other problems with impufsivitY‘(e.g. eating binges and spending sprees,
drinking too much and verbal outbursts)? ' R :

4. Have you been extremely moody? _ ‘

5. Have you felt very angry a lot of the time? Mow about often acted in an angry or sarcastic manner!
6. Have yoﬁ been distrustful of other people? |

7. Have you frequently felt unreal or as Ef'flhings around you were unreal? - .‘

8. Have you chronically felt empty? o ' o

9. H.éve you often felt that you had no idea of who you are or that you have no iéentity?

10. Have you made desperate efforts to avoid feeling ab_andbned or being abandoned (e.g. repeatedly
. called someone to reassure yourself that he or she still cared, begged them not to leave you, .
clung to them physically)? - '

My feelings towards food and body...?
| feel out of control with my eaf:i}wg
=l disliké my body |
-l'am always trying to control my weight -
| often binge eat and then try to get rid of calorie;s
_ bskip r_neal§ to control my weight | |
Tam 'secretive about my eating
[ get anxious when [ don’t exercise
Others say | have lost a lot of weight ina _short F;eriod of time
My menstruai. periods are irregular or have stopped completely
I am scared of weight gain
Sometimes | vomit after é;;ing
I use diet pills, I:;xatives or other substances to cqn'tr;oi' my weight ~
[ believe | am overweigI;t even though others tell me | am not
| don’t deserve to eat and feel guilty if | do

[isolate myself from others because of the way | look or
because food my be involved

| = YES

I =YES

| = YES
| = YES
[ = YES
| = YES
ffYES

1=YES

| =YES

= YES

0=NO
0=NO

0=NO
0=NO
_0=NO
0=NO
0=NO
0=NO
0=NO




Division of Behavioral Health
Mental Health Qutcome Tool

INITIAL
Todays’ Date: / / :
Client STARS 10 | ||| ||| ||| J_|_[_|_|_|
Program: [1CARE {1 IMPACT

O First Episode Psychasis (SEBHS and BMS Only)
[] Transition Age Youth Receiving ([ Transition Age Youth Receiving
CARE (BMS/LSS Only) IMPACT (BMS/LSS Only)

1. Would you say that in general your healthis: -~ * . L N
(lExcellent {(JVery Good LGood [JFair (OPoor
a. Now thinking about your physical health, which includes physical illness and injury,
how many days during the past 30 days was your physical health not good? : _
b. Now thinking about your mental health, which includes stress, depression, and
problems with emotions, how many days durmg the past 30 days was your mental
_ health not good? .
¢. During the past 30 days, appm}ﬂmately how many days d1d yeur poor physu:al or '
‘mental health keep you from doing your usual activities, such as self-care, work; or -

* recreation? —_—
"2, Please answer the follomng questum baSed 011 the pasl: 3 0 . . Numberof - Don't
»days.: R : S : - _. Nights/Times - . know
How many times have you been arreste d7 O

*Federally required element

3. Please. answer the follomngquesnons based oi the past 6. -~ Numberof .. Don't

'i,months . A S nghtsf Txmes ]mow
a. How many times have you gone to an emergency TOO0T for a psychlatnc or =
emotional problem?

b, How many nights have you spent in a facility for:

i. Detoxification? _ ' o '
ii, Inpatient/Residential Substance Use Disorder Treatment ' . 2
iif. Mental Health Care? . O
iv, [llness, Injury, Surgery ' e )
c. How many times have you been arrested? o o -l
d. How many nights have you spent in a correctional facility including jail or 0
prisons (as a result of an arrest, parole or probation violation)? -
e, How many times have you tried to commit suicide? - ]
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Adult MH Tool - Initial Interview

4, Please mdjcaté’youi' level of agreementor © ° - Respoiise Options *
disagreement with the statements by checking the ~ ‘ Co

choice that best represents yuur;ee]mgs or oplmon £ 8 E v B é 2
over the past 6 months. (Please answer for £8 2 % £ Egs8 3
relationships with persons other than your behavioral £4£ £ T < £~ E 2
health provider(s).) Source: MESIP Survey *Federally Required - = ®

- DomainsSocial Cotinectedness Qiestons 14 . ~7n. - 5 . - S Cenn T U e s T
1. I'am happy with the friendships I have. O oo oa o g
2. I have people with whom I can do enjoyable things. O o0 0oaog o o
3. 1feel I belong in my community. O ooocd o d
4. In a crisis, | would have the support I need fmm family or O 0o oo a o
friends.

,.!Dommﬁ%aiz'éi‘ﬂﬁh’?&ﬁ’dhﬁéb_er‘?a‘af'iiiE;E’Qﬁ’é"s‘-liéﬁsﬂS%foE A LI 51T
5.1do things that are more meaningful to me. g 0o 0o o ad
6. I am able to take care of my needs. o 0 oo o g
7. 1 am able to handle things when they go wrong, -0 0o o d

OO oo o d

8. 1am able to do things that ] want to do.
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