DATE:

FOR OFFICE USE ONLY _
Clb NEW REOPEN UPDATE THERAPIST:
PHONE: (HOME) (CELL) (WORK)
NAME:
LAST FIRST MIDDLE MATDEN
ADDRESS: .
STREET/ROUTE APT/P.0.BOX CITY STATE ZIP CODE
COUNTY: DATE OF BIRTH: SEX:
PRIMARY RACE SECONDARY RACE VETERAN: YES NO
ENGLISH PROFICIENCY MOTHER'S FIRST NAME: RELIGION:
MARITAL STATUS: NEVER MARRIED___ MARRIED___ SEPARATED DIV ORCED___. WIDOWED__
REFERRAT, SOURCE: LEGAL GUARDIAN'S NAME:
WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL:
ADDRESS: '
FAMILY MEMBERS PRESENTLY LIVING IN YOUR HOUSEHOLLD:
NAME DATE OF BIRTH ___AGE RELATIONSHIP EMPLOY ER
*+ (7 HOMELESS, CHOOSE ONE OF THE FOLLOWING: _____ CONTINUALLY HOMELESS FOR A YEAR ORMORE

4 OR MORE EPISODES OF HOMELESSNESS IN THE LAST 3 YEARS EOMELESS BUT 1 OR 2 NOT AFPLICABLE

EDUCATION (LAST YEAR COMPLETED) SPOUSE’S EDUCATION

YOUR OCCUPATION: EMPLOYER:

SPOUSE’S OCCUPATION: EMPLOYER:

AREYOU EMPLOYED NOW? YES NO FULL-TIME PART-TIME

DURATION OF EMPLOYMENT TOTAL JOINT YEARLY INCOME

SOURCE OF INCOME

SOCIAL SECURITY #: MEDICARE #:

MEDICAID # INSURANCE COMPANY NAME:

POLICY NUMBER: GROUP NUMBER:

E-MAU ADRESS: May we contact you at this address? YES NO
PHYSICIAN: DATE OF LAST PHYSICAL:

ARE YOU CURRENTLY PREGNANT? _YES___NO PREVIOUS PSYCHIATRIC EOSPITALIZATION: YES NO
WHERE: ADMISSION DATE: DISCHARGE DATE:
DATES:

PREVIOUS COUNSELING: __YES___NO WHERE:
CURRENT MEDICATIONS:

WHOM MAY WE CONTACT IN CASE OF EMERGENCY?

OFFICE USE ONLY,
Private Pay County Medicare FeeMod/ CiD APFLE
Insurance City TXIX Means EAP MAC



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:

I authorize my health care provider to release information requested on my
insurance form. 1 authorize payment of any benefits directly to Dakota
Counseling Institute. I understand thatI am fully responsible for any charges that
are not covered by my insurance policy. This authorization will remain in effect

until revoked by me in writing.

Patient / Parent / Guardian Signature:

Updated 2017




Financial Agreement

The typical fees for service are as follows:
Outpatient Intake $173
Outpatient 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 foliow-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
Institute is unable to guarantee payment by the insurance 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 a reminder, 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 %2% per month.

| have read and understand the above information.

Signature of Client/Parent/Guardian Date

Withess Date

Updated July 2019



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:

¢ Our obligation under law with respect to your personal health information.

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

* Our rights 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 acknowiedge that I have
received a copy of the Notice of Privacy Practices at Dakota Counseling Institute.

Client | Date

Parent/Guardian Date

Documentation of Good Faith

___ Attempted 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

Staff Mentber Date

Updated 2017



DAKOTA COUNSELING INSTITUTE
TREATMENT CONTRACT

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

Informed Consent: By signing this contract, you give consent to receive treatment 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 yisks of
any tests, treatment, or procedures suggested to you. You are encouraged to ask the clinician working with you any questions
you may have regarding your treatment 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 or 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, bath of which could necessitate a
period of baspitalization in a psychiatric facility. During the course of therapy, interpersonal relationships may change. If you
have experienced significant trauma at some time in the past, you may experience flashbacks or a reliving of past experiences
and feelings associated with these.

Coplidentiality: Confidentiality means that the information you share with DC Institute and its employees will not be
released to other individuals or outside agencies, with the following exceptions:

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

2. Some insurance companies and EAP's request information about your treatment.
‘When you sign on with an jnsurance company and/or EAP, you sign a waiver or a
release of authorization for such information. Therefore, we will releass the requested
information to your insurance company and/or EAP unless you inform us in writing
that you do not want us to do this. Once we receive your request in writing, all
information gathered about you after the request is received will not be refeased to
your insurance company and’or EAP. However, if you make such a request, you
become solely responsible for the cost of your treatment.

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 bs a danger to yourseif 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, narne and address may be referred to cutside collection agencies, including
small claims court, if your account is delinquent.

7. Contact with your HMO for coordination of care.

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

9. If you are a parent bringing your minor child for treatment, please be advised that al
information requested by or shared with one parent will also be made available to the other parent,
unless such parent’s rights have been terminated by a court of law and such termination order has
been placed in the child’s client file.

10. ¥ you are the partuer 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
counseling sessions.

11. I services are funded, wholly or in part, through State Contract or Medicaid monies, the State
of South Dakota, Division of Behavioral Health, will receive certain demographic information
about you and may, pericdically, review records to assure our compliance with contract



requirements. At no time 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 Institute,
members of your treatment team will likely exchange information in order to coordinate services and
provide you with the best treatment available,

Grievance Procedure: Dakota Counseling Institute is committed to providing high guality mental health services
through its various programs. Our goal is ta provide the most effective 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
times when a person receiving services is dissatisfied with the services pravided by the agency. If you believe that you
have a legitimate complaint regarding services provided to you, please try 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 submit a written
explanation of your complaint to the Clinical Director of Dakota Counseling Institute. The Clinical Director will
respond to your complaint verbally 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 Bxecutive 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 resclve the problem to your satisfaction, you may contact the Division of
Mental Health at the following address and phone number:

Department of Social Services
Division of Behavioral Health Phone: (605) 773-3123
700 Governor's Drive Fax: (603) 773-7076

Pierre, 8D 57501-5070

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

Client Date

Parent/Guardian Date

Witness/Therapist Date

Parental Consent: I, parent/legal

guardian of , hereby consent to have this child treated by Dakota

Counseling Institute professional staff,

Parent/Legal Guardian Signature Date
Witness/Therapist Date
{Please initial)

I have 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 ri ghts 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 modification 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 CInergency.

The right to receive an explanation of diagnasis 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 ag 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 respousible 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 information

Signature of Client/Parent or Guardian

Date

Updated February 2017



Dakota Counseling Institute, Inc.
Client Rights

Clients’ rights (67:62:07:01). Dakota Counseling Institute will ensure that
client’s rights are fully protected. DCI will give each client, the client’s parent if the
client is under 18 year of age, or the client’s guardian, if any, a copy of the clients’ rights
and responsibilities in writing, or in an accessible format, during the intake process and
will discuss the rights and responsibilities with the client or the client’s parent, guardian
or advocate.

The clients’ rights and responsibilities statement will be posted in a place
accessible to clients. Copies are also available in locations where clients can access them
without making a request to center staff. In addition, DCI makes the clients’ rights and
responsibilities statements available to the division, DCI will provide services to each
client in a manner that is responsive to the client’s need in the areas of age, gender, social
support, cultural orientation, psychological characteristics, sexual orientation, physical
situation, and spiritual beliefs.

Guaranteed rights (67:62:07:02). Dakota Counseling Institute will ensure that a
client’s rights guaranteed under the constitution and Iaws of the United States and the
State of South Dakota including:

* The right to refuse extraordinary treatment as provided in SDCL 27A-12-3.22;

* The right to be free of any exploitation or abuse;

* The right to seek and have access to legal counsel;

* To have access to an advocate as defined in subdivision 67:62:01(2) or an
employee of the state’s designated protection and advocacy system;

* The right to confidentiality of all records, correspondence, and information
relating to assessment, diagnosis, and treatment pursuant to SDCL 27A-12-26
and the security and privacy of HIPAA, 45 C.F.R., Parts 160 and 164
(September 26, 2016); and

* The right to participate in decision making, related to treatment, to the greatest
extent possible.

Updated February 2017



Dakota Counseling Institute, Inc.
Notice of Health Information Practices

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

Infroduction

At Dakota Counseling Institute, we are committed to treating and using protected health
information (PHI) about you responsibly. This Notice of Health Information Practices describes
the personal information we collect, and how and when we use or disclose that information. It
also describes your rights as they relate to your protected health information. This Notice is
effective April 14, 2003, and applies to all protected health information as defined by federal

regulations.
Understanding Your Health Record/Information

Each time you visit Dakota Counseling Institute, a record of your visit is made. Typically, this
record contains your symptoms, examination and test results, diagnoses, treatment, and a plan
for future care or treatment. This information, often referred to as your health or medical

record, Serves as a.

* Basis for planning your care and treatment,

= Means of communication among the many health professionals who contribute to your care,

» Legal document describing the care you received,

* Means by which you or a third-party payer can verify that services billed were actually

provided,

A tool in educating health professionals,

» A source of data for medical research,

* A source of information for public health officials charged with improving the health of this
state and the nation,

» A source of data for our planning and marketing,

* A tool with which we can assess and continually work to improve the care we render and
the outcomes we achieve.

Understanding what is in your record and how your health information is used helps you to:
ensure accuracy, better understand who, what, when, where, and why others may access your
health information, and make more informed decisions when authorizing disclosure to others.

Your Health Information Rights

Although your health record is the physical property of Dakota Counseling Institute, the
information belongs to you. You have the right to:

* Obtain a paper copy of this notice of information practices upon request,
» Inspect and copy your health record as provided for in 45 CFR 164.524,
» Amend your health record as provided in 45 CFR 164.528,



* Obtain an accounting of disclosures of your health information as provided in 45 CFR

164.528,
* Request communications of your health information by alternative means or at alternative

locations,

* Request a restriction on certain uses and disclosures of your information as provided by 45
CFR 164.522, and

* Revoke your authorization to use or disclose health information except to the extent that

action has already been taken.
Our Responsibilities
Dakota Counseling Institute is required to:

* Maintain the privacy of your health information,

* DProvide you with this notice as to our legal duties and privacy practices with respect to
information we collect and maintain about you,

* Abide by the terms of this notice,

* Notify you if we are unable to agree to a requested restriction, and

* Accommodate reasonable requests you may have to communicate health information by
alternative means or at alternative locations.

We reserve the right to change our practices and to make the new provisions effective for all
protected health information we maintain. You may request a copy of the current notice from
any of our locations.

We will not use or disclose your health information without your authorization, except as
described in this notice. We will also discontinue to use or disclose your health information
after we have received a written revocation of the authorization according to the procedures

included in the anthorization.
For More Information or fo Report a Problem

If you have questions and would like additional information, you may contact the practice’s
Privacy = Officer, Roswitha Konz, Clinical Director, at (605) 996-9686 or at

r.konz@dakotacounseling.net.

If you believe your privacy rights have been violated, you can file a complaint with the
practice’s Privacy Officer or with the Office for Civil Rights, U.S. Department of Health and
Human Services. There will be no retaliation for filing a complaint with either the Privacy
Officer or the Office for Civil Rights. The address for the OCR is listed below:

Office for Civil Rights

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Room 509F, HHH Building

Washington, D.C. 20201

Updated February 2017



Dakota Counseling Institute

Grievance Process for Persons Receiving Services Reimbursed
by the South Dakota Division of Community Behavioral Health

Dakota Counseling Institute is committed to providing high quality menta! health and
chemical dependency services through its various programs. As is the case with any
service provider, however, occasionally there will be times when a person receiving
services is dissatisfied, for some reason, with the services provided by the agency. If you
believe that you have a legitimate complaint regarding services provided to you, the
following procedure should be followed.

For all types of services provided by Dakota Counseling Institute, first try discussing the
situation or the nature of your dissatisfaction with the staff member providing services to
you. Our goal is to provide the most effective services possible and we want you to be
satisfied with the services you receive. 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 submit a written explanation of your complaint to the Clinical Director or
Clinical Supervisor of Dakota Counseling Institute within 15 days of making your
dissatisfaction known to the person providing services to you. The Clinical Director or
Clinical Supervisor will respond to your complaint verbally and in writing within 15 days
of receiving it.

Throughout the grievance process, if you feel a need for additional personal support, you
may tind it helpful to contact the National Alliance for the Mentally Ill—South Dakota at

PO Box 88808

Sioux Falls, SD 57109

605.271.1871

800.551.2531
namisd@midconetwork.com

or South Dakota Advocacy Services at sdadvocacy.com, 800.658.4782.

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

Division of Behavioral Health

Department of Social Services

811 East 10", Department 9

Sioux Falls, SD 57103

Phone: 605.367.5236

Fax: 605.367 5239 Updated February 2017



MICHELLE L. CARPENTER ROSWITHA KONZ, ILA.©  JANAE OETKEN, ccnci

Executive Director Clinical Director Clinical Supervisor
=" DAKOTA
COUNSELING
INSTITUTE
March 4, 2013

In our continuous effort to improve the process of requesting refills for previously
prescribed medications, we have updated our policy. All refill requests need to be
made Monday thru Thursday. Refill requests are still to be called into your
pharmacy, without exception. Your pharmacist in turn will take care of receiving
authorization for renewal of the medication from us. :

As stated in previous communication, we recommend that you plan your refill needs
carefully. You will need to plan at least 24 hours for your refill request to be
processed, or the following Monday if your request was received on a Thursday.
Please keep in mind that any prescriptions for controlled substances will not be
renewed until 2-3 days before your refill is due.

Sincerely,

Roswitha Konz, M.A.

Clinical Director
MENTAL HEALTH PATHWAY . STEPPING STONES
B e ——— e
910 West Havens « Mitchell, SD 57301 900 West Havens = Mitchell, SD 57301 801 South Miller - Mitchell, SD 57301

605-996-9686 + fax: 605-996-1624 605-995-3723 - fax; 605-996-1128 605-995-8180 - fax: 605-995-8183



DAKOTA COUNSELING INSTITUTE
BACKGROUND AND INFORMATION QUESTIONNAIRE
ADULT

PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS TO THE BEST OF YOUR ABILITY. IF YOU
DO NOT KNOW AN ANSWER, PUT “UNKNOWN.” IF YOU NEED HELP, PLEASE ASK THE
RECEPTIONIST FOR ASSISTANCE. FEEL FREE TO USE THE BACK FOR MORE ROOM TO WRITE.

Today’s Date: / / Your Name:
Maiden Name and/or other names you arc known by:
Did anyone refer you here?:
Did anyone suggest mental health treatment to you?

" Current Difficulties: _
What are your reasons for seeking treatment now?(please list major concerns)

When did the problems first start?
SYMPTOMS PRESENT DURING THE PAST MONTH: FLEASE CHECK ALL THAT APPLY

___SAD, BLUE OR DEPRESSED ___ANXIETY/WORRYRNG ___SUDDEN PANIC OR FEAR
___1LOSSOF INTEREST INACTIVITIES ~ ____DECREASEDNEEDFORSLEEP  ___ DOING THINGS OVER AND OVER
.__FBELINGS OF WORTHLESSNESS - .CANNOT STAY FOCUSED ____CONSTANT INTRUSIVE THOUGHTS
__ FEFLINGS OF HOPELESSNESS __FEEL BETTER THAN USUAL ____RE-EXPERIENCING FRIGHTENING

© ___ FEELINGS OF GUILT ___INCREASED ACTIVITY LEVEL EVENTS
____RECENT WEIGHT GAIN ___HAPPIER THAN NORMAL __ NIGHTMARES
- _RECENT WEIGHT LOSS © ___TALKING TOO MUCH " ___ SEEING THINGS THAT OTHERS
" SLEEPING TOO MUCH . —__THOUGHTS RACING . " CAN'T SEE
___NOT ABLETO GO TO SLEEP ___ RESTLESSNESS ___HEARING THINGS THAT OTHERS
___NOTABLETOSTAY ASLEEP - ___EXCESSIVE WORRY CAN'T HEAR
___POOR CONCENTRATION —__IRRITABLITY ___ DISORGANIZED THOUGHTS
___1OWENERGY ___ TENSE MUSCLES - DECREASE INMEMORY
___1OWSELF-ESTEEM - ___CONFUSED THINKING __INTENSE FEAR OF WEIGHT GAIN
—__THOUGHTS OF DEATH ___ SITUATIONAL FEARS ___ VOMITING FOR WEIGHT CONTROL

PLEASE LIST ANY OTHER SYMPTOMS YOU HAVE EXPERIENCED WHICH ARE NOT LISTED HERE:

Have yoﬁ ever been hospitalized for psychiatric/mental health issues? Yes : No
If yes, please list the name and address of the hospital(s), month and year of treatment(s), and
approximate duration of hospitalization(s):




Please list any previous mental health care provider you have previously consulted

Please list all medications, psychiatric and other, which you are currently taking, including
dosage and frequency, if known:

List any medications you were previously prescribed:

Medical History:
Name and Phone number of your primary care physician:

Date of last physical:
Please list any physical problems for which you are currently being treated:

Please check any of the following which you have experienced at some point in your life:
Highfever = Head injury/Concussion . Loss of consciousness Seizures -

Have you ever been hospitalized for medical reasons? Yes : No__If yes, please list
name(s) of hospital(s), date(s) and reason for hospitalization(s) : '

- Family History:
Marital Status: Single  Married.  Partnered __ Separated _ Divorced _ Widowed ___

- If married/partnered, please 1nd1cate your level of satisfaction with this relationship by c1rcl1ng
one of the following:

Very satisfied Satisfied Neutral- Unsatisfied Very unsatistied
Below, please list all persons currently hvmg in your household:

Name Age Relationship to You

‘Does anyone in your family have a history of mental illness? Yes__. No___

Has anyone in your family attempted or committed suicide? {e.g. brother, uncle)Yes __ No___

If married or partnered, please briefly describe your relationship with your spouse/partner:

Pleasc briefly describe your relationship with your parents:




If you have children, please briefly describe your relationship with your children:

If you have siblings, please briefly describe your relationship with your brothers and sisters:

History of Abuse;

Were you ever abused as a child? Yes____ No__

If yés, please specify by circling those that Vapp}y: Physical Sexual Eiﬁotional Neglect

Is there domestic violence in your home at this time? Yes___ | Nd .

Have you ever béen in a situation where you were the victim of domestic violence? Yes__ No__-
Have you ever been investigated for abusing children in your care? Yes__ No .

Have ;vou ever been convicted of (;harges relating to domestic violence?

Substance Abuse:- (Please check those that applyrand circle whether this is a current or past problem)

___Tobacco: . Current Past
___ Alcohol: Current Past
__._Marijuana: -~ Current Past
-___Other Street Drugs: Current Past
____Over-the-Counter: Current Past
____ Prescription Drugs: Current Past

Did-any of your family members abuse drugs or alcohol while you were growing up? Yes_ No _

Have you ever received treatment-for drug or alcohol problems? Yes_ No__ If yes,
please give dates and name of treatment facility: _ ‘

Légal Concerns:

Have you ever been convicted of a felony? Yes_ . No___
Are you currently facing legal charges? Yes_  No_ _
Have you ever been the victim of a crime? - Yes_  No___

Vocational/Financial Concerns:

Are you currently employed? Yes = No__ If yes, please indicate how long you have been
with your present employer » and rate your job satisfaction by circling below:
Very satisfied satisfied Neutral unsatisfied ' .very unsatisfied

Do you have financial difficulties or concerns?  Yes_ No_



Gverthe last 2 weeks, how often have you been bothered Mare Nearly

Severz! thanhalf  every

by any of the following problems?
Mot at all days' thedzys day

(Use ¢ fo indicate your answer)

1. Little interest or pleasure in déi'ng things g 1 2 3
2, Fesling down, depressed, or hapeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping toe much v 1 2 3
4, Feeling tired or having litle energy. 0 1 2 3
5, Poar appetite or overeafing 0 1 2 3
§. Feeling bad abaut yourself — or that you are a fallure or 0 - 1 g 3
have let yourself or your family down
7. Trouble concentrating on things, such as feading the 0 1 2 3
newspaper or watching television
8. Moving or spezking so slowly that ather people coulfd have
noticed? Or the opposite — being so fidgely or restless 0 1 2 3
{hat you have been mmoving around & lot more than ususl
9. Thoughts that you would be better off dead or of hurting 0 1 2 g

yourself in some way

ForoFFicECODmNG__ O+ + +

=Total Score:

foryen to do your

If you checked off any problems, haw difficuit have these problems made it
- work, take care of things at homne, or get along with other people? - - -

Not difficult . Saomewhat Very Extremely
atall difficult difficult difficulf
O | 0O =

Developed by Drs. Fobert L. Spitzer, Janet B.W. Willlams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Ine. No permission required o reproduce, transfate, display or distribute.



Division of Behavioral Health
Mental Health Outcome Tool

INITIAL
Todays' Date: / / '
Client STARSID: | _| ||| | | ||| ||| [—|]
Progrant [0 CARE O3 IMPACT

O First Episode Psychosis (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 health is: -

[OExcellent [(IVery Good [1Good [Fair

EIPoer

a. Now thinking about your physical health, which includes physical iliness 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, apprommately how many days d1d your poor physzcal ar
‘mental health keep you from doing your usual activities, such as self-care, work; or

' recreation?

2. Please answer the follemng quesnon based on the past 30

‘Numberof -
,nghts/T;mes Jmow |

Dot

a.‘-days .. 2
How many times have you been arrested7 O]
*Federally required element —_

“Numberof - Dan't

£3. Please answer the follomng questlons based en t]1e past 6
“months.. : ok

nghts/ 'Elmes lcnow'

a. How many ‘umes have you gone to an emergency room for a psychlatnc or
ernotional problem?

O

b, How many nights have you spent in a facility for:
i. Detoxification? .
il. Inpaﬁent/Residential'Substance Use Disorder Treatment
iii, Mental Health Care?
iv. Hlness, Injury, Surgery

c. How many times have you been arrested?

d. How many nights have you spent in a correctional facility including jail or
prisons (as a result of an arrest, parole or prebation violation)?

e. How many times have you tried to commit suicide?
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Adult MH Tool - Initial Interview

4. Please indicate your leyel of agreement or . = - Response Options
disagreement with the statements by checldngthe = . . R -
choice that best represents your fee]mgs or opinion 28 8 E g o = g
over the past 6 months. (Please answer for E& B 5 B £ E38 2
relationships with persons other thanyour behavioral £.2 2 3 < £ B 2
health provider(s).) Source: MHSIP Survey *Fedem]ly Reqmred = ®

" DomainzSocial Conméctedness Questions 1-4- R R -
1. T am happy with the friendships I have. O 00 O00o a g
2. Thave people with whom I can do enjoyable things. O 0 0 oo o o
3. I'feel | belong in my community. O o o0dggo O 0
4. In a crisis, [ would have the support I need from family or Oooooo o o

friends.

. Domain (miproved Firctioning Domam; Questions 5-8 ;- i SR LT
5.1 do things that are more meaningful to me. O O 0 00 O o
6.1 am able to take care of my needs. O O0ogd o O
7. 1am able to handle things when they go wrong. O OO0 00 O d
8.1 am able to do things that ] want to do. O O 0o oo o g
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