FOR OF Y DATE:

CID: NEW REOPEN UPDATE THERAPIST:
NAME:
LAST FIRST MIDDLE MAIDEN
PHONE:
HOME CELL WORK
ADDRESS:
STREET APT/ P.O. BOX
ADDRESS:
cary STATE ZIP CODE COUNTY
SOCIAL SECURITY #: DATE OF BIRTH: SEX
ENGLISH PROFICIENCY: PRIMARY RACE: SECONDARY RACE: RELIGION:
MOTHERS FIRST NAME: LEGAL GUARDIAN'S NAME:

MARITAL STATUS: NEVER MARRIED___ MARRIED ___ SEPERATED ___ DIVORCED __ WIDOWED __ VETRAN: YES / NO

WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL?

BILLING ADDRESS:
FAMILY MEMBERS PRESENTLY LIVING IN YOUR HOUSEHOLD:
NAME ___DATE OF BIRTH AGE RELATIONSHIP EMP R
*** IF HOMELESS, CHOOSE ONE OF THE FOLLOWING: CONTINUALLY HOMELESS FOR A YEAR OR MORE
—_4 OR MORE EPISODES OF HOMELESSNESS IN THE PAST 3 YEARS___ HOMELESS BUT 1 OR 2 ARE NOT APPLICABLE
EDUCATION (LAST YEAR COMPLETED) SPOUSE'S EDUCATION: SPOUSE’S OCCUPATION
YOUR OCCUPATION: EMPLOYER: DURRATION OF EMPLOYMENT:
EMAIL ADDRESS

By selecting this box, you are consenting to receiving your statement and invoices electronically
instead of in paper form. Please be sure to have email address and cell phone number on this form. Thank

:8:AL JOINT INCOME: SOURCE OF INCOME: EMPLOYED: FULL-TIME____ PART-TIME___
REFERRAL SOURCE: PRIMARY PHYSICIAN/CLINIC:

INSURANCE/COVERAGE: POLICY NUMBER:

PREVIOUS COUNSELING YES / NO WHERE? ADMIN/DISCHARGE DATES

PREVIOUS PSYCHIATRIC HOSPITALIZATION? YES / NO WHERE? ADMIN/DISCHARGE DATES

CURRENT MEDICATIONS:

WHOM MAY WE CONTACT IN CASE OF EMEGENCY

NAME CONTACT NUMBER
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INANCIAL ELIGIBILITY (Calendar Year 2026

Instructions B ‘Behavioral Health Provider Use Only

Please read and complete all questions on this form. 0 Eligible - Annual Review Date

This information will be used to determine your |——

eligibility for services funded by the Division of | [] Ineligible kit
Beh.Vioml Health. CID#: Sf.nhn::
Personal Information (Please Priny)
Client Name:

Firs) i Tasi)

Parent/Guardian or Representative (ifapplicable):

[J Yes [JNo I(SED orSUD client) have applied for and been denied Medicaid and CHIP-NM.
[J Yes [JNo I(SMiclient) have applied for and been denied SSL

Description of Household
Total Number of Persons Living in Household (dependent on household income):
Fin orma
Annual Gross Income: All sources of earned and uneamed income for the household members included above. Do not include
any income earned from a child under the age of 18 or any dependent attending school.
1) Earned Income (i.e. wages) $ ~ Household |  Annual
2) Unearned Income (i.e. child support, TANF, SSDI) $ 1 $29,526
. 2 $40,034
- ases: 3 $50,542
38 Earned Income Deduction (Deduct 20% of Earned Income. Do not 4 $61,050
deduct 20% from unearned income.) 5 $71,558
6 $82,066
4 S Childcare Expenses (up to $6,000/year) 7 $92.574
: 8 $103,082
Child S rt Pa "
5)$ ild Support Payments 9 $113.590
6) S Annual out of pocket prescription medication costs and lab work. 10 $124,098

UR) Annual health insurance premiums.

8) 8§ Assistive devices purchased within the last 12 months.
(describe)

Annual Net Income:

9) S8 (deduct lines 3 through 8 from line 1 and 2)

1 hereby attest that this information is true and correct. [understand that any false statements that I make and any failure on my part to report
changes in circumstance which affect my eligibility could result in my being responsible for reimbursement of services provid ed and/or
ineligibility for services. Iunderstand that if I am determined eligible and my situation should change before my annual review date, it is my
responsibility to notify the Behavioral Health Provider so that cligibility can be reevaluated. Eligibility could be affected by increases in
income, changes in the number of persons in the household, and/or any other significant change in financial circumstance.

Signature (Client or Parent/Guardian) Date

Division of Behavioral Health Means - 101



DAKOTA COUNSELING INSTITUTE
CLIENT INSURANCE INFORMATION _

Palicy Number:
Insured’s Name (Policyholder):
Insured's Dats of Birth:

Insured’s Address:

Patient / Parent / Guardian Signature:

Updated 2017




Financial Agreement

The typical fees for service are as follows:
Outpatient Intake $236.20
Outpatient Therapy $107.30-$208.80
Psychiatric Evaluation $265.90 - $346.60
Medication Management $142.90-283.80

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
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 %% per month.

| have read and understand the above information.

Signature of Client/Parent/Guardian Date

Witness Date

Updated July 2024



Informed Consent Form for Child/Adolescent Therapy
Separated/Divorced Parents
Dakota Counseling Institute

Asanuﬂmmm.wrrespombllnywmsmewel-beingdwhenﬁﬁed
duts.hﬂmecasedadﬂdas&wprﬁnawdbnnnismﬁalmatparmm
bgdguardammhageemmﬁgardlngmededsimtoteatmmamngoab,
appdnbneMﬁmsandMnoedealntaindlemWﬁdenﬁdﬂy.Asare&mnism
pochofDddaCoumehglnsﬁmtamatallninaspresemedfaummm

fdbwk\gauundzaﬂonar\dcoMQnﬁle:

. Bodnlegalparenslg.aardlamageetothemamﬂ\dpmwa\gofmmal
mmmumdrmmwmmwewmmwow.nmma
astodyagwnuuinplace,down\entaﬁonofmlsagreeMMuneedmbe

p-avldedmtrnagencyprbrtomebeginnlngofsawbes.hmmmm
Isnodoamntaﬂon,bomWentsneedmsignforamorizaﬁonwmmt

bﬂardn\ademcontact.en)andtherebrewmwcmwgethatﬂnymm
sobptmycamakaofmedidfumemalhealmmatnanandwllbeardl

responsibility for such consent.

m.mwmmmayabomhmmdany
wmamdwwwss,ommnmmmwmm
court for the child receiving treatment.

Ihavemadmaboveparagrapmmdmdefstamm.aysig*gbebw.lagoeb
the above.

Minor Child DOB:

Parent Signature: Date:
Parent Signature: Date:
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REGARDING SUBPOENAS AND PROFESSIONAL STAFF TESTIMONY

Occasionally, professional staff members of Dakota Counseling Institute are ordered
to provide testimony in court regarding their professional contact (eg
psychotherapy, medication management, casemanagement, psychological testing,
mental health evaluation, emergency assessment) with clients. For any professional
staff member to appear in court, he or she must have been served an official
subpoena to appear in court on a stated date and time.

When a member of the professional staff is subpoenaed to testify regarding
treatment of a current client, the staff member will discuss any possible testimony
with the client at their next session. A rough outline of content of the testimony will
be discussed with the client and, when possible, with the client’s attorney.

Professional staff members giving testimony in courtare considered expert
witnesses, meaning they will be asked to give opinions and discuss hypothetical
questions rather than simply asked to repeat factual data. Clients will need to be
aware that their attorneys will be billed for the time professional staff are out of the
office and thus unable to see other clients,

the end. Therefore, if, for example, a professional staff member is ordered to be in
court at 9:00 am, does not testify until 11 am and then is on the stand for an hour,
the attorney will be billed for three hours. Hours are billed in 30 minute increments
at the psychotherapy rate valid at the time of testimony. Insurance companies,
medicaid/medicare, and any other third party payors will not be billed for court
testimony. You need to be aware of this as in the vast majority of cases attorneys
will recover these costs from you, the client. Attorneys will also be billed for the
time it takes to travel to and from the office to the court house where testimony is to
be given.

By signing below, you indicate that you have read and understand the above
information regarding professional staff testimony, and agree to the terms and
conditions outlined above.

Client Signature Date

Witness Signature Date



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

bcmwmww,weaewmbWMwwmwmmm.
The attached Notice of Privacy Practices stats:

. Ourobligaﬁmmxletlawwiﬂxmpecttoyourpmonalhealﬁninfounmion.

o Howwemaynscmddisdoseﬂ;chaalﬂxinfomnﬁonmatwcbepabomyon.
. YomrighnralaﬁngtoyomPcmonalhealthinfounaﬁon.

’ Ourrighi:tochangcmrNodceofPﬁvacyPracﬁoes.

» How to file a complaint if yon belicveyompdvacyﬁghtshavebewviolmnd.
'-IhccondiﬁomthatzpplytonsumddisdosmmmdbedmﬂﬁsNoﬁm.
* Thopasontocontadforfmtbainfonnaﬁonabomourpﬁvacypmcﬁcca.

WearereqnimdbylzwtogiveyouacopyofthisNoﬁccandtoobtainyomwﬁm
acknowledgment that you have received a copy of this Notice.

Patient Acknowledgment of Receipt

L A hersby acknowledge that I have
recaived a copy of the Notics of Privacy Practices at Dakota Counseling Institute,

Ciient Dats

Parent/Guardian Dat=

Documeststion of Good Feith

A 2 bdim&Noﬁdedoncumthediuﬁpnmﬂlcplgmdim,m
they dedlined to acknowledge recsipt.

_mNoﬁmdencyPrwﬁcsmmnﬂedtothedionﬂpumﬂlepl guardizn,

— Other

Staff Member Dat=

Updated 2017

-e
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DAKOTA COUNSELING INSTITUTE
TREATMENT CONTRACT

mmu-mmmnmmmmmmpMﬂdmmw
mmmbeapndmmmdmordempmmmm Bydpln(d:ismnhuhpar&s

wummmwmﬂmmmmmmmum

Informed Copsent WWMmmewmmwmemﬂua
Mummhmdcmmdaﬂmndpmfcdonﬂmﬁmbu. You have a right to be informed

mmwwmmmnmmhmpnmmwmaamdm
WMWWM&M

Confidentiality: wmumwmmmwmdmw-mmum
mmwummmmmm

1 Eywﬂpudmespedyhcmwbomdnmhmaﬁonummmmywwmmm

y 5 wwmmmwwmmm When you sign on with an

infunnshwﬂdn(dntywdonamumdoth& memmmhwﬂun;an
MMMywaﬁzﬁembmwﬂmhwmmwm
and/or EAP. Bm,ﬁmmﬂmdnmu&mhmm»wywkbrmmdm

treatment.
3. Umawmom,mmmmﬂorﬁemydmmﬂmmlwpmﬂ

may be released.
4. Anmulhdthprdaﬂonakmmndatedrepom This means that the clinician working with you bas
mr!portd:ﬂdahmoubusedothadepadﬂpam Thhpncﬂ'ﬂlﬂovalg-ﬂchsubtﬁ

@~

Ummnkhmdl&uhn@lpmﬁmmmwm&r&mm
mmdeﬂndﬂmmmdmma&cmMm

10 Uywmthcpmrhmpk‘sw.mrdmedmrdsmbewwdndwwmw
sessions.
1L ummmwahmymwmmaumwummdm



mwmmmm«mmmmmmmmmmw
meetings. MpMmBthwwummMMnmm

Grievance Procedurs: mwmsmmmmmwwm
through its various programs. wwummmmmmm.ﬁmmmnu
satisfied with the services you receive. Mbd:ensem:nymm,m.wymﬂh
MMIWMMBWMthbymW. If you have a complaint
mewmﬂmewmammmMmhmdmwmmmﬂ
member providing services to you Moapoﬂmmuhbmberaolvednthhlevd

U&thmwm&eﬂymmsulmnpruvidtn(servicsmyomyoummhmtawﬂm
qhmdmmwmmmmdmdmmumm The Clinical Director will respond
toymcomph!ntvu‘banyndlnwﬂm(widﬂnﬁdaysdmn If the problem is not resolved at this level, you
mwmwmmmmwmamwm The Executive
Mvﬂmpmdmywmpldnmhnyandhwmmwd:ysdmn

UmthM&mW&Mmemmmhmd
Bebavioral Health at the following address and phone number:

South Dakota Department of Social Services

Division of Behavioral Health

700 Governors Drive Phone: (605) 773-3123
Pierre, SD 57501 Fax (605) 773-7076

Ihnrnd&huumntmmmdundumndmm Mydgmbdowmdiﬂsthalwwuthm
set forth in this document.

Qlient Date

Parent/Guardian Date

Witness/Therapist Date

Parental Consent: |, ___ parent/legal guardian of
___ bereby consent to have this

wmmwwmmwd

Parent/Legal Guardian Date
Witness/Therapist Date
(Please initial)

___lhlnbmpvvidedwithampydthow:m
[Revised 5/2024)



PHQ-9 modified for Adolescents

(PHQ-A)

Name: Clinician: Date:

| Instructions: How often have you been bothered by each of the following symptoms during the past two
weeks? For each symptom put an “X" in the box beneath the answer that best describes how you have been
feeling.

0) | (1) (2) =]
Not at Several More

Naarty

all | days than avery
haif day

the days

Feeling down, depressed, iritable, or hopeless?
Little interest or pleasure in doing things?
Tnﬂamm.mmp.mmm
much

Poor appetite, weight loss, or oversating?

Feeling tired, or having little energy?

Feeling bad about yourself - or feeling that you are a
failure, or that you have let yourseif or your family
down?

Trouble concentrating on things like school work,
reading, or waiching TV?

8. Moving or speaking so siowly that other people could
‘ have noticed?

oo s Nl

~

Or the opposite — being so fidgety or restiess that you
| were moving around a lot more than usual? |
| 9. Thoughts that you would be better off dead, or of [

hurting yourself in some way?
rlnmmmmuawammap.mimumym?
OYes ONo

If you are experiencing any of the problems on this form, how difficuit have these problems made it for you to
do your work, take care of things at home or get along with other peopie?

ONot difficult at all CJSomewhat difficult OVery difficutt O Extremely difficult

‘Humm:mmmmmmmmdmmmmm\gma?

OYes CNo
Have you EVER, in your WHOLE LIFE, tried o kill yourself or made a suicide attempt?

| CYes ONo
**If you have had thoughts that you would be better off dead or of hurting yourself in some way, please discuss
this with your Health Care Clinician, go fo a hospital emergency room or call $11.

Modified with permission from the PHQ (Spitzer, Willlams & Kroenke, 1998) by J. Johnson (Johnson, 2002)




PARENTIAL INFORMATION SHEET

Therapy 12-17 year old’s
Child: Today’s Date:
Child Lives with:
(Name)
(Street Address)
(City/State/Zip)

(Relationship to Child)

Biological Father:

(Name)

(Street Address)

(City/State/Zip)

(Relationship to Child)
Biological Mother:

(Name)

(Street Address)

(City/State/Zip)

(Relationship to Child)

Parents are: (please check one)
O Married and living together
O Married and separated
O Legally divorced
O Not married and living together
O Not married and living separately

If divorced or living separately, (please check one)
O Both parents have legal custody
O Mothers’ parental rights have been terminated
O Frathers’ parental rights have been terminated



INTAKE QUESTIONAIRE- ADOLESCENT VERSION- AGES 12-17
Name: Sex MF Age: Todays Date:
What are your reasons for coming in today?

What is your parent’s/ legal guardian’s reasons for bringing you in today?

Please check any of the following experiences you have had during the past month:

__SAD, BLUE OR DEPRESSED __ ANXIETY/WORRYING __SUDDEN PANIC OR FEAR
___ UNABLE TO HAVE FUN __ LESS NEED FOR SLEEP __GETTING INTO FIGHTS
__ FEELING WORTHLESS/HOPELESS __ CANNOT STAY FOCUSED  _ INTRUSIVE THOUGHTS
__ FEELINGS OF GUILT __ FEEL BETTER THAN USUAL __ CONFUSED THINKING
__ | FEEL FAT/ OVERWEIGHT __ RESTLESSNESS __ NIGHTMARES

__ DIFFICULTY FALLING ASLEEP __ WORRY ALL THE TIME __ USE OF ALCOHOL
__IRRITABLE WITH PARENTS __ DIFFICULTY STAYING ASLEEP __ FEEL ANGRY A LOT

__ MY THOUGHTS ARE RACING __ | CANT SIT STILL __ | DON'T LIKE MYSELF
__HEARING VOICES IN MY HEAD  __ USE OF CIGARETTES __VAPING

__ GETTING TEASED AT SCHOOL  __ USE OF OTHER DRUGS __ THINK IM DUMB/STUPID
__FEEL LIKE HURTING SOMEONE  __ NO FRIENDS AT SCHOOL ~ __ THROW UP AFTER | EAT
__ GETTING BULLIED AT SCHOOL  __ LOST/GAINED WEIGHT __ | WISH | WAS DEAD

ARE YOU A VICTIM OF ABUSE? ( PLEASE CIRCLE YES OR NO)
Has anyone ever touched you in your private parts? No __ Yes

If yes, have you told anyone about it? No ___ Yes :
Has an adult ever hit, kicked or otherwise hurt you? No __ Yes
If yes, have you told anyone about it? NO. W

Does someone say things to you every day that make you feel bad inside? No _Yes ___
Have you ever seen adults hit or fight in your home NG W

CIRCLE ALL THAT APPLY TO YOUR SOCIAL EXPERIENCES

ONE BEST FRIEND DRUG USE WITH FRIENDS WITHDRAWN FROM SOCIAL SCENE
PARTYING GANG RELATED ACTIVITIES PHYSICAL VIOLENCE WITH FRIENDS
SCHOOL DANCES SPORTS RELATED ACTIVITIES GOING TO MOVIES WITH FRIENDS
GOING TO THE GYM SEXUAL RELATIONSHIPS DESTRUCTION OF PROPERTY
DATING SHOWING OFF FOR PEOPLE WORRIED/ANXIOUS WITH PEOPLE

FEW FRIENDS BREAKING RULES/LAWS GETTING HURT/HURTING PEOPLE




PLEASE CIRCLE ALL THE FOLLOWING THAT DISCRIBE HOW YOU USUALLY INTERACT WITH

OTHER PEOPLE
I'M A FOLLOWER SELF-SACRIFICING ISOLATE MYSELF MANIPULATIVE
COOPERATIVE INDEPENDENT QUIET JOKER ARGUMENTATIVE
EASILY HURT I'M A LEADER BRAGGING SOCIALBLE RESPECTFUL

PLEASE CIRCLE ALL THAT APPLY TO YOUR RELATIONSHIP WITH YOUR PARENTS/ GAURDIANS
WE ARGUE A LOT THEY ARE TOO STRICT WE JOKE AROUND TOGETHER
THEY SAY HURTFUL THINGS TO ME | SNEAK AROUND THEM  WE EAT MEALS TOGETHER
WE ALL GO OUR OWN WAY THEIR RULES ARE REASONABLE | RESPECT THEM

| GET PHYSICALLY HURT BY THEM SOMETIMES THEY RESPECT ME  THEY YELL A LOT
THEY FIGHT AND ARGUE WITH EACH OTHER THEY SAY | LOVE YOU OR HUG ME

PLEASE CIRCLE YES OR NO FOR ALL THE FOLLOWING SCHOOL EXPERIENCE STATEMENTS

| generally like my teachers Yes / No
Other’s tease me at school Yes / No
| enjoy socializing with other students at lunch Yes / No
I skip classes or the whole day of school a couple times a month Yes / No
| like most my classes Yes / No
| am tardy many days Yes / No
| felt mad enough to hurt people at school Yes / No
| feel respected at school Yes / No
| have been suspended/ expelled from school in the past Yes / No
| enjoy extra-curricular activities Yes / No

School is very stressful for me Yes / No



DAKOTA COUNSELING INSTITUTE
CHILD/ADOLESCENT PARENT QUESTIONAIRE

IDENTIFYING INFORMATION

Childs Name: Today’s Date:

Child’s date of Birth: Child’s Age: Sex: Male___ Female____
PRESENTING PROBLEM

Reason for today’s visit:

When did the problems begin?

PARENTS, SIBLINGS AND OTHERS IN HOME

Mother’s Name: Mother’s age:
Occupation: (full-time /part-time)
Education/ highest grade completed:

Father’s Name: Father’s age:
Occupation: (full-time/ Part-time)
Education/ highest grade completed:

Does your child have step parent’s? No___ Yes___(if yes please complete the following
information:
Name(s):

Relationship(s) to child:

Address(es)/ Phone:

Is the child adopted or being raised by person other than his/her biological parents? No__ Yes__

If yes, please explain:




SIBLINGS

Name Age Gender Lives at child’s home Nature of relationship with child
1.) M/F Yes/ No
2) M/F Yes/ No
3) ___ MJF Yes/ No
4.) M/F Yes/ No
5.) M/F Yes/ No

Please list any others living in the household:

Name: Relationship to child:
Name: Relationship to child:
Name: Relationship to child:
Name: Relationship to child:
FAMILY CIRCUMSTANCES

Who cares for the child when parents or caregivers are at work or gone?

With whom does the child currently live:
Are the parents divorced or separated:
If yes, who has custody?

How often does the noncustodial parent see the child?
How often does the child see his/her grandparents?
Has the family recently experienced any unusual or stressful events? No ____ Yes
If yes, please explain:

PREGNANCY
Did the mother receive prenatal care? No ___Yes ___if yes, what kind?
Length of pregnancy? Length of labor: ___(Hrs) Apgar Scores:

Did the mother experience any emotional or medical difficulties during the pregnancy?
No ___ Yes ___if yes, please explain:
Birth weight: ___Ibs. ___ oz. Length: Inches

DEVELOPMENT
Was this child breast-fed or bottle-fed? Age weaned:

Did the child experience any of the following problems during infancy or toddlerhood? If yes,
please explain.

Colic No___ Yes_
Excessive crying No___ Yes_
Delayed language development No___ Yes__
Unclear speech No--_“Yes: .. .

Eating problems No ___ Yes



Delayed fine motor skills
Delayed gross motor skills

No __ Yes
No __ Yes

At what approximate age did your child begin exhibiting the following behaviors?

Crawled: Sat alone:

Walked independently: Spoke first words:
Spoke In sentences: was toilet trained:
Has your child been the victim of abuse? No Yes

If yes, please explain:

MEDICAL AND PSYCHIATRIC HISTORY

Name of child’s primary care physician:

Address-

Phone:

Has your child experienced any of the following medical problems? If yes, please explain

Frequent colds No___Yes Vision Problems No___ Yes__
Frequent ear infections No___Yes ___  Does your child wear glasses No ___ Yes __
Asthma No____Yes ____  Hearing problems No___ Yes__
Gastrointestinal problems No ___ Yes ___ Cerebral palsy D e
Muscle pain No___ Yes____  Lead poisoning No___ Yes__
Skin problems No____ Yes____  Seizures No___ Yes__
Repetitive behaviors Congenital problems No___ Yes_
(head banging, rockingetc.)No ____ Yes ____

Allergies NO. _.Yes

Please list any other health concerns:

MEDICATION

Is your child currently taking any kind of medication? No ___ Yes __

If yes, indicate name, dose, and reason for medication.

Is your child experiencing any side effects from the medication(s)?

PREVIOUS EVALUATIONS

Psychological evaluation: No ___ Yes ___ Date of evaluation:

Reason for evaluation:

Psychiatric Evaluation: No ___ Yes ___ Date of evaluation:

Reason for evaluation:

Neurological/Neuropsychological evaluation: No ___ Yes ___ Date of evaluation:

Reason for evaluation:




BEHAVIORAL SYMPTOMS

Does your child have difficulty with any of the following problems? If yes, please explain.

Has trouble meeting new people
Is shy or withdrawn

Seems sad or depressed

Has had or is having thoughts of suicide
Refuses to comply with adults request or violates parental rules
Has conduct problems

Is physically cruel to other people
Is physically cruel to animals

Is inattentive

Problems concentrating

Is restless

Makes careless mistakes

Has trouble playing quietly

Has frequent mood shifts
Frustrates easily

Has difficulty managing anger

Has difficulty expressing emotions
Has eating problems

Has fears/phobias

Has hallucinations

Has experienced trauma

Has your child ever experienced difficulty/run in with the law?
If yes, please explain:

No

No

No

No

No _
No

No
No

No
No___
NO:. .
No

No

No_

No

No__

No

No___

No

No__
No

No

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

EDUACATION STATUS AND HISTORY

Name of current school: Grade:
Teachers:
Does your child receive any special education services? No Yes

If yes, please explain.

What grades does the child currently receive?

Is this is a change from previous years? No ___ Yes ____
If yes please explain:

SCHOOL HISTORY
Preschool at what age? For how many days/ hours?
Any problems? No ___ Yes ___if yes, describe:




Does your child dislike going to school? No ___ Yes
If yes, why?
Did the child have difficulty or receive any special education services in any of the following
grades? If so please explain.

Kindergarten No___ Yes
Grades 1-3 No___ Yes_
Grades 4-6 No__ Yes__
Grades 7-8 No___ Yes__
High School NO.-_ Yo

What is your child’s current favorite subject(s)?

What is your child’s least favorite subject(s)?

What is your child’s approach to his/her school work (disorganized/organized, irresponsible/
responsible ect.)

WORK HISTORY
Does your child have a job, or involved in a vocational program? No ___ Yes ____
If yes, who is the child current employer?
Child position: Hours worked per week:

EXTRA-CURRICULAR ACTIVITIES
Please list any sports, clubs, volunteering, arts, hobbies, or anything else the child is involved in.

Any additional information that you think would be helpful and/or knowledgeable for Dakota
Counseling to know?




Division of Behavioral Health
Adult and Youth Mental Health Disorder Outcome Tool
ClientSTARSID: | | I 1 111ttt |

-a«_-‘rv: SR e —"?»‘f‘:‘?‘:;‘ﬂ'c'i —er...f‘M T T T T T TR T

(PEATEI G YU SITRIISMT SFEERSES. By - I, S et R e S

: EI Employed folltime (35+hours O Eployed ot O ' :

per week) time
0 Student O Retired O Other (specify)
i1 Dapied 0 Unemployed

-..."’ "'i"l "u-"“‘ﬁ—ﬁ“""' y-w—'l- '-".;-‘..E:'" >3 "x-:m"'i..""7 \.."' ey et “""""' NN
g

D lndependent.livuhapdvate EJ Homeles U Dependent.ivlnghaprlvate
residence residence
O Residential Care (group home, [ Foster Home/ O Institutional setting (24/7 care by
rehabilitation center, agency- Foster Care skilled/specialized staff/doctors)
operated care)
O Other (specify) O Crisis Residence D .lalIComectioml Fadlty

H rolled hsd\oollttelanti = T
lthesthonths? : OYes ONo [CJRefused

a.Haveyoubeenmmd?

b. Did you have enough money to meet your needs? OYes ONo OIRefused

c. Have you been satisfied with the conditions of your living OYes ONo ORefused
space?

‘_ lnthepastBOdays.hmvou

% R ———————

Page1of4




Division of Behavioral Health
Adult and Youth Mental Health Disorder Outcome Tool

OYes ONo '

b. Have you spent time in a correctional facility including jail/prison/IDC
(because of an arrest, parole, or probation violation)?
Co m - Mw <t 3 : Evres : u

a. lamhappywlththefﬂenslhave,whowﬂllisten oO0OOoOooOooao

e lhavepeoplﬂhnammfomblengabom A0 000 0o

g |generally accomplish what | set out to do. DO D N
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Division of Behavioral Health
Family Mental Health Disorder Outcome Tool

ClientSTARSID: | | | [ [ [ [ [ 1P 11111 |
Date:
Tool Type:
O Initial 0 Family
O Update
O Discharge
1. Would you say that in general your child’s mental health is:
O Excellent O Very Good O Good O Fair O Poor
2. What is your child’s employment status?
O Employed full time (35+ O Employed part time [0 Homemaker
hours per week)
O Student [ Retired [0 Other (specify)
O Disabled O Unemployed
3. Which of the following best describes your child’s current residential status?
O independent, living in a private [0 Homeless ] Dependent, livingin a private
residence residence
O Residential Care (group home, O Foster Home/ Foster [ Institutional setting (24/7 care by
rehabilitation center, agency- Care skilled/specialized staff/doctors)
operated care)
O Other (specify) [ Crisis Residence [J Jail/Correctional Facility
4. What s your child’s highest education level completed?
(12= GED and High School diploma or self-contained special ed r
classes)

a. [fenrolled in school, has your child attended school at any

time in the past 3 months? DOYes UNo LiRefused

5. Please answer the following questions based on the past 30 days:

a. Has your child been arrested? OYes CONo [JRefused
b. Did you have enough money to meet your child’s needs? Oyes ONo ORefused
€. Have you been satisfied with the conditions of your child’s living CYes CONo [Refused
space?
d. Inthe past 30 days, has your child felt...
i.  Nervous? [COYes ONo [JRefused
ii.  Hopeless? CYes ONo CRefused
iii.  Restless or fidgety? CYes ONo [Refused
iv.  Sodepressed that nothing could cheer your child up? OYes ONo [ORefused
v.  That everything is an effort? OYes ONo [ORefused
Vi, Worthless? OYes OONo [JRefused
vii.  Bothered by psychological or emotional problems? COYes ONo [ORefused
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Division of Behavioral Health

Family Mental Health Disorder Outcome Tool

6. Please answer the following questions based on the past 6 months:

a. - Has your child spent time in a facility for:

i.  Detoxification/Inpatient or Residential Substance Use Disorder

Treatment?
il.  Mental Health Care?
iii.  Any illness, injury, or surgery to the human body?

OYes ONo DRefused

OYes OONo [ORefused
COYes CONo [JRefused

Has your child spent time in a correctional facility including
jail/prison/detention (because of an arrest, parole, or probation
violation)?

OYes OONo [JRefused

Has your child had suicidal thoughts?

OYes ONo DRefused

7 Please indicate your level of agreement or

disagreement with the statements by checking the
choice that best represents your feelings or opinion for

your child over the past 6 months.

Response Options

[

i
|

Disagree

Not Applicable
Refused

Agree
Strongly Agree

Domain: Social Connectedness Questions a-g

a. My child is happy with the friendships they have, their

friends will listen and understand them when talking. Ooobooao
b. My child has people with whom they can do enjoyable

T Vemcamm o I e s B B

ngs.
c. |feel my child belongs in the community.
i o Sk o 0 = 1 e o

d. In a crisis, my child would have the support they need

from family or friends. cobooooao
e. My child has people that they are comfortable talkin

w\ilth. i e " B B B R o B i e (G
f. My child has family or friends that are supportive of

their recovery. ooooooao
. My child generally accomplishes what they set out to
s e b J o e e (8

Mwln:Funcdoninﬂ_Qmﬂuuh—q g = T

h. My child does things that i It

thycn oes things that are more meaningful to 0OooOoOoOOo

em.

. My chil tak g
i y child can take care of their needs ooooooo
. My child handle thi hen th ong.
j y child can hancle things when they go wrong 0Ooo0o0O0oOoOo0
k. My child can do things that they want to do. OoOo0OO0OO0 0o
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Division of Behavioral Heaith
Family Mental Health Disorder Outcome Tool

“Please indicate your level of agreement or disagreement e
with the statements by checking the choice that best
represents your feelings or opinion for your child over the §
past 6 months. - 5
bl :
EHERRE
Il My child gets al ith family, friends, and oth
y child gets along with family, friends, and other o e O = Ol e (R e
people.
' % [with erisis:
m. My child can deal with crisis 308 88 B8
. Mychidd i ial situations.
n. My child does well in social situations e B o G e Y o G e
. My cnild does well in sch
0. My cnild does well in school and/or work. D OnDoDnoans
. My child’s symptoms t bothering th h.
p. My child’s symptoms are not bothering them as muc 38 80 '5b 508
. My child’s housing situati fe pl '
q. My child’s housing situation is a safe place to live I 1 o A o |
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GAIN Short Screener (GAIN-SS)
Version [GVER]: GAIN-SS ver. 3.0

What is your name? a. b. c.

(First name) (ML) (Last name)

What s today’s date? (MM/DD/YYYY) |_| _|/[ | |/20( | |

gaince.org

Ihefoﬂowinngﬁmsmaboutwmmonpsycbologimechavioandpasonal &
problems. These problems are considered significant when you have them for two 9| 2
ormmawoeh,whentheykeepcomingback,whmthcykeepywﬁunmeeﬁng &
your responsibilities, or when they make you feel like you can’t go on. g g )
2
Aﬁuewhofthefoﬂowhgquwﬁms,plemtcﬂusﬂwhstﬁmu,ifm,ywhadtho - 3 8 g §
problanbymwuingwhetheritminthepastmon:h.ZtoBmonﬂnagtho12 Al e ~|Z
months ago, 1 or more years ago, or never. 41312110
DSer 1. When was the last time that you had signifi cant problems with... :
a feeﬁngvuyhpped,lmely,md.bhn,dqud,ahopehulbmﬂthcﬁmm?mA 3 2 1 0
b. sleep trouble, such as bad dreams, sleeping restlessly, or .
falling asleep QUrIng the AAY?.....v.uuvveemceomsrsmsmmsssercsessssssmmsmsssesesses s e B} §
c. feeling very anxious, nervous, tense, scared, panicked, or like something
~  bad was going to happen?...............coooooo.__ I S 4 2 1 0
d beoomingvetydxshmsedmdupwtwhenmcﬂﬁngmnmdedymoftbepu?“4 3 2 1 o
e minldngabmnendhgyourlifuorcommitﬁngsuicide? ......................................... . S R TR S
f. seeingorhctringthingsﬂmtnooneelseoouldseoorhcarorfeeﬁngﬂmt
someoneelseoonldreadorcouh'olyomthong!m? ........ . B - WRC
DSer 2, Whenwnthehstdmethatyoudidthefoﬂowingthingstwoormoretimu?
R Liedorconnodtogetthingsyouwantedortosvoidhavingtodosomething ....... 4. 3% Y.'Y i
b. Hadabard'timepayingahnﬁonatschool,wmk,orhome. .................................. 4 § 3 10
G I-Iadahardtimelistminglbim&ucﬁonsnscboolwak,orbane. ..................... % 3'2 %% 9
d. Had ahard time waiting for your turn. .................._____ s - O S U DR
e Wmnbuﬂyorthreatmedodmerpeople ................................................................. LR LA % G
- 3 Started physical fights with other people R e DR ) A 8 <R 130
g Triedtowhbackymn-gnnblhgloscsbygoingbackmotherday. ................... & 3 -0
)Scr 3. 'When was the last time that. ..
2. you used aleohol or other drugs weekly or more often?.............ooooooooooo % % 2 %0
b. youspentalotofﬁmeciﬂmgutﬁnga]coholoromqm,usingalooholor
otbnrdmgs,orrecovuingﬁcmﬂ:oeﬁ'ecbofdmhola'o(hadmgs
O Selbgall)y o &3 e
c. youkcptusingalooholoroﬂmrdmgseventhoughitwucamingsocial
problems, leading to fights, or getting you into trouble with other people? .......... & 3.3 Eud
d yommeofdcoboloroﬂ:«dmgpmedyonwgiveuponednceyom
invol'vananinwtiviﬁesltwo&,school,home,orsocinlcvmts? .................. % 5 2 1 @
e. youhadwithdnwdproblemﬁomalcoholorotherdmgslﬂ:eshakyhmds,
ﬂnowingnp,havingtronblositﬁngsﬁllonlooping,oryouusedmy
alcohol or other drugs to stop being sick or avoid withdrawal problems?............. 4 3 2 1 @
1 gaininfo@chestnnt org
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(Continued)
o
5| &
HE
LIHEP
After each of the following questions, please tell us the last time, if ever, you had the E 2la| |2
problem by answering whether it was in the past month, 2 to 3 months ago, 4 to 12 N | Z
months ago, 1 or more years ago, or never, 413]21110
“VSecr4. When was the last time that you...
.a. had a disagreement in which you pushed, grabbed, or shoved someone?.............. 2 255 I8
b. took something from a store without paying for #? ..........oevveeeoeeeeoo, Sl S N G
c. sold, distributed, or helped to make illegal drugs?.........ooooev.oooveeoosoeeeeoo e B IR
d. drove a vehicle while under the influence of alcohol or illegal L RO % 3 X T8
e. purposely damaged or destroyed property that did not belong to you?................ 4 3 2 Y0
5. Do you have other significant psychological, behavioral, or personal problems Yes No
that you want treatment for or help with? (Please describe) ............ooooooieeoe 1 0
vl

6. What is your gender? (If other, please describe below) 1 - Male 2 - Female 99 - Other

vl.

7. Howoldareyoutoday? | | | Age
7a. How many minutes did it take you to complete this survey? Ll 1 | Minutes

8. Site ID: Site name v.
Staff name v.

9, Staff ID:
10. Client ID: : Comment v.
11. Mode: 1 - Administered by staff 2 - Administered by other 3 - Self-administered
13. Referral: MH SA ANG Other 14, Refemral codes:

15. Referral comments: v1.

IDScr la~1f
EDScr 2a-2g
SDScr 3a~3e
CVSer 4a—4e
TDScr la—4de

GAIN-SS copyright © Chestnut Health Systems. For more information on this instrument, please visit
http:/fwww gaincc.org or contact the GAIN Project Coordination Team at (309) 451-7900 or GAINInfo@chestnut org
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