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Intake Information:


Last Name                                                                First Name                                                    

________________________________________________________________________

Home Address                   

________________________________________________________________________

                                                                 City                           State            Zip    

________________________________________________________________________   

Home phone number                      cell number                        work number

________________________________________________________________________

DOB                                           

______________                        









           

E-mail:_________________________________________________
Emergency Contact:___________________________ Phone Number_________​​​​________________
Insurance/ EAP Information:
Company: _____________________________​​​​​_____

Name of insured:  

Last Name                                                       First Name                   Relationship  
______________________________________________________________________

DOB   _____________                     
Insurance ID number                Group number

____________________           ​​​​​​​​​​​​​​​​​​​​______________________________________________

Insured place of employment
________________________________________________________________________

Name and phone of insurance 

________________________________________________________________________

Insurance Address

________________________________________________________________________






City

    State

         Zip
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Client Intake Form
The information requested on this form will be kept confidential and will help your counselor to assist you.  Please fill out the form as completely as you can.

Problem Definition
What is the reason for seeking help now? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Are any of the following conditions a problem to you (or your child if they are the client) at this time?
___Anxiety


___Loss of Interest

___Codependency
___Grief


___Flashbacks


___Too Much Energy


___Depression

___Lethargy


___Loss of Appetite
___Irrational Fears

___Self Esteem

___Substance use/abuse
___Stress


___Suicidal Feelings

___Loss of Hope
___Frequent Worry

___Rage


___Partner Relationship Problems
___Loneliness


___Sexual Issues

___Parenting Issues
___Anger


___Coping with Divorce
___Mood Instability
___Loss of work/job

___Domestic Violence
___Abuse or Trauma
___Poor Concentration
___Self Injury Behaviors
___Issues with Eating
___Racing thoughts

___School Problems

___Work Problems
___Difficulty Sleeping
___Financial Stress

___Impulse Control
___Nightmares

___Hyperactivity

___Loss of Meaning in Life
What would you like to see happen as a result of counseling?
______________________________________________________________________________
______________________________________________________________________________
Make a check if any of these statements are true:
___I have had thoughts of harming myself or someone else
___My thought of harming myself or someone else are frequent
___I am sometimes afraid I cannot control my thoughts of hurting myself or someone else
___I have sought help in the past due to thought of hurting myself or someone else
Medical History
Please list any medical conditions you have been treated for (past or present)
______________________________________________________________________________
Please list any medications you currently use, dose and frequency.  If none please check ___NONE
______________________________________________________________________________
Date of your last physical exam: ______________________________
Do you have any known drug, food, or other allergies?
___No
___Yes specify:___________________________________________________________
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Statement of Understanding
Dear EAP Participant:

We are pleased that you are accessing you EAP (Employee Assistance Program) benefit.  There are a few key and unique elements that we need to notify you of as you begin to use this benefit.

First, EAP services will remain completely confidential unless you, the client, direct us to sign releases for a specific reason.  State and Federal confidentiality laws protect your rights.

This benefit provides you the opportunity to discuss problems with us and for a full assessment and referral options to be presented.  We will develop a plan of action with you.

There is no cost to you for EAP services.  Your counselor can clarify the number of complimentary visits that are included in your plan.  Any referrals or services outside of the EAP benefit must be billed to your health insurance carrier or other arrangements you make with the provider.  Advantage EAP makes every attempt to refer to providers who are in-network and to assist you in obtaining benefit information when necessary.  Although we will assist you in any way we can to help you get connected with the resources you need, Advantage EAP is not responsible for insurance verification, coverage or claims.

I hereby acknowledge that I have read this Statement of Understanding.

___________________________


______________________________

Participant Name (Print)




Participant Signature

___________________________


_______________________________
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Privacy Notice

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.  Please review it carefully.

1. Statement of Our Duties

We are required by law to maintain the privacy of your personal health information and to provide you with this notice of our privacy practices and legal duties.  We are required to follow the terms of this notice.  We reserve the right to change the terms of this noticed based on the Advantage Behavioral Health LLCs’ needs and changes in state and federal law.  If we change this notice, we will provide you with a revised notice in writing.

2. Statement of Your Rights

You have the right to know how we may use or disclose your Protected Health Information (PHI).  In addition, you have the following rights:

· The right to request that we place additional restrictions on our uses and disclosures of your PHI.  However, we are not obligated to agree to impose any such additional restrictions.

· The right to access, inspect and to receive a copy of the protected health information that we maintain in our files about you.  Recipient will be charged a fee for copying and postage of PHI.

· The right to have us correct or amend any information that we create in error.  Requests to access or amend your health information should be sent to the contact person and address provided in Section 4 of this notice.

· The right to receive an accounting of the disclosures of your PHI that we make for purposes other than activities related to your treatment, our payment functions, or other health care operations.

· The right to receive communications of PHI in a confidential manner.

· The right to release your records to others, for any purpose you choose.  Such a request must be in writing and may be revoked at any time in writing.

· The right to obtain a paper copy of this notice from us on request if you first receive this notice electronically.

3. Use and Disclosure of Protected Health Information (PHI)

Advantage Behavioral Health LLC adheres to Illinois Law and requires written authorization in order to disclose any PHI outside of Advantage Behavioral Health LLC.  The use and disclosure of PHI typically occurs on the following occasions:

· Treatment. We may use or disclose your health information to provide, coordinate or manage your treatment including others outside our practice with whom we are consulting or to whom we are referring you.

· Payment. Information will be used to obtain and facilitate payment for treatment and services provided.  This will include verification of benefit eligibility and coverage, determination of payment status and utilization review activities.

Privacy Notice

· Healthcare Operations. We may also use or disclose your protected health information to perform administrative, financial, legal and quality improvement activities necessary to run the business and support the core functions of treatment and payment.

Information Disclosed Without Your Consent. Under Illinois and federal law, information about you may be disclosed without your consent in the following circumstances:

· Emergencies. Sufficient information may be shared to address the immediate emergency you are facing.

· As Required by law. This would include situations where we have a subpoena, court order, or are mandated to provide public health information such as suspected child, elder, or institutional abuse or neglect.

· Governmental Requirements. We may disclose information to a health oversight agency for activities authorized by law such as audits, investigations, inspections and licensure.  We are also required to share information, if requested, with the Department of Health and Human Services to determine our compliance with federal laws related to health care.

· Criminal Activity or Danger to Others. If a crime is committed on our premises or against our personnel, we may share information with law enforcement to apprehend the criminal.  We also have the right to involve law enforcement when we believe an immediate danger may occur to someone else.

4. Contact Person for Complaints or Further Information.

To request more information about this notice, you may contact the person listed below.  You may complain either directly to us or to the Secretary of Health and Human Services if you believe that we have not properly protected your health information.  You will not be retaliated against in any way for filing a compliant.  To file a compliant with us, you may submit one in writing that includes as many details as possible to:


 Director of Advantage Behavioral Health


 1138 N. Main Street  


 Algonquin, IL 60102


(847)658-4224

5.  Our practices regarding confidentiality and security.

We restrict access to your protected health information to those employees who need to know that information in order to provide services to you.  We maintain physical, electronic, and procedural safeguards that comply with federal regulations to guard your private information.

___________________________________

_________________________

Signature
Date

____________________________________            ___________________________

