Nicole Williams, LCSW, LMFT
7410 New LaGrange Rd, Suite 302

Louisville, Kentucky 40222

Adolescent Intake Information

CLIENT NAME: _____________________________________________
DATE: __________



         Last


     First

SS#:  _______________________
 DOB: ____________________

AGE: ​​​​​​_____________

ETHNICITY   (Please circle)
African American     Native American     Asian     Caucasian     Hispanic     Other

PARENT/GUARDIAN INFORMATION











    Circle one 

NAME(S): _____________________________________________________
Parent
   Guardian

ADDRESS: __________________________________________________________________ 

CITY: ___________________________

STATE: ______
ZIP: _____________  

PHONE:   Home: ( ____ ) _____________         Work: ( ____ ) ____________  ext. _____ 

 

Cell: ( ____ ) ______________   Which number do you prefer I use primarily? _____________

REFERRED BY: ________________________     May I contact this individual?    YES    NO

If yes, please provide an address and/or phone number:

________________________________________________________________________

PARENT NAME
OCCUPATION
  EMPLOYER 

    GROSS INCOME

________________   ____________________   _________________________    $ _______________

________________   ____________________   _________________________    $ _______________

EDUCATION: (Please circle highest level achieved)






 

High School     Trade/Technical     Associates     Bachelors     Masters     Doctoral

Other   Specify: _____________________________

HOUSEHOLD INFORMATION
NAMES OF CHILDREN
          AGES


SCHOOL & GRADE

_____________________________     _______     __________________________________________

_____________________________     _______     __________________________________________

_____________________________     _______     __________________________________________

_____________________________     _______     __________________________________________

(Please use back of sheet for additional children.)

OTHERS LIVING IN THE HOME: ____________________________________________________

LEGAL ISSUES
Has the client had any legal problems in any of these areas?  

( Driving offenses     ( Family     ( Violence     ( Financial
     ( DUI

Describe: ___________________________________________________________________________

Has the client ever been arrested or convicted of a crime?     YES     NO

If yes, please explain: _______________________________________________________________

Does the client currently have any legal problems?     YES     NO

If yes, please explain: _______________________________________________________________

PREVIOUS COUNSELING/TREATMENT

Has the client previously had counseling or mental health treatment?     YES
NO

If yes, please provide additional information:

WHEN: ____________   WHERE: ______________________________   HOW LONG? _________ 

RESULTS: __________________________________________________________________________

IS A REPORT TO BE SENT TO AN AGENCY OR INDIVIDUAL?  IF SO, WHOM?  ____________________________________________________________________________________

Please specify any issues the client is currently experiencing or has previously experienced.  (Check all that apply)

( Alcohol Use/Abuse
( School Concerns

( Parent-Child relationship
( Drug Use/Abuse

( Family conflicts

( Legal Issues
( Grief/Loss


( Physical Abuse

( Cross-cultural Issues
( Depression/Anxiety
( Sexual Abuse

( Developmental Delay

( Serious Mental Illness
( Trauma


( Suicidal Behavior



( Community violence
( Self-Injury


( Family financial stress
( Homelessness

( Behavioral Issues

( Health Issues/Disabilities
Why is the client seeking therapy? __________________________________________________

____________________________________________________________________________________

Additional Information:______________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

MEDICAL INFORMATION
Date last seen by a physician: ________________

Specify any health issues the client is currently experiencing.  (Check all that apply)

( Headaches


( Heartburn or gas 

( Slow-healing sores
( Dizziness


( Constipation

( Shortness of breath
( Fatigue


( Loss of appetite

( High blood pressure
( Coordination problems
( Abdominal pain

( Irregular heart beat

( Limited mobility

( Weight gain

( Chest pain



( Nausea


( Weight loss

( Hearing difficulties
( Vomiting


( Joint pain


( Vision difficulties

( Indigestion


( Pregnancy

 
( Insomnia or sleep issues

Check if anyone in your immediate family has or have had any of the following:

( Heart disease    ( Stroke    ( Mental illness    ( Alcoholism    ( Drug abuse

( Other addictive behaviors    ( Other chronic medical conditions
Prior Hospitalizations?  If yes, please list year, name of hospital, and diagnosis & treatment:  

____________________________________________________________________________________

____________________________________________________________________________________

CURRENT MEDICATIONS:  (Please list any medications client is taking, along with the dosage, when it was first prescribed and by whom, and the purpose of the medication)
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Additional Information:______________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Nicole Williams, LCSW, LMFT
7410 New LaGrange Rd, Suite 302

Louisville, Kentucky 40222

RELEASE FOR THE EVALUATION 

AND TREATMENT OF A MINOR

I, ____________________________________________, as the parent or legal guardian of __________________________________, hereby authorize Nicole Williams, LCSW, LMFT to perform an evaluation and treatment of the minor named above.  As parent or legal guardian, I retain the right to request information concerning the above minor’s evaluation and treatment.

Signature

Date


Witness

Date


Nicole Williams, LCSW, LMFT
7410 New LaGrange Rd, Suite 302

Louisville, Kentucky 40222

502-414-1347
Notice of Privacy Practices

My commitment to your privacy:
My practice as a licensed clinical social worker is dedicated to maintaining the privacy of your personal physical and mental health information.  The following paragraphs are a summary of complicated laws governing privacy.  I want you to be aware of the important points of the privacy laws in order that you may be aware of my confidentiality practices.

I will always tell you if I need to disclose any information about you (e.g. filling out forms for your insurance), and will do so only on your authorization.  If you wish me to release information for any reason, you must sign the Release of Information Authorization that I will provide for you.

You need to be aware that there are some rare circumstances that the law requires me to release information WITHOUT your authorization.  These circumstances are:  1. When there is a serious threat to your health and safety or the health/safety of another person or the public; 2. By order of the court; 3. Physical or sexual abuse of a child; and 4. Domestic violence.

Regarding your Private Health Information in this office:

You can ask me to talk with you about your emotional health issues and you have a right to see any information I present to an insurance company on your behalf.  You can have a copy of all invoices related to billing related to you (or your child/dependent under age eighteen).

If you believe the information in these billing or invoice records is incorrect or incomplete, you can ask me to make changes (or corrections if I have erred).  This is a process of AMENDING your information.  You must tell me why you wish these changes.  You may add them to your file I have.  This does not necessarily mean I can change certain components of the information, i.e. if we disagree about a diagnostic impression or the importance of some change in your behavioural health.  It means you have the right to dissent from any of my views regarding your care.

You have a right to file a complaint if you believe I have compromised your privacy.  I encourage you to discuss your concerns with me.  If we cannot resolve the issue, you may file a written complaint with the Department of Health and Human Services and the Kentucky Board of Social Work.

If you have questions about any of these issues, you may reach me through this office.

The effective date of this notice is 14 April, 2003.

THIS OFFICE IS HIPAA COMPLIANT

HIPAA, THE HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT OF 1996 DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW CAREFULLY THE NOTICE OF PRIVACY STATEMENT BEFORE SIGNING. IF YOU HAVE ANY QUESTIONS PLEASE LET ME KNOW.

I HAVE RECEIVED THE NOTICE OF PRIVACY PRACTICES AND HAVE BEEN PROVIDED AN OPPORTUNITY TO REVIEW IT.

PRINTED NAME:

BIRTHDATE


SIGNATURE

DATE


Nicole Williams, LCSW, LMFT
7410 New LaGrange Rd, Suite 302

Louisville, Kentucky 40222

502-414-1347
OFFICE PROCEDURES

Appointments: Call 414-1347 and leave a message.  I will return your call and set up an appointment time.

Emergencies: Call 423-0212.  If I don’t answer, leave a voice mail message and I will get back to you as quickly as possible.  When I am on vacation I make arrangements for another professional to take any emergency sessions that my clients may request. My answering machine will give you the name and phone number of the professional on call.  Int. ________________________
Cancelled Appointments: Call 24 hours in advance to cancel and/or reschedule an appointment.  There is often a waiting list and this allows another person to use the time.  Any appointment time not cancelled within the 24 hours notice will be charged at the full rate. Int._________________
Fees: Are $110.00 for a 50-minute session.  Telephone conferences over ten minutes will be charged at the hourly rate.  Payment is due at the time of appointment.

INT. ________________
Insurance: Any arrangements for reimbursement should be made between you and your carrier.  I will be glad to give you a receipt; however, I am not a managed care provider. Int._______________
Confidentiality: My practice is HIPAA compliant.  You are required to sign consent to treatment and receipt of HIPAA notification of privacy rights.  Any information that might be disclosed about you will be done in strict compliance with HIPAA.  Services are confidential and I ask that you respect the confidentiality of anyone that you see in my office.  My duty to keep information confidential does not extend to behaviors that are lethal to yourself or others.  Further, I will not keep confidential any information, which I am legally required to report.  This includes information pertaining to the abuse or neglect of children or disabled adults.  There is not guarantee of confidentiality for information that is sent to insurance companies.  In light of this, you may want to consider whether or under what conditions you use insurance versus paying for therapy on your own.  Int.______________________
I acknowledge that I have read and understand the office procedures described herein.  I agree to accept responsibility for payment of fees as described herein.  I give consent to the confidentiality provisions and limitations thereon described above.

__________________________________ 
 
_____________________

Client Signature




Date

