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Helping Hand


	IDENTIFYING INFORMATION


Client Name: __________________________________Date of Birth: _________________                          
Address:_________________________________________________________________       
Phone:________________ Gender/Sex:_____ Emergency Contact:___________________________
Marital Status:         [image: ]         Single       [image: ]          Married       [image: ]          Divorced       [image: ]        Separated
Insurance:___________________________ Policy #:___________________________
Place of Employment:_______________________________________________________________________
Primary Language: ____________________ Years of Education___________

Primary reason for visit:
____________________________________________________________________________________
____________________________________________________________________________________
Any previous counseling/psychiatric admissions including involuntary:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any previous diagnosis:  Yes [image: ]    No   [image: ]
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any current Medications: Yes [image: ]    No   [image: ]
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals for treatment?
______________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________

What are your goals for the next 30 days?
___________________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Name three of your strengths:   
a)__________________________________________________________________________________
b)__________________________________________________________________________________ c)__________________________________________________________________________________

Three areas you would like to improve:  
a) _________________________________________________________________________________
b)__________________________________________________________________________________ 
c) __________________________________________________________________________________


Do you have a history (current or in recovery) of Substance use?  Yes  [image: ]      No  [image: ]
If yes, please complete the form below.

Substance Use History:
	Substances
	Route
	Frequency
	Amount
	Onset
	Last used
	  Comments

	Alcohol
	
	
	
	
	
	

	Benzodiazepines
	
	
	
	
	
	

	Cocaine (powder)
	
	
	
	
	
	

	Crack Cocaine
	
	
	
	
	
	

	Codine
	
	
	
	
	
	

	GHB
	
	
	
	
	
	

	Hallucinogens
	
	
	
	
	
	

	Heroin
	
	
	
	
	
	

	Inhalants
	
	
	
	
	
	

	Ketamine
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	

	MDMA/EX
	
	
	
	
	
	

	Meta-amphetamines
	
	
	
	
	
	

	Methadone
	
	
	
	
	
	

	Mushrooms
	
	
	
	
	
	

	Nicotine
	
	
	
	
	
	

	Opiates
	
	
	
	
	
	

	Other
	
	
	
	
	
	

	Oxycodone
	
	
	
	
	
	

	PCP
	
	
	
	
	
	

	Steroids
	
	
	
	
	
	












Symptom Checklist: (Which of the following problems [check all that apply] have you experienced during the past six months)
	
_ _Depression/Sadness			_ _Mood Swings			_   Guilt and Remorse
_ _Sleep Disturbances			_ _Irritable/Angry/Tense		_ _Isolated from Others
_ _Tearful Episodes			_ _Appetite Disturbances		_ _Impaired Reality Testing
__Tremulous Feelings			__Numbness/Tingling in Limbs	             _ _Impaired Insight
__Suicidal Thoughts			_ _Shortness of Breath		               _ Impaired Hygiene
_ _Chronic Pain			__Nausea and/or Vomiting		_ _Impaired Judgment
_ _Hopelessness			_ _Concentration / Memory		__ Loss of Interest in Life
_ _Helplessness			__Delusions				__ Impaired Social Skills
__Hallucinations			__Blackouts / Pass outs		             __ Easily Startled
_ _Withdrawal Symptoms		             __Homicidal Thoughts		            ___Hypervigilant
_ _Impulsive Behaviors			__Flashbacks				 __Bizarre Behaviors
_    Significant Weight Changes	__         __Decreased Functioning		__Dissociation
_ _Family Discord			_ _Job Related / Employment	             __Delusional Beliefs
__Legal Difficulties			_   Substance Abuse			_ _Decreased Energy Level
__Speech / Communication		__Paranoid/Suspicious		             __Medication Non-Compliance
_ _Physical Exhaustion			__Seizures				__Panic Attacks
__Damaging Property			_ _Feelings of Worthlessness	             __Phobias
     
Are your planning to file for social security disability 
Yes  [image: ]      No  [image: ]

Please note:
1.  The practice does not provide counseling for the purpose of applying for Social  
 Security Benefits and/or disability as well as for civil litigation.  
2. As a client of Helping Hand Counseling & Consulting services, you have 24 hours to cancel sessions.  Clients are responsible for payments when sessions are not cancelled within that period.  If you are using an EAP one of your session will be used for no show/no call scheduled session.




________________________________________________________________________________
Client Signature									Date










AUTHORIZATION TO RELEASE AND EXCHANGE OF INFORMATION


Date of Request:   
Client Name:  
D.O.B.:				ID #: 
Address:   
Phone #:  

I,  ……………………………………………………………. hereby authorize Yvonne Rose-Green (Licensed Mental Health Counselor) to request or receive information both verbally and in writing pertaining to me…………………………………….

 ٱ  Medical History/Physical		ٱ    Educational		
 ٱ   Treatment Plan			ٱ   Intake Information				                                     
ٱ   Discharge Summary			ٱ    Legal
 ٱ    Progress Summaries			ٱ    Other                               

I know that this information will confidential and will be used only to provide the best medical/social services and educational planning possible.  I know that I am granting permission for sharing necessary information with the agency listed below by initialing by the name of the agency.

Name/Agency/Contact:  
Address:    
City/State/Zip:  
Phone: 


Purpose for which information is to be use:  Progress in Treatment

I understand that a photocopy of this consent is valid as the original.  This consent is effective for one year unless otherwise specified.  Consent given for one-time release of information will expire 90 days from the date of consent.  I also understand that any information disclosed or obtained will be kept in strict confidence and utilized solely for the purpose of providing services as specified in Federal Confidentiality Rules 42 CFR Part 2 and CFR Subtitle A and Subchapter C Part 160 and Florida Statutes 294.459 (9b) and/or 90.502 (Psychiatric/Psychological information).  I understand that I may withdraw my consent at any time.  I also understand that information may be provided regarding billing such as insurance or Medicaid.

I certify that I have read the statement and information above that I understand and agree to its content.

_________________________________________________		___________________
                 Client Signature						Date
_________________________________________________		___________________
                 Witness Signature						Date










INFORMED CONSENT FOR ASSESSMENT AND TREATMENT


Client Name:  ___________________________________________   ID#. _______________


The above name individual has been referred for services through the Helping Hand Counseling. Before treatment is provided, we must conduct an assessment to determine eligibility and plan for treatment, which best meets the needs of the client.

A qualified clinician will conduct the assessment.  Evaluations tools will be carefully selected based on clients’ needs.  Information about client and/or family member may be requested in order to provide needed treatment services and support.

             By signing this form, I ____________________________________, voluntarily grant permission for Helping Hand Counseling to conduct an assessment, and possible follow-up treatment.  I acknowledge that my rights have been explained; the limits of confidentiality and the grievance policy have also been explained.  

             I hereby give my permission to bill my health care insurance carrier, Medicaid, or other designated health benefits payor.  I understand it may be necessary to release certain clinical information in order to secure such payment.




_________________________________________		_____________________
      Signature of Client						Date


_________________________________________		_____________________
        Witness Signature						Date















CONFIDENTIALITY STATEMENT







Client Name:  ______________________________________________ID#: ___________



I_____________________________, confirm that a statement of confidentiality was explained to me by Yvonne Rose-Green.  I understand that information exchanged with my therapist is confidential and is being disclosed to assist me in treatment.  I however understand that my rights to confidentiality can be broken if:

1) I disclosed information or make statements regarding my intention to hurt myself and others 
2) I report being the victim or perpetrator of physical or sexual abuse 
3) There a visible/suspected sign of neglect
4) I report abusing an elderly person or a child



__________________________________			____________________
 	      Client Signature					                Date

__________________________________			____________________
	     Witness Signature					                Date













CLIENT’S RIGHTS AND RESPONSIBILITIES


Client Name: _______________________________________ID#: _______________


As a client of Helping Hand LLC Counseling Service, you have the following rights:

1. To make recommendations regarding our client’s right and responsibilities.
2. To be treated with courtesy and respect.
3.  To receive appropriate behavioral health care.
4.  To obtain information about our services and therapists.
5.  To receive information about our clinical guidelines and client’s rights and responsibilities.
6.  To participate in the planning of your treatment, including the option to consult
      with personal and professional acquaintances at your own expense.
7.  As a competent client, to refuse treatment.
8.  To participate in experimental research, but only when you have provided written, informed consent to do so.
9.  To be free from mental and physical abuse as defined by law.  This includes freedom from any act that constitutes assault, sexual 
      exploitation, or criminal sexual conduct.  It also includes the intentional and non-therapeutic infliction of physical pain or injury,
      or any conduct intended to produce mental or emotional distress.     
10.  To confidential and private behavioral healthcare treatment and the confidentiality of your treatment record.  This includes your right
       to approve or refuse the release of information contained in your records.
     
11. To voice complaints about the care that is provided following the center’s procedure.  A copy of the procedure can be obtained from the 
       receptionist.

And the responsibilities:

1. To give to your treatment providers, the information needed to care for you. 

2.  To follow the treatment plan and instructions for care that you and the provider have agreed upon.

3.  To participate, to the degree possible, in understanding your behavioral health problems and in developing with your provider, mutually 
     agreed upon treatment goals.
     

__________________________________			____________________
 	      Client Signature					                   Date
__________________________________			____________________
	     Witness Signature					                  Date
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