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CLIENT CARE COMMUNICATION FORM

Client Name: _______________________________________​​​​​_________

Date of Birth: _​​​​​​​​​​____________________

☐  I DO NOT wish the Primary Care Physician (PCP) for this client be contacted at this time. (Note: Some insurance companies require that your mental health provider share basic information with your (PCP) regarding your treatment. Refusal to allow this information to be released may result in your insurance company denying coverage for services rendered.  (This can be changed any time you choose in the future.)
- OR -

☐  I DO wish the Primary Care Physician (PCP) for this client be contacted at this time and have completed the below information to be FAXED to the following PCP:

FAX TRANSMITTAL

To: ________________________________________
 Company:  __________________________________________

       (Primary Care Physician )

Phone Number: _____________________________
 Fax Number:  ________________________________________

Consent to Release Patient Information to Primary Care Physician to Coordinate Care
I may revoke this consent at any time except to the extent that action has been taken in reliance upon it. If I do not revoke it, this consent will expire one (1) year after I have terminated treatment with this provider. If the purpose for seeing CCSWO is to generate a report to a court and/or other third party(ies), then failure to sign the authorization releasing the information to the court and/or third party(ies) may result in CCSWO refusing to see you.

Dear Doctor,

The aforementioned client has entered into therapy with me at Catholic Charities of Southwestern Ohio.  The following information is being shared with you for the purpose of continuity of care:

Presenting Problem(s):_________________________________________________________________________________________

Treatment Plan Recommendations: _____________________________________________________________________

Medications Prescribed 

(per client report): ___________________________________________________________________________________

Other pertinent information regarding my treatment, diagnosis, behavioral, mental and emotional functioning and behavioral health status, may be shared with you in the future (except progress notes) on an as needed basis.

FYI: NO ACTION IS REQUIRED ON THE PART OF THE RECIPIENT, NOTE TO RECIPIENT OF

INFORMATION:  This information has been disclosed to you from records the confidentiality of which may be protected by federal  and/or state law. However, once the information is released by Catholic Charities of Southwestern Ohio, it may be redisclosed by the recipient of the information and no longer protected.

BY SIGNING BELOW, I INDICATE THAT I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION.

I may revoke this authorization at any time except to the extent that action has been taken in reliance upon it. If I do not revoke this authorization, it will expire (1) year after I have terminated treatment with this provider.

_______________________________________________________________________________

___________________

Client/Parent/Guardian








Date

________________________________________________________________________________

___________________

Therapist










Date
CLIENT REGISTRATION FORM

Date __________________________

Client Information

Name __________________________________________________________________    Birth Date __________________________
              (Last)                                                 (First)                                          (MI)    (Maiden)                           

Address _____________________________________________________________________________________________________

                  (Street)                                                                      (City/State)                                    (Zip Code)                                   (County)

Phone ______________________________________________________________________________________________________      
               (Home – OK to leave message?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No)         

(Work/Cell – OK to leave message?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No)
Marital Status ________________
   Race ________________    Religion _______________   Education Level __________________


Physician ____________________________________________________   Disabilities _____________________________________

Employer _______________________________________________   Occupation _________________________________________

Household Income _____________________________________________   SS # __________________________________________

 

   (Gross annual income)

Person to notify in case of emergency ____________________________________________________________________________________________________________

(Name)                                                                             

 (Relationship)                                                         (Phone)

Insurance Information
Insurance Company _____________________________________________    Identification Number _________________________

Family/Household Information

	Name
	Relationship to Client
	Date

of Birth
	Race
	Religion
	Employer/

Occupation

School/

Grade
	Education

Level
	Marital Status/

Date of Marriage

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Office Use Only:

Presenting Problem ________________            Primary Focus _______________            County ______________________

Living arrangement ________________            Income Source _______________            Payment Method _____________




Client Rights

Catholic Charities of Southwestern Ohio shall provide and safeguard the following rights for all clients:

1. The right to be treated with consideration and respect for personal dignity, autonomy, and privacy.

2. The right to be free of any intrusive procedures that would violate personal privacy or dignity.

3. The right to service in a humane setting that is the least restrictive feasible as defined in the treatment plan.

4. The right to be informed of one's own condition, or proposed or current services, treatment, or therapies, and of the alternatives.

5. The right to be informed of available program services.

6. The right to consent to or refuse any service, treatment, or therapy upon full explanation of the expected consequences of such consent or refusal. A parent or legal guardian may consent to or refuse any service, treatment, or therapy on behalf of a minor client.

7. The right to a current, written, individualized service plan that addresses one's own mental health, physical health, social, and economic needs, and that specifies the provision of appropriate and adequate services, as available, either directly or by referral.

8. The right to participate in the development, periodic reassessment, review and/or revision in one’s own Individual Treatment Plan and receive a copy of it. 

9. The right to freedom from unnecessary or excessive medication.

10. The right to know how one’s medical information may be used and disclosed and how to access to this information (Privacy Notice).

11. The right to receive a current Privacy Notice, explaining how one’s personal health information will be handled.

12. The right to request restrictions on the use and disclosure of personal information for the purposes of treatment, payment or health care operations.

13. The right to receive an accounting of disclosures.

14. The right to request the method by which communication will occur, such as by cell phone or mail.

15. The right to freedom from unnecessary restraint or seclusion.

16. The right to request Catholic Charities of Southwestern Ohio to amend or correct one’s personal information.

17. The right to expect that any business affiliated with our agency and with whom your information may be disclosed (computer repair company, etc.,) will be required to enter a contract with Catholic Charities of Southwestern Ohio stating that they will agree to protect the confidentiality of any information that is disclosed.

18. The right to participate in any appropriate and available agency service, regardless of refusal of one or more other services, treatments, or therapies, or regardless of relapse from earlier treatment in that or another service, unless there is a valid and specific necessity which precludes and/or requires the client's participation in other services. This necessity shall be explained to the client and written in the client's current service plan.

19. The right to be informed of and refuse any unusual or hazardous treatment procedures. 

20. The right to choose involvement in any research project.

21. The right to be informed of the Professional Code of Conduct of the agency.

22. The right to be advised of and refuse observation by others and by techniques such as one-way vision mirrors, tape recorders, video recorders, televisions, movies, or photographs.

23. The right to have the opportunity to consult with independent treatment specialists or legal counsel, at one's own expense.

24. The right to confidentiality of communications and of all personal identifying information, within the limitations and requirements for disclosure of various funding and/or certifying sources, state or federal statutes, unless release of information is specifically authorized by the client or parent or legal guardian of a minor client or court-appointed Guardian of the Person of an adult client in accordance with Rule 5122:2-3-11 and 3793:2-1-07 of the Administrative Code.

25. The right to have access to one's own psychiatric, medical, or other treatment records, in accordance to agency procedures, unless access to particular identified items of information is specifically restricted for that individual client for clear treatment reasons in the client's treatment plan. "Clear treatment reasons" shall be understood to mean only severe emotional damage to the client such that dangerous or self-injurious behavior is an imminent risk. The person restricting the information shall explain to the client and other persons authorized by the client the factual information about the individual client that necessitates the restriction. The restriction must be renewed at least annually to retain validity. Any person authorized by the client has unrestricted access to all information. Clients shall be informed in writing of agency policies and procedures for viewing or obtaining copies of personal records.

26. The right to be informed in advance of the reason(s) for discontinuance of service provision and to be involved in planning for the consequences of that event. 

27. The right to receive an explanation of the reasons for denial of service. 

28. The right to not to be discriminated against in the provision of service on the basis of religion, marital status, race, color, creed, gender, sexual orientation, national origin, ethnicity, age, lifestyle, physical or mental handicap, health status, HIV infection (whether asymptomatic or symptomatic), AIDS, developmental disability, or inability to pay. 

29. The right to know the cost of services. 

30. The right to be fully informed of all client rights. 

31. The right to exercise any and all rights without reprisal in any form including continued uncompromising access to service. 

32. The right to file a grievance in accordance to agency procedures. 

33. The right to have oral and written instructions for filing a grievance.

The Client Rights Officer or Client Rights Representatives shall be responsible for assisting the client

in preparation of the grievance, for receiving, overseeing the processing of the grievance, investigating the grievance on behalf of the griever, and the representing of the griever at hearings, if desired by the griever.

The Client Rights Officer is Brian Wlodarczyk, Director of Mental Health.  Jim Beiting, Chief Operations Officer is the CRO Designee in the absence of Brian Wlodarczyk.  

Client Rights Office Contact: (513) 241-7745

The office locations are:

	Downtown
	Eastgate
	CityLink

	100 E. 8th Street
	4360 Ferguson Drive Ste.130
	800 Bank Street

	Cincinnati, OH 45202
	Cincinnati, OH 45245
	Cincinnati, OH 45214

	513-241-7745
	513-752-0113
	513-357-2000

	
	
	

	Montgomery
	Hamilton
	Springfield

	10700 Montgomery Road
	1910 Fairgrove Ave Ste.B
	701 E. Columbia Street

	Montgomery, OH 45242
	Hamilton, OH 45211
	Springfield, OH 45503

	513-489-8898
	513-863-6129
	937-325-8715


Office Hours:  Monday through Friday 9:00 AM – 4:30 PM 

The ability to leave a voice mail message is available on the telephone menu.
Consent to Email and/or Text Message for Appointment Reminders
We now have the ability to email and/or text you, reminding you of your appointments. If you would like to receive this feature in the future, please read the consent below and sign.

Clients of Catholic Charities Southwestern Ohio may be contacted via email and/or text messaging to remind you of an appointment.

I consent to receiving appointment reminders and other healthcare communications/information by email and/or text from Catholic Charities Southwestern Ohio (CCSWOH).

_____ (Client initials) I consent to receive text messages from CCSWOH at my cell phone and any number forwarded or transferred to that number. 

The cell phone number that I authorize to receive text messages for appointment reminders is:

(_________)___________-__________________Carrier:__________________________________________________

_____ (Client initials ) I consent to emails, to receive communications as stated above. 

The email that I authorize to receive email messages for appointment reminders and general health reminders/feedback/information is____________________________________________________________________

I understand that this request to receive emails and/or text messages will apply to all future appointment reminders unless I request a change in writing. 

Client Signature: ___________________________________________________

Date:_____________________ 

Staff Signature: ____________________________________________________

Date:_____________________
Informed Consent for Mental Health Treatment

I hereby consent to receive mental health treatment from Catholic Charities Southwestern Ohio.  Services rendered will include the following:

 FORMCHECKBOX 
 Diagnostic Assessment

 FORMCHECKBOX 
 Psychological Evaluation


 FORMCHECKBOX 
 Individual Counseling

 FORMCHECKBOX 
 Couples/Family Counseling

 FORMCHECKBOX 
 Pharmacological Management

 FORMCHECKBOX 
 Group Counseling

 FORMCHECKBOX 
 Case Management


 FORMCHECKBOX 
 Consultation



 FORMCHECKBOX 
 Other ________________












________________________

I have received a copy of the Client Rights and Responsibilities, which includes information on the Client Grievance Procedure.

I understand the limits of confidentiality, which include, but are not limited to, the risk of harm to self or others.

I understand that my appointment time has been reserved for me, and that I must provide a 24-hour notice of cancellation.

I understand that mental health treatment involves certain risks, which include, not are not limited to, addressing painful emotional experiences; being challenged or confronted on particular issues; and the financial cost of treatment or late cancellations.

I understand that I can revoke this consent or terminate services at any time.

______________________________________________________________

__________________________

Client










Date

______________________________________________________________

__________________________

Parent/Guardian








Date

______________________________________________________________

__________________________

Clinician









Date
For Butler County Residents Only

 FORMCHECKBOX 
 I hereby confirm that I am a resident of Butler County, Ohio.
______________________________________________________________

__________________________

Client










Date

______________________________________________________________

__________________________

Parent/Guardian








Date

______________________________________________________________

__________________________

Clinician









Date
Fee Agreement

	 FORMCHECKBOX 
 New enrollment           
	 FORMCHECKBOX 
 Fee modification           
	 FORMCHECKBOX 
 Name/address change           
	 FORMCHECKBOX 
 Annual review


Name:  _____________________________________________________
  SS #:  _________________________

Address:  _________________________________________________________________________________________

                Street                                           City                                 State                        Zip

Phone(s):  ____________________________________   OK to leave message?  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Birth date:  ________________   No. household members:  _________   Payer source:  __________________________

Employer: _______________________________________
Household income: ____________________________

1.  
 FORMCHECKBOX 
 I have private health insurance.  I understand that co-payments are due on the date of service.  If I have a deductible, I understand that I must pay the full fee for services until my deductible has been met.  If I have a health savings account, I agree to use the funds available in this account to pay my deductible.

2.  
 FORMCHECKBOX 
 I have a state medical card.  I will provide a copy of my medical card at my first appointment.

3.  
 FORMCHECKBOX 
 I do not have insurance.  I choose to pay a fee according to Catholic Charities’ sliding scale.  Based on my household size and income, I will pay . . . 

	$
	BH Counseling – Individual (per quarter hour)

	$
	BH Counseling – Group (per quarter hour)

	$
	CPST – Individual (per quarter hour)

	$
	CPST – Group (per quarter hour)

	$
	MH Assessment –  Non Physician (per hour)

	$
	MH Assessment – Physician (per hour)

	$
	Pharmacological Management (per hour)


4.
I will provide proof of my household income no later than my second session.  I understand that I will be billed the full fee for sessions until I provide proof of my household income.

5.  
 FORMCHECKBOX 
 I authorize Catholic Charities to bill my credit card following the provision of counseling services.  I understand that the amount billed for services will reflect the amounts listed in Item 3.

6.
I understand that I am required to inform Catholic Charities (CCSWO) of any increase in my household income or 
any decrease in my household size.

7.
I understand that billing is costly to CCSWO, and that payment is expected on the date of service.  I understand 
that failure to keep my account current will result in the termination of 
services.

8.
I understand that third party payers will be billed for any covered services to the extent that I am eligible.  I give 
consent to CCSWO to provide third party payers information necessary for filing 
claims on my behalf and for 
payments to be made directly to CCSWO.

9.
I understand that the hourly rate for a diagnostic assessment session is $145.00, and that the hourly rate for a 
counseling session is $100.00.  I understand that I am responsible for the full cost of services not covered by 
third party payers.  CCSWO assumes no responsibility for determining whether my insurance policy covers 
services rendered by CCSWO.  My failure to submit necessary insurance forms to CCSWO or to my insurance 
company will result in my full responsibility for payments.

10    
I agree to promptly remit to CCSWO the entire amount of any insurance reimbursements that I receive from my 
insurance company for services rendered by CCSWO.

11. 
I understand that I must call the intake department at (513) 489-8898 to cancel an appointment.  I 
understand that, if I am unable to reach an intake worker, I must leave a voicemail message at the 
designated extension.

12.  
I understand that I will be charged for appointments that are cancelled with less than a 24-hour notice.  I understand that I will be charged $10.00 for my first failed appointment, and $20.00 for my second failed appointment.  I understand that my clinician does not have the authority to waive this fee, and that I will not be permitted to schedule another appointment until the fee for a failed appointment has been paid.

13.  
In order to continue services without interruption, I authorize Catholic Charities to bill my credit card following a late cancellation or no show.  I understand that the amount billed will reflect the amounts listed in Item 11 ($10.00 for first occurrence; $20.00 for second occurrence).

14.
I understand that late cancellations are costly to CCSWO, and that three occurrences will result in the termination of services.

15.  
I understand that CCSWO employs a short-term, solution-focused treatment modality, usually lasting about 12 sessions.  I understand that I may be referred to another agency employing a longer-term treatment modality if I am unable to achieve my treatment goals in a relatively short period of time.

___________________________________________           
__________________________________________

Client/Responsible Party                           
Date            

Clinician                                                
    Date

HEALTH HISTORY QUESTONNAIRE

	Client Name:


	Client #:
	Age:

	Has the client had any of the following health problems?

	
	Now
	Past
	Never
	Treatment Received and Date(s)

	Anemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Arthritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Bleeding Disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Blood Pressure (high or low)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Bone/Joint Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Cirrhosis/Liver Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Epilepsy/Seizures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Eye Disease/Blindness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Fibromyalgia/Muscle Pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Glaucoma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Head Injury/Brain Tumor
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Hearing Problems/Deafness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Heart Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Hepatitis/Jaundice
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Kidney Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Lung Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Menstrual Pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Oral Health/Dental
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Stomach/Bowel Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Thyroid
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	AIDS/HIV
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Sexually Transmitted Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Learning Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Speech Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Anxiety
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Bipolar Disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Depression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Eating Disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Hyperactivity/ADD
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Schizophrenia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Sexual Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Sleep Disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Suicide Attempts/Thoughts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Other:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Other: 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Please note family history of any of the above conditions and client’s relationship to that family member.

	Has client had medical hospitalizations/surgical procedures in the last 3 years?

 FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes  (if yes, complete information below)         

	Hospital
	City
	Date
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	ALLERGIES/DRUG SENSATIVITIES     FORMCHECKBOX 
 None

	 FORMCHECKBOX 
 Food (specify)



	 FORMCHECKBOX 
 Medicine (specify)



	 FORMCHECKBOX 
 Other (specify)



	PREGNANCY HISTORY    FORMCHECKBOX 
 Not Pertinent

	Currently Pregnant? (if yes, expected due date?)

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes
	Receiving Pre-natal healthcare? (if yes, indicate provider)

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

	Last Menstrual Period Date:


	Any significant pregnancy history? (if yes, explain)

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

	LAST PHYSICAL EXAMINATION

	By Whom


	Date
	Phone #: (if known)

	Has client had any of the following symptoms in the past 60 days? Please check.

	 FORMCHECKBOX 
 Ankle Swelling
	 FORMCHECKBOX 
 Coughing
	 FORMCHECKBOX 
 Lightheadedness
	 FORMCHECKBOX 
 Penile Discharge
	 FORMCHECKBOX 
 Urination Difficulty

	 FORMCHECKBOX 
 Bed-wetting
	 FORMCHECKBOX 
 Cramps
	 FORMCHECKBOX 
 Memory Problems
	 FORMCHECKBOX 
 Pulse Irregularity
	 FORMCHECKBOX 
 Vaginal Discharge

	 FORMCHECKBOX 
 Blood in Stool
	 FORMCHECKBOX 
 Diarrhea
	 FORMCHECKBOX 
 Mole/Wart Changes
	 FORMCHECKBOX 
 Seizures
	 FORMCHECKBOX 
 Vision Changes

	 FORMCHECKBOX 
 Breathing Difficulty
	 FORMCHECKBOX 
 Dizziness
	 FORMCHECKBOX 
 Muscle Weakness
	 FORMCHECKBOX 
 Shakiness
	 FORMCHECKBOX 
 Vomiting

	 FORMCHECKBOX 
 Chest Pain
	 FORMCHECKBOX 
 Falling
	 FORMCHECKBOX 
 Nervousness
	 FORMCHECKBOX 
 Sleep Problems
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Confusion
	 FORMCHECKBOX 
 Gait Unsteadiness
	 FORMCHECKBOX 
 Nosebleeds
	 FORMCHECKBOX 
 Night Sweats
	

	 FORMCHECKBOX 
 Consciousness Loss
	 FORMCHECKBOX 
 Hair Change
	 FORMCHECKBOX 
 Numbness
	 FORMCHECKBOX 
 Tingling in Arms/Legs
	 FORMCHECKBOX 
 Other



	 FORMCHECKBOX 
 Constipation
	 FORMCHECKBOX 
 Hearing Loss
	 FORMCHECKBOX 
 Panic Attacks
	 FORMCHECKBOX 
 Tremor
	

	IMMUNIZATION     FORMCHECKBOX 
 Not Applicable (required for Child or DD only)

	Immunizations  –  has client been immunized for the following diseases? Please check.

	 FORMCHECKBOX 
 Chicken Pox
	 FORMCHECKBOX 
 Diphtheria
	 FORMCHECKBOX 
 German Measles
	 FORMCHECKBOX 
 Hepatitis B
	 FORMCHECKBOX 
 Measles

	 FORMCHECKBOX 
 Mumps
	 FORMCHECKBOX 
 Polio
	 FORMCHECKBOX 
 Small Pox
	 FORMCHECKBOX 
 Tetanus
	 FORMCHECKBOX 
 Other

	Immunizations within the past year



	HEIGHT/WEIGHT

	Height
	If reporting for a child, has height changed in the past year?

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes - if yes, by how much (+ or -)?

	Weight
	Has client’s weight changed in the past year?

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes - if yes, by how much (+ or -)?


	NUTRITIONAL SCREENING  (please check)

	 FORMCHECKBOX 
 No Problem
	Eating

 FORMCHECKBOX 
 More      FORMCHECKBOX 
 Less      FORMCHECKBOX 
 Not eating
	Drinking

 FORMCHECKBOX 
 More      FORMCHECKBOX 
 Less      FORMCHECKBOX 
 Liquids Only
	Appetite

 FORMCHECKBOX 
 Increased      FORMCHECKBOX 
 Decreased

	 FORMCHECKBOX 
 Nausea               FORMCHECKBOX 
 Vomiting                   FORMCHECKBOX 
 Trouble Chewing or Swallowing

	Special Diet


	Other

	PAIN SCREENING

	Does pain currently interfere with your activities?  If yes, how much does it interfere with these activities (please check)

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 Not at all      FORMCHECKBOX 
 Mildly      FORMCHECKBOX 
 Moderately      FORMCHECKBOX 
 Severely      FORMCHECKBOX 
 Extremely     

	Please indicate the source of the pain.



	SUBSTANCE USE HISTORY/CURRENT USE (please check appropriate columns)

	Substance
	No

Use
	Past

Use
	Current Use
	Substance
	No

Use
	Past

Use
	Current Use
	Substance
	No

Use
	Past Use
	Current Use

	Alcohol/Beer/Wine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sleep Medication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cocaine/Crack
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Marijuana
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tranquilizers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heroin
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hashish
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hallucinogens
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain Medication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Stimulants
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Inhalants
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Caffeine Use? – if yes, form (coffee, tea, soda, etc.)

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes
	How much per week (cups, bottles)?

	Tobacco use? – if yes, form (cigarettes, cigars, smokeless, etc.)?

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes
	How much per week (packs, etc.)?

	Name of Person Completing this Questionnaire


	Signature of Person Completing this Questionnaire
	Date

	Clinician reviewer Comments if any

  FORMCHECKBOX 
 Medical Review Recommended

	Provider Signature/Credentials


	Date

	COMMENTS, RECOMMENDATIONS, OR REFERRALS BY MEDICAL REVIEWER            FORMCHECKBOX 
 No Referral Needed        

	Check Referral(s) Needed and Specify Action(s)

	 FORMCHECKBOX 
 Primary Care Physician
	

	 FORMCHECKBOX 
 Healthcare Agency
	

	 FORMCHECKBOX 
 Specialty Care
	

	 FORMCHECKBOX 
 Other (specify)
	

	Recommendations shared with client?     If yes, client’s response:

 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

	If no, how will the recommendations be shared with client?



	Medical Reviewer Signature/Credentials (Nurse, PA, NO, MD, DO)


	Date


Notice of Privacy Practices

I have received the Notice of Privacy Practices, which describes how my protected health information (PHI) may be used by catholic Charities Southwestern Ohio.

 FORMCHECKBOX 
 I have declined the Notice of Privacy Practices

_________________________________________________________________

__________________________

Client










Date

_________________________________________________________________

__________________________

Parent/Guardian








Date

_________________________________________________________________

__________________________

Clinician









Date
Authorization to Use PHI for Treatment, Payment, and Operations

I understand that Catholic Charities Southwestern Ohio respects the privacy and confidentiality of my protected health information.

I understand that, in the State of Ohio, the release of any treatment information requires a Release of Information signed by me.

I hereby consent to the use of my protected health information for treatment, payment, and operations.  If I have questions, I can ask my treatment provider or the privacy rights officer of this agency.  The agency will provide me with a new Notice of Privacy Practices if the notice is updated while I am receiving services at this agency.
_________________________________________________________________

__________________________

Client










Date

_________________________________________________________________

__________________________

Parent/Guardian








Date

_________________________________________________________________

__________________________

Clinician









Date
Authorization to Release or Obtain Information
____________________________________
_______________________
_____________      _________________

Name of Client




Maiden Name


DOB

      SSN

I, the undersigned, hereby authorize the release of the following information from my clinical record or the financial record of ______________________________.  The authorization may include release of information concerning treatment of drug or alcohol abuse, drug-related conditions, alcoholism, psychiatric/psychological conditions, AIDS/AIDS related conditions and/or HIV testing.

The following specific information may be released for the treatment period of _______________ to _______________

 Emergency Treatment(s)
 Consultation Reports

 Discharge Summary


 Other (specific) _____________________________
 Diagnostic Assessment
 Treatment/Service Plan(s)

 Continuity of Care  






______________________________________







             


______________________________________

The specific purpose of the release of information is: _________________________________________________________

	The above information may be released from CCSWO to
	The above information may be released to CCSWO by

	
	

	Name of person/Agency Name of person/Agency
	Name of person/Agency Name of person/Agency

	
	

	Address:
	Address

	
	

	Phone #:
	Phone #:

	
	

	Fax #:
	Fax #:


	If this notice accompanies a disclosure of information concerning a client in alcohol/drug abuse treatment with the consent of such client, then, this information has been disclosed from records protected by Federal confidentiality rules (42 CFR Part 2). These rules prohibit further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. General authorization for release of medical or other information is not sufficient for this purpose. Federal rules restrict any use of this information to criminally investigate or prosecute any alcohol or drug abuse patient.


This consent is not to exceed one year, or as the law or court order requires when a contracted or cooperating service provider requires the release for ongoing service provision. This release expires on ____________________________, and I have been offered a copy of this document.

I understand that I may revoke this authorization at any time I choose prior to this date by saying so in writing with the date and my signature. Any information shared before the time of cancellation cannot be revoked if information is being released from a record which is protected. Re-disclosure is prohibited. 

Client signature: ____________________________​​​​​_________________

Date: ___________________________

Witness signature: ___________________________________________ 

Date: ___________________________ 

Other signature______________________________________________ 

Date: ___________________________ 

(Authorizing person, if other than client) 

Relationship to Client: ________________________________________

Client Survey
Client Name: _________________________________​​​_        
Birth Date:  __________________________
Therapist Name: _______________________________        1˚ DSM Code: ________________________

    Today’s Date: _________________________________        2˚ DSM Code: ________________________

Administration:  ____ 1st Session   ____ 4th session   ____ Other Session

Please read each statement below and think about the services you have received. Fill in the circle that best describes how you feel.

	
	Disagree
	Somewhat Agree
	Agree
	Strongly Agree
	Does Not 

Apply

	1.
	When I came to this agency, I received information about the different kinds of treatment available.
	(
	(
	(
	(
	(

	2.
	I have family or friends I can count on to help me if I need it.
	(
	(
	(
	(
	(

	3.
	I am bothered by my symptoms.
	(
	(
	(
	(
	(

	4.
	I have been told my drinking and/or drug use is a problem.
	(
	(
	(
	(
	(

	5.
	I expect that things will get better for me.

	(
	(
	(
	(
	(

	6.
	My counselor understands and respects me.
	(
	(
	(
	(
	(

	7.
	I am actively working to make changes in my life.
	(
	(
	(
	(
	(

	8.
	I have trouble with daily activities because of drinking or using drugs.
	(
	(
	(
	(
	(

	9.
	I am able to cope when things go wrong.
	(
	(
	(
	(
	(

	10.
	I am making progress.
	(
	(
	(
	(
	(

	11.
	I am able to accomplish the things I want to do.
	(
	(
	(
	(
	(

	12.
	I am not likely to use alcohol or other drugs.
	(
	(
	(
	(
	(

	13.
	I am satisfied with how I am doing at work and/or school.
	(
	(
	(
	(
	(

	14.
	The paperwork I needed to complete to get services was reasonable.
	(
	(
	(
	(
	(


NOTICE OF PRIVACY PRACTICES
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.
OUR DUTY TO KEEP YOUR PROTECTED HEALTH INFORMATION SAFE.

Information about your past, present or future health or information about any healthcare you receive, including payment information, is considered “Protected Health Information”, or PHI. We are required to keep your information confidential and that we give you this notice about the things we do to keep your PHI private and protected.  We can change this notice at any time but we will make any new policy available to everyone getting service at Catholic Charities in a new Notice of Privacy Practices. 

You will receive a copy of this Notice at your first appointment and a copy of any changes in policy by mail (if you do not object) prior to the date any change takes effect. 

THE WAYS WE CAN USE OR SHARE YOUR PHI WITH OTHERS.

We can use or tell others about, or "disclose", your PHI in a number of ways.  We have a right to use your information in order to be paid and to do those things necessary to get the business needs of Catholic 

Charities  done.  We will ask you to give us a written permission or “authorization” to do that at your first session. 

There are situations in which the law requires us to disclose PHI without your authorization.  When we release or disclose any Protected Health Information, PHI, we are required to release only the minimal amount of information necessary to complete the task.
This rule of minimal disclosure does not apply to referrals between treatment providers; in such a case all the information that is needed should be disclosed.  

If we hire any business or person to do work for us in whom they are likely to directly see or handle your PHI, we are required to have a written agreement with them that they will take the same care in protecting your information that we are required to take.  For instance, our computer repair people will sign such an agreement, as will the people who collect and shred old documents that have any identifying information on them.

USES AND DISCLOSURES FOR PAYMENT AND HEALTHCARE OPERATIONS

TO OBTAIN PAYMENT: 

 With your authorization, which we will ask for at your first appointment, we will use or disclose your PHI to collect payment for the services you receive. For instance, for Medicaid recipients, we will release parts of your PHI to the Medicaid program at the Mental Health Board through the Multi-Agency Community Information Services System (MACSIS) or if you have private insurance we will release your PHI to the insurance company.  Information may be released for bill collection.

FOR HEALTHCARE OPERATIONS: 

We may use or disclose your PHI in the daily operations of our programs.  We may use your PHI to evaluate the quality of the services you receive or share your PHI with your treatment team. We could share PHI with our accountant or to determine eligibility to receive Medicaid services. Unless you tell us otherwise we may send or call appointment reminders to you or send or call information about treatment alternatives or other services we provide that may be of interest to you.

USES AND DISCLOSURES OF PHI, WHICH REQUIRE AN AUTHORIZATION.

The agency's confidentiality policy and practice requires that we get your permission or "authorization" to release information about you.  The new regulations, which require that this Privacy Notice be given to you, are really very much in line with our existing confidentiality policy.

When we use or disclose your PHI for reasons other than Payment or Healthcare Operations, we are usually required to get your specific written permission or “authorization” for each person or agency we tell or send your Protected Health Information to. Your permission can be taken back any time; you can say, "stop", and we will not send any new information to the person or agency. 

There are a few situations in which the law requires that we use or disclose PHI without getting your permission or authorization.  

USES AND DISCLOSURES OF PHI NOT REQUIRING AN AUTHORIZATION.  

When required by law: We must disclose information, PHI: when we suspect abuse, neglect or domestic violence is occurring to minors or the elderly; when criminal activity is suspected or when we are ordered by the court. We must also disclose PHI to investigators who are assigned to make sure that the rules of this Privacy Notice are being followed.

For Public Health Activities: 

We may be required to disclose PHI to a Public Health Agency who is collecting information about disease or injury or to a public health agency that gathers vital statistics.

For Health Oversight Activities: 

There are agencies like the Mental Health Board or the Ohio Department of Mental Health that make sure Mental Health and Counseling Agencies are doing their job properly. These “oversight” agencies do their job by reviewing records and requesting information on how services are delivered.  They can ask us for information, PHI, about unusual incidents or they can make sure we are properly billing the Medicaid program, or they can review our program in order to renew our agency Mental Health license. 

Relating to the circumstances of someone who has died: Coroners and medical examiners can require us to release PHI if they feel it is necessary in investigating the cause of death of a person. 

To prevent a threat to health or safety:

In order to avoid serious harm to the health or safety of any person we may disclose PHI to the police or other persons who can reasonably prevent or reduce the threat of harm.

For specialized government functions: PHI may be disclosed when authorized federal officials request it for the purposes of National Security and Intelligence or for the purpose of protecting the president or rulers of other countries.

We are required to keep a list of all the uses or disclosures of your PHI that we make without your permission or authorization.  We will keep this list in your record and it is your right to be given a copy of this list going as far back as 6 years. You can request a one copy of this list at no charge once each year. There may be a charge for additional requests for this list. You have other specific Privacy rights in relation to your Protected Health Information; they are explained below.

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION 

You have the following rights relating to your Protected Health Information:

To refuse to sign an authorization for disclosure of PHI.  You have the right to refuse to sign an authorization for use or disclosure of your PHI. We are not allowed to deny you service if you refuse to sign any authorization to disclose your PHI. 

To request restrictions of uses or disclosures of your PHI:  You have the right to ask that we limit how we use or disclose your PHI. For instance, you may not want us to send information on the reasons you are being treated to an insurance company.  In this instance the insurance company may not pay and we may have to ask you to take responsibility for the bill.  We are not required to agree to your request for a restriction on the use or disclosure of your PHI. If we do not agree we must tell you; if we do agree we must put what we have agreed to, in writing and follow it except in emergency situations.  We cannot agree to restrict uses or disclosures of your PHI that the law requires us to make.

To choose how we contact you: You have the right to ask that we send your information to you at another address other than the one you are living at or that we contact you only by mail or only by phone.  We must agree as long as it is reasonable for us to do what you want.

To inspect and request a copy of your PHI:  

Unless your access to your records is limited for a clear reason that is noted in your record, you have a right to see your PHI but you must make a written request.  We will respond to your request within 30 days.  If we deny your request we must give you written reasons why we denied the request and explain your right to appeal our decision. If you want a copy of your PHI, there may a charge for copying it.  You have a right to choose what parts of your information you want to have copied and to have prior information on the cost of copying.

To request a change or “amendment” to your PHI: If you believe that there is a mistake or missing information in your record, you may request, in writing, that we correct or add to the record.  We will respond within 60 days of receiving the request.  If we approve the request for an “amendment’ to your PHI, we will change the PHI and inform you that we did so.  We will also tell others that need to know about the change. 

We may deny the request to change or amend your PHI if we determine that the PHI is already correct and complete or that the PHI is not PHI that was created by us (for instance PHI from another agency’s report).  We may also determine the new information to be inappropriate and therefore deny the request to add it to the record.  Our statement of denial will contain the reasons for the denial. 

It will also explain your rights to make a written statement in response to our denial and to have that statement attached in the record to the PHI along with your original request and our statement of denial of that request.

CONTACT PERSON FOR INFORMATION OR TO SUBMIT A COMPLAINT

If you have questions about this notice, ask your worker at Catholic Charities.  You could also ask your program's Clients Rights Officer. 

If you have any complaints about our privacy practices; if you think we have violated your privacy rights or you disagree with a decision we made about your request to see your PHI, you may file a complaint with the person listed below.  We CANNOT take any action against you if you file a complaint.  

Name: 
Brian Wlodarczyk, Privacy Officer           

Telephone number: (513) 241-7745                            

*   If you prefer to complain directly to the Department of Health and Human Services, we will supply the address at your request.
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