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YOUTH INTAKE PACKET 

Client Name: ___________________________________________      Male    Female 

Parent/Guardian Name: _________________________________ Phone: _______________ 

Secondary Phone: ______________________ Email address: ___________________________ 

Address:  __________________________________________________________________ 

City:  _____________________________State:  __________ ZIP:  ____________________ 

Date of Birth:  __________________________ SS#:  _______________________________ 

Race / Ethnic Origin: _____________________   School: ____________________________ 

 

Guardian Source of Income:  Employment   Social Security   Other __________________ 

 

Medicaid #:  __________________________ 

 

Other insurance coverage: ______________________ Policy #’:  ______________________ 

 

Primary Care Physician: _____________________________ Phone: ___________________ 

 

Allergies: ____________________________   Special Medical Needs: __________________ 

 

Medications :____________________________________________________( indicate if none) 

 

Emergency Contact Name(s): _________________________ Phone: ___________________ 

Relationship: _____________________________ Secondary Phone: ___________________ 
 

 

 

 

Please mark the services you are interested in: 

 

 Counseling   Certified Family Support   Case Management  CBRS (formerly PSR) 
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CONSENT FOR MENTAL HEALTH SERVICES 

Welcome to Healthy Care Solutions, LLC.  We offer a variety of behavioral and mental health services including: 

 Comprehensive Diagnostic Assessments 

 Psychotherapy-Counseling 

 Community Based Rehabilitative Services (formerly PSR) 

 Targeted Case Management 

 Certified Peer Support Specialist 

 Certified Family Support Partners  

 Drug & Alcohol Assessments 

 BPA approved Substance Abuse Treatment 

 GAIN-I Assessments 

 

This document/agreement contains important information about these services, your rights, confidentiality, Healthy 

Care Solutions policy and procedures, and the Health Insurance Portability and Accountability Act (HIPAA).  Please take 

the time to read this document. Ask your provider any questions you may have and sign the document.   

 
MENTAL HEALTH SERVICES 
 
Psychotherapy- Individual, Family Therapy, Couples Counseling, Group Therapy, Play Therapy 

 Strengths- Based Focused 

 Evidence Based Procedures 

 Brainspotting 

 EMDR (Eye Movement Desensitization and Reprocessing) and PE (Progressive Exposure) to address 

symptoms of PTSD 

 Play Therapy 

 DBT 

 Motivational Enhancement 

 

Community Based Rehabilitative Services 

CBRS provides in-home and community interventions & support to people experiencing severe mental illness. CBRS 
workers help people maintain mental stability by helping their client achieve measurable goals related to daily living. 
CBRS promotes increased independence in thinking and behavior leading to the eventual ability for clients to move 
beyond the need for CBRS. 
 
Targeted Case Management 
Targeted Case Management helps people access local, state, and federal services. Some of these services include SSI, 

SSDI, food stamps, housing, energy assistance, transportation, and making medical appointments. 

 

 

 

Certified Peer Support Specialists 

 No Judgment 

 Shared Experiences 

 You make your goals! 
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A Certified Peer Support Specialist (PSS) uses their lived experience to engage, educate, advocate, guide, and support 

clients with a serious and persistent mental illness to role model recovery. A Peer Support Specialist will assist a client in 

developing their own “recovery plan” to promote their personal hopes, wellness, and recovery to successful living in the 

community. 

 

Certified Family Support Partner 

 Parent-To-Parent 

 Caregiver-To-Caregiver  

 Partner-To-Partner 

Family support comes from someone who has lived the experience of raising a child that has had a behavioral health 

challenge. All family members are affected when a child in the household is living with a challenge. Getting into the right 

programs and developing the resiliency needed for recovery can be overwhelming. Family Support Partners are here to 

help with this process. 

 

Substance Abuse Treatment Program: Outpatient and Intensive Outpatient Programs 

Includes courses in the following: 

 Dialectical Behavioral Therapy (DBT) 

 Motivational Interviewing 

 Relapse Prevention   

 Cognitive Self Change 

 Moral Reconation Therapy (MRT) 

 Thinking for a Change (TFAC) 

 Seeking Safety-related to trauma 

 Trauma Recovery and Empowerment Modules (for Men and Women) 

 Co-Occurring Disorders 

 

PARTICIPANT’S RIGHTS 

1. Procedure:  The agency will provide the following rights for participants:  
a. Humane care and treatment  
b. Not be put in isolation  
c. Be free of mechanical restraints, unless necessary for the safety of that person or for the safety of others  
d. Be free of mental and physical abuse  
e. Voice grievances and recommend changes in policies or services being offered  
f. Practice his/her own religion  
g. Wear his/her own clothing and to retain and use personal possessions  
h. Be informed of his/her medical and habilitative condition, of services available at the agency and the charges for 

the services  
i. Reasonable access to all records concerning your services 
j. Refuse services at any time 
k. Exercise all civil rights, unless limited by prior court order.  

2. Additional Participant Rights. The agency will also ensure the following rights for each participant:  
a. Privacy and confidentiality  
b. Receive a response from the agency to any request made within a reasonable time frame  
c. Refuse to perform services for the agency. If the participant is hired to perform services for the agency the wage 

paid must be consistent with state and federal law 
d. All other rights established by law  
e. Be protected from harm.  
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RISKS AND BENEFITS 

There are some risks as well as benefits with the mental health services offered at Healthy Care Solutions.  Some of the 

risks include but are not limited to: interacting with others in the community inherently affects limits to confidentiality, 

and therapy can be a difficult experience at times; please be open-minded in the expectations or activities in therapy. 

Some of the benefits may include, but not limited to: decreases of stress and anxiety, improved mood, improved 

relationships.  We are committed in supporting you to maximize the benefits to you as you receive services. You must 

remember that you are part of a team and we are all striving for the same goal. 

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA) 

The federal government has passed the HIPAA law which provides new privacy protection guidelines for medical records 

and new patient rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the 

purpose of treatment, payment and health care operations.  Healthy Care Solutions must provide you with a copy a 

Notice of Privacy Practices regarding these provisions. The notice explains in depth the HIPAA policy and its application. 

LIMITS TO CONFIDENTIALITY  

Idaho law protects the communication between a patient and a mental health provider.  Every effort will be made to 

keep your evaluation and treatment strictly confidential.  We only release information about your treatment to others if 

you sign a written authorization form.  Listed below are situations in which no authorization is required. 

1. Clinical information concerning your case may be shared among various providers within Healthy Care Solutions; 

this facilitates much needed communication between the supervisor and the provider.  All employees are aware 

of Idaho laws, ethical guidelines and Healthy Care Solution’s policies and procedures regarding your privacy 

rights and their responsibility to protect them. Agency files are also available to program site visitors such as the 

Department of Health and Welfare (DHW)/Center for Medicare/ Medicaid Services (CMS). 

2. It is required by law that the agency reports any reasonable concern regarding abuse or neglect of a child, 

elderly person, or disabled person with the appropriate agency such as the Department of Health and Welfare.  

The agency may be required to take protective actions when a client communicates an explicit threat of serious 

physical harm to a clearly identifiable victim or victims; and has the ability and apparent intent to carry out the 

threat. The protective actions may be notifying the police, the potential victim, and/or seeking hospitalization 

for the client.  We will also take protective actions if we believe that there is an imminent or even, in our 

judgment high risk that a participant will physically harm himself or herself. 

3. If you are involved in, or contemplating litigation, you should consult with an attorney to determine whether a 

court would be likely to order the agency to disclose information.  The agency may be required to provide 

information about court ordered evaluations or treatments. 

4. The agency is required to provide information requested by a legal guardian or legal steward of a minor child, 

including a non-custodial parent. 

5. If a client files a complaint or lawsuit against the agency or a professional staff in our agency, the agency may 

disclose relevant information regarding the client in order to defend itself.   

6. If a client chooses to engage in mental health services in a community setting, there may be certain breaches to 

confidentiality, from which Healthy Care Solutions is released from liability. 

7. Information may be shared with your insurance company for reimbursement purposes and claim processing. 

If any of the situations above were to arise, the clinic would make every effort to fully discuss it with you before taking 

action, and would limit disclosure to only that which is necessary.  While this written summary of exceptions to 

confidentiality should prove helpful in informing you about potential problems, it is important that you discuss any 

questions you have with us now or when they arise. 

It has been explained to me that the agency respects my privacy and shall maintain confidentiality.  At times, discussion 
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and exchange of documentation between providing agencies must occur.  I shall sign a Request/Release of Information 

that shall allow for this exchange.  I also authorize the agency to share documentation generated from other agencies to 

my care providers that shall help facilitate plan development and service delivery. 

CRISIS POLICY 
If you have a life-threatening crisis, please call 911.  
If you have a non-life threatening crisis during our normal business hours (Monday-Thursday 8-5, Friday 8-12) you can 
call our office at 208-529-1660  
After Hours Number: 208-557-9874; your call will be routed to the appropriate party.   
 

CONFLICT OF INTEREST  

Conflicts of interest may be considered opportunities for inappropriate personal gain during the pursuit of official duties. 

The gains might be financial, but may include other forms of benefit such as power or advantage. They may also cover 

conflicts of commitment -- the choices individuals make about their professional priorities, especially the allocation of 

their time to the different institutions and organizations they serve as professionals. Employees may encounter conflicts 

of commitment when outside professional activities take priority over other AGENCY/CLIENT-related responsibilities.  

Activities that may generate Conflicts of Interest include: 
 Providing direct services to a participant for whom Case Management is already provided. 
 Directing participants to service providers preferred by the Case Management  
 Accepting payment and/or favors from service providers in exchange for referrals 
 Providing outside community service.  

Referrals 
 Referring participants to service providers is an area where concerns about Conflict of Interest traditionally 

have focused, given the opportunities that exist for an employee to benefit inappropriately from official 
activities. Healthy Care Solutions’ procedures are designed to protect employees from the appearance of 
taking unfair advantages or making inappropriate gains through their control of referrals to service 
providers. The procedures also protect Healthy Care Solutions’ and insure that individuals responsible for 
referring participants are not in a Conflict of Interest and abusing their position.  

Guidelines 
Healthy Care Solutions’ referral policy seeks to use disclosure mechanisms to insure that the participant needs, not 
personal gain, guides referral decisions.  All employees authorized to and engaged in referring participants on behalf 
of Healthy Care Solutions in any capacity must: 

 Give first consideration to the objectives, policies and procedures of Healthy Care Solutions. 
 Strive to obtain the maximum ultimate benefit for the participant in meeting his/her needs. 
 Cooperate with service providers in the promotion and development of sound business methods and service 

provision procedures. 
 Demand honesty in service representation. 
 Decline personal gifts, gratuities, goods, and services, which might in any way influence the referral of 

participants. 
 Grant all service providers equal consideration, regard each service on its own merits, and foster and 

promote fair ethical and legal practices. 
 Accord a prompt and courteous reception insofar as conditions permit to all who call on legitimate service 

delivery missions. 
 
PAYMENT OF SERVICES 
It has been explained to me that Medicare/Medicaid and any private insurance is a Payer for services.  I agree to inform 
the agency if I procure additional insurance coverage for services or if I become in-eligible for any insurance providing 
services.  I acknowledge that the agency is required to first seek payment from other sources as required by rule, 
regulation, or statute. I assume full responsibility for any/all copays, premiums, and non-reimbursed services per my 
insurance plan and contract with Healthy Care Solutions, LLC. 
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ASSIGNMENT OF BENEFITS 
I authorize the release of any medical or other information necessary to process insurance claims. I authorize payment 
of medical benefits to Healthy Care Solutions, LLC. 
 
FINANCIAL RESPONSIBILITY 
I understand that any co-pays, out of network costs and non-covered services will be my responsibility and due at time 
of service, unless other payment arrangements have been made. 
 
NO SHOW-CANCELLATION POLICY 
Healthy Care Solutions, LLC requests at least 24 hours of notice to cancel an appointment. I understand that when 
applicable with my insurance, I will be charged a $25 no call/no show fee. 
 
It is the policy of Healthy Care Solutions to prevent the spread of communicable diseases. Both staff and clients that 
are suspected of an illness will be asked to cancel their appointments. 
 
TITLE VI OF THE 1964 CIVIL RIGHTS ACT 

Policy: 
 Healthy Care Solutions adheres to Title VI, 42 U.S.C. § 2000d et seq., which was enacted as part of the 

landmark Civil Rights Act of 1964. It prohibits discrimination on the basis of race, color, age, religion and 
national origin in programs and activities receiving federal financial assistance.  

As President John F. Kennedy said in 1963:  
 Simple justice requires that public funds, to which all taxpayers of all races [colors, and national origins] 

contribute, not be spent in any fashion which encourages, entrenches, subsidizes or results in racial [color or 
national origin] discrimination. 

 
Procedure: 
 If a recipient of services from Healthy Care Solutions is found to have discriminated and voluntary 

compliance cannot be achieved, the matter may be referred to the Department of Justice for appropriate 
legal action. Aggrieved individuals may file administrative complaints with the federal agency that provides 
assistance to a recipient through Healthy Care Solutions, or the individuals may file suit for appropriate relief 
in federal court. Title VI itself prohibits intentional discrimination.  Additionally, Healthy Care Solutions 
strictly prohibits practices that have the effect of discrimination on the basis of race, color, age, religion or 
national origin.  

 
 

COMPLAINTS, GRIEVANCES AND APPEALS 

In accordance with the Participant Rights Statement, participants and their families as well as, Medicaid, advocates are 

offered the opportunity report complaint and/or grievances.  The complaint, grievance and appeal policy and procedure 

must be posted in every room of the office in all relevant languages so as to be easily understood.  Complaints and/or 

grievances may be filed as a result of problems with training, service delivery, supervision, funding, planning, service 

barriers, staff, etc.  The agency has a rigorous, internal process for assuring quality services and resolving problems in a 

prompt manner.  Please refer to the Problem Resolution policy and procedure for additional information.  All grievances 

will be solved verbally as quickly as possible when appropriate.  If a formal written grievance is filed, the right to file a 

grievance is outlined as follows:   A grievance is made by calling the Administrator, Michelle Havens at 208-529-1660 ; or 

by filling out a grievance report.  
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Complaint/Grievance reports are to be handled with the utmost confidentiality.  The report is to remain amongst the 

Management team and the people directly involved in any corrective actions.  The content or context of the report may 

be used as training material as decided by Management. 

 

INFORMED CONSENT 

By signing below you acknowledge that you have read this agreement and agree to its terms.  These matters have been 

explained to you and you fully and freely give consent to receive mental health services through this agency. 

 

CHOICE OF PROVIDER: I verify that I have been informed of my rights to choose any provider for myself. 

 

 

Name of Client:__________________________________  Date _________________________________ 

 

Signature of client: ________________________________    Signature of Witness:________________________ 
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HIPAA Notice of Privacy Practices 

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. 

This notice of privacy practices describes how we may use and disclose your protected health information (PHI) to carry out 

treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law.  It also 

describes your right to access and control your protected health information.  “Protected health information” is the 

information about you, including demographic information, that may identify you and that relates to your past, present or 

future physical or mental health or condition and related health care services. 

1.  Uses and Disclosures of Protected Health Information 

Your protected health information may be used and disclosed by treatment staff or office staff and others outside our 

office that are involved in your care and treatment for the purpose of providing mental health treatment services to you, to 

pay your treatment bills, and any other use required by law. 

Treatment:  We will use and disclose your protected health information to provide, coordinate, or mange you mental 

health care and any related services pertaining to your care.  This includes the coordination or management of your health 

care with a third party, for example, your protected health information to diagnose or treat you.  Your protected health 

information may also be disclosed to your physician who referred you to our services to effectively manage your case. 

Payment:  Your protected health information will be used, as needed, to obtain payment for your health care services.  For 

example, obtaining authorization for services may require that your relevant protected health information be disclosed to 

the health plan to obtain approval for therapy services. 

Research Purposes:  Your protected health information may be used to determine the efficacy of your treatment.  Your 

information will only be referred to as a patient number.  All data and information will be kept confidential. 

Healthcare Operations:  We may use or disclose, as needed, your protected health information in order to support the 

business activities, training of staff, etc.  These activities include, but are not limited to, quality assessment activities, 

employee review activities, training of clinical and/or CBRS staff, licensing, and conducting or arranging for other business 

activities.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name.  We 

may also call you by name in the waiting room when your therapist is ready to see you.  We may use or disclose your 

protected health information, as necessary, when calling to inform you of appointments or any other health information 

regarding you care. 

We may use or disclose your protected health information in the following situations without your authorization.  These 

situations include as required by law: public health issues as required by law, communicable diseases, health oversight; 

abuse or neglect; Food and Drug Administration requirements; legal proceedings; law enforcement; coroner; funeral 

directors and uses and disclosures.  Under the law, we must take disclosures to you when required by the Secretary of the 

Department of Health and Human Services to investigate or determine our compliance with requirements of Section 

164.500. 

Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to 

object unless required by law. 
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You may revoke this authorization, at any time, in writing, except to the extent that Medically-Based Fitness has taken an 

action in reliance on the use or disclosure indicated in the authorization. 

2.  Your Right:  Following is a statement of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information.  Under federal law, however, you may not 

inspect or copy the following records: psychotherapy notes; information compiled in reasonable anticipation of or use in, a 

civil, criminal, or administrative action or proceeding; and protected health information that is subject to law that prohibits 

access to protected health information. 

You have the right to request a restriction of your protected health information.  This means you may ask us not to use or 

disclose any part of your protected health information for the purposes of treatment, payment, or healthcare operations.  

You may also request any part of your protected health information not to be disclosed to family members or friends who 

may be involved in your care or for notification purposes as described in this Notice of Privacy Practices.  Your request must 

state the specific restriction requested and to whom you want the restriction to apply. 

You have the right to request to receive confidential communications from use by alternative means or at an alternative 

location.  You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to 

accept this notice alternatively, i.e. electronically. 

You may have the right to have your therapist or CBRS Specialist amend your protected health information.  If we deny 

your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal 

to your statement and will provide you with a copy of such rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health 

information. 

We reserve the right to change the terms of this notice and will inform you to any changes.  You then have the right to 

object or withdraw as provided in this notice. 

A complete copy of all HIPAA regulations is available in our office, and upon request we will provide you with a copy. 

3.  Complaints 

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been 

violated by us.  You may file a complaint with us by notifying our privacy contact of your complaint.   

This notice is effective as of August 9, 2011. 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy 

practices with respect to protected health information.  If you have any objections to this form, please ask to speak with 

our HIPAA compliance officer in person or by phone at (208)529-1660. 

Signature below is only an acknowledgement that you have received this Notice of our Privacy Practices. 

 

Print Name: __________________________________Signature:______________________________Date:_____________  
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EMAIL & TEXT CONSENT FORM 

 

Printed name             

1. RISK OF USING E-MAIL   

Provider offers patients the opportunity to communicate by e-mail and text.  Transmitting patient information by e-mail and text, 
however, has a number of risks that patients should consider before using these forms of communication.  These include, but are not 
limited to, the following risks:  
A. E-mail and text can be circulated, forwarded, and stored in numerous paper and electronic files.  
B. E-mail and text can be immediately broadcast worldwide and be received by many intended and unintended recipients.  
C. E-mail and text senders can easily misaddress an email or text.  
D. E-mail and text are easier to falsify than handwritten or signed documents.  
E. Backup copies of e-mail or text may exist even after the sender or the recipient has deleted his or her copy.  
F. Employers and on-line services have a right to archive and inspect e-mails and text transmitted through their systems.  
G. E-mail and text can be intercepted, altered, forwarded, or used without authorization or detection.  
H. E-mail can be used to introduce viruses into computer systems.  
I. E-mail and text can be used as evidence in court.   
 
2. CONDITIONS FOR THE USE OF E-MAIL AND TEXT  
Provider will use reasonable means to protect the security and confidentiality of e-mail and text information sent and received.  
However, because of the risks outlined above, Provider cannot guarantee the security and confidentiality of e-mail and text 
communication, and will not be liable for improper disclosure of confidential information that is not caused by Provider’s intentional 
misconduct.  Thus, the patients must consent to the use of e-mail and/or text for patient information.  Consent to the use of e-mail 
and/or text includes agreement with the following conditions:  
A. All e-mails and text to or from the patient concerning diagnosis or treatment will be printed out and made part of the patient’s medical 
record.  Because they are part of the medical record, other individuals authorized to access the medical record, such as staff and billing 
personnel, will have access to those e-mails and texts.  
B. Provider may forward e-mails internally to Provider’s staff and agent necessary for diagnosis, treatment, reimbursement, and other 
handling.  Provider will not, however, forward emails or texts to independent third parties without the patient’s prior written consent, 
except as authorized or required by law.  
C. Although Provider will endeavor to read and respond promptly to an e-mail or text from the patient, Provider cannot guarantee that 
any particular e-mail or text will be read and responded to within any particular period of time.  Thus, the patient shall not use e-mail for 
medical emergencies or other time sensitive matters. 
D. If the patient’s e-mail or text requires or invites a response from Provider, and the patient has not received a response within a 
reasonable time period, it is the patient’s responsibility to follow up to determine whether the intended recipient received the e-mail or 
text and when the recipient will respond.  
E. The patient should not use e-mail or text for communication regarding sensitive medical information. 
F. The patient is responsible for informing Provider of any types of information the patient does not want to be sent by e-mail or text. 
G. The patient is responsible for protecting his/her password or other means of access to e-mail or text.  Provider is not liable for 
breaches of confidentiality caused by the patient or any third party.  
H. Provider shall not engage in e-mail or text communication that is unlawful, such as unlawfully practicing medicine across state lines. 
 I. It is the patient’s responsibility to follow up and/or schedule an appointment if warranted.   
 
PATIENT ACKNOWLEDGEMENT AND AGREEMENT   
I acknowledge that I have read and fully understand this consent form.  I understand the risks associated with the communication of e-
mail and text between Provider and me, and consent to the conditions herein.  In addition, I agree to the instructions outlined herein, as 
well as any other instructions that Provider may impose to communicate with patients by e-mail and text.  Any questions I may have had 
were answered.   

 

Client/Guardian Signature           Date     

 

HCS Staff signature         ______  Date     

  



Healthy Care Solutions, LLC      

08/2016 MH 
 

Printed name             

 

Social Media Policy Notice 

Healthy Care Solutions has an active Facebook profile that we encourage our clientele 

to “follow.” We are in the process of creating a website that could offer more resources 

for our clients. We strive to meet our client’s needs in person, by phone, or by email.  

It is the policy of Healthy Care Solutions, LLC that no employee shall engage in any 

secondary relationship with a client we serve. That being said, Healthy Care Solutions 

employees are NOT permitted to connect with any client on any form of social media 

(ie, Facebook, Twitter). 

As a mental health agency we are bound by the National Association of Social 

Workers Code of Ethics, which is a guide designed to ensure safety and protection to 

all clients and employees. Secondary relationships between employees and clients 

violate personal boundaries and threaten confidentiality to both parties. 

We strive to meet your needs in a professional and ethical manner. Please don’t 

hesitate to ask if you have any questions about this policy. 

PATIENT ACKNOWLEDGEMENT AND AGREEMENT   
I acknowledge that I have read and fully understand this document.  I understand 
the risks associated with entering in to any secondary relationships with my 
providers. Any questions I may have had were answered.   
 

Client/Guardian Signature          Date     

 

HCS Staff signature          Date     
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Protection and Advocacy Information 
Community Based Services 

 
In Accordance with the method of informing participants of their rights described in the Medicaid Provider Agreement, 

the Company provides participants and their family’s information pertaining to protection and advocacy services. 

 

Regional Mental Health Offices    Adult Protection Services 

OPTUM IDAHO       935 Lincoln Dr. 

Member Services      Idaho Falls, ID  83402 

1-855-202-0973       (208) 522-5391 

 

Disability Rights Offices     Child Protection Services 

845 West Center St., C107     150 Shoup Ave. 

Pocatello, ID  83204-4237     Idaho Falls, ID  83402 

(208) 336-5396 Fax (208) 232-0938       24 hour emergency: (208) 528-5900 

Email: info@disabilityrightsidaho.org 

 

Idaho Legal Aid       HIPAA Violations

482 Constitution Way #101 

Idaho Falls, ID  83402 

(208) 524-3660 

 

Complaint & Grievances 

Michelle Havens 

  Health & Human Services  

HIPAA Violations                      

       2201 6th Ave. 

       Seattle, WA 93121 

 

          Qualis Health (Medicare)

Healthy Care Solutions, LLC     P O Box 33400 

(208) 529-1660       Seattle, WA 98133 

        800-949-7536 

 

By signing this form I verify that I have read, understood, received an explanation of the information listed above and 

provided copies of each. This was done pursuant to relevant language in IDAPA Code, the Medicaid Provider 

Agreement, and credentialing standards. 

 

 

_____________________________________                         ___________________________________ 

Participant/Guardian           Date 

  

mailto:info@disabilityrightsidaho.org
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  Authorization for Release of Information 

 

  

Member’s Name Date of Birth 

 

    

Member’s Street Address City State Zip Code 

I understand that this authorization is voluntary. I understand that my health information may be protected by the Federal 

Rules for Privacy of Individually Identifiable Health Information (Title 45 of the Code of Federal Regulations, Parts 160 and 

164), the Federal Rules for Confidentiality of Alcohol and Drug Abuse Patient Records (Title 42 of the Code of Federal 

Regulations, Chapter I, Part 2), and/or state laws. I understand that my health information may be subject to re-disclosure 

by the recipient and that if the organization or person authorized to receive the information is not a health plan or health 

care provider the information may no longer be protected by the Federal privacy regulations. 

I understand that my health information may contain information created by other persons or entities including health care 

providers, and may also contain drug and alcohol, mental health, HIV/AIDS, psychotherapy, genetic, reproductive and 

sexually transmitted disease information. I further understand that by signing this document, I am authorizing the release or 

exchange of this information with the person or organization named below. 

I understand that my health plan may not condition treatment, payment, enrollment, or eligibility for benefits on whether I 

sign this form, except for certain eligibility or enrollment determinations prior to my enrollment in its health plan, and for 

health care that is solely for the purpose of creating protected health information for disclosure to a third party. 

I understand that I may revoke this authorization at any time by notifying Optum in writing. However, the revocation 

will not have an effect on any actions Optum took before it received the revocation. 

 
 

I authorize Optum* to receive from or disclose my individually identifiable health information to the following 

person(s) or organization(s): 

 

Name: Healthy Care Solutions 

 

Address: 3522 Briar Creek Lane 

 

City: Ammon State: ID  Zip:  83406 

 

Phone:  (208) 529-1660 

 
 
For purposes of this Authorization, “Optum” refers to the following Optum entities and respective subsidiaries, affiliates, and business divisions: United HealthCare 

Services, Inc.; Specialized Care Services, Inc.; Spectera, Inc.; Spectera of New York, IPA, Inc.; Spectera Vision Services of California, Inc.; Unimerica Insurance Company; 

United Resource Networks, Inc.; Special Risk  International, Inc.; United Resource Networks IPA of New York, Inc.; EnvisionCare Alliance, Inc.; Specialty Resource 

Services, Inc.; National Benefit Resources, Inc.; Medical Network, Inc. d/b/a Health A to Z; DCG Resource Options, LLC; Disability Consulting Group, LLC; 

HealthAllies, Inc.; Distance Learning Network, Inc.; PacificDental Benefits, Inc.; Pacific Union Dental, Inc.; Nevada Pacific Dental; PacifiCare Dental; National Pacific 

Dental, Inc.; NPD Dental Services, Inc.; NPD Insurance Company, Inc.; ACN Group, Inc.; Managed Physical Network, Inc.; ACN Group IPA of New York, Inc.; ACN 

Group of California, Inc.; Dental Benefit Providers, Inc.; Dental Benefit Providers of California, Inc.; Dental Benefit Providers of Illinois, Inc.; DBP Services of New 

York IPA, Inc.; Dental Benefit Providers of Maryland, Inc.; United Behavioral Health; U.S. Behavioral Health Plan, California; Behavioral Health Administrators; 

United Behavioral Health of New York, I.P.A., Inc.; PacifiCare Behavioral Health, Inc.; and PacifiCare Behavioral Health, Inc., of California. 

   

                      

Member or Subscriber ID # Chart # 



Healthy Care Solutions, LLC      

            

 

Description of individually identifiable health information to be received or disclosed (check appropriate type(s) of 

information): 

All Treatment Plan(s) 

Claims Progress Reports 

Eligibility/Benefits Attendance Only 

Information used to make benefit determinations 

All pertinent information Optum deems appropriate for the purpose checked below 

Other (describe):     

 

The purpose of this authorization is (check all that apply): 
To allow the appropriate management of treatment, services, and/or coverage under the member’s benefit plan. Benefit 

Management Administration of a Worker’s Compensation claim 

Claims Administration/Payment Administration of a Disability claim 

Employer Mandated Treatment Referral Subpoena or other legal process 

Other (describe):    

 

The dates of records to be disclosed: 

 

From (MM/DD/YYYY) To (MM/DD/YYYY) 

 

 

THE MEMBER OR MEMBER’S REPRESENTATIVE MUST COMPLETE THE REST OF THIS FORM: 

I understand that this authorization will expire: 

On (MM/DD/YYYY) or one year from the date of the signature below (or as set forth in 

the applicable state-specific provisions below). 

 
 

OR 
 
 

Once the following event occurs (does not apply to Illinois residents):  __________Discharge____________ 

 

(Form must be completed before signing) 

 

  
Signature of Member/Legal Guardian Signature of Minor Member Date or Member’s 

Representative 

 
Print Name of Member/Legal Guardian  Relationship to Member   Description of 
or Member’s Representative     Representative’s Authority 
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Release of Information Authorization Form 
**Authorization for Use or Disclosure of Protected Health Information 

(Required by the Health Insurance Portability and Accountability Act, 45 CFR. Parts 160 and 164) ** 
 

1. Authorization 

I (Patient Name)_____________________________________________________________________ 

 

authorize (third party/provider)__________________________________________________________ 

         to use the protected health information described below to Healthy Care Solutions, LLC. 

       disclose the protected health information described below to Healthy Care Solutions, LLC. 

        to use & disclose the protected health information described below to Healthy Care Solutions, LLC. 

2. Effective Period 

 This authorization for release of information covers the period of healthcare from either: 

A.   ___________________   to   ____________________                                        

B.   All past, present, and future periods. 
 

3. Extent of Authorization 

A.   I authorize the release of my complete health record (including records relating to mental healthcare, 

communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse). 

OR 

B.   I authorize the release of my complete health record with the exception of the following information: 

o Mental Health records 

o Communicable diseases (including HIV and AIDS) 

o Alcohol/drug abuse treatment 

o Other (please specify): _____________________________________ 

4. This medical information may be used by the person I authorize to receive this information for medical treatment or 

consultation, billing or claims payment, or other purposes as I may direct. 
 

5. This authorization shall be in force and effect until ____Discharge______________ (date or event), at which time this 

authorization expires. 
 

6. I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a revocation is 

not effective to the extent that any person or entity has already acted in reliance on my authorization or if my 

authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a 

claim. 
 

7. I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on whether I 

sign this authorization. 
 

8. I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and 

may no longer be protected by federal or state law. 

 

Signature of patient or personal representative  Patient’s name if not self-Relationship  Date 
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COMPREHENSIVE DIAGNOSTIC ASSESSMENT - YOUTH 

IDENTIFYING INFORMATION 

Date:       

 

Name:              DOB:          

☐ New Clinic Participant – No Medicaid mental health clinic services have been received in Idaho in the past 12 months          

☐ Active Clinic Participant – Medicaid mental health clinic services have been received in Idaho in the past 12 months          

PRESENTING PROBLEM  

Please state the reason this consultation or treatment has been requested:                                    

               

               

When did your symptoms begin? 

                

                

Recent stressful life events:   

                

                

Has your child experienced any of the following: 

Depression – Has your child had a period of time in which he/she felt unhappy, depressed, irritable, and felt no interest 

in life consistently for at least two to four weeks? 

  ☐ Yes, now.      ☐Yes, in the past.     ☐ No   

High Periods or Mania – Has your child had moods that lasted one week or more in which you had so much energy you 

did not sleep for several nights, or felt you could accomplish many difficult tasks easily?  Were you feeling so good that 

others commented on your elevated mood? 

 ☐ Yes, now.      ☐ Yes, in the past.     ☐ No   

Chronic Feelings of Unhappiness – Has your child felt mildly unhappy or unable to enjoy life for many years, for no 

apparent reason?       ☐ Yes, now.      ☐ Yes, in the past.     ☐ No   

Suicide Attempts – Has your child attempted suicide?    ☐ Yes, now.      ☐ Yes, in the past.     ☐ No   
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Self-Harm – Besides attempting suicide, has your child attempted to do physical harm to yourself in other ways, such as 

cutting or burning yourself?       ☐ Yes, now.      ☐Yes, in the past.     ☐ No   

Chronic Tension or Anxiety – Has your child ever had problems with chronic anxiety, tension, nervousness, or constant 

worrying?  Do you worry about minor concerns? (Not connected to anxiety attacks)  

☐ Yes, now.      ☐Yes, in the past.     ☐ No   

Panic Attacks – Has your child had anxiety attacks in which you felt like they were going to die, lose control, were very 

frightened, extremely anxious, or uncomfortable?  

☐ Yes, now.      ☐Yes, in the past.     ☐ No   

Panic Associated Fears – Has your child ever been afraid of going out of the house alone, going to the grocery store, 

driving or using public transportation because of fear of having a panic attack?  

☐ Yes, now.      ☐Yes, in the past.     ☐ No   

Obsessive/Compulsive Symptoms – Has your child had compulsions to repeat tasks such as checking things, washing 

hands, counting, or obsessions (ideas that make no sense but keep repeating in your mind?)  

  ☐ Yes, now.      ☐Yes, in the past.     ☐ No   

Social Fears or Phobias – Has your child been fearful in specific social situations, or felt uncomfortable doing things in 

front of other people?  Do you worry excessively about being embarrassed or humiliated in social situations? 

 ☐ Yes, now.      ☐Yes, in the past.     ☐ No   

Phobias – Has your child had significant phobias such as heights, flying, closed spaces, insects, etc. that interfere with 

your life?   ☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Posttraumatic Symptoms – Has your child ever experienced a very traumatic event that has continued to bother you or 

cause emotional problems later in life, such as nightmares or flashbacks of the event?  

 ☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Hyperactivity/Inattention – Has your child ever been considered hyperactive and/or inattentive, been treated with 

Ritalin or another stimulant, or been diagnosed with ADHD? 

 ☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Psychotic Symptoms – Has your child had hallucinations, heard voices, felt that you had special powers or were receiving 

special messages, felt inappropriately suspicious that people were trying to hurt you?  

☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Chronic Physical Symptoms – Has your child had a period of time in which you felt physically sick or worried about your 

health when no physical cause could be found? 

☐ Yes, now.      ☐Yes, in the past.     ☐ No                   
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Chronic Pain – Has your child had problems with chronic pain such as headaches or stomachaches?  

☐ Yes, now.      ☐Yes, in the past.     ☐ No    If so please specify:          

Sleep Problems – Has your child experienced sleep problems such as insomnia, oversleeping, frequent nightmares or 

sleepwalking? 

 ☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Anorexia – Has your child ever been anorexic or purposely lost weight to obtain a weight below normal? 

☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Binge Eating or Bulimia – Has your child ever had eating binges associated with inducing vomiting, using laxatives, or 

exercising to extreme?  

☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Compulsive Behaviors – Has your child had problems with compulsive behaviors such as gambling, spending, work, sex, 

pornography, or other problematic compulsions?  

☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Temper/Anger Problems – Has your child had problems with your temper?  

☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

Oppositional Behaviors – Does your child argue with adults, defy rules, deliberately annoy others, blame others for 

his/her misbehavior or act easily annoyed more that his/her peers? 

☒ Yes, now.      ☐Yes, in the past.     ☐ No                 

 

Oppositional Behaviors – Does your child repetitively exhibit threatening behavior, cruelty to animals, fire-setting, 

destruction of property, shoplifting, stealing, lying, running away, truancy, gang activity, etc? 

☒ Yes, now.      ☐Yes, in the past.     ☐ No                 
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BEHAVIORAL HEALTH TREATMENT HISTORY     

 Service Agency that provided 

service 

When (dates) and how 

often? 

Was it helpful? 

Counseling  

 

  

Medication Management 

 

   

Case Management 

 

   

CBRS/PSR 

 

   

Addictions Treatment 

 

   

Developmental Services 

 

   

Occupational Therapy 

 

   

Speech Therapy    

 

Physical Therapy 

 

   

Personal Care Services 

 

   

Other 

 

   

Has your child been admitted to a residential treatment program or psychiatric hospital? 

 ☐ No.      ☐Yes, in the past.     ☐  If yes, please complete 
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Institution:                

Date:       Length of stay:          

Reason for Admission:               

                

                

Was it helpful?                

SUBSTANCE/ALCOHOL -  USE/ABUSE  

Does your child drink alcohol ☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

☐ he/she drinks occasionally:         x per month  

☐ he/she drinks most days:    x per week 

☐ I believe my child has a drinking problem.  

Drug Abuse – Has your child abused “street” or prescription drugs ☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

If yes, what drug(s) and what ages with each drug?           

                                      

Tobacco Products – Does your child smoke or use other tobacco products?   ☐ Yes, now.      ☐Yes, in the past.     ☐ No                   

If yes how many per day/week and for how long?                    

Caffeine – Does your child regularly drink coffee, tea or colas? ☐ No ☐ Yes – How much?                    

FAMILY PSYCHIATRIC HISTORY  

Please include psychiatric problems in your child biological relatives.  Consider problems such as depression, bipolar 

disorder, anxiety disorders (OCD, panic disorder, PTSD), schizophrenia, ADHD, alcohol or drug abuse, anger or criminal 

problems, suicides, etc. 

Child Mother: ☐ Yes ☐ No If Yes, please tell us what type of problem(s):        

                

Child Mother’s relatives: ☐ Yes  ☐ No If Yes, please tell us what type of problem(s):       

                

 

Child Father: ☐ Yes ☐ No If Yes, please tell us what type of problem(s):        

             ____________ 

Child Father’s Relatives: ☐ Yes  ☐ No If Yes, please tell us what type of problem(s):       
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Child Siblings:  ☐ Yes ☐ No If Yes, please tell us what type of problem(s):        

                

MEDICAL HISTORY & FUNCTIONING  

How is your child general health?   ☐ Good     ☐ Fair     ☐ Poor  

Medical Doctors/Specialists:                                       

Health Conditions - Check any health conditions that apply:  

☐ Thyroid problem   ☐ High blood pressure    ☐ Headaches   ☐ Heart problem      

☐ Sleep problems  ☐ High cholesterol    ☐Asthma     ☐ Trouble eating          

☐ Stomach problems  ☐ Seizures   ☐ Menstrual Irregularities ☐ Other:           

Does your child have  any contagious diseases?   ☐ No     ☐ Yes     What/When:       

                       

 Any disabilities or handicaps?    ☐ No     ☐ Yes     What/When:           

                       

Has your child had any: 

accidents/injuries?  ☐ Yes  ☐ No What/When:                    

surgeries?   ☐ Yes  ☐ No What/When:                     

major illnesses?   ☐ Yes  ☐ No What/When:                     

hospitalizations?   ☐ Yes  ☐ No What/When:                    

loss of consciousness?  ☐ Yes  ☐ No What/When:                  

 

 

Current Medication - Please list all current prescribed or over-the-counter drugs/medications.        ☐ No medications 

Medication:              Dosage:          Doctor:          

Medication:              Dosage:          Doctor:          

Medication:              Dosage:          Doctor:          

Medication:              Dosage:          Doctor:          
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Can you self-administer their medication?  ☐ Yes  ☐ No  

Medication compliance:  ☐ Regularly taken as prescribed    ☐ Occasionally misses a dose 

☐ Misses doses regularly     ☐ Refuses/forgets to take meds most days       

Past Medication – Has your child been treated in the past with psychiatric medication?    

☐ No  ☐ Yes – please circle  

Antidepressants Mood Stabilizers  Tranquilizers  Sleeping Aids  Stimulants  Others     

Prozac   Serzone Lithium   Xanax  Ambien  Ritalin  Risperdal 
 Zoloft   Wellbutrin Depakote  Klonopin Sonata  Dexedrine Zyprexa 
Paxil Amitriptyline Tegretol  Ativan  Trazadone Adderall Seroquel 
Luvox Nortriptyline Lamictal  Valium    Clonidine Haldol 
Celexa Desipramine Neurontin  Buspar    Concerta Prolixin 
Effexor Anafranil        Provigil  Thorazine 
Remeron         Strattera Naltrexone  
 

DEVELOPMENTAL HISTORY  

Early Development –  

Did your child or your mother experience any significant medical problems during the pregnancy, labor, delivery, or 

newborn period?  ☐ No  ☐ Yes – please explain:             

                                   

Was the child mother using alcohol, cigarettes, or illicit drugs during the pregnancy?  ☐ No  ☐ Yes – please explain:     

               

Did your child ever spend a significant period of time separated from your primary caregiver(s) for any reason 

 ☐ No ☐ Yes please explain:                

Have you or your child pediatrician ever expressed concerns about your child development:  ☐ No ☐ Yes 

If yes, please explain:                

FAMILY HISTORY & FUNCTIONING  

Place of child birth: _________________________________________________________________________________ 

Was your child adopted?  ☐ No ☐ Yes   If yes, age at the time of adoption: ____________________________________ 

Parents marital status at the time of birth:  ☐ Married  ☐ Divorced ☐Unmarried – in a relationship  ☐ Separated 

☐Unmarried – in a relationship    ☐Unmarried – not in a relationship   

Fathers Name: ________________________________  Mothers Name: ______________________________ 
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Where is he living: ____________________________  Where is she living: ___________________________ 

Stepmothers Name: ___________________________  Stepfathers Name: ____________________________ 

CUSTODY:  ☐ Lives in one home with both legal parents ☐ Mother has physical custody ☐ Father has physical custody  

☐ Physical custody is shared   ☐ Custody is shared 

Household members:   Name            Age        Relationship                                                                                                                      

                  

                

                

                

                

                

                

Siblings not in household:  Name           Age        Relationship   

               

              

              

              

If any brothers/sisters are deceased, please give name and year:         

                

Has your child ever been placed outside the home? ☐ No ☐ Yes please explain:         

____________________________________________________      ____________ 

Has your child been physically or sexually abused, assaulted or molested?  ☐ No ☐ Yes please specify when & by 

whom:____________________________________________________________________________________________

_ 

Please describe your child relationship with his/her : 

FATHER: __________________________________________________________________________________________ 

MOTHER: _________________________________________________________________________________________ 

SIBLINGS: _________________________________________________________________________________________ 
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STEPPARENTS: _____________________________________________________________________________________ 

Please describe the type of structure and discipline used in the home: ________________________________________ 

_________________________________________________________________________________________________ 

Please explain your family’s cultural and or religious background: ____________________________________________ 

_________________________________________________________________________________________________ 

Where did your child live while he/she was growing up? ___________________________________________________ 

Did your family move frequently? ______________________________________________________________________ 

What resources and supports do your child/family have? ________________________________________________ 

What are your child strengths in the family setting? ______________________________________________________ 

SOCIAL HISTORY & FUNCTIONING  

How would you describe your child friendships?  ☐ No friends   ☐ Only acquaintances    ☐ Acquaintances & Friends 

How would you describe your child behavior when in social situations?        

                                                  

Has your child experienced any difficulties related to age, gender, sexual orientation, culture, race, or religion?   

☐ No   ☐ Yes – please explain:               

                                               

What leisure/recreational/extracurricular activities is your child involved in?       

                                      

Is your child sexually active or does he/she demonstrate overly sexualized behavior? 

 ☐ No   ☐ Yes – please explain_________________________________________________________________________ 

 

What are your talents and social strengths?            

                

                                        

VOCATIONAL/EDUCATIONAL HISTORY & FUNCTIONING  

Education  

School:                  Grade Level:         



Healthy Care Solutions, LLC      

                                                                                                                                                              
 

 Is your child in a specialized classroom setting or receive special education?  ☐ No  ☐ Yes – please explain:      

                               

Regarding school, has your child ever had an IEP or 504 plan? ☐ No  ☐ Yes – please explain:     

                         

been tutored?  ☐ No  ☐ Yes – please explain:              

                       

been suspended?  ☐ No  ☐ Yes – please explain:          

                          

been expelled?  ☐ No  ☐ Yes – please explain:             

                      

Have you been contacted by school personnel because of your child school performance or behavior? 

 ☐ No  ☐ Yes – please explain:               

                            

What are the average grades your child received:  

in elementary school?                      

in junior high?                       

in high school?                     

What are your child strengths/talents in the school setting?           

Employment  

Has your child ever been employed?  ☐ No  ☐ Yes – please describe job(s) and duration of employment:   

                               

Has your child ever been reprimanded   at work? ☐ No  ☐ Yes – please explain:       

                       

been fired from a job?  ☐ No  ☐ Yes – please explain:           

                      

participated in a work program? ☐ No  ☐ Yes – please explain:          

                     

What are your child work skills/interests?            

                          

FINANCIAL HISTORY & FUNCTIONING  

Please describe the family’s source(s) of income:   
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Are finances adequate to meet the family’s needs? ☐ No  ☐ Yes – please explain problems and supports/resources  

available:               

                                 

Does the child/family receive child support? ☐ No  ☐ Yes – amount/frequency:               

SSDI?  ☐ No  ☐ Yes – amount/frequency:                   

SSI?  ☐ No  ☐ Yes – amount/frequency:            

food stamps? ☐ No  ☐ Yes – amount/frequency:                  

cash assistance? ☐ No  ☐ Yes – amount/frequency:                 

other income? ☐ No  ☐ Yes – amount/frequency:                

Please explain any financial responsibilities/obligations your child has and how he/she manages these responsibilities:    

                

                                            

BASIC LIVING SKILLS HISTORY & FUNCTIONING  

Please indicate your child habits with regard to the following basic living skill practices:  

Bathing (using soap, washing hair) ☐ Daily    ☐ A few times per week    ☐ Once per week or less  

Brushing teeth     ☐ Daily    ☐ A few times per week    ☐ Once per week or less  

Dress in clean/appropriate clothes ☐ Daily    ☐ A few times per week    ☐ Once per week or less  

Does your child require repeated prompting in order to accomplish any of these hygiene tasks?  ☐ No  ☐ Yes  

Is your child able to perform the following basic safety skills?    Call 911 in an emergency?   ☐ No  ☐ Yes  

Refrain from playing with matches or other fire hazards?   ☐ No  ☐ Yes  

Use adequate caution when crossing the street?   ☐ No  ☐ Yes  

Use adequate caution when engaging with strangers (is she/he aware of stranger danger?)   ☐ No  ☐ Yes 

Lock doors and use a key?   ☐ No  ☐ Yes  

Please indicate your child care of his/her personal possessions:  

 ☐ Good care/age appropriate   ☐ Careless   ☐ Destructive  

Will your child be turning 18 soon and/or preparing to live on his/her own? 
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  ☐ No    ☐ Yes – if “yes”, please indicate your child ability to do the following:   

Prepare meals    ☐ Good     ☐ Fair      ☐ Poor   

Shop for items    ☐ Good     ☐ Fair      ☐ Poor   

Develop regular schedules/routines  ☐ Good     ☐ Fair      ☐ Poor  

HOUSING HISTORY & FUNCTIONING  

Does the current housing situation meet the child needs in the following areas?   

Health and safety? ☐ No  ☐ Yes – please explain:           

                        

Access to services? ☐ No  ☐ Yes – please explain:           

                         

Is there any history of homelessness?    ☐ No  ☐ Yes – please explain:          

                       

Is there any risk of homelessness?       ☐ No  ☐ Yes – please explain:           

COMMUNITY/LEGAL HISTORY & FUNCTIONING  

Does the child have any current or past involvement with the following?  

Diversion Court  ☐ No  ☐ Yes, please explain:            

               

Probation  ☐ No  ☐ Yes, please explain:            

                       

Arrest   ☐ No  ☐ Yes, please explain:             

                       

Illegal activity  ☐ No  ☐ Yes, please explain:             

                      

Juvenile detention ☐ No  ☐ Yes, please explain:           

                      

Does your child have transportation to and from school, appointments, etc?  ☐ No  ☐ Yes – please explain:   
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Does your child have a Social Security card? ☐ No  ☐ Yes   Driver’s license?  ☐ No  ☐ Yes                                

 

SIGNATURES 

Name of Person Completing this Form:            

 

Relationship to Client:              

 

Signature:         Date:       

  



Healthy Care Solutions, LLC      

                                                                                                                                                              
 

Depression Screener 

 

Over the last 2 weeks, how often have you/ or your child been bothered by any of 

the following problems? 

 

Little interest or pleasure in doing things.  Not at all  Several days  More than half the 

days  Nearly every day 

 

Feeling down, depressed or hopeless.  Not at all  Several days  More than half the days  Nearly 

every day 

 

Trouble falling or staying asleep, or sleeping too much.  Not at all  Several days  More than half the 

days  Nearly every day 

 

Feeling tired or having little energy.  Not at all  Several days  More than half the days  Nearly 

every day 

 

Poor appetite or overeating.  Not at all  Several days  More than half the days  Nearly every day 

 

Feeling bad about yourself — or that you are a failure or have let yourself or your family down.  Not at 

all  Several days  More than half the days  Nearly every day 

 

Trouble concentrating on things, such as reading the newspaper or watching television.  Not at 

all  Several days  More than half the days  Nearly every day 

 

Moving or speaking so slowly that other people could have noticed. Or the opposite — being so fidgety or 

restless that you have been moving around a lot more than usual.  Not at all  Several days  More 

than half the days  Nearly every day 

 

Thoughts that you would be better off dead, or of hurting yourself in some way.  Not at all  Several 

days  More than half the days  Nearly every day 
 


