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CHILD/FAMILY INFORMATION

Client Name:      
   

Date:      
DOB:  ______/______/_______     Age: ________       SS#: _______________  OHP#____________

Address:  ____________________________________________________________     

School Name:  _________________________   Grade: ____      Sex:   F  FORMCHECKBOX 
   M  FORMCHECKBOX 

Cell/Home Ph #: (______) ______-_________           OK to leave a message?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Parent Work Ph #: (______) _______- __________      
OK to leave a message?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Emergency Ph #: (______) _______ - __________          OK to leave a message?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Parent/Guardian Name: _________________________________  

Guardian Address/Ph # if different than above: ____________________________________________

Biological Mother:  ___________________​​​​____________    Biological Father:  ______________________________                   

Who referred you to this agency? ____________________________________________

CURRENT SERVICE PROVIDERS—Please list name and phone number of contact person

Mental Health Provider(s): ________________________________________________

Juvenile Dept/OYA: _____________________________________________________  

Alcohol/Drug Provider: ___________________________________________________

DHS: _________________________________________________________________ 

Other Providers: ________________________________________________________
CURRENT HOUSEHOLD MEMBERS

	Name
	Relationship
	Age or Date of Birth
	Grade/Occupation
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Client Name:  _______________________________________


ID # ___________________________
Other family members or important persons not in the home: __________________________________________________________________________________________________
__________________________________________________________________________________________
Previous mental health treatment or substance abuse treatment:  (Please list providers & dates):  __________________________________________________________________________________________________

__________________________________________________________________________________________

What problem(s) brought you (your family) to this office?  _________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please list your family’s strengths: __________________________________________________________________________________________________
__________________________________________________________________________________________________
Please explain the following if checked Yes: 

Is there a history of harm to self or others?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   ___________________________________________________

__________________________________________________________________________________________________

Does child have access to weapons?  FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   ________________________________________________________

__________________________________________________________________________________________________

Is there a history of sexual abuse?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   _________________________________________________________

__________________________________________________________________________________________________

Is there a history of physical abuse?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   ________________________________________________________

__________________________________________________________________________________________________

Is there a history of neglect?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   ______________________________________________________________

__________________________________________________________________________________________________

Is there a history of domestic violence?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   _____________________________________________________

__________________________________________________________________________________________________

Has child been involved in any legal difficulties?    FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   _____________________________________________

__________________________________________________________________________________________________

Has the child ever lived out of the home?    FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   ___________________________________________________

__________________________________________________________________________________________________

Is child currently in foster care placement?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   ___________________________________________________

_________________________________________________________________________________________________​​_

Did the child’s mother take any medications/drugs during pregnancy?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   _____________________________

__________________________________________________________________________________________________

Were there any complications during pregnancy or during labor and delivery?    FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   ______________________

__________________________________________________________________________________________________

Were developmental milestones normal for this child (eg. walking, talking, toilet training, etc)?    FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    (If no, please explain) ________________________________________________________________________________________
_________________________________________________________________________________________________
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MEDICAL HISTORY

Current Primary Care Physician: ______________________________________
Ph #: ________________________  

PCP Clinic Name: ____________________________________________________

Date of child’s last physical exam? ________________________________________________

YES   NO



    YES    NO
                
         YES   NO

	Allergies/Hayfever
	
	
	Hospitalizations or ER visits
	
	
	High Fevers
	
	

	Asthma/Lung Problems
	
	
	Epilepsy/Seizures
	
	
	Recurring Infections
	
	

	Headaches
	
	
	Accidents/Major Injuries

(eg. car, bike, sports)
	
	
	Scabies/Lice/Rashes
	
	

	Hearing or Vision Problems
	
	
	Serious Illness That is Now Over
	
	
	Diabetes

If yes, specify type:
	
	

	Head Injury or Concussion
	
	
	Hepatitis

If yes, specify type:
	
	
	In-utero Exposure to Alcohol/Drugs
	
	

	Tuberculosis
	
	
	Assault Injuries/Puncture Wounds
	
	
	Other Medical Conditions
	
	

	Sexual Activity (Past or Current)
	
	
	Ever Been Pregnant or Suspect Pregnancy?
	
	
	Past or Current Use of Birth Control
	
	


Please explain items checked “Yes”: __________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________________

	CURRENT MEDICATIONS

	Name of Medication
	Dosage
	How long has client taken?


	For What?
	Prescriber

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Medication Allergies:  __________________________________________________________________________________________________
__________________________________________________________________________________________________
Has the child ever had a negative reaction to any medication? Y _____  N _____ (If Yes, please explain): __________________________________________________________________________________________________
__________________________________________________________________________________________________
Name of pharmacy you use?  __________________________________________Location: _______________________
Name of lab you use? __________________________________________Location: _____________________
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	ISSUES OF CONCERN


	Area of Concern
	Serious Concern
	 Somewhat Concerned
	Not Concerned 
	Area of Concern
	Serious Concern
	Somewhat Concerned
	Not Concerned

	Learning Disability
	
	
	
	Vandalism
	
	
	

	Poor Grades
	
	
	
	Gang Interest/Involved
	
	
	

	Overachievement
	
	
	
	Arrests/Law Violations
	
	
	

	Underachievement
	
	
	
	Uses Drugs and/or Alcohol
	
	
	

	Suspensions/Expulsions
	
	
	
	Parent/Guardian Uses Drugs and/or Alcohol
	
	
	

	Skips School/Poor Attendance
	
	
	
	Parent/Youth Conflict
	
	
	

	Alternative School/Classroom
	
	
	
	Parenting Concerns
	
	
	

	Speech Problems
	
	
	
	Marital Conflicts
	
	
	

	Social/Behavioral Problems
	
	
	
	Sibling Conflicts
	
	
	

	Unable to Keep Friends
	
	
	
	Impulsive Behavior/Attention Problems
	
	
	

	Isolated/Withdrawn
	
	
	
	Hyperactive Behaviors
	
	
	

	Acts Young for Age
	
	
	
	Depressed
	
	
	

	Loss/Grief Issues
	
	
	
	Anxious
	
	
	

	Tantrums
	
	
	
	Mood Swings
	
	
	

	Argumentative/Uncooperative
	
	
	
	Difficulty Sleeping
	
	
	

	Stealing
	
	
	
	Experiences Nightmares
	
	
	

	Setting Fires/Playing with Matches
	
	
	
	Eating/Appetite Difficulties
	
	
	

	Running Away
	
	
	
	Hallucinations/Delusions
	
	
	

	Lying
	
	
	
	Enuresis (Wets)
	
	
	

	Aggressive/Hurtful toward Animals
	
	
	
	Encopresis (Soils)
	
	
	

	Aggressive/Assaultive/Hurtful Behavior Toward Others
	
	
	
	Sexuality Concerns
	
	
	

	Threatens Suicide/Self Abuse
	
	
	
	Sexual Acting Out/Offending
	
	
	

	Homicidal Ideation (Threatens to Harm or Kill Others)
	
	
	
	Other:
	
	
	


Comments:

_____________________________________


________________________________

       Name of Person Completing This Form



Relationship to Child/Client

    _______________________________________

                               Date
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Consent For Treatment
I have read and/or had the following explained to me as part of my orientation to services with Marion County Health & Human Services (initial those that apply below):

____ Rights and Responsibilities

____ Complaint and Grievance Procedure

____ Welcome Letter

____ Information about a Declaration for Mental Health Treatment (adults)

I give Marion County Health and Human Services permission to provide me with evaluation and treatment services.

____________________________________________

_________________________


     Signature (Individual or Guardian)



         Date

	     

	Client’s Printed Name


	 Refused to Sign
	 Not Able to Sign

	Circumstances for refusal/inability to sign:      


Marion County Health & Human Services

NOTICE OF PRIVACY PRACTICES

Acknowledgement of Receipt

PLEASE REVIEW THIS ACKNOWLEDGEMENT CAREFULLY AND THEN SIGN AND DATE BELOW.

The Notice of Privacy Practices tells you how the Marion County Health Department may collect, use or disclose health information about you and tells you about your privacy rights. The Health Department is required to offer you a Notice of Privacy Practices by federal law. 

	I,      

	Client’s Printed name


have been offered a copy of the Marion County Health Department’s Notice of Privacy Practices and have had a chance to ask questions about how my health information will be collected, used and disclosed and how to access my privacy rights. 

_________________________________________    ___________________

Client’s Signature                                                                     Date

_________________________________________            ___________________

Legal or Personal Representative of Client (if applicable)     Relationship

This document is available in other languages and alternate formats that meet the

guidelines for the Americans with Disabilities Act (ADA).

Contact your Service Provider, or call the general number for the Health Department at: Phone# 503-588-5357, or Fax# 503-364-6552. 

Health Department Staff: Please have this document completed and signed by the individual receiving the Notice of Privacy Practices. 

Marion County Health & Human Services

Children’s Behavioral Health Services

Late Cancel / No Show Policy

Please call 503-588-5352 to cancel an appointment. 

24 Hour Notice Is Required For Cancellations

Please leave a message on our answering machine if you call after hours.

Definitions:
No Show: Failure to keep a scheduled appointment without notifying CBH, regardless of the reason.

Late Cancel: Canceling a scheduled appointment with less than 24-hour notice.

Medically Fragile: The child’s health status makes it too difficult to predict that he/she will be able to tolerate therapy more than 24 hours prior to a scheduled appointment. Examples may include a history of seizures, chronic upper respiratory infections, chronic ear infections, etc. Please speak with your counselor if you feel your child meets these criteria.

-------------------------------------------------------------------------------------------------------------------------------------------

We believe the outcome of counseling is significantly affected by attendance at scheduled appointments. Missed appointments may affect our ability to provide services to your child and family. 

We also believe that you have requested services as a result of a sincere interest in improving the quality of life for your child and family. It is very important that you attend scheduled appointments on a consistent basis in order to build a trusting relationship with your counselor and to have the time needed to work on your treatment goals.  Because of our belief in the importance of consistent attendance, you will be asked to enter into a contract with your counselor if you late cancel or no show two or more counseling appointments. The Attendance Contract will specify the number of sessions you are agreeing to attend.  If you late cancel or no show for any of these agreed upon sessions, we may not be able to continue to provide services and your case may be closed. Your counselor will consult with a Supervisor to make this decision. If services are discontinued at CBH, you will be offered a referral to another provider. 

We realize that therapy is a commitment of time and energy and families are frequently faced with multiple demands and commitments. Please talk with your counselor about any difficulties you may have that would prevent you from attending scheduled appointments.  

**If you have late cancelled or no showed for an appointment due to a circumstance that could not be avoided, consequences may be waived.  Please speak with your counselor if this situation arises.

**If you would like to discuss your particular circumstances with someone other than your counselor, you may request to speak to a Supervisor.

I have reviewed and been given a copy of the Late Cancel / No Show Policy. I understand that I am responsible for canceling my child’s appointment with 24-hour notice.

	Client’s Name:      
	Date:      


Parent/Guardian Signature: ______________________________  Date: _______________

Marion County Health & Human Services

FEE AGREEMENT

I understand that the established fee for services at  Marion County Health & Human Services includes office visits, client telephone contacts, and professional consultations on the client’s behalf and is based on my income and the number of dependents in my family.  The established fee for services is       percent of the full fee for service charge. 

I understand and agree to make payment directly to the Marion County Health & Human Services Program for any fees or co-pays due.  I understand that if I do not follow this agreement, the Marion County Health & Human Services reserves the right to deny service.  

I agree to pay the following pro-rated fees for services per hour as follows: 

 FORMCHECKBOX 
  Assessment 
   FORMCHECKBOX 
  Group      FORMCHECKBOX 
  Individual/Family

	Client’s Name:      
	









Signature of Parent/Legal Guardian

________________     _____________________



    Date

Note: Consumers with Medicaid funding will not be charged for services and will not be 

           responsible to pay for missed appointments.

FEE REDUCED OR WAIVED DUE TO INABILITY TO PAY

 FORMCHECKBOX 
  Fee Reduction to ___________% of the full fee for service charge

 FORMCHECKBOX 
  Fee Waiver

	Comments: 

	     

	     


Supervisor Approved: _____________________________________    Date: __________________

I understand and agree to the conditions listed above regarding the fee reduction or waiver. 

Signed: ________________________________________________   Date: ___________________


                 Parent/Legal Guardian
Revised 3/18
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