Stafford Family Counseling
11 Hope Road, Suite 213
Stafford, VA 22554
540-658-0888 * Fax 540-658-0855

INTAKE BIOGRAPHICAL DATA PACKET

PART ONE TO BE COMPLETED BY PATIENT OR GUARDIAN

PATIENT DEMOGRAPHIC INFORMATION

Patient Name:

Date: Patient ID:
Address:

Phone (Home): Phone (Work):
Date of Birth: Social Bict:

Guardianship (for children and adults when appliegb

Marital Status:

Example- never married, married, widowed, divor@sharating, cohabiting

Gender: Age:

Family Members (Living with you)

Name Age Sex Relationship
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Employer: Otionpa

School (for children, and adults when applicable):

Referral Source:

Emer gency I nformation:

Primary Care Physician or Pediatrician:

Phone:

Name of Emergency Contact:

Phone(s):

Relationship to Patient:

Previous M edical History

Allergies (adverse reactions to medications/foadyet

Date of Last Physical Exam:

Findings from Exam:

Current Medications (Include prescribed dosages, dates of initial pieson and refills, and
name of doctor prescribing medication):

Hospitalizations/Sur geries (include dates, complications, adverse reactiommésthesia,
outcomes, etc.):
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Any relevant medical conditions (diabetes, hypertension, head traumas, cardiadgoneh
asthma or other breathing problems, cancer, etc.):

Children and Adolescents, and adults when applicable:

Developmental Historfdevelopmental milestones met early, late, normal):

Child routinely followed by a pediatrician for firBve years?

Child have any congenital defects requiring treaiineeg. heart defects, hydrocephalus, cleft
lip/palate, etc.?

Child speech develop within normal time frames?

Child growth and development occur with normal tifreenes?

Child begin walking within normal time frames?

Child have any vision or hearing developmentaliclitties?

Child begin school as scheduled, or was schoolydda

Child’s early school years run a normal coursajidrsocialization/behavior problems exist?

Child have any diagnosed learning disabilities?

Child have diagnosed hyperactivity?

Child have history of needing Ritalin, asthma matians, or allergy medications?

Child exhibits tendencies to hurt other childrermanimals?
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Pre-natal/Peri-natal History (medical problems during pregnancy, mother’s use of
medications, details of labor/delivery etc.):

Was the pregnancy a normal pregnancy, or were gireldems such as toxemia, pregnancy
induced diabetes, preeclampsia, placenta prew, et

Was the pregnancy full term, or was the delivesnmature?

Did mother use drugs or alcohol during the pregganc

Is/was the mother addicted to drugs/alcohol andguguring pregnancy?

Was the baby born addicted; requiring detox inrinesery?

Did the baby require time in an intensive neonateisery?

Was the birth weight considered normal, or werepisrtold it was too low or too high?

Patient/Guardian signature

Clinician’s signature with professional degree @adiing review of document
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Stafford Family Counseling
11 Hope Road, Suite 213
Stafford, VA 22554

NOTICE OF PRIVACY PRACTICES
Effective April 14, 2003

This notice describes how medical/mental health infor mation about you may be used and disclosed and how you
can get accessto thisinformation. Pleasereview it carefully.

| have a duty to maintain privacy of your healtformation and to provide you with this notice. Ywill be asked to
sign a Consent Form. Once you have signed thegdof®rm, | may use or disclose your Protectedthiea
Information for purposes of diagnosis, treatmehtaming payment, or to conduct healthcare oparatid-or example,
if you choose to use insurance, to receive payinenist provide information about you to your insugza company.

Other permitted and required uses and disclosur es that may be made without your consent, authorization or
opportunity to object:

Abuse or Neglect: If | suspect abuse or neglect of a child or ellam mandated to make a report to the appropriate
public authorities.

Danger: If | suspect you are in imminent danger of harmjpgrself or someone else, | am mandated to makpatr

to the person at risk and to the public authorities

Legal Proceedings: | may disclose Protected Health Information in oesge to a court order or subpoena or in certain
other legal proceedings.

You have the following rightsregarding health information | maintain about you:

Right to Inspect and Copy: You have the right to inspect and request copiésfofmation that may be used to make
decisions about your care. Usually this includesmadgraphic and billing records but does not inclpsiechotherapy
notes. To inspect and/or receive copies of inféienayou must submit a request in writing. If yaguest a copy of
information, | may charge a fee for the cost ofyéng, mailing or other supplies associated withry@agquest. | must
respond to your request within fifteen days of iigce

Right to Amend: If you feel that health information about you isdnrect or incomplete, you may ask me to amend
the information. You have the right to requesaarendment for as long as the information is kgptb. Your
request for amendment must be in writing and mrstige a reason supporting your request.

Right to an Accounting of Disclosures: You have the right to request an Accounting of Disares | have made of
information about you. You must submit your requesvriting to the above address. Your requesstnstate a time
period for the disclosures, which may not be lortgan six years and may not include dates beford 2, 2003

Right to Request Restriction on Uses and Disclosures: You may request that disclosure of confidentiabinfation
be limited. If | am unable to agree to that niesbn, we can discuss other options, such asrafe another
counselor.

Right to Limit Reception of Confidential Information: For example, you may request that | contact yaurtain
telephone number or address. You do not havestbgreason for your request.

Right to a paper copy of this Notice.

Other uses and disclosures of Protected Health I nfor mation and any disclosur e of Psychotherapy Noteswill be
made only with your written authorization. After such authorization isgiven, you may revoke that
authorization at any time. This Notice may be amended as needed to comply with federal, state and professional
requirements.

If you believe your privacy rights have been viethtplease let me know either in writing or by iadkwith me. Such
a complaint will not result in any retaliation byemYou may also file a complaint with the Secnet#rthe US
Department of Health and Human Services.

Signature of Client / Custodial Pare@uardian Date

Printed Name of Client



Stafford Family Counseling
11 Hope Road, Suite 213
Stafford, VA 22554
540-658-0888 * Fax 540-658-0855

Optional CREDIT CARD FORM

Type of CardMasterCard / Visa OR Debit card):

Expiration Date:

Name as it appears on the Card

Account number on the Card :

Patient’'s Name

Amount Charged: $

Card member acknowledges receipt of goods and/eicss in the amount
of the total show hereon and agrees to perfornoltigations set forth by
the card member’s agreement with the issuer. Myadige as found grants
permission to Prince William Family Counseling tming the provided
credit card information in order to pay for sergeendered.

Signature of Cardholder: Date

Transaction completed by (please Initial) :



Stafford Family Counseling
11 Hope Road, Suite 213
Stafford, Virginia 22554

540-658-0888 * Fax 540-658-0855

RELEASE OF INFORMATION

It is often necessary to consult with physiciand aarse practitioners regarding medical/
medication issues regarding our patients to intheeighest quality of care. As aresult, it is
helpful to have a signed release of informatiopdor primary care physician (PCP) or nurse
practitioner. In today’s world it is typically thele of the PCP to be aware of all treatment you
receive to help insure proper coordination of ca¥eur therapist needs to make your PCP aware
of any referrals that need to be made for medinai@luations, to insure the PCP is aware of
medication changes, to discuss the need for ralinngnedical causes for observed behavioral
symptoms, and to make him/her aware of your basatrnent plan (not typically the details of
your case, just the general symptom presentatidriraatment approach). Also, many insurance
companies require that we coordinate care withtiamtzss PCP as part of treatment and make it a
condition of continued authorization for treatmeNur signature on this form indicates that you
give consent for your therapist to consult with yBCP/nurse practitioner or your child’s

pediatrician,(insert name) regarding medication, substance abuse,
medical, and mental health issues regarding tlss.ca

You hereby give consent for your therapist (insarne) to exchange
verbal information, written information, school oeds, medical records, and any pertinent
substance abuse history with the above namedrgeatimary care medical provider. By
signing this form you acknowledge that you undewdténat you may refuse to authorize release
of confidential information to others if you so ds®. You understand that you may revoke this
consent at any time in writing, except to the ektbat action has been taken in reliance on it and
that in any event that this consent expires autioaldt as described below. You are also
acknowledging you understand that this informatitay be subject to re-disclosure by the party
receiving the information and may no longer be gete#d. By signing this form you are allowing
your primary care medical provider to accept a cofpyis form as a valid consent to release
information. This consent includes information,iethis placed in the record after the date this
consent was signed, unless noted otherwise. Ygnatire acknowledges that this consent
expires when your case is closed OR as specifiszldiéwhen

Signature of Patient/Guardian:

Date: Witness Signature

Patient Name:




Stafford Family Counseling
11 Hope Road, Suite 213
Stafford, VA 22554
(540) 658-0888, FAX (540) 658-0855

| nformed Consent for Treatment

l, (name of patient or guardian

as applicable), agree and consent to participdbelavioral health care services offered and

provided at/by Stafford Family Counseling (name of provider),

a behavioral health care provider. | understantithen consenting and agreeing only to those
services that the above named provider is qualtbgarovide within: (1) the scope of the
provider’s license, certification, and training;(@) the scope of license, certification, and
training of the behavioral health care providergclly supervising the services received by the
patient. If the patient is under the age of eightereunable to consent to treatment, | attestlthat
have legal custody of this individual and am auttest to initiate and consent for treatment

and/or legally authorized to initiate and consertréatment on behalf of this individual.

Signature: Date:

Relationship to Patient (if applicable):

Patient Name: Patient ID:
Stafford Family Counseling




