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Registration Form 
 
CLIENT INFORMATION 
 
Name:____________________________________________________     Date of Birth:______________ 

Address:_____________________________________________________________________________ 

              ______________________________________________________________________________ 

Home Phone:____________________________        Cell Phone:________________________________ 

Gender:_________________   Place of Employment:__________________________________________ 

Whom may we thank for referring you?_____________________________________________________ 

In case of emergency who should we notify?_________________________________________________ 

 
INSURANCE INFORMATION 
 
Person Responsible for Account:__________________________________________________________ 

Relationship to Client:______________________________  Date of Birth:________________________ 

SSN:____________________________________  Employer:___________________________________ 

Insurance Company:__________________________ Subscriber #:______________________________ 

Group #:________________________________ Phone #:______________________________________ 

Insurance Address:_____________________________________________________________________ 

 

Is the client covered under additional insurance? □ Yes □No.  If yes, Subscribers Name:______________ 

Relationship to Client:______________________________  Date of Birth:________________________ 

SSN:____________________________________  Occupation:_________________________________ 

Insurance Company:__________________________ Subscriber #:______________________________ 

Group #:________________________________ Phone #:______________________________________ 

Insurance Address:_____________________________________________________________________ 

 
 
 
 
_____________________________________________________          ___________________________ 
Client’s Printed Name                 Date 
 
_____________________________________________________          ___________________________ 
Signature of Client or Parent/Legal Guardian               Relationship 
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TREATMENT SERVICES AGREEMENT AND CONSENT FORM 

 
Welcome to Creative Behavioral Connections (CBC). This document contains important information about 
our professional services and business practices. Please read this document carefully and ask questions for 
clarification at any time. When you sign this document, it will represent an agreement between you and 
CBC.   
 
SERVICES OFFERED 
 
CBC is dedicated to creating and maintaining a collaborative treatment approach with the client and their 
families, focusing on evidenced based and scientifically validated assessment and treatment services.   
CBC understands every client is unique with differing circumstances. Given this, we work with you and 
your family to identify goals consistent with individual and family needs.   
 
CBC provides a range of services, including diagnostic evaluations, behavioral assessments, and 
individual and group treatment services. The ABA treatment services include individual focused and 
comprehensive applied behavioral treatment, and group social skills. 
 
Diagnostic Evaluations:  Diagnostic evaluations may include some or all the following: 

o Assessment of Autism Spectrum Disorders symptoms and behaviors 
o Assessment of Intellectual Abilities 
o Assessment of Executive Functioning 
o Assessment of Language Fundamentals 
o Assessment of Adaptive Functioning  
o Assessment of Achievement 
o Assessment of Behavioral and Emotional Functioning 

• During the evaluation, the evaluator will gather information including a developmental history, 
conduct psychological testing, and observe the individual being tested. At the end of the diagnostic 
evaluation, a comprehensive report will be developed, including a diagnosis, summary of the 
strengths and weaknesses identified in the evaluation process, and treatment recommendations.  

Behavioral Assessments: Behavioral assessments are concerned with deficits in specific skill areas that 
may be contributing to problem behaviors, and generally assess some or all the following: 

o Language 
o Cognitive skills 
o Social skills 
o Adaptive functioning 
o Self-help skills 

• During the assessment process, direct observation will be essential for the evaluation of 
environmental variables that may be maintaining or increasing the behavior. Behavioral assessments 
define the problem behaviors and function the behavior serves. At the conclusion of the behavioral 
assessment, an individualized assessment report is completed, and a Positive Behavioral Support Plan 
(PBSP) is developed. 

Focused ABA Treatment: The goal of Focused ABA treatment is to address a limited number of target 
behaviors. Focused treatment focuses on compliance within specific settings (home, school), self-help 
skills, social skills, adaptive skills, academic remediation, and daily living skills, and can range from 5 to 
25 hours a week.  
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Comprehensive ABA Treatment: The goal of comprehensive ABA treatment is to maximize 
independence in multiple skill areas and/or improve the individual’s functioning to levels typical for his 
or her chronological age. Initially, comprehensive treatment involves structured one-on-one therapy, and 
can range from 26 to 40 hours a week; however, as the individual gains skills, more naturalistic and small 
group settings may be incorporated.  
 
A PBSP, which outlines the function of the target behaviors, will be developed for all clients receiving 
ABA treatment services. The duration and intensity of treatment is based on the individual needs and 
severity of the behaviors. Treatment decisions are based on data collection, and reassessment occurs 
periodically throughout the duration of treatment. Family involvement and family education on specific 
principles and procedures of ABA is provided on an on-going basis. 
 
We also provide mental health services, including intake evaluations and individual therapy, couple, and 
family therapy for an array of presenting problems and mental health disorders. 
 
ASSESSMENT, PREPARATION, AND PARTICIPATION 
 
When a diagnostic evaluation or behavioral assessment is being conducted, it is important for the 
individual to perform their best. Please inform the evaluator if there have been any recent changes in 
behaviors, medications, diet, sleep routine, or if there has been any significant illness that may impact 
performance on testing. The length of a diagnostic evaluation can vary depending on the assessment 
instruments used, and can exceed 8 hours in some situations. Given this, it is important the individual 
being assessed has had adequate rest and nutrition prior to being assessed.   
 
Parent/caregivers participation is an expectation of service. Participation may include data collection, 
implementation of recommended strategies, and team meetings. Team meetings will focus on monitoring 
progress to determine appropriate level of services needed, and any barriers to treatment. Lack of 
involvement of parent/caregiver may result in termination from services. 
 
APPOINTMENTS 
 
CBC staff is committed to providing consistent and reliable service as scheduled. A preliminary set of 
hours will be identified based on the results of the assessment and consideration of medical necessity. A 
weekly or monthly schedule of services will be defined between the client/family and service providers 
assigned to the case. Any party may cancel or reschedule sessions previously scheduled at no cost to the 
client. 
 
CBC understands there are circumstances that arise, such as illness or family emergencies, which 
necessitate the cancellation of appointments. To avoid any misunderstandings, CBC requests the client/ 
family send an email to support@cbcautism.com. Excessive cancellations may result in termination of 
services, as consistency is critical for treatment success. If you need to cancel, CBC asks you give as much 
advanced notice as possible, as will the CBC service providers. 
 
COMMUNICATION 
 
CBC understands the importance of open communication and is committed to responding to your 
questions and comments in a timely manner. The treatment providers are committed to providing quality 
services, which includes timely and professional communication. Clients will be provided with telephone 

mailto:support@cbcautism.com
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numbers and email addresses of those individuals who will be directly involved in their care. If you have 
basic questions about CBC or ABA therapy, you are welcome to send an email to info@cbcautism.com.   
 
CBC does not provide on-call coverage 24 hours per day, 7 days per week. In the event of an 
emergency, please contact your physician or call 911 and/or go to the nearest hospital emergency room.    
 
Clients may contact their treatment providers with questions or comments by telephone or email. 
Concerns can be directed to CBC’s CEO, Dr. Michelle McGuire, at mmcguire@cbcautism.com or 702-
901-5200. 
 
CONFIDENTIALITY, RECORDS, AND RELEASE OF INFORMATION 
 
CBC is required to adhere to the Federal Health Insurance Portability and Accountability Act (HIPAA), 
when using and disclosing Protected Health Information (PHI). The law allows us to use and disclose PHI 
without your specific authorization for treatment, payment, operations, and other specified purposes as 
outlined in CBC’s Notice of Privacy Policy. If you request information to be shared with other treatment 
providers, you will first need to sign a written Authorization to Release Protected Health Information 
specifying what information can be released and to whom it can be shared. 
 
There are times when state laws may require the disclosure of confidential information without expressed 
written permission under certain circumstances. These circumstances include: if a person is in danger of 
hurting themselves or someone else; child abuse, elder abuse, or abuse of a vulnerable adult is suspected; 
or if court ordered. CBC staff routinely consults with other professionals. In doing so, we make every 
effort to avoid revealing the identity of our clients, and any consulting professionals are also required to 
refrain from disclosing any information we reveal to them. 
 
FEES AND HEALTHCARE INSURANCE INFORMATION 
 
The following fee schedule represents the fee-for-service rates as of January 1, 2023: 
 
Diagnostic Evaluation:                  $2,500.00 
Behavioral Assessment:                                                                              $700.00 
Re-assessment:                                                                               $300.00 
ABA Treatment Services: 

• BCBA:                                                                              $225.00 per hour 
• BCaBA:                                                                              $175.00 per hour 
• RBT:                                                                              $125.00 per hour  

Group Treatment Services:                             $50.00 per group  
Parent Training:                   $125.00 per hour 
 
Intake Evaluation:                 $250.00  
Individual Therapy:                 $200.00  
Couples or Family Therapy:                $250.00  
Psychological Testing:                 $200.00 per hour 
 
Payment for all treatment services is due at the time of the service, unless other arrangements have been 
made. If your insurance carrier provides financial assistance for treatment services, and CBC is a 
contracted provider for your insurance, CBC will discuss the procedures for billing your insurance carrier.  
The amount of reimbursement and the amount of any co-payments or deductible depends on the 

mailto:info@cbcautism.com
mailto:mmcguire@cbcautism.com
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requirements of your specific insurance plan. You should also be aware you are responsible for verifying 
and understanding the limits of your insurance coverage.   
 
You understand you are financially responsible for all charges whether or not paid by your insurance. In 
the event your account becomes past due, your balance will accrue interest at the rate of 1% per month 
(i.e. 12% per annum). A past due account is an account not paid within 30 days from our 1st date of 
billing you. In the event that you fail to pay in full or make any kind of satisfactory arrangement for 
payment or otherwise within 60 days of your first bill, (or we are unable to locate/notify you of your 
account status despite reasonable effort) your balance will be turned over to our outside office Collection 
Agency. A $50 charge will be assessed to all collection’s accounts, in addition to any accrued interest. If 
your account is referred to our Collection Agency, interest will continue to accrue at the rate noted herein. 
In addition, you will be responsible for all added percentage-based Collection fees/costs per our 
prevailing collection company contract, Attorney fees, Court Costs, Administrative/Service Fees & 
associated Miscellaneous Fees and Costs. You authorize said assignee to release all necessary information 
to secure the payment of said benefits. 
 
INFORMED CONSENT FOR SERVICES 
 
Your signature below indicates you have received and read the information in this document. Consent by 
all parents/legal guardians is required prior to evaluations, assessments, or treatment services being 
provided to minor children. 
 
These policies have been fully explained to me and I fully and freely give my consent for services to be 
provided. 
 
_____________________________________________________          ___________________________ 
Client’s Name/Attestation Signature               Date 
 
_____________________________________________________          ___________________________ 
Client/Parent/Legal Guardian Signature               Date 
 
_____________________________________________________          ___________________________ 
CBC Representative                 Date 
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CLIENT RIGHTS AND RESPONSIBILITIES 

 
You have the right to: 

• Considerate and respectful care and to be comfortable in the environment in which your care is 
provided. 

• Receive care in a safe setting, free from verbal or physical abuse or harassment.  
• Receive information about you or your child’s evaluation and/or treatment status, course of 

treatment, and outcomes of treatment in terms you can understand. 
• Participate actively in decisions regarding you or your child’s evaluation and/or treatment and to 

receive as much information about your proposed evaluation and/or treatment as you may need to 
give informed consent or to refuse a course of treatment. 

• Be advised if the provider proposes to engage in or perform research affecting you or your child’s 
treatment. You have the right to refuse to participate in such research projects and your decisions 
will not affect your right to receive care. 

• An estimated cost of you or your child’s evaluation and/or treatment. 
• Reasonable responses to any reasonable requests made for evaluation and/or treatment services. 
• Have personal privacy respected. Case discussions, consultations, and other evaluation and/ or 

treatment services are confidential and should be conducted discreetly. You have the right to be 
told the reason for the presence of any individual. Written authorization shall be obtained before 
medical records are made available to anyone not directly concerned with you or your child’s care, 
except as otherwise required by law. You have the right to access information contained in you or 
your child’s records within a reasonable time frame, except in certain circumstances specified by 
law. 

• Receive a written “Notice of Privacy Practices” explaining how your Protected Health Information 
(PHI) will be used and disclosed. 

• Receive reasonable continuity of care and know in advance the time of your appointments as well 
as the identity of the person providing the care. 

• Exercise these rights without regard to age, disability, gender, gender identity or expression, 
sexual orientation, economic status, educational background, race, color, religion, ancestry, 
national origin, marital status, or source of payment. 

 
You have the responsibility to: 

• Follow Creative Behavioral Connections (CBC) rules and regulations affecting care and conduct. 
This includes the following: 

o Show respect for the rights and privacy of other clients and their families while in the 
waiting room and other areas of the clinic. ALL clients are entitled to a private, quiet, 
therapeutic atmosphere. This includes monitoring the behavior of all children you may 
bring with you to appointments as well as the individual who is a client of CBC while in 
the reception area.  

o Complete any intake paperwork provided to you prior to your first scheduled appointment 
or the appointment may be rescheduled. 

o Report, to the best of your knowledge, accurate and complete information regarding any 
matters pertaining to your child’s condition or payment information and insurance 
information. 

o Unless actively participating in a session or meeting with your child’s provider, please 
remain in the waiting room area. You should not leave the clinic while your child is 
receiving an evaluation and/or treatment unless arrangements have been made prior and 
approved by the CEO. 

o Use of cell phones is prohibited in the clinical area of the clinic. Please turn off your cell 
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phone prior to entering the clinical area. Should you choose to use your cell phone during 
a session, you will be asked to return to the reception are for the remainder of your child’s 
session. 

o Comply with all posted rules and regulations while in the clinic. 
o Be considerate of all CBC facilities and equipment and use them in a manner as to not 

abuse or destroy. 
o Arrive on time for all appointments. If you are up to 15 minutes late, you will be seen, but 

the appointment will end at the scheduled time. If you are more than 15 minutes late, the 
appointment will be rescheduled. 

o Be respectful of your provider’s time. Please provide the most advanced notice of a 
cancellation as possible. Failure to provide notice may result in the assessment of fees. 

o Continuity of care is critical to success. If you cancel more than five appointments in a 
two-month period, CBC staff will meet with you to discuss your child’s attendance and 
make appropriate adjustments to the schedule, which may include a reduction in the 
number of scheduled appointments. 

o If you fail to call to cancel an appointment more than two times, a written notice will be 
sent, and your child may be removed from the schedule. 

o Payment is expected at the time services are rendered unless prior arrangements have been 
made. 

o Follow the treatment plan recommended by your child’s providers. It is your responsibility 
to tell your service providers whether or not you can and want to follow the treatment plan 
recommended for your child.  The most effective plan is the one which all participants 
agree is the best and which is carried out exactly. 

 
ACKNOWLEDGEMENT 
 
By signing this form, you acknowledge you have read, understood, and agree to comply with the above 
Client Rights and Responsibilities. You may request a copy of this document for your records. 
 
If you have any questions about the Client Rights and Responsibilities, please contact our front office at 
702-901-5200. 
 
 
_____________________________________________________________________________________ 
Printed Name of Client 
 
_____________________________________________________________ Date: __________________ 
Signature of Client (or Client’s Parent/Legal Guardian)  
 
_____________________________________________________________ Date: __________________ 
CBC Representative 
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NOTICE OF PRIVACY PRACTICE 

 
This notice describes how your Protected Health Information (PHI) may be used and disclosed by Creative 
Behavioral Connections (CBC) and how you can obtain access to this information. Please review this 
information carefully. 
 
UNDERSTANDING YOUR PROTECTED HEALTH INFORMATION 
 
Understanding what is in your health record and how your health information is used will help you to 
ensure its accuracy, allow you to better understand who, what, when, where, and why others may access 
your health information, and assist you in making more informed decisions when authorizing disclosure 
to others. When you visit us, we keep records of your symptoms, examinations, test results, diagnosis, 
treatment plans, progress notes, and other medical information. We also may obtain health records from 
other providers. In using and disclosing this PHI we will follow the Privacy Standards of the Federal 
Health Insurance Portability and Accountability Act (HIPAA), 45CFR, Part 464. The law allows us to use 
and disclose PHI without your specific authorization for treatment, payment, operations, and other 
specific purposes explained in this notice. This includes contacting you for appointment reminders and 
follow-up care. 
 
YOUR HEALTH INFORMATION RIGHTS 
 
You have the right to: 

• Request a restriction of the uses and disclosures of PHI as described in this notice, although we 
are not required to agree to the restriction you request. You should address your request in writing 
to the Privacy Officer at CBC. We will notify you within 30 days if we cannot agree to the 
restriction. 

• Obtain a paper copy of this Notice and upon written request, inspect and obtain a copy of your 
health record for a fee of $.60 per page and the actual cost of postage per NRS 629.061, except 
you are not entitled to access to, or to obtain a copy of psychotherapy notes and information 
compiled for legal proceedings. 

• Amend your health record by submitting a written request with the reasons supporting the request 
to the Privacy Officer. In most cases, we will respond within 30 days. We are not required to 
agree to the request amendment. 

• Obtain an accounting of disclosures of your PHI, except we are not required to account for 
disclosures for treatment, payment, operations, or pursuant to authorizations, among other 
exceptions. 

• Request in writing to the Privacy Officer that we communicate with you by a specific method and 
at a specific location. We will typically communicate with you in person; or by letter, email, fax, 
and/or telephone. 

• Revoke authorization to use or disclose PHI at any time except when action has already taken 
place. 

 
OUR RESPONSIBILITIES 
 
The law requires us to: 

• Maintain the privacy of PHI and provide you with notice of our legal duties and privacy practices 
with respect to PHI. 
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• Abide by the terms of the notice currently in effect. We have the right to change our Notice of 
Privacy Practices and will apply the change to all your PHI, including information obtained prior 
to the change. 

• Post notice of any changes in our Privacy Policy in the lobby and make a copy available to you 
upon your request.  

• Use or disclose your PHI only with your authorization except as described in this notice. 
• Follow the more stringent law in any circumstance where other state or federal law may further 

restrict the disclosure of your PHI. 
 
FOR MORE INFORMATION OR TO REPORT A PROBLEM 
 
You may contact the designated Privacy Officer, Linda Stevens, Quality Assurance Manager, 5803 W. 
Craig Road, Suite 105, Las Vegas, NV 89130, 702-901-5200. If you feel your rights have been violated, 
you may file a complaint in writing with the Privacy Officer. If you are not satisfied with the resolution of 
the complaint, you may also file a complaint with the Secretary of Health and Human Services. Filing a 
complaint will not result in retaliation. 
 
DISCLOSURES OF PHI 
 
We may use or disclose your PHI for treatment, payment, and operation, and for purposes described 
below: 

• Treatment: We will use and exchange information obtained by a physician, nurse practitioner, 
psychologist, or other health professionals, staff, trainees and volunteers in our office to 
determine your best course of treatment. The information obtained from you or from other 
providers will become a part of your medical records. We may also disclose your health care 
information to other outside treating medical professionals and staff as determined necessary for 
your care. For example, we may disclose your PHI to an outside doctor for referral. We may also 
provide your health care providers with copies of various reports to assist them in your treatment. 

• Payment: We will send a bill to you or to your insurance carrier. The information on or 
accompanying the bill may include information that identifies you, as well as the portion of your 
PHI necessary to obtain payment. 

• Health Care Operations: Members of the staff, trainees, students, a Risk or Quality 
Improvement team, or similar internal personnel may use your information to assess the care and 
outcomes of your care to improve the quality of the care and services we provide or for 
educational purposes.  For example, an internal review team may review your medical records to 
determine the appropriateness of care. There may also be times in which our accountants, 
auditors, or attorneys may be required to review your health information to meet their 
responsibilities. 

• Other uses and disclosures not requiring authorization: 
o Business Associates: There are some services provided to our organization through 

contracts with business associates. We may disclose your PHI to our business associates 
so that they can perform these services. We require the business associates to safeguard 
your information to our standards. 

o Notifications: We may disclose limited PHI information to friends and family identified 
by you as being involved in your care of assisting you with payment. We may also notify 
a family member, or another person responsible for your care, about your location and 
general condition. 

o Legally Required Disclosures, Public Health, & Law Enforcement: We may disclose 
PHI as required by law, or in a variety of circumstances authorized by federal or state 
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law. For example, we may disclose PHI to government officials to avert a serious threat 
to health or safety or for public health purposes, such as to prevent or control 
communicable disease (which may include notifying individuals that may have been 
exposed to the disease, though in such circumstance you will not be personally 
identified), to an employer to evaluate whether an employee has a work related injury, 
and to public officials to report births and deaths.  We may disclose PHI to law 
enforcement such as limited information for identification and location purposes, or 
information regarding suspected victims of crime, including crimes committed on our 
premises. We may also disclose PHI to others as required by court or administrative 
order, or in response to a valid summons or subpoena. 

o Information Regarding Decedents: We may disclose PHI regarding a deceased person 
to: 1) Coroners and Medical Examiners to identify cause of death or other duties; 2) 
Funeral Directors for their required duties; and 3) to procurement organizations for 
purposes of organ and tissue donation. 

o Research: We may also disclose PHI where the disclosure is solely for the purpose of 
designing a study, or where the disclosure concerns decedents, or institutional review 
board or privacy board has determined that obtaining authorization is not feasible and 
protocols are in place to ensure that privacy of your PHI. In all other situations, we may 
only disclose PHI for research purposes with your authorization. 

• Disclosures Requiring Authorization: All other disclosures of PHI will only be made pursuant 
to your written authorization; which you have the right to revoke at any time, except to the extent 
we have already relied upon the authorization. 

 
ACKNOWLEDGEMENT 
 
 
_____________________________________________________________________________________ 
Client’s Name- Please Print                 
 
By signing this form, you acknowledge receipt of this Notice of Privacy Practice. Our Notice of Privacy 
Practice provides information about how we may use and disclose your PHI. We encourage you to read 
this information in full. 
 
If you have any questions about our Privacy Practices, please contact our front office at 702-901-5200. 
 
 
_____________________________________________________          ___________________________ 
Client, Parent/Legal Guardian Signature               Date 
 
_____________________________________________________________________________________ 
Print Name    
 
_____________________________________________________________________________________ 
Relationship to Client 
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CONSENT TO USE ELECTRONIC COMMUNICATION 

 
Risks to confidentiality and privacy: The treatment providers cannot ensure the confidentiality of any form 
of communication through electronic media or guarantee absolute protection from unauthorized attempts 
to access, use, or disclose personal information exchanged electronically. Email, e-faxes, and texts may be 
sent erroneously to the wrong address. Backup copies of emails and texts may exist even after the sender 
and/or recipient has deleted the correspondence. Employers and online services have a right to inspect 
emails sent through their company systems. E-mails and text messages can be used as evidence in court. 
 
CONSENT 
 
I have been advised of the risks of using electronic communication and I consent to the use of the 
following (please initial): 
 
_____Email: Address:___________________________________________________________________ 
 
_____Texting: Number(s):_______________________________________________________________ 
 
_____Fax: Number:____________________________________________________________________ 
 
 
Additionally, CBC treatment providers can use the following means by which to contact me, and or leave 
a message: 
 
_____Home Phone:______________________  _____Work Phone:_______________________ 
 
 
 
 
_____________________________________________________          ___________________________ 
Client’s Name                  Date 
 
_____________________________________________________          ___________________________ 
Parent/Legal Guardian (if applicable)               Date 
 
_____________________________________________________          ___________________________ 
CBC Representative                 Date 
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AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

 
By completing this form, I, or my legal representative, agree to allow the sharing of my Protected Health 
Information (PHI) with the people or agencies identified below. 
 
Client’s Name:__________________________________________________ Date of Birth:___________________ 
Address:_____________________________________________________________________________________ 
Phone Number:___________________________________ Social Security Number:________________________ 
 
 
I request and authorize the release of healthcare information of the above named client: 
Send Records □ TO  □ FROM: 
Creative Behavioral Connections 
5803 W. Craig Road, Suite 105 
Las Vegas, NV 89130 
P: 702-901-5200 F: 702-901-5201 

Send Records □ TO  □ FROM: 
Name:____________________________________________________ 
Address:__________________________________________________ 
_________________________________________________________ 
Phone:________________________Fax:________________________ 

 
Purpose of Release: 
□ Treatment/ Continued Care          □ Personal Use         □ Legal         □ Disability Determination        □ School 
□ Other:______________________________________________________________________________________ 
 
 
Information To Be Released: 
□ Entire Record           □ History and Physical          □ Psychological Evaluation           □ Psychiatric Evaluation 
□ Progress Notes         □ Discharge Summary           □ Immunization Records               □ Past/Present Medication  
□ Other (Specify):____________________________________________________________________________ 
Your initials are required to release the following information: 
_____ Mental Health Records (excluding psychotherapy notes)                      _____ Genetic Information  
_____ Drug, Alcohol, or Substance Abuse Records                                         _____ HIV/AIDS Results/Treatment 
 
 
Effective Time Period: This authorization is valid until the earlier of the occurrence of death to the individual; the 
individual reaches the age of majority; or permission is withdrawn; or the following specific date:______________. 
 
Right to Revoke: I understand that I can withdraw my authorization at any time by giving written notice stating my 
intent to revoke this authorization to the person or organization named under “Send Records To”.  I understand that 
prior actions taken in reliance on this authorization by entities that had permission to access my PHI will not be 
affected. 
 
Signature Authorization: I have read this form and agree to the uses and disclosures of the information described.  
I understand that refusing to sign this form does not stop disclosures of PHI that has occurred prior to revocation or 
that is otherwise permitted by law without my specific authorization or permission, including disclosures to covered 
entities as provided by 45 CFR 164.502.  I understand that information disclosed pursuant to this authorization may 
be subject to re-disclosure by the recipient and may no longer be protected by federal or state privacy laws. 
 
 
__________________________________________________________          ___________________________ 
Client, Parent/Legal Guardian Signature                Date 
 
 
__________________________________________________________         ___________________________ 
Print Name                                                                                     Relationship to Client 
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Intake Questionnaire for Adults 
 
CLIENT INFORMATION 
Name:____________________________________________________     Today’s Date:_____________ 

Date of Birth (Age):__________________(       )   Sexual Orientation:____________________________ 

Sex assigned at birth: □ Male     □ Female         Pronouns: □ he/him     □ she/her     □ they/them     

Race/Ethnicity:_____________________   Spiritual Beliefs:_________________________ 

Are there any disability needs? □ No   □ Yes:________________________________________________  

Who referred you?_____________________________________________________________________ 

PRESENTING PROBLEMS 
In your own words, describe the current problems as you see them:_______________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Length of current problems/ any time without symptoms:_______________________________________ 

Please check below any issues you have had in the LAST MONTH and the severity of these symptoms: 

Symptom Mild  Moderate Severe  Symptom Mild Moderate Severe 

Depression     Suicidal ideation    

Anxiety     Abuse    

Trauma     Intrusive memories    

Racing thoughts     Nightmares    

Impulsivity     Sleep disturbance    

Excessive guilt     Anger    

Crying spells     Irritability    

Eating disturbance     Poor self-esteem    

Self-injurious bx     Avoidance of others    

Repetitive behavior     Hopelessness    

Helplessness     Distractibility    

Hallucinations     Dissociation    

Mood swings     Work issues    

Poor concentration     Grief    

Excessive energy     Loss of interest    

Please explain any severe symptoms:_______________________________________________________ 

_____________________________________________________________________________________ 



 
  
                                       

 
 
Intake Questionnaire for Adults  Page 14 of 16 
 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

FAMILY OF ORIGIN INFORMATION 
Parents: 

     Mother’s name:______________________________________ Age:_______ 

 Highest Education:_______________________ Occupation:______________________ 

     Father’s name:______________________________________ Age:_______ 

 Highest Education:_______________________ Occupation:______________________ 

     Parents are:    □ married □ separated □ remarried □ deceased    □ divorced  

Siblings: (names/age/biological or step):____________________________________________________ 

_____________________________________________________________________________________ 

How would you characterize your relationship with your parents and siblings?______________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

CURRENT FAMILY INFORMATION 
Marital Status: □ Single    □ Married     □ Separated     □ Divorce     □ Cohabitating    □ Widowed 

How many times have you been married?_______  Length of current marriage/relationship:___________ 

How would describe your current relationship/marriage dynamics?_______________________________ 

_____________________________________________________________________________________ 

Family and Household information: (Please include children even if they do not live in your home): 

Name Relationship Age Sex Living with 
you? 

     

     

     

     

     

     

Please check any family concerns your family is currently experiencing: 

 Yelling  Dishonesty 

 Infidelity   Separation/divorce 

 Financial problems  Death of a family member 

 Abuse/Neglect  Job loss 

 Blended family issues  Substance use/abuse 
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 Other:  Other: 

Any concerns not listed:_________________________________________________________________ 

EDUCATIONAL/OCCUPATIONAL/MILITARY 
Years of education completed:______________ Currently enrollment in higher education: □ Yes     □ No 

If so, where? What area of study:__________________________________________________________ 

Current Employment:____________________________________ Length of employment?___________ 

Does your employment history involve multiple jobs: □ Yes  □ No    If yes, describe:_________________ 

_____________________________________________________________________________________ 

Military Service:  □ Yes     □ No    Branch:____________________ Combat Experience:  □ Yes     □ No 

Length of Service:________________________________ Type of Discharge:______________________ 

LEGAL HISTORY 
Have you ever been arrested: □ Yes     □ No   If so, date/charges:_________________________________ 

Have you ever been incarcerated: □ Yes     □ No   If so, dates:___________________________________ 

Any pending legal charges: □ Yes     □ No   Describe:__________________________________________ 

MEDICAL/PSYCHIATRIC HISTORY 
 Are you currently under treatment for any medical or psychiatric conditions?  □ Yes     □ No   

Describe:_____________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

List prior medical or psychiatric illness, surgeries, hospitalizations:_______________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

List ALL current medications, including prescription and over the counter medications:  

Medication Dosage Reason 

   

   

   

   

   

 

Allergies to food or medication:___________________________________________________________ 

_____________________________________________________________________________________ 
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SUBSTANCE USE HISTORY 
Substance use: Please describe all substances you have used, including alcohol in the past 10 years. 

Substance Age of first use Last use Quantity Frequency 

     

     

     

     

Have you ever been treated for substance abuse? □ Yes   □ No   When? How long?__________________ 

_____________________________________________________________________________________ 

OTHER COMMENTS 
Please add any other comments that you feel are important for us to know:_________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

 

 

_____________________________________________________________________________________ 

Client Signature        Date 
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