Adult

Behavioral Medicine Patient Registration

Please fill out the following information completely

Patient Name Date Age

DOB: Male Female___ Social Security # - - (required)
Mailing Address City Zip
Home Address (if different from mailing address) City Zip
Home Phone Cell Phone

Marital Status How Long? Previous Marriage(s): Yes / No Give dates

Race: Decline__ Ethnicity: Hispanic____ Non Hispanic Decline

Primary Language Spoken:

Religious Preference {optional)

Employer

Military Service Referred By

Employer Address

Spouse Employer

Primary Physician

Emergency Contact Person

Occupation Years Employed
Work Phone #
Work Phone #
Phone #
Relation Phone #

Email

INSURANCE INFORMATION

Primary Insurance Co.

Insurance 1.D.#

Name of Policy Holder/Sponsor

SS# - - DOB

Employer

Group #

Secondary insurance Co.

Insurance .D#

Name of Policy Holder/Sponsor

SS# - - DOB

Group #

Employer




ADULT SYMPTOM RATING SCALE

Pleaserate the highsst severity of each symptom lis

ted below during the pastitwo mongt
> ! et ' < 8 v nins
by putiing an X in the appropriais box tot

! ' he right as follows:
0=None 1=Mild 2=Modsrate 3=8evere 4=Profound

Symptom Descrintion

]

oo O

1

)

)

DOo0m

1. DEPRESSED/SAD MOOD il ll- 213
2. LOSS OF INTEREST OR PLEASURE IN THE USUALTHINGS SIS
3. APPETITE CHANGE - INGREASE OR DECREASE NN
4 WEIGHT GAIN OR LOSS : oiEEE
5. __PROBLEMS FALLING OR STAYING ASLEES Riintin
6. SLEEPING TOO MUCGH et e
7. FATIGUE, NO ENERGY =L
& __ FEELINGS OF GUILT OR WORTHLESSNESS T‘D—%;%
9. CONCENTRATION PROBLEMS Injiniiniin
10._THOUGHTS OF DEATH WITHOUT INTENT 70 SUTIHE ST
CRYING SPELLS -
SEXUAL PROBLEMS = L]
LACK OF FEELINGS — |
NIGHTMARES, FLASHBACKS, REPEATED THOUGTTS GEFAS — L
UPSETTING TRAUMAS MOUGHTS OFPAST Hiin|in
INTENSE REACTION TO SOME REMINDERS OF PAST TRATIA O
TRYING TO AVOID THINKING OF PAST TRAUMA(S] OR OSLER P
REMINDERS OF THEM miinjinlin
ERVOUS, ON GUARD — I
ANXIETY, WORR =
[RRITABILITY, ANGER = L]
EXCESS DIETING, VOMITING —
OFTEN MISS WORK =
DRINKING PROBLEM |
DRUG USE PROBLEM ==t L
SUBSTANCE ABUSE LT N
HOME LIFE PROBLEMS SN SHELE
SOCIAL LIFE PROBLEMS % %—%ﬁ
PROBLEMS WITH CHILD slimiinjin]
VW/ORK PROBLEM . = |

O
oo
/1::1

INTENSE DISCOMFORT OR FEARS PEAKING N 10 M!NUTES

UNEXPECTED SPELLS OR ATTACKS

|
O
Ol
|

FEAR OF LEAVING HOME, CROWDS, PLACES

YOU CAN'T LEAVE

FEAR OF HUMILIATION CAUSES FEAR OF BEING WATCHED OR

]

i'

oo O 00d

SEEN AND SOCIAL PROBLEMS il
33, EXCESSWORRY ABOUT TWO OR MORE DIFFERENT 15SUES miinlnjnj
34, EXCESS WORRY FOR 6 MONTHS milninis]
35. MUSCLE TENSION TR e
38, REPETITIVE ACTS LIKE COUNTING, CHEGKING WASTIG S
87._ DISTRESSING THOUGHTS YOU CANT GET RIb OF ST
33.  OTHER FEARS AND PHOBIAS ;

e

[

|
[




ADULY sYMPTOM RATING scALE

Plsase continue rating the savarity of

_ symptoms within tha pasttwo months:
O0=None {=Mild 2=iloderata 3=Severe 4=Profound

Symptorn Description TTTTT
.__TROUBLE FINISHING PROJECTS, ATTENTION DRIFTING hfﬁ— ‘T
40. PROBLEMS ORGANIZING TASKS ]

41._ FORGETTING APPOINTMENTS, ETC.
42. FRUSTRATED CAREER GOALS
43. OTHER MEMORY PROBLEMS

| l!l
/
]
I
]

44, CONFUSION : = I
45, BELIEFS THAT SEEM STRANGE TO MOST OTHERS _=-ﬁaﬁ—ﬁ
48. CHRONIC PAIN T T e
47. HEADACHES L |
48. STOMACH PROBLEMS i L |
49. HEART PALPITATIONS L |
50. SHORTNESS OF BREATH TS L]
51, NUMBNESS OR TINGLING L |
92. DIZZINESS E«E“E_N L]
53. _BODY WEAKNESS Nl |
54, BLACKOUTS F‘:-E—ﬁtq

Pleass continus, but now rats the highest severity of ths follo

§ ' o 18 igne awing symptoms that You have evay
experienced in yourlifstims, not Iustduring the past twg months, by using ths szme Savarity scals
as bafore. Placs an Xin tha appropriate column to ths right, -

0=Nons 1=Mild 2=Moderate 3

=Szvers 4=Profound
- Symptom Description

55, _WIDE DAILY MOOD SWINGS 0 %%i_!i
50, NEEDED LESS SLEEP, YET NOT TIRES EGR DAYS NN inlinin
| 57. HIGHENERGY FOR DAYS T
53. EXTRA TALKATIVE FOR DAVS S
59, RACING THOUGHTS FOR DAYS EEEE
60. COMPULSIVE SPENDING - SO
©1.  HEARING VOICES WRENNO ONE TS THERE RN
62. _ SEEING THINGS THAT ARE NOT THERE OO
63._THOUGHTS OF HOMICIDE IO
64. THOUGHTS OF SUCIDE SOEE =
85, SUICIDAL ATTEMPT(S) Siinlnjiuie

3

0Si concsmn you in mors detai

etz hers:

e ———
e ——




HITIAL ASSESSMENT QUESTIONNAIRE

sy}

riefly des cribe why you are s esxing traztmant todzy. Pleass include the P sychologica] =
4 L « ! t < L [ ~ d w i “:: ai
ractors and provide a brisf history.

[}

How long has the chisf complaint

What are your medica! concarms? Explzin below or cheek Nong

Any Spscizl Status [ssuss? Court i Criminal Family Court Woark R ; . on
D D . N0Ns

What ers ths expsciztions for treatment outcoma?

Herimahidg Mars

mioUssnold Mambars

| N "

Jamas on -
Mzmess 35 Rslztonshis

—
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FIEDICAL AND BEHAVIORAL HEA

Behavioral Health History:

@ o
5 oo
——-Il

Has patient besn in couns gling before? Y
n? Whnere? How Long? With Whom? Suge cC

No D

? Why Stoppad?

Forwhat was the paiient
Do you want tha Therapt

Any history of sali-inj jury? es D No D

Is there & family hist wory of suicids or

Havs any closzrelativas ussd medication for mantz! haaltn ? "YesDD‘oD

Plzzss mark balow amy y family membsrs 8 Who have sufisrad 7ih menial llliness or alcoholism

Biological Fathar

Biological Mothar
Brothers., Sist
T

Palernal Grandparants Mat

|
Materma e — |
| par ernzl Grandparants |
| Paternal Aunts & Unclas M 'e a!Aun-a&Uu |
i

Pztarnal Cousins




Doss patisnt uss slcohol? YesDe\foD How oftan? Howlong?

Doss patisnt smoks? YeSDNCD How oftan? How lona?

Doss patient uss caffeins? YesDNcU How oftan? H

) tar 10w long?

medication praserip

SO o N -

Prascriting Physicizn's Nams Addrass : =¥

Do youwantto sign Ralazss 07 Information ts the M D7 Yes{ | Nol ]




N
ectdoses vour dcal condition have o JoUr mental healin?

ollowing conditions

Cardiovascuylar diseassa
Heart disease

Chest pain or angina
Swelling of hands, faet or
ankles

Neurologica] diso
Selzuras

rdar
Tder

Rendereg unconscm'“
COHCU::IOH Cr heaaqg

in '.lx“_,'

Blood disorders
if'laﬁgnancy

Eye disorders
Glaucoma

Respiraﬁcr_y Freblams
Asthmaz or Wneavxr"«

-

Gehiéourinary broblams
Frequent diarrhs

Peptic ulce
Endocnna Disorder
Hormonal changs

(]
E}
[
L]
L] Thyroid dysfunction
L]
]
(]
[
L]

N O
8
DDDDDDD DDDD

~a Ry faila tan mk Y . e
S3sSTaive d&:il: slow to ths S00Ve msd.c::! it
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p,orlzh wor< dona?

YesD NOD
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roryour medical hisiory? es[] No[]

Please mark an “X in the appropriats box for anyonein ts fam

a
. ramily f‘(c 10y Wno havs hag any of
he following, whethar formally di %gno%d Gf nat: S- ey ol
Key: B=brother;8=siste s

C=cousin.

father:Gp= aranﬂmo r;GF=grandfa’cher;U:uncx‘e; A=zynt

Father's Side of Family Mother's Side o

" anily
—_—
— .




rinacursnt rslations
upportive or problsmal
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Patient Name: DOB: _/
——_\\ N

[ hereby authorize ths releass of informatio

oon )

FO AND FROM

Yucea Family Medica) Care, Inc,
675 29 Palms Hwy, Suite 111 Yueea Valley, cA 972
760)355-3500 telephone (7 60} 355-5014 fax

24
e

AND
Health Insurance & Company;
.
Please read the follo owing dsclaration then sign and date baloy Where
hd(oaf'ed. :

L

[ requsst that payment of authorized mea dical service
my fnincn child be made by my msuranﬂe co
child's behalf, o the provider of s

medical provider listad abova

s furnishad 1o me or
mpany, on mine or My minor

sarvice indicated above. | authorize the
and his agents 1o releasa -

gase any information
concerning my medical care to my insurance company and any of jis
agentsfor the sole purposs of determining bensiis payabls on my ms edical
related chargss.

[ understand my s gnauule on this form autho
to make payment di rectly to tna prov‘dc. ref
authorizing my providar to r=
acuud'c““ my medical cImm
coinsurance, in any non-covered
and subssqusent plans as wall,

Orizes my insurance como~n/
erenced abovs and tﬂ:: 2
& all madical i morma:mn aces

he patisntis resp axol“ ro deducfb!es
sery i as o




Pain Health and Nutrition ¢ creening

PAIMN SCREENING Ara you expe rizncing any ongoing physical pain?

[f NO - Mo Further questions are regquired - Go to tha hextsection: Health Scraenins

B

Location of Pain:

n

'O\l‘li WOl }d YO ! Lo | f 2 L-/ { } £ pain of SiS HOf \V“ 0 [855] ' ng v p P;“ y Ol ||‘4
h ! race tns [sT ;: sC "‘f 1 t() L() t L pdin U s
[t 185“ ey

12345678910
How long have you had this pain?
Are you currently being treated for this pain? Yes Mo
Is the treatment effective? (A pain rating of 4 or above indicatas inaf

Yes No

*If not being treatzd or tregiment is rot effactive, a recomm:
se2 ¢ heclihcare provider,

L u
Ll
2
e

HEALTH SCREENING

Do you have any medical conditions not baing treatad? Yes j

10

Do you have any Medical Diagnosis not bain g treatad? Yas Mo
If yasto any of the above questions, or ths date of the last Haclth cnd Bh

Paysical Exam excesds 12 months, g
recommendationshould be made for cliznt to sze Primary Health Provider an, ¢ document rzcommendation

NVUTRITION SCREIENING

Does client havea severa food allergy? Yes No .




Dentures: Yes No
Partial Dentures; Yas No
Full Dentures: Yes No

Is the Cliznt currently exoeriencing Dantal Problems? Y

es Mo
IfYes, 2 rafarral to a Dentist should be providad,
Patient Nama
Patient Signature D

1
1
|
|



)
33
—t
[¢5]

[nstructio nS' Listadbelow ars & number of difficuti or s

r s happen to pe
Q o
event check ons or more of the bov“srotn“rlanuomd. e beaple. For each

at"i a) ifwm. srsonally; (b) you witnes

ILhappen to somsone else; (¢) you learned about it happ ng 0 a close family member or dloss #ie nd: (d)youwcfd
wosadto itz medic ool v IS ere
e,('poa-—;du\j'f as gﬂw([orexamolg, peramedic, police, military, or other first res sponder); (e )youra Ot St e 1
it fits; or () it dogsn't apoly to you. ' ©hotsurs |
~ o [ifa O ol ag Lt ~ [ 55 1.
Bes e e (qrowing up as well as adulthood) as you go through ths fs ofevents,
\\
LS o ——
Happensd | Witnsssad Leamsd | Partof Mot Doasn
L a HA [} € . Fol
- L wome | it | aboutit Ty job | surs =nf-‘-”
A 2, fiood, hurrican N ’, - T —\—-\\“‘\'P'L
12, Flraore DIODIO’] T e S
. ‘—\\M
3, Transportal xon ceidadt (sorex:mfﬁls,car ) ‘ . ' \\\ﬁ
acc d@m bomafcxdem, trainwrack, plans crash)
—_— _
4, ik, homs, orduring T A a——
‘-\—_“\—\
5. {for exampls : B e S
n) IR '
S N R 4
6 for exampis, beingatiacked, hit, T e
7. Assault /32001 n{forexample, being _ T s
sho%,sa hed eaeed with a knifs, gun; _ ol
pe,atismotedraps, madsto T R e
periormanytypsof saxuzlact throughferce or
d ot mcomoﬁ«aln sexual N _ I ——
\A \M .
nbato rexocraur—toc:w:f-zonc( te T R a
' T e SR
—
]
: T T e R
M_\\\\\\\
- - RM—M
15. Suddsn zccidentald I s m
— ,
1¢. Seriousinjury, ham, ordsaihvou causad i I R e
somsons elss 4




1S AUTHORIZATION TO RELEASE REQUEST OR DIscLoge
INFORMATION IS TO GomPpLy WITH THE . TERMS oOF ThE
CONFIDENTIALITY OF MEDICAL INFORMATION ACT 1981, SECTION
56 ET SEQ., OF THE GALIFORNIA CIVIL CODE.

—
Patient Nams Dste of Bire)
Addrsss City State 7
A
F ination of cars, i LQ":}”"L‘?L}““ 78 ths relsass of Informatinn
~Of coordinagiion of Garg, i nerabhy ¢ Borize wns releass PHTOTTZNon

Yucea Family p

H 1
2dical Care, Ine,

Limits on information disclosurs: f INone l |_!"m ty
~-OR-

DA tiis tima | do NOT wish to have eny information released iy My poysician

g © & Copy of this authorization Upon my requs
8y be remaved in writng at

r any time by the Undersignsg
and i notearlier revoksd, shell tsrminats on:

ot
U,




Office Policies and Financia) Comracu h Consent for Treatment

il
We wantyour psychological neads to get the ba
relationship between patient and therapistis ba
policies and the fzes and financial arrangements

—t

est and most proficient attention possidle. A sound
sed ona mutual understa ndinz of these general Office

involved., Sessions are by appointment only, A

p=c

: ftar office
hours, please leave a voicemall to re-schedule o orcancel an appointmant,

Treatment Philosophy

Outpatient psychotherapy consists of face-to-face contacts betweaean a mental haal th professional ang
patient, and m /nrludh individual, group, family, shortorlong term thera apy, or crisis intervantion. ¢
your contrectis with managad care, therapy will be briafand problem focused. You s

Will be expactadto
parucrpatem ting and achieving treatme ent goals. ACase fManager gvar

and will request information about your thera apy. You will be asked to sizn 2 releass
information for that purpose.
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and reasonable torequire that you give 2 24-hour notice for
eppointment. Apattern of failure 1o keep appointmants
b'.
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Financial Contract, Deductibles, and Co-payments

Youare responsible for obtaining prior authorizat

fon from your insurance or managad Care Company
ca

prior to treatment. I this office accepts your insurance or we ara ¢
you ara responsible for the co-paymant amount and the deductib
reason your insurance company doas not pay thess
c-ayinc yourbalance. (P!ease initial

are company,
@ as set by your benafit plan, |t forany
contracted ratas, you will be held accountable for
). Co-paymm’camou tsare sat b\/ yourb& efit pl
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Telephona Calls




Limits of Confidentiality
All information and records obtained during the coursa of treatmant shall remain confi idential and will

not be relezsed without 2 signed writtan consant, The legal exceptions to your confidentiality are

follows:
1. Ifatherapist beliaves thata patiznt intands to eminently commit serious bodily harm to
another idantifiable person 1OTpersons, itis the therapist's duty to warn the person or persons
ofintended harmas well as the authorities (Tarassoff v s, Re egents of University of C aJ, , 1978).
2. Ifatherapist believes that a patientintends to emine ntly commit serious bodily harm to them
seli, itis the therapist’s duty to take naces

=CEssary action 1o protect
include notifying authoritie: s(Johnson v. Coy ounty
3. Ifapatient becomes involya dmc*rvmkmcfs of

he individual, which fay

. @ Judge may
subpoena records and/or tastin mony Thisisrare, but the therapist's ability to shield
confidentiality in these casas ¥ be compromised znd varies from casa-to-case

4. Ifatherapist suspects that a c’mld, elder, or dependent 2dult eitherj currently being abyseq,
or has beenzbuszd in the pest (where theraisa risk of re-offense), and the authorities dop't
already know about 1t it is the tharapist’s duty to inform t! Yzl

Certain insurance companias (Madica re)and manz CUstogetarelease to the
primary care physician to coordinate care. You may refuss this requestor you canallow it, you will be

asked i you wish to sign a raleass of confidentiality form m. Ifyou are electing to usa yourinsurance of
managead care bensfits, you will b required to sign a relﬁ: S

€ase or confidential information to your be

\-l\..l

plan so asto procass claims for Certification, casa man
administration and other purposes such as utitization. | r’y

with your bensfit plan, you may pay privately without using your insurancs comoany

Ceonsantfor Treatment




EMERGENCY SERVICES GUIDE

o

ety

| Police/Fire/ Ambulence: (24 bours daily

B A ]5 Sr_Medica} Emsreencies or Hostile Simatioﬁmﬁ
%”__—' — - > o o a > T— e = 3‘

Sen Bemnardino County — Sheriff’s Department — Morongo B
Morongo Basin Fire Dept,

asin Region (780) -3781

e e e e Ty o 5
= = e s = =
= = e T Ty

Crisis Walk-In Center (24 Hour)
Valley Star Crisis Walk In Center

2%93 DT:ILQOSE, Suite 2, Yucca Valley, 92284
16G-355-2233

Hotlines
Suicide Prevention Hotling (24 hours iaily)
Qnn ~a N~ 1. . L , \
(800) 273-8255 Child Protective Sarvices (24 hours da i1y):
(909) 384-9233
ACCESS Unit phone number 888-743-1473 »
. Missing Children Hotline (74 hours daily);
Poison Control (24 hours daily): (800) 222-3453
(800) 876-4766
: Patient’s Rights Bureay (24 hours daily)
AA ’
San Bermardizo Couaty Department of Behavioral Healih (800) 440-239 1

24 HOUR ACCESS UNIT
(388)743-1478

Hosplitals that provide Emergency Psychiatric Assessments (24 hours daily):
Victor Valley Globel Msdical Center (760) 2453651 Desert Valley Hospita! (7603 24
St. Mary's Medical Center (760) 242-2311 B;«-;}/&Ly Jaf.:: 7053) 27_1-8000 .
St. Mary's Madical Cent 242 , arstow Community rospital (760) 255-175)
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HIPAL

wm

ccepiance o dotice of Privacy Practices

Our full privacy policy is availab ple for your raview in the wailing area
You may also rsques' & cop / from the front desk to take homs with vou. I contains important information zbout ho
n information viill be handled by our offices T EERRhow

[ceriify that| havs bean pru\/xde ceassto & copy of the HIPAA Notics of Privac ¢y Practices,
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w
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MEDI-CALREQUIRED INFORMING MATERIALS

Consistant withre
§1810.250(=2)

gulatory requiremants stated in
“Tha MHP of the bane eficizry shall pr

beneficiary first racel

Guide to Meadi-Cal Mental Health Services Boo

Provider List

EPSDT Pamphlet
Your Rignts to Make Decisions about Medical
Treatment

Notice of Privacy Practices
Educated on Grisvance P

the Code of Federal Rezulations 5843

klet

its beneﬁciaries with

8.10 znd the California Code o

2 booXlet and provider

Reg
list upon request and
lth servica from the Mup orits contract providars

O Provided O Offar ed, but Declined

0 Provided 1 O Offered, but Declinag

1 Provided
O Provided

L Providad

€ass O Providad
Signaturs of Clisnt Dats
Signature of ParentGuardian Dats
Signaturs of Staff Dats
MATERIALES DE {FORMACION MEDI-CAL
De conformidad con los requisitos raglamentarios establecidosen el Cédigo de Regulaciones Fa dﬂrales n.0 438,10y el Cédigo d
. P : ~ o Lty £ ) 50 G2
Regulaciones d= Californian.o 1810.350{e) "EI MHP dalbanaf clario proporcionard rio

Ty 0
-
o]
g
m
[£°]
1.
(o}
-
o
s
W
et
m

eticion y cuando un benefiziario

Guia Parz Servicios De Salud Men

Médico

al
Lista de Provasdores
Pamplet de EPSDT
Sus Derechos & Tomar Dacisiones Sobre e Tratami

:0ras coniractuzles

sban efic un follsto y una Jist tade

oracibs unsamczoeap cdalizado dﬁsaud mantal dsl MHP o sus

ORecibldo O 0frecid O, pero Deaclind

ORecibidoo Ofrecido, pero Decling

[dRecibido

O Recibido

as de Privacidad
50 de Quzja

Aviso da Prictic
Fducadoenelp

(l)

Firma dsl Cif

O Recibido

O Recipido




Yucca Family Madical Care, Inc.
5767529 Palms Hwy, Suits 111 Yucea Valley, CA 92284
760} 3565-8500 telephone (760) 355-5014 Sax

The Board of Behavioral Sciences receives and Iesponis to coﬁ*aplamts regardirg semcis
provided within the scope of practice of (mamaga and J.?,Ii.lﬂy therapists, licensed e‘duoa%oaL 1‘
ijsyoholo gists, clinical social workers, or p;ofassz_ona:} cgm;cal counsslors). You may contact the
board onlins &t wyrw.bbs.ca.cov o1 by calling 916-574-7330.
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Acknowledgament of Recelpt of Informas tion - Advanced Directives

, hereby acknowle sdgathat
ormation about Advanced Health and Mental
ad
r ("1

salt
‘Your Right to Make Decisions ab
(.ou}d Know About Mental Health Advz

fre

h Care Dxrecu\ es as descrih

out Madical Treatmen t" and
nce Directivas”

[ do/ do not hiave an Advanced Health Care Directiy

ve atthisti ime,
[ do/do not have an Ad wanced Mental Heglih Directive at this tima,
o H L
Signature of Consumer/Legal Represantative Date

«

knowledsement of Recelpt of Ad
o i

completed a:

I Advancad Hezlh Care Diractive
[ Advanced Mental Haalth Care Directive

| providad 2 copy as indicatad above to Center St

Signature of Consamer/LegaIReoreseni th

wr
L
)
o)
ot
i
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ENERGE

NCY SERVICLS GUIDE

1%

j, Pohce/Flre/Amoulance (2’! hom's daﬂy) FoL M

e e e

1

H
1 San Bernardino County — Sheriff’s De epartment —

f' Morongo Basin Fire Dept.

Poison Control (24 hours daily):
(300) 875-4766

S1a Bernardino Couaty Departmiantof Behaviora! Eaaliy

“HWRA&E%YﬂT
(888) 743.1478

e
edical Em”mnm

e T e e

J.\/fO"Oﬂ 70 quL_L Reg]

Crisis Walk-In Center (24 Hour)

Velley Star Crisis Walk In Centar

/79: DL:‘.O\? Suit2 2, Yicez V alley, 622
760-363 7733

g4

Missing Children Hotline (24
(800) 2223453

Patient’s Rights Bureau (24 hours daily):
(800) 440231 o

Hospitals that provide Ema r

Victor Velley Global Madical Center (760) 245-8591
St Magy’s Medical Center (760) 242-2311

1
Member Safety Plen:

ency Psychiatric Assessments (24 hoy




Telehealth Sarvices Consent

Use of Telehealth

Telehealth involvas Program staff using technology (intern et-connected davices and
applications) to video-call you on your internet-connected davice (e.g., cell phone, tablet,
computer, laptop). Telehealth rmay be used to provide

your assessment and treatment Services,
What is Telehealth and how do Telehealth Services work?

Telehealth services are used when the Program stafs cannot
provide assessment and treatment services. Telehe
with and see oneanother using internat-connected

be physically present with youto
alth allows you and the Program staff to talk
devices and video chat applications,

You will be encouraged to participate in the Telehealth sessionin a private area With
minimal disruptions. You may also request to haye afriend or family member present just like
during an in-person sassion. The Program stafr will be i :
with a device that has audio 2nd video anility. Progr

equipment is working properly and thaty

n a private room at another location
ari staif will check to make sure the
ou and the staff can see and hear ona another,

Telehealth and Confidentiality
We are dedicated to protecting your confidentiality and the security of your medical
information (see Client Motice of Privacy Practices), All existing confidentiality protections

0 mental healih information and copies of

apply. All existing laws regarding client access ¢
mental health records apply. .
Thereis no permanent video or voice recording kept of tha Telehealth session. Client

identifiable images or information from the Telehealth interaction shall not occur withoyt the
consent ofthe client or as otherwise permitted by law,

We have identified applications that allow usto me

et with you through Telehealth
which protect your visual and audio Communications

with us during that process. We will ask
youto use these applications which may require you to download an application onto your
device. It will askyou to allow It to connact to your device’s speakers and camera just while the
Telehealth session is active. _

[n emergency situations (natural disaster, pandemic, Crisis) you might request we use
another application thatwe haven't approved, We will do our best to work with you but won’t
be able to assurethe confidentiality of that Telehealth session

if a non-approved app is used,
We will ask you to acknowledge these risks and we will document in your record that yoy

understood those risks and consent to the use of non-approved Telehealth applications.

Client Cholca

You have the option to withhold consent at this time or to withdr

l aw this consant at any time,
including any time during 2 session, without aff
|
t

ecting the right to future Care, treatmens

risking the loss orwitndrawal of any program benafits to which you would otherwiss b

entitlad,

If you choose not to consent to Telehezlth sarvices, tha Programmay be unable tq
provide you with the convenient and readily available services and services will ba raschartila

tepa _

fr a bt me Mt it Sae o




Benefits & Risks of Telehealth

Funderstand that| can expect benefi;
orassured. Telehealth provide
available in person, Despi

s from Teleheaalth but that no resul:

scan be guaranteed
Smeaccess to medical care that otherwise might not have been

te reasonable and appropriate efforts, there is the possibility that:

° The transmission of medical information could be disrupted or distorted by technical
failures in transmission;

e Thetransmission of medical information could be interrupted b
(Note: this risk may beincreased if | yse g Teleheal
and approved by Stars Behavioral Health Group;

¢ The elactronic storag

Y unauthorized persons
th application that hasn't been vetted

e of medical information generated by tale
more databases could be accassad by unauthorized p
Telehealth care, treatment and services may not be 2
o Telehealth doesnot negate or minimiz
medical/mental illness or condition.

health sarvice in one or
ersons;

s complete asin person care;
e the risks that may be inherentin a

lunderstand that it is impossible to list evar 0ssible risk
4

that my condition many not ba
cured orimproved, and in rare cases, may gat worse,

-
I agree to take part in Telehealth services offered b

y Valley Star Adult FSP/GMH to receive
assessment and treatment service

my
s. Program staff explained and talke

d to me zbout the

d and our back up plan

u
dle different situations that could come up during

»  Whatwe'lldo ifo
n g the Telehealth session

r Telehealth session gets interrupte
o How we’llha nt situ

I'hava read and agree to 2] conditions for treatme
acknowledge that [ have received a copy of this ag

ntan
resment.

Q.
g
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m
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M
o
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Client:

Print Name S

ignature ‘

Parent/Guardian (if applicable): —_—

Staff / Witness

(date)

Forverbal consent, nots:
Staff shall continus to make e fforts to obtain written consant
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Internal Coning strategies- Things | can do totake my mind of my probles

(relaxation tachnigues, physical activigy):

L Clinician\\ phona\\

2. Psychlatrist Fhens




