Bartlett Regional Hospital
Bartlett Outpatient Psychiatric Services
3268 Hospital Drive Ste. A
Juneau, AK gg8o1
Phone: (907) 796-8498

Fax: (907) 796-8497

Date:
Patient Information

Patient:

Last Name First Name Middle Initial
Preferred Name:
Date of Birth: / / Age: Gender:
Social Security #: - - Primary Care Physician:
Employer: Occupation:

Veteran Status: [0 Active Duty [0 Non Veteran [ Veteran [ON/A
Ethnicity: [ Hispanic or Latino [0 Not Hispanic or Latino [ Decline to Provide

Race: [JAlaska Native or Native American [Black or African American [OCaucasian

O Hispanic [ Decline to Provide [ Other

Organ Donor: [Yes [INo

Contact Information

Mailing Address:

Phone: Email:

Parent or Legal Guardian Name (if applicable):

Preferred method of contact for appointment reminder calls. (] Call [ Text [ Email

Emergency Contact Name: Phone:

Relationship:



Insurance Information

Please provide all insurance policies.

Primary Policy: Policy #: Group #:
Subscriber: Subscriber Date of Birth:

Subscriber Social Security #: - -

Secondary Policy: Policy #: Group #:
Subscriber: Subscriber Date of Birth:

Subscriber Social Security #: - -

Tertiary Policy: Policy #: Group #:
Subscriber: Subscriber Date of Birth:

Subscriber Social Security #: - -

Please present insurance cards to front office staff.



Bartlett Outpatient Services Patient’s Rights and Responsibilities

It is the intent of Bartlett Outpatient Psychiatry that all patients shall be informed of their legal
rights pertaining to services rendered as follows:

Rights:

1. Each patient is entitled to participate in the development and evaluation of their treatment
plan and collaborative goals.

2. Each patient may expect reasonable continuity of care and to be informed of their diagnosis,
prognosis, and treatment options.

3. Each patient will be informed of the name, purpose, and possible side effects of any
medication that is prescribed to them by a licensed independent.

4. Each patient is entitled to examine and receive an explanation of their billing regardless of
the source of payment.

5. All records and information about current and former patient will be safeguarded and kept
confidential with the exception that this information may be disclosed to the following:

a) A person authorized by court order;

b) A designated hospital to which a patient is involuntarily committed;

c) Insurance, medical assistance, or other program only to the extent necessary for a
patient to make a claim, or for a claim to be made on behalf of a patient.

d) Other persons to whom disclosure is required by law, an individual to whom the
patient, patient’s parent (if patient is a minor), legal guardian, or other legal designated
representative has been given written consent for disclosure; and

e) Public Safety personnel in the case of medical or psychological emergency, including
imminent risk of harm to self or others.

Responsibilities:

1. To actively participate in your treatment. This includes attending scheduled appointments at
the intervals agreed to by you and your prescriber.

2. To adhere to medication monitoring requirements including in-person physical examinations
laboratory tests, and other tests determined to be necessary by your prescriber.

3. To refrain from aggressive, threatening, disruptive, or other behavior that places other
patients or staff in fear for their physical or psychological safety.

4. To inform your psychiatrist of events, emotions, plans and commitments which may affect
your treatment.

5. To maintain the confidentiality of other patients you may encounter during the course of
your treatment.

6. To fulfill commitments made with your psychiatrist, including mutually agreed upon
homework assignments.

7. To arrive on time for appointments, informing us a minimum of 24 hours in advance if the



session must be canceled (you may be charged up to the full cost of the scheduled service if
missed, but not canceled).

8. To pay for each appointment prior to the appointment unless other arrangements are made.
9. To update our office of any changes to your insurance policy.

Bartlett Outpatient Services personnel are required by State Law to report to the Alaska Office
of Children’s Services (OCS), any known or suspected incident of neglect, abuse and/or sexual
molestation of child or other vulnerable person.

| hereby certify that | have read and have been fully informed of the Patient’s Rights and
Responsibilities and hereby agree:

1. To accept the treatment goals negotiated with the clinical staff and to actively participate in
my treatment program.

2. My treatment may be terminated if | do not attend appointments, adhere to medication
monitoring requirements, or behave in a manner that places others in fear for their safety.

2. To accept full responsibility for the payment of all charges incurred at Bartlett Outpatient
Services.

Signature of Patient or Legal Guardian Date

Signature of Spouse or Parent Date

Signature of BRH Employee Date



BARTLETT REGIONAL HOSPITAL
Bartlett Outpatient Psychiatric Services (BOPS)
3240 Hospital Drive

Juneau, Alaska 99801

Parent/Guardian Consent Form

By signing this form, | give my informed consent for my child to receive services
from Bartlett Outpatient Psychiatric Services (BOPS). | understand that what my
child shares will be kept confidential except in certain situations in which an
ethical responsibility limits confidentiality.

Patient: Date of Birth:

(Please Print)

Parent/Guardian Name: Date:

(Please Print)

Relationship to Patient:

Parent/Guardian Signature: Date:

BRH Employee Witness: Date:

This consent will be on file throughout the time that your child attends BOPS.
Please feel free to call if you have any questions or comments, 907-796-8498.

[] Check here if you would like a copy of this form



BARTLETT REGIONAL HOSPITAL

ACKNOWLEDGMENT OF RECEIPT OF PRIVACY NOTICE

| acknowledge that | have received a copy of the Bartlett Regional Hospital (BRH) Privacy Notice that
describes how my health information is used and shared. | understand that BRH has the right to change
this notice at any time. | may obtain a current copy by contacting the BRH Patient Access Services office
or by visiting the BRH website at www.bartletthospital.org.

My signature below constitutes my acknowledgement that | have received a copy of the notice of
privacy practices.

Signature Date

If signed by legal representative, relationship to patient:

If signature not obtained, reason why
(e.g.: patient refused, etc.)

Signature of BRH Employee Date


http://www.bartletthospital.org/

Bartlett Regional Hospital

3260 Hospital Drive, Juneau, Alaska 99801 907.796.8900 www.bartletthospital.org

NOTICE OF PRIVACY PRACTICES

Revised Date: October 15, 2019

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW
IT CAREFULLY.

Our Pledge Regarding Medical Information We understand that medical information
about you and your health is personal. We are committed to protecting medical information about
you. We create a record of the care and services you receive at Bartlett Regional Hospital (BRH).
We need this record to provide you with quality care and to comply with legal requirements. This
notice applies to all of the records of your care generated by the hospital. Your personal doctor
may have different policies regarding the use and disclosure of your medical information created in
the doctor's office or clinic. Bartlett Regional Hospital is providing you this notice in order to explain
the impacts of federal laws detailing exactly how your medical information may be used and
disclosed. BRH is required by law to abide by the terms of this notice. If you have any questions,
please contact the Bartlett Regional Hospital Compliance Officer at (907) 796-8578.

To Report A Problem Bartlett Regional Hospital is mandated by federal and State of Alaska
law to maintain the privacy of your confidential information. It is a mandate that we at BRH take
very seriously. If you believe your privacy rights have been violated, you can file a complaint with
BRH, by contacting the Compliance Officer at (907) 796-8578 or with the Secretary of Health and
Human Services. You will not be penalized for filing a complaint.

How BRH May Use And Disclose Medical Information About You The following
describes different ways that we use and disclose medical information. For each use or disclosure
we will explain what we mean and try to give some examples, although these examples are not the
only type of use.

For Treatment BRH may use your medical information to provide you with medical treatment or
services. For example: Information obtained by a nurse, physician, or other member of your
healthcare team will be recorded in your record and used to determine the course of treatment that
should work best for you. Your physician will record instructions for other members of your
healthcare team, who in turn will then record their actions and their observations. We will also
provide your physician or a subsequent healthcare provider with copies of various reports that will
assist in treating you once you leave this hospital.

For Payment As permitted by law, we will use and disclose your health information for payment
activities. Payment activities generally include billing, collections, and obtaining prior approval from
your insurance plan for the care that we provide. Billing may be conducted by BRH or third-party
companies on behalf of BRH, who may contact you by phone, text, email, or direct mail. Public and
private insurance plans may require us to disclose your health information for the purposes of
audits, inspections, and investigation.
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Some examples: We may send a bill to your insurance plan. The information on or
accompanying the bill may include information that identifies you, as well as your diagnosis,
procedures, and supplies used so we can get paid for the treatment we provide. We may
disclose certain information to consumer reporting bureaus for collection of payment.

For HealthCare Operations We may use your health information for regular health operations.
“Healthcare operations” are certain administrative, legal, and quality improvement activities
necessary to run BRH and ensure that patients receive the highest quality of care. For example,
we may use your medical information to evaluate the quality of care you received from us, or to
evaluate the performance of those involved with your care. This may include BRH, or its business
associate, contacting you to request survey feedback regarding your level of satisfaction for the
care you received at BRH. Patient satisfaction surveys requests may be sent to you via text,
phone, email or direct mail.

Reminders We may also use and disclose your PHI to contact you as a reminder that you have an
appointment for treatment at our facility, to tell you about or recommend possible treatment
options, or about health-related benefits or services that may interest you. We may communicate
by phone or in electronic form, to include but not limited to, text messaging, short message service
(SMS) and email. For instance, we may email you these appointment reminders. As part of our
appointment reminders, we may email information regarding your procedure to you. The email
may contain a link to an informational video that describes your procedure and the pre-procedure
and post-procedure instructions. However, because the emailed link is not encrypted, there may
be some risk that information about you and the procedure that you will receive is not secure. You
have the option of not having this information emailed to you

Hospital Directory Unless you notify us that you object, at the time of admission, we will use your
name and location in the facility for directory purposes while you are a patient. The directory
information may also be released to people who ask for you by name. We may also provide your
religious affiliation to members of the clergy. In an emergency, we are permitted to use such
information in your best interest as determined by our professional judgment.

Individuals Involved in Your Care or Payment for Your Care BRH may release medical information
about you to a family member or personal representative who is involved in your medical care or
who helps pay for your care. In addition, we may disclose medical information about you to an
entity assisting in a disaster relief effort so that your family can be notified about your condition,
status and location.

As Required by Law BRH will disclose medical information about you when required to do so by
federal, state or local law. For example: To the FDA, health information relative to adverse events
with a medication.

To Avert a Serious Threat to Health or Safety BRH may use and disclose medical information
about you when necessary to prevent a serious threat to your health and safety or the health and
safety of the public or another person. Any disclosure would be to someone able to help prevent
the threat.

Business Associates There are some services provided by BRH through contracts with other
agencies or organizations. BRH may disclose your health information to these business associates
so that they can perform services for BRH; for example, outside auditors or BRH retained
attorneys. We require the business associates to appropriately safeguard your information.
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Health Information Exchanges

We participate in health information exchanges with local hospitals, physicians, insurance plans,
and other healthcare organizations. These information exchanges allow healthcare organizations
to send and receive your health information when there is a need for this information for
treatment, payment, or in limited circumstance, healthcare operations.

Some examples: We disclose basic information regarding any emergency department
visits you make to a health information exchange. The purpose of this exchange is to
enable local emergency departments to coordinate patient care and reduce unnecessary
services.

Patient Portal B.E.H.R. Care (Bartlett Electronic Health Record)

We provide you, or individuals authorized by you, with limited access to your electronic health
information through BEHR CARE, a patient portal. Certain limitations apply to its use by minors
and their parents/guardians

Special Situations

Research BRH may disclose information to researchers only after receiving a signed authorization
from you. Alaska law places restrictions on the type of information that may be released in
research related to substance abuse.

Photography, Videotaping and Audio Taping To document patient care, a number of visual or
audio methods (photography, videotaping and digital imaging) may be used. A separate consent
from you is required should BRH wish to photograph, record or tape.

Organ and Tissue Donation If you are an organ donor, BRH may release medical information to
organizations that handle procurement or transplantation or to an organ donation bank.

Military and Veterans If you are a member of the armed forces, BRH may release medical
information about you as required by military command authorities (i.e., to the VA).

Workers' Compensation BRH may release medical information about you for workers'
compensation or similar programs. These programs provide benefits for work-related injuries or
illness.

Public Health Risks As required by federal and State of Alaska law, we may disclose your health
information to public health or legal authorities charged with preventing or controlling disease,
injury, or disability, to report births and deaths, to report child, elder, and vulnerable adult abuse or
neglect, to report reactions to medications or problems with products, to notify a person who may
have been exposed to a disease or may be at risk for contracting or spreading a disease. State of
Alaska Law requires reporting of the birth defects registry, cancer registry, communicable
diseases; firearm injuries; and blood lead test results.

Health Oversight Activities BRH may disclose medical information to a health oversight agency for
activities authorized by law. These activities include audits, investigations, and medical licensure
activities. They also include uses and disclosures of medical information to protect patient safety,
safeguard public health, and ensure that BRH and our practitioners comply with government and
accreditation standards.
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Lawsuits and Disputes If you are involved in a lawsuit or a dispute, BRH may disclose medical
information about you in response to a court order, subpoena, or administrative order in
accordance with applicable law. We may also disclose your records if you provide a notarized
release to the other party in the dispute.

Law Enforcement We may disclose health information for law enforcement purposes as required
by law or in response to a valid subpoena, court order, or warrant.

Coroners, Medical Examiners and Funeral Directors BRH may release medical information to a
coroner or medical examiner. We may disclose health information to funeral directors so to carry
out their duties.

Inmates If you are an inmate of a correctional institution or under the custody of a law enforcement
official, BRH may release medical information about you to the correctional institution or law
enforcement official.

Marketing and Prohibited Sale of Your Information BRH may use and disclose your medical
information to tell you about or recommend possible treatment options or alternatives that may be
of use to you, or health-related products or services that may be of interest to you. BRH is
prohibited from selling your protected health information (for example to another company for
marketing processes) without a written authorization from you.

Your Rights Regarding Medical Information About You

The Duty of BRH to Notify You of a Breach In the unlikely event of a breach of your medical
information, BRH will notify you of the circumstances of the breach and the efforts taken by the
hospital to correct the incident.

Right to Inspect and Copy You have the right to inspect and copy medical information that may be
used to make decisions about your care. You also have the right to receive your medical
information in an electronic format. To do so, you must submit your request in writing to the BRH
Health Information Management Department (Medical Records Department). We may charge a fee
for our costs.

BRH may deny your request to inspect and copy in certain limited circumstances. If you are
denied access to medical information, you may request that the denial be reviewed. Another
licensed health care professional chosen by BRH will review your request and the denial. We will
comply with the outcome of the review.

Right to Amend If you feel that medical information we have about you is incorrect or incomplete,
you have the right to request an amendment. That right exists as long as the information is kept by
BRH.

Your request for an amendment must be in writing and submitted to the BRH Health Information
Management Department. In addition, you must provide a reason that supports your request. We
may deny your request for an amendment if it is not in writing or does not include a reason to
support the request. In addition, BRH may deny your request if you ask us to amend information
that:

e Was not created by us;

¢ Is not part of the medical information kept by or for BRH; or

e Is not accurate and complete, in the opinion of your physician.
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Right to an Accounting of Disclosures An “Accounting of Disclosures” is a list of the disclosures
BRH made of your medical information. To request this accounting, you must submit your request
in writing to BRH Health Information Management Department. Your request must state a time
period, which may not be longer than six years and may not include dates before April 14, 2003.
The first list you request within a 12-month period will be free. In some cases, we may be delayed
in providing you a list of certain disclosures if we are required by law or court order to not disclose.

Right to Request Restrictions You have the right to request a restriction or limitation on the medical
information we use or disclose about you for treatment, payment or health care operations. You
also have the right to request a limit on the medical information we disclose about you to someone
who is involved in your care or the payment for your care, like a family member or friend. For
example, you could ask that we not disclose information about a surgery you had.

We are not required to agree to your request. If we do agree, we will comply with your request
unless the information is needed to provide emergency treatment for you. To request restrictions,
you must make your request in writing to BRH Health Information Management Department. In
your request, you must tell us (1) what information you want to limit; (2) whether you want to limit
our use, disclosure or both; and (3) to whom you want the limits to apply, for example, disclosures
to your spouse.

Finally, you have the right to restrict disclosures of specific medical information to a health plan
where you have paid the full amount of the bill out of pocket and submitted such a request in
writing as stated above. Unlike the restriction request mentioned above, BRH cannot deny this
specific type of request.

Right to Request Confidential Communications and the Right to have Information Communicated
to you by Alternative Means and / or Location You may request that confidential information about
you be communicated alternative means or at alternate locations. As example, test results mailed
vs. a phone call. To make such a request, you must submit, in writing to BRH Health Information
Management Department. BRH will accommodate all reasonable requests. Your request must
specify how and /or where you wish to be contacted.

Discrimination is Against the Law

Bartlett Regional Hospital complies with applicable Federal, State, and local civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, sex, religion,
familial status, sexual orientation, gender identity, or gender expression. Bartlett Regional Hospital
does not exclude people or treat them differently because of race, color, national origin, age,
disability, sex, religion, familial status, sexual orientation, gender identity, or gender expression.
Bartlett Regional Hospital provides free aids and services to people with disabilities to
communicate effectively with us, such as:

e Qualified sign language interpreters; and

e Written information in other formats (large print, audio, accessible electronic formats and

other formats).

Bartlett Regional Hospital provides free language services to people whose primary language is
not English, such as:

e Qualified interpreters; and

¢ Information written in other languages.

If you need these services, contact Case Management: (907)796-8580
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If you believe that Bartlett Regional Hospital has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability or sex, you can file a
grievance with:

BRH Compliance Officer

3260 Hospital Drive Juneau, AK 99801

Telephone (907) 796-8578 or TTY 1-800-770-8973
Fax (907) 796-8221

Email noverson@bartletthospital.org

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, the
BRH Compliance Officer is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Right to a Paper Copy of This Notice You have the right to a paper copy of this notice. You may
ask BRH to give you a copy at any time. You may obtain a copy of this notice at our website,
www.bartletthospital.org or by contacting the BRH Patient Access Services Dept. at (907) 796-
8900.

CHANGES TO THIS NOTICE BRH reserves the right to change this notice. Copies of the current
notice will be available at the hospital and on the BRH website, www.bartletthospital.org.

OTHER USES OF MEDICAL INFORMATION Other uses and disclosures of medical information
not covered by this notice or the laws that apply to BRH will be made only with your written
permission. If you provide BRH permission to use or disclose medical information about you, you
may revoke that permission, in writing, at any time. Once you revoke your authorization, we will no
longer use or disclose your medical information for the reasons covered by your written
authorization. However, we are unable to take back any disclosures we have already made with
your permission.

Attention: Language assistance services, free of charge, are available to you.
Call 1-907-796-8580 (TTY: 1-800-770-8973).

A daat iyasatak! Gwal i tuwatee Lingit yoo x'atangi tin i éede gaxdushee yaax’, yéi kgwatée. Hel a
eetéendx yiti wé ddanaa. Kaa jeet x’'anidatan 1-907-796-8580 (TTY: 1-800-770-8973)

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame al 1-
907-796-8580 (TTY: 1-800-770-8973).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-907-796-8580 (TTY: 1-800-770-8973).
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Release of Information (ROI) Form Instructions

Please complete a separate ROI for EACH of the following (if applicable):

» Current primary care provider (PCP)/office
» Current or past provider/offices that patient has had psychiatric/mental/behavioral health care
services from
» For patients of school age: please provide a ROI for current school district and one for past school
district(s) where helpful records such as IEP, ESER, or related testing/results have been done for
patient
» Anyone that may want to contact us on patient’s behalf
*Please note: if your child is 18, they will need to fill out a ROI for you as a parent in order to discuss
appointment scheduling — otherwise contact will only be made with the patient per HIPAA guidelines*

Please read the directions carefully - initial and sign in the correct boxes.
*Please do not use check marks or x’s*

O Dates of treatment: From To

O Purpose or need for information being requested: Please Initial
Further Treatment Legal Proceedings Insurance Cla*m Othe- specify):

0O  Type of Information to be used or disclosed: Please Initial

Consultation History & Physical _Prog. - .iotes Verbal Exchange
Discharge Summary Psychiatric E . ~ency. aluation Fax
I authorize the release of information relating to: Please Iritial
Substance Use Disorder Informa . Psychiatric Evaluation / Treatment
PATIENT AUTHORIZATION TO REFL FASEL 'ED” .o INFORMATION
Signature of Patient or Legally Responsible Part Relationship to Patient Date

Enter a date in the box below up to a year from today’s date.
*If you do not enter a date into this box, the RO’ will expire in 90 days*
I

=> This Authorization expires on the following date, event or condition: ¢

If I fail to specify an expiration date. event or condition. this authorization will expire 90 days 1. 1 the date of 51, ' .ag.

** T understand that I have the right to revoke this authorization at any time .1orde. >reve. th' authorization, I must submit a written
revocation to the BOPS HIM Department. I understand that the revocatic  will n  apply to _iformation that has already been released
in response to this authorization.

** [ understand that I may refuse to sign this authorization and thatn. 1 “sal wi. ot affect my ability to obtain treatment at BOPS.

** 1 consider a photocopy of this authorization to be as valid as the ort 'na. ~under. =d that [ may upon request inspect the information to be

disclosed.
** T do not authorize further release to any third party. Tur = 4 that 1ce in. rmation is released as specified in this authorization, BOPS
their employees and physician(s) cannot prevent re-discle. e o.. 4 ormation. I hereby release each of them from any and all liability

arising directly or indirectly from disclosure authorized by . consen. .nd any re-disclosure of that information.
** T understand that my alcohol and / or drug trea. «. =cords ar. -otected under 42 CFR, Part 2 and 45 CFR, parts 160 & 164, and cannot be
disclosed without my written consent unless oth wise . -ided 1ur by the regulations.

FATIENT AUTHORIZATIONTC RELEASE. EDICALINFORMATION

Signature of Patient or Legally Responsible "~ urty Relationship to Patient Date

Patients are free to decline ROIs at their own discretion. However, having records and open communication is
highly recommended to help our providers provide holistic healthcare.



Bartlett Outpatient Psychiatric Services
3260 Hospital Drive, Juneau, Alaska 99801
Telephone (907) 796-8498  Fax: (907) 796-8497

AUTHORIZATION FOR RELEASE OF INFORMATION

PATIENT INFORMATION
Patient Name: Birth Date: Medical Record # (if known)
Address: City / State/ Zip:

Name of Facility/ Organization / Individual:

Address:

City / State / Zip: Phone Number: FAX:

I Her Authorize Bartlett Qutpatient Psvchiatri rvices to REQUEST Information FROM:

Name of Facility/ Organization / Individual:

Address:

City / State / Zip: Phone Number: FAX:

Q Dates of treatment: From To

Q Purpose or need for information being requested: Please Initial
Further Treatment Legal Proceedings Insurance Claim Other (specify):

Q Type of Information to be used or disclosed: Please Initial
Consultation History & Physical Progress Notes Verbal Exchange

Discharge Summary Psychiatric Emergency Evaluation Fax

I authorize the release of information relating to: Please Initial
Substance Use Disorder Information Psychiatric Evaluation / Treatment

This Authorization expires on the following date, event or condition:
If I fail to specify an expiration date, event or condition, this authorization will expire 90 days from the date of signing.

** ] understand that I have the right to revoke this authorization at any time. In order to revoke this authorization, I must submit a written
revocation to the BOPS HIM Department. I understand that the revocation will not apply to information that has already been released
in response to this authorization.

** ] understand that I may refuse to sign this authorization and that my refusal will not affect my ability to obtain treatment at BOPS.

** ] consider a photocopy of this authorization to be as valid as the original. I understand that I may upon request inspect the information to be
disclosed.

** ] do not authorize further release to any third party. I understand that once information is released as specified in this authorization, BOPS
their employees and physician(s) cannot prevent re-disclosure of that information. I hereby release each of them from any and all liability
arising directly or indirectly from disclosure authorized by this consent and any re-disclosure of that information.

** ] understand that my alcohol and / or drug treatment records are protected under 42 CFR, Part 2 and 45 CFR, parts 160 & 164, and cannot be
disclosed without my written consent unless otherwise provided for by the regulations.

PATIENT AUTHORIZATIONTO RELEASE MEDICAL INFORMATION

Signature of Patient or Legally Responsible Party Relationship to Patient Date

FOR OFFICE USE ONLY

ID Verified & Medical Records Released By: Date:
MR #: Date Records Mailed/ Faxed/ Picked Up: Therapist Initials:

Revised 05/2020




Bartlett Regional Hospital Outpatient Services
3260 Hospital Drive, Juneau, Alaska 99801 Telephone (907) 796-8426

Personal History — Children and Adolescents (<18) I
Client’s name: Date: / /
Gender: Date of birth: _ Age: Grade in school:
Form completed by (if someone other than client):
Address: City: State: Zip:
Phone: Cell: Work:

Primary reason(s) for seeking services:

[J Anger management U Depression [ Mental confusion L] Addictive behaviors
U Anxiety [ Eating disorder [ Sexual concerns LI Alcohol/drugs
I Coping [ Fear/phobias O Sleeping problems O Hyperactivity

[J Other mental health concerns (specify):

Please answer the following questions for the identified patient:

In the past few weeks, have you wished you were dead? [ Yes [ No

In the past few weeks, have you felt that you or your family would be better off if you were dead? [] Yes U] No
In the past week, have you been having thoughts about killing yourself?  [J Yes [ No

Have you tried to kill yourself? [ Yes [ No

Are you having thoughts of killing yourself right now? [ Yes [ No

Family History
Parents
With whom does the child live at this time?

Are parent’s divorced or separated?
If yes, who has legal custody?

Were the child’s parents ever married? [1 Yes[] No

Is there any significant information about the parents’ relationship or treatment toward the child, which might be
beneficial in counseling? [J Yes [J No
If yes, describe:

Client’s Mother
Name: Age: Occupation: OFT OPT

[ Natural parent [ Step-parent 1 Adoptive parent [ Foster home
[J Other (specify):

Is there anything notable, unusual or stressful about the child’s relationship with the mother? JYes [ No

If Yes, please explain:

How is the child disciplined by the mother?

For what reasons is the child disciplined by the mother?

Page 1 of 7



Bartlett Regional Hospital Outpatient Services
3260 Hospital Drive, Juneau, Alaska 99801 Telephone (907) 796-8426

Client’s Father

Name: Age: Occupation:

O FT

U] Natural parent U] Step-parent
U1 Other (specify):

1 Adoptive parent [ Foster home

O PT

Is there anything notable, unusual or stressful about the child’s relationship with the father? [J Yes

If Yes, please explain:

How is the child disciplined by the father?

For what reasons is the child disciplined by the father?

] No

Client’s Siblings and Others Who Live in the Household

Names of Siblings Age Gender Lives
UF OM O home [ away
UF OM O home [ away
UF UM  [home [ away
UF OM [ home [J away

Quality of relationship
with the client

U poor [ average [J good
U poor [ average [J good
L] poor [ average [ good
O] poor [ average [J good

Others living in Relationship Quality of relationship
the household Age Gender (e.g., cousin, foster child) with the client
OF OM I poor [ average [ good
UF OM U poor [ average [J good
OF OM [ poor [ average [ good
UF OM O poor [ average [ good

Developmental History

Childhood/Adolescent History

Please note the age at which the following behaviors took place:

Sat alone:

Dressed self:

Took 1 steps:

Tied shoelaces:

Spoke words: Rode two-wheeled bike:
Spoke sentences: Toilet trained:

Weaned: Dry during day:

Fed self: Dry during night:

Compared with others in the family, child’s development was:

Age for following developments (fill in where applicable):

Began puberty:

Injuries or hospitalization:

O slow [ average [ fast

Issues that affected child’s development (e.g., physical/sexual abuse, inadequate nutrition, neglect, etc.):

Page 2 of 7



Bartlett Regional Hospital Outpatient Services
3260 Hospital Drive, Juneau, Alaska 99801 Telephone (907) 796-8426

Education

Current school: School phone number:

Type of school: [ Public [J Private [] Home schooled [ Other (specify):

Grade: Teacher: School Counselor:

In special education? [1 Yes [ No IfYes, describe:

In gifted program? [ Yes [ No If Yes, describe:

Has child ever been held back in school? I Yes [0 No If Yes, describe:

Which subjects does the child enjoy in school?

Which subjects does the child dislike in school?

What grades does the child usually receive in school?

Have there been any recent changes in the child’s grades? (1 Yes [ No
If Yes, describe:

Has the child been tested psychologically? L1 Yes [ No
If Yes, describe:

Check the descriptions which specifically relate to your child:

Feelings about School Work:

I Anxious O] Passive O Enthusiastic
U Eager [J No expression UJ Bored

[J Other (describe):

[ Fearful
] Rebellious

Approach to School Work:

UJ Organized [J Industrious [J Responsible U] Interested
O Self-directed O] No initiative O] Refuses [J Does not complete assignments
U Sloppy [J Disorganized [ Cooperative [J Does only what is expected

[J Other (describe):

Performance in School (Parent’s Opinion):

[ Satisfactory [ Underachiever [ Overachiever

1 Other (describe):

Child’s Peer Relationships:

[J Spontaneous [J Long-time friends ~ [J Shares easily U] Difficulty making friends

I Follower O Leader ] Makes friends easily
1 Other (describe):
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If the child is involved in a vocational program or works a job, please fill in the following:
What is the child’s attitude toward work? [ Poor [ Average [1 Good [ Excellent

Position: Hours per week:

How have the child’s grades in school been affected since working? ~ [J Lower [J Same [J Higher
How many previous jobs or placements has the child had? Usual length of employment:

Usual reason for leaving:

Leisure/Recreational

Describe special areas of interest or hobbies (e.g., art, books, crafts, physical fitness, sports, outdoor activities,
church activities, walking, exercising, diet/health, hunting, fishing, bowling, school activities, scouts, etc.)

Activity How often now? How often in the past?

Medical/Physical Health

List any current health concerns:

List any recent health or physical changes:

List any allergies:

Nutrition

How often
Meal (times per week)  Typical foods eaten Typical amount eaten
Breakfast _ /week O No O Low O Med 1 High
Lunch _ /week ] No U Low U Med U High
Dinner _ /week [J No O Low OO0 Med [ High
Snacks _ /week ] No U Low U Med U High
Comments:
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Most recent examinations
Type of examination Date of most recent visit Results

Physical examination

Dental examination

Vision examination

Hearing examination

Pharmacy:
Current prescribed medications  Dose Dates Purpose Side effects
Current over-the-counter meds ~ Dose Dates Purpose Side effects
Chemical Use History

Does the child/adolescent use or have a problem with alcohol or drugs? [1 Yes [ No
If Yes, describe:

Counseling/Prior Treatment History

Information about child/adolescent (past and present):

Reaction or overall

Yes No When Where experience
Counseling/Psychiatric
treatment O O
Suicidal O O
thoughts/attempts
Drug/alcohol O O
treatment
Hospitalizations O O
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Behavioral/Emotional
Please check any of the following that are typical for your child:

[ Affectionate

U Aggressive

[ Alcohol problems
U Angry

I Anxiety

U Attachment to dolls
[ Avoids adults

U Bedwetting

[ Blinking, jerking
U Bizarre behavior
[ Bullies, threatens
[ Careless, reckless
I Chest pains

U Clumsy

[ Confident

[ Cooperative

[ Cyber addiction
U Defiant

] Depression

U Destructive

[ Difficulty speaking
U Dizziness

[ Drugs dependence
U Eating disorder

(] Enthusiastic

] Excessive masturbation

[ Expects failure
(] Fatigue

U Fearful

O Other:

[ Frustrated easily
1 Gambling

[ Generous

U Hallucinations

[ Head banging

[ Heart problems
] Hopelessness

U Hurts animals

U] Imaginary friends
U Impulsive

[ Irritable

U Lazy

O Learning problems
[ Lies frequently
[J Listens to reason
U Loner

[J Low self-esteem
1 Messy

[J Moody

[ Nightmares

[J Obedient

UJ Often sick

[ Oppositional

U Overactive

I Overweight

UJ Panic attacks

[ Phobias

O Poor appetite

[ Psychiatric problems

Bartlett Regional Hospital Outpatient Services
3260 Hospital Drive, Juneau, Alaska 99801 Telephone (907) 796-8426

[ Sad

U Selfish

[ Separation anxiety
U] Sets fires

[ Sexual addiction
[ Sexual acting out
[ Shares

U Sick often

I Short attention span
[J Shy, timid

O Sleeping problems
U Slow moving

O Soiling

[ Speech problems
[] Steals

[J Stomachaches

[J Suicidal threats

[ Suicidal attempts
[J Talks back

U Teeth grinding

O Thumb sucking

] Tics or twitching
[J Unsafe behaviors
U Unusual thinking
O] Weight loss

UJ Withdrawn

O] Worries excessively
] Quarrels
UJ Frequent injuries

Please describe any of the above (or other) concerns:

How are problem behaviors generally handled?

What does the child/adolescent do with unstructured time?
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Has the child/adolescent experienced death? (friends, family, pets, other) O Yes [ No

At what age? If Yes, describe the child’s/adolescent’s reaction:

Have there been any other significant changes or events in your child’s life? (family, moving, fire, etc.)

[0 Yes [0 No IfYes,describe:

Any additional information that you believe would assist in understanding your child/adolescent?

Any additional information that would assist in understanding current concerns or problems?

What are your goals for the child’s therapy?

What family involvement would you like to see in the therapy?

Do you believe the child is suicidal at this time? [1 Yes [ No
If Yes, explain:

For Staff Use

Therapist’s comments:

Therapist’s signature/credentials: Date: / /
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