
Date of Intake: 

AHCCCS ID#: 

CMDP# 

Circle any applicable below: 

Title 19 Title 21 SMI 

Current Diagnosis Codes: 

SA 

FACE SHEET 

Services: 

D Mentoring 

010P 

Child/ Adolescent 

Client Full Name: Male: D Female: D 

Preferred Name: 

Date of Birth: 

S.S.#:

Client Address: City: 

Client Mobile Telephone: 

Home: Work: 

Referral Source: 

Reason for referral: 

Referring Probation Office: Office Telephone: 

Mobile: E-Mail:

Zip code: 

Gender Identity: ___________ Sexual Orientation: ______ _ 
Race: ___________ Language: ___________ _ 

Marital Status: D Married D Single D Other 

Height: ____ Weight: _____ Ethnicity: ______ _ 

Medical Conditions/ Needs: 



Client Information Sheet 

Intake Date: 

Client Name: 

Address: 

Directions: 

Telephone: __________________ _ 

Emergency Contact: ___________ _ 

Probation Officer: -------------
Parole Officer: --------------

Visit Frequency: 

Mentor: _________ _ 

IOP..;_: ___________ _ 

MD 

C= 

M= 

DOB: 

Client: Adult 00 

Other: ----------
Phone: ----------
Phone: ----------
Phone: ----------





Emergency Contact Information Form 

This information will be used in the event of an accident or medical emergency. 

Please be sure to sign and date this form 

Name: 

Phone: Home: Cell: 

Email Address: 

Address: 

Primary Emergency Contact Name: 

Last. First 

Relationship: 

Phone: 

Home: Cell: Work: 

Secondary Emergency Contact Name 

Last: -------------- First: ________ _ 

Relationship: 

Phone: ----------
Home: ___________ Cell: ________ _ Work: -------

Preferred Local Hospital: _________________ _ 

Insurance Information Company: __________________ _ 

Policy#: ____________ Comments (includ� any special medical or personal 

information you would want an emergency care provider to know- or special contact 

information: 

Signature: _____________ _ Date: -------------





Client Rights 

All Clients agreed to services are provided with the following rights: 

•To be treated with dignity, respect and consideration

• A client as not subjected to:

o A.) Abuse
o B.) Exploitation

o C.) Coercion

o D.) Manipulation
o E.) Neglect
o F.) Sexual abuse

o G.) Sexual Assault
o H.) Seclusion
o 1.) Restraint, if not necessary to prevent imminent harm to self or others;
o J.) Retaliation for submitting a complaint to the Department or another entity; or

o K.) Misappropriation of personal and private property by an outpatient treatment 

center's personnel member, employee, volunteer, or student.

• To not be discriminated against based on race, national origin, religion, gender, sexual orientation, age, 

disability, marital status, diagnosis, or source of payment
• To receive treatment that supports and respects the patient's individuality, choices, strengths and 
abilities; that supports the patient's personal liberty, except for a court order, by the patient's consent; 
and is provided in the least restrictive environment that meets the patient's treatment needs.

•To not be prevented or impeded from exercising the patient's civil rights unless the patient has been 

adjudicated incompetent or a court of competent jurisdiction has found that the patient is unable to 

exercise a specific right or category of rights.

•To submit grievances to Gwee’s Integrated Health  and/or complaints to outside entities without 

constraint or retaliation.

•To have grievances considered by Gwee’s Integrated Health in a fair, timely and impartial manner.

•To seek, speak to, and be assisted by legal counsel of the patient's choice at the patient's expense.

•To receive assistance from a family member, designated representative, or other individual in 
understanding, protecting or exercising the patient's rights.

• To have patient's information and records be confidential and released only as permitted by state and 

federal law (under R-9-20211(A)(3) and (B), court order, or as authorized in writing by the patient's legal 

guardian.



• To privacy in treatment, including the right to not be fingerprinted, photographed, or recorded
without consent (except for photographing for identification and administrative purposes as provided by
A.R.S. Title 36-507(2); for video recordings used for security purposes that are maintained only on a
temporary basis) as provided in R9-20-602.(A}{5}.

• To review, upon written request by the patient's legal guardian, the patient's record during normal
agency business hours or at a time agreed upon between the. patient's legal guardian and the contractor

except as described in R9-20-211{A)(6}; to review the following at the agency of at the OBHL: this 
chapter, the report of the most recent inspection of the premises conducted by OBHL, a plan of 
correction in effect as required by OBHL. 
• To be informed of all fees that the patient is required to pay and of the agency's refund policies and
procedures before receiving a ,behavioral health service, except for a behavior health service provided to
a patient experiencing a crisis situation.
• To consent to treatment1. unless treatment is ordered by a court of competent jurisdiction a fter 
receiving a verbal explanation of the patient's condition and the proposed treatment, including the 
intended outcome, the nature of the proposed treatment, any procedures involved in the proposed 
t�eatment, risks or side effects of the proposed treatment and any alternatives to the proposed 
treatment. 
•Tobe free from abuse, neglect, exploitation, coercion, and manipulation.
• To be offered or referred for the treatment specified in the patient's treatment plan or to receive a
referral to another agency if this agency is unable to provide a behavioral health service that the patient
requests or that is indicated in the patient's treatment plan.
• To have the patient's parent, guardian, custodian, or agent participate in treatment decisions and in 
the development and periodic review and revision of the patient's written treatment plan,
• To give general consent and, if applicable, informed consent to treatment, refuse treatment or 
withdraw general or informed consent to treatment, unless the treatment is ordered by a court 
according to ARS Title 36, Chapter 5, is necessary to save the patient's life or physical health, or is 
provided according to ARS 36-512
• To be free from abuse, neglect, exploitation, coercion, manipulation, retaliation for submitting a 

complaint, discharge/transfer/threat of discharge for reasons unrelated to the patient's treatment 
needs, except as established in the signed fee agreement, treatment that involves the denial of
food/sleep/opportunity to use the toilet, restraint or seclusion of any form.
• To participate or refuse to participate in religi.ous activities.• To control the patient's own finances 
except as provided by ARS 36-507{5}.
• To participate or refuse to participate in research or experimental treatment; to give informed consent 
in writing/refuse to give Informed consent/withdraw informed consent to participate in research or in 
treatment that is not a professionally recognized treatment.
• To be free from performing any labor for the agency.
• To refuse to acknowledge gratitude to Gwee’s Integrated Health  through written statements, other 
media, or speaking engagements at public gatherings.

• To receive behavioral health services in a smoke-free facility, although smoking may be permitted 
outside of the facility.



• If enrolled in a regional behavioral health authority as an individual, to receive assistance from that
agency in understanding, protecting or exercising patient rights.

Your Rights Regarding Your Health Information and Privacy Practices 

How We Collect Information About You: Gwee’s Integrated Health  and its employees' collect data 
through a variety of means including but not necessarily limited to intake farms, psychotherapy case 
notes, letters, phone calls, emails, voice mails, staffing and from intake information received by a 
referring agency that is necessary i.n the development and implementation of your 

treatment plan. What We Do Not Do with Your Information: Information about your history that you 
provide to us in writing, via email, on the phone (including Information left on voice malls), directly or 
indirectly given to us, is held in strictest confidence. We do not give out or disseminate any information 
about patients who receive our services that is considered patient confidential or is restricted by law. 

How We Do Use Your Information: Information is only used as is reasonably necessary to provide you 
with counseling services which may require communication between Gwee’s Integrated Health and other 
agencies involved in your care and treatment to determine the type of counseling services are necessary. 
We will first obtain a written authorization release form from you prior to the release or verbal sharing of 
any information about you or your treatment with our agency. Gwee’s Integrated Health  may only 
release information that has been generated by the employees of Gwee’s Integrated Health  in their 
treatment work: with you. Any information received from other agencies will not be released by Gwee’s 
Integrated Health . 

Limited Right to Use Non-Identifying Personal Information from Other Sources: Any written therapy 
work becomes the property of Gwee’s Integrated Health  and is placed in your confidential and privacy 
protected patient file. We respect your right to privacy and assure you no identifying information will ever 
be publicly used without your prior direct consent. To review, upon written request, the client's own 
medical record according to A.R.S. 12-22931' 12-2294, and 12-2294101 

Consent to Treatment and Limited Confidentiality I have been referred for counseling, !OP, and/or 
mentoring and I understand that counseling should provide significant benefits but may also pose some 
risks in that it may cause uncomfortable th-oughts and feelings or rnay lead to the recall of troubling 
memories. I understand that the type of treatment, the treatment modality and treatment plan will be 
established with me during the first 30 days of sessions with therapist. I further understand that these 
Treatment Plan goals will be revised as necessary and that I will have input into both my Individual initial 
Individual Service Plan at intake as well as any subsequent revisions of my Treatment Plan goals. My 

Treatment Plan goals will be reviewed every 90 days (or earlier as needed). I understand that if I am 
referred for treatment by an agency and my treatment is funded by that agency that my therapist must 



speak openly and freely with the agency about my treatment and any related issues. This includes but is 

not limited to verbal phone contact and messages, ema.il messaging that is .secure and providing a 

written monthly report with session case notes of my counseling progress. Any other sharing of 

information will require a specific signed release of information form that indicates who the information 

can be released to, what information can be released and the purpose for the release of information as 

well as an expiration date (maximum one year) for the signed release. I further understand that I can 
revoke a release that I have signed, but that wfll not affect any information that was released prior to 
the signing of the release. There are certain exceptions to confidentiality: 1. When there is a risk of 
imminent danger to myself or by me to another person; the therapist is legally bound to take necessary 
steps to prevent such danger .2. When there is information or suspicion of sexual or physical abuse of a 
child, the therapist is legally bound to report this to the proper authorities. 3. When there is a valid court 
order for the release of information, the therapist will comply with the law and for probation funded 

patients will direct any order to the probation department. Except in an emergency, either consents or 
refuses treatment; may refuse or withdraw consent to treatment before treatment is initiated. Except in 
an emergency, is informed of alternatives to a proposed psychotropic medication pr surgical procedure 
and associated risks and possible complications of a proposed psychotropic medication or sur�ical 

procedure. Consents to photographs of the client before a client is photographed except that a client 

may be photographed when admitted to an outpatient and/or inpatient treatment center for 
identification and administrative purposes. I understand that if I am in treatment with a master's level 
therapist who is working on relicense, a session co-facilitated with an internship student from an 
accredited master's in counseling program, or a behavioral health technician, they wm be under the 
clinical oversight of the Clinical Supervisor of Gwee’s Integrated Health  and will discuss my case openly in 
sessions. My consent to treatment is with the agency of Anew Recovery and its therapists. For any 
clinical concerns please directly contact Administrator Sarah Gwee 508-271-5150

:..

Patient Complaint Procedure lf you have a complaint about the service you are receiving at Gwee’s 
Integrated Health or feel you have been denied admission or have been discharged from at treatment 
without cause or feel you hav.e been discriminated against in any manner, you are encouraged to access 
the agency complaint process. You may directly contact the Administrator Sarah Gwee (520) 271-5150 
regarding your complaint and if the result of the phone contact does not resolve the situation, we 
encourage you to submit your complaint in writing so that a meeting can be held to address your 
complaint and provide a written record. You may call Administrator Sarah Gwee (508) 271-5150 for the 
appropriate form and may also request assistance in completing the form. The complaint should be sent 
to CEO /Administrator the who will set up a meeting with the therapist and .arrange to meet with you 
within five (5) working days to attempt resolution of the complaint. Additional meetings may be 
scheduled to include other treatment team members with your 



approval (such as case manager, probation officer). If you are unable to reach a resolution with our 

agency you are entitled to file a complaint with our agency funding sources.for which we are contracting 

with for your treatment services: Maricopa/Pinal/Gila County Juvenile Probation, Arizona State 
Department of Corrections, or any other agency that Gwee‛s Integrated Health is contracting with for 

your treatment services. Your utilization of the complaint process will not affect the services you are 

receiving or the way in which you are treated. Patient Fee/Refund Policy 

This policy outlines the funding sources for the fee for services of the agency: 
• Patient fees will be based upon the contractual fee for service agreement in which they fall
under.

• For probation referred patients, the probation department may assess the family for costs related to 
treatment but the determination for these costs is made by the probation financial department and not 
by Gwee‛s Integrated Health and these fees are paid directly to the department.

• Self-Pay patients will receive -and sign a financial agreement. Services will be provided, and 
payment will only be collected if those services are provided. Should there be any refunds due, a 
check shall be issued and mailed within thirty {30) days. A charge of $25.00 will be assessed for

any returned personal/business check. We require a minimum of one full business day (24 
hours) prior to your appointment, or you may be charged the full hourly fee for the time you 
reserved for the appointment. 
• If a patient is funded by private insurance carrier who accepts invoices from this agency, the
insurance carrier will notify this agency of the co-pay amounts the patient is ta be charged
based on the current coverage. This agency will be responsible for collecting these fees if they
apply
• Patients who are 30 days or more delinquent in payment for treatment services thatthey have
received, may be suspended from further treatment until their financial account is brought
current.

Gwee‛s Integrated Health  has a right to change fees and will ensure a patient, or, if applicable, a 

family member, guardian custodian, designated representative, or agent receives written notice thirty 
{30.} days prior to any changes in our fee policy. Notification of fee changes will also be posted In 
waiting area thirty (30) days prior to any changes.

Important Phone Numbers and Address 

OBHL (Office of Behavioral Health Licensure) 150 N 18th Ave, #410 Phoenix, AZ85007 
ADHS {Arizona Department Health Services} Office Bureau of Medical Facilities Licensing 150 North 18th 

Avenue,# 410, Phoenix AZ 85007 Phone 602�364-3031 
Maricopa Crisis 602-222-9444 
Department of Child Safety (DCS Hotline 1-88Z3-767-2445 
Suicide Hotline: Maricopa: 1-800-631-1314 or 602-222-'9444 Pinal: 1-800-796-6762 or 520-622-6000 

Tribal RHBA: 1-800-654-8713 
AHCCCS (Ariz.cma Health Care Costs Containment System): 1-800-654-8713 



Insurance Consent Form 

'-'-_______________ give signed authorization for release of information 

of information for transaction and assignment of benefits for claims to Gwee’s Integrated 

Health .

Client Signature __________ _ Date ------

Staff Signature ----------- Date ------



Grievance Procedures 

1. First, process the grievance or concerns with personnel. If the resident is not satisfied,

obtain a grievance form.

2. Complete the form in detail when applicable.

3. Submit form to personnel or administrator. Grievance. form will be initially responded to

within two working days of its receipt.

4. The agency administrator will review, meet with resident and relevant parties (if applicable)

to address the issues raised in the grievance.

5. Filled grievances will receive a formal written response within five working days.

6. If personal(s) filing grievance is not satisfied with the decision, a written complaint may be

filled with the licensing agency for further intervention.

7. A person or persons shall not be discriminated against, prohibited reprisal or retaliated

against, because he or she has filed a grievance with or outside of the agency.

8. No residents will be subjected to threats of early termination or rejection by personnel.

9. Policies and procedures will explain to the resident, parent, and guardian or designated

representative at the time of admission.

10. A resident or the representative may file.a complaint directly with the Bureau of Residential

Facilities Licensing or the Arizona Office of Human Rights.

Department of Health Services 

9005 N 29th Avenue Phoenix Arizona 85051 Suite 1&2 

Resident Signature Date 

Resident Agent Signature Date 

150 N 18th ave Phoenix AZ 75007
602-364-2639

Client Signature

Clinic Agent Signature

Client



Personnel Signature Date 

Grievance Form 

Resident Name ; --------------------
Category of Grievance : 

□ Food D Rooril/ Buff ding 

D Clothing D Mistreated by 

· Personnel

Explain of Grievance 

□ Problem with

Resident

D Property 

D Rules 

D Other 

Client Signature: _______________ Date : ________ _ 

House Manager / Director Response 

Client





CONSENT FOR TREATMENT 

I, the undersigned, __________ ...,. give you full and unconditional authority to proceed 

with a clinical evaluation and treatment as your judgment indicates. This consent is given by me as the 

client. I have legal power to consent to medical, psychological, counseling, and mental health 

assessment and treatment for services. It is clearly understood that I hereby fully released from any 

claims and demands that might arise or be incident to the evaluation and/or treatment, provided that 

your duties are performed with standard care and responsibility to the best of your professional ability. 

Signed this: _______ _ day of _______ _ 20 ---

Client Signature Date 

Staff/Title Date 





\ 

Intake Date: --------

Mental Health Intake Form 

Name: DOB: 

AHCCCS ID: Address: 

Race/Tribal 

Phone# Affiliation : 

Emergency Emergency 

Contact: Contact Ph# 

What are the problems you are seeking help with? 

\ 1. 

2. 

3. 

What are your treatment goals? 

1. 

2. 

Current Symptoms Checklist : Please place a Check mark for current symptoms : 

□ Depressed Mood □ Inability to enjoy activities

□ Loss of Interest in Activities □ Difficulty Concentrating

□ Excessive Guilt □ Fatigue

□ Increased Risky Behavior □ Decreased need for sleep

□ Increased Irritability □ Crying Spells

□ Anxiety Attacks □ Avoidance

□ Audio Hallucinations □ Suspiciousness/Paranoia

, Any additional symptoms you are experiencing : 

1 

□ Sleep pattern disturbance

□ Forgetfulness

□ Racing Thoughts

□ lmpulsivity

□ Excessive Energy

□ Excessive Worry

□ Visual Hallucinations





































\ 

Mental health treatment is a confidential process designed to help you address your concerns and teaches 
ones to better understand one's self. As a client at Gwee’s Integrated Health , you will learn the skills 
necessary for your healing through individual counseling, group counseling, life skills training, and case 
management. There may be periods of stress and anxiety while learning to implement strategies taught by 
providers into your current lifestyles. Staff members are available 24/7 to assist and support you 
throughout the counseling services. 

I agree ____ {initial)and give permission to participate in Gwee’s Integrated Health services and 
assistance. 

I understand that others may be involved in my treatment and release of information must be obtained. 
I agree to participate with the activities to be carried out to resolve and improve functioning. 

I have read and discussed the above information with my providers. I understand the risks and benefits of 
counseling, the nature of limits and confidentiality and what is expected of me as a client of Gwee’s 
Integrated Health . 

I understand that I may withdraw my consent to release and to participate with Gwee’s Integrated Health  at 
any time. 

Client Print Name Signature Date 

Consent to Search 

In attempt to keep all the Clients and Staff safe at all time, your personal property may be searched at any 
time. All belongings will be searched upon intake and randomly thereafter. Any dangerous items, medication, 
Drugs, alcohol, or paraphernalia will be confiscated. 

Client Print Name Signature Date 

18 



\ 

Consent to Transport 

--------------------- (Client name) give permission to be transported by 
Gwee’s Integrated Health  as necessary during the provision of my therapeutic services. I understand 
that there are inherent risks involved such as traffic delays, accidents, etc. and I acknowledge and 
accept that risk with regard to being transported by the aforementioned. 

Client Print Name Signature Date 

Media Release 

D YES D NO I give Gwee’s Integrated Health  Media personnel permission to
Photograph myself/ my youth. 

"' D YES D NO I give Gwee’s Integrated Health  media personnel 

permission to
share photographs/ videos of myself on community outreach pages such as 
Facebook, Twitter, and lnstagrams. 

□ YES □ NO

Client Print Name 

I understand there are no monetary gains associated with my photographs/ videos of 
myself. 

Signature Date 

Notice of Security Cameras 

I understand Gwee’s Integrated Health facility has security cameras throughout the facility in the 
common areas for safety purposes. I understand these cameras can be reviewed by management 
personnel at any time. By signing below, I affirm that I have been notified of the security cameras and 
their purpose as it pertains to this facility. 

Client Print Name Signature Date 

19 



\ 

Signature Page 

By Initialing and Signing below, you are confirming you have read and agree to the below consents. You may 

request a print copy of each of the consents from the program manager. Please initial next to each consent and 

sign your name at the bottom. 

Client Print Name 

Client Print Name 

20 

_____ Financial Responsibility and Agreement 
(Initials) 

_____ HIPAA Policy Agreement and Consent 
(Initials) 

_____ Grievance Policy and Procedure 
( Initials ) 

_____ Client Rights and Responsibilities 
(Initials) 

_____ Confidentiality/ Privacy Agreement 
( Initials) 

Signature 

Signature 

Date 

Date 


