Pﬂ\ \ (“-U\uj Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5 St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

INTAKE/ASSESSMENT SCREENING — (Child) — BLACK INK ONLY
All areas MUST be completed — use None Reported if Not Applicable.

Date: blz\ \202'6 Start Time:i’): ! ) 'g V'\ Stop Time:?).' b\bl W

Client Legal Name: Last: ”766 First: TU\Y\ O\ Ml: B Maiden: L‘C{/
Preferred Name (|f dlfferent from above): - UU ﬂ(\d lj
DOB: ;ﬂ w \ Z-Qu Legal Gender: (required for insurance) B‘I{maie [ Imale

Gender ldentity: QM(A Sexuality: bl S‘(’X\J\a \ Preferred Pronouns: \Sh‘e ! V\(if

adress: (ctyseain)_S.5 5 [N 1St Sk (OO GE ebumnQEAGINCONG
Phone #: (Prlmary)i"os 222 ‘ﬂ(ﬂ770ther V\DY\U{ P—D{{‘CA \ 15“0

Marital Status: \
%gle [ Imarried [ |divorced [ civil union/dome(ka&artnersh [ Jwidowed [ |Other:
Immediate/Urgent Needs: (including medical)

LU WY Sy o0

formation: Eéelf arent/Guardlan I:]Other

be aware of for OJA/DHS/Child Custody:nw 1 'O\\“M

None Reported  If yes, for how long:

Alaska Native merican Indian [ ]JAsian [ |Black or African American
| ]Pacific Islander D\Mm /Caucasian Ethnicity: mepanic/Latino

Employment: [ Full time [ JParttime [ |Unemployed [ |Notin worklforce \ tudent

Preferred Language: E’(\E\j \l SV\ Other Languages Spoken: Slafl(\\ (\(‘\

Emergency Contact Information:

Name: TOO\C\ DOC Relationship: ‘W(

Phone #: ‘l’\Q6 %%% %%38 Address: (city,St,zip) SOMe G\g C\\{nl"

Type of treatment servig)eeded/requested: *eligibility required
%dividual Family [_| Psychosocial Rehabilitation* [ |Case Management*

*Not all consumers qualify for these sepvices
Do you currently have an IEP/504 to submit for BHRS services? [ Jves @{:ne Reported

Provider of Screening and Assessment

Do you have a pending court date we sho

Are you currently homeless: [ |Yes

Race (check all that apply):

Frequency of Services Desired: nce weekly [ |Twice weekly [ ]other
Are there any referrals to and/or collaboration with another agency? [ Jves Eﬁ)ne Reported

If yes, list name and telephone number:

/ 7 - 1
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Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5 St, Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

CDC Info: (Basic CDC Tab)
/ 0
Annual Household Income: H (>q_ 0 00 Number of Dependents: 3

Are you currently in school? % [ ] None Reported

In the past 90 days of the school year, how many days was the consumer absent from school? (00-90) l
In the past 90 days of the school year, how many days was the consumer suspended from school? (00-90) i

In the past 90 days, how many days was the consumer not permitted to return to day care? (00-90) !2 ;

Inpatient History: || None Reporth
In the past 90 days, how man e consumer in restrictive placement? (00-90) L&

In the last 90 days, pr.ho ays did an incident of self-harm occur? (00-90) /"

ou cugrehtly have a VPO in place for any reason? EI Yes me Reported

es, is it\an émergency VPO? Please provide a copy to the office for our records and your safety.

Additiodal Details: _{\ON€ (f 'B()ﬁ'&\

I. BEHAVIORAL: INCLUDING MENTAL HEALTH AND ADDICTIVE DISORDERS
(a) Presenting Problem(s) -

OY\\(\,{’hj - Y

lncludlng symptomology

-lfrm/\()mi mu'fs BN mn‘*

Do you have a history of violent behavior? [ ]Yes mne Reported If yes, describe and include dates:
Nnonc ffﬂ@lw

Have you ever attempted suicide? \:]Yes Bﬂne Reported If yes, describe and include dates:
_DoNE (€pDI- \ _ ’
clitNE F Po«_/m pmk Suiodal s Dk ganifS aﬁ(t"\prs

Do you currently have thoughts of hurting yourself or others? I:I Yes %ne Reported
If yes, do you have a plan? [ | Yes Erﬁzne Reported [ | N/A

If yes, what is it?

e (CDO\%A
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Integrated Therapy Solutions of Oklahoma, LL.C
620 NW 5t St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

Any risk-taking behaviors? H Yes D None Reported If yes, please describe:

SUE Y KU () OO\ ol

II. Emotional, including issues related to past or current trauma and domestic viglence:
Have you ever been a victim of or witnessed emotional abuse and/or neglect? es [ |None Reported
If yes, describe:

2ONA0MUL QAUSE by pendusS pACIN UpSHA 2024

Have you ever been a victim of or witnessed domestic violence\id/o?er physical abuse?

[ Jves Qﬂ(t)ne Reported If yes, describe:

Z

P K\’\/ v
— N\ =
Have you ever been'a victim of cﬁ/:'tn ss&d sexual assa\l\t /abuse? [ ] Yes E/Nb‘ne Reported

If yes, describe:

itory of Addltlonal Trauma:

{00 OF pek - 2020 | Car AU E 202

(b) Previous Treatment History:

Previous Treatment History and/or Diagnostic History (Include diagnoses, treatment information and dates):
Mental Health:

ly \H - 1A, 20259 | N0 OONer mu—m&ﬁ

e,
Substance Abuse: Wink repod
ANVALd ’('{,?QW W

Domestic Violence:

_NONC (AL

SUBSTANCE USE [ | Not Applicable Reason:

Do you smoke? [ | Yes @ﬁme Reported  If so, how much? Do you have a desire quit? [ |Yes [_JNone Reported

Substance First Use | Last Use | How Often How Much Method
! L , (l',ﬁ w "i "7 0 v
PAONOL g 1) Bueasoho WF| Spts Aupn(y

—_ 3
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Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5™ St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

Consequences of use:

[] Problems in your life E’?roblems in your job/school E’Pﬁ)blems in your relationships
[ ] Problems with your health

[ ] Convulsions [ ] Blackouts [ ]Hallucinations [ ] Shakes B’ﬁausea [ ] Overdose [ ]DT’s
[ ]Memory problems [ ] Legal Problems [ _] Other:

Are you-currently taking pr
Yes [ JNone Reported

If yes, list medications belo

Medication Dosage/Frequency Date Initiated

Z0O\0f + 15 g go\_/,‘n,,f Ty 2o2o

ic or addiction medication?

(C) Current and Past Psychotropic and Addiction Medicati /
Current Medications: '
ribed orlov r\Qe/co nter psychotr

How have you adjusted to treatment/medication?

Liom< imlom\{fmmt N._nood ' - }Jcraccm-—

Past Medications:

Medication Dosage/Frequency

NN YO

(D) Family history of mental health and other addictive disorders.
Any history of alcohol/drug abuse or mental iliness in family of origin? [V"|Yes |:|None Reported
If yes, list family member(s): ) |

Does significart other drink, smoke, use prescription drugs or use any other mood-altering substances?
D Yes None Reported |:] N/A If yes, please describe:

BiopsychChild 12.27.2023 Client Name: @0& ! quc’l



Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5™ St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

l1l. Physical/medical including medications:
(a) HEALTH HISTORY/CURRENT BIOMEDICAL CONDITIONS

Any current medical/health/dental problems? [ | Yes None Reported

If yes—what is the diagnosis/problem(s)?
AONE. (LPOrCA

If applicable - What treatments are you receiving?

NONA

i
Do you have an advanced directive? [ ] Yes Q’\(one Reported

If so, how will it impa}itcjur treatment?
NONC (P XA

Any disabilities that would affect your treatmenT [ ]ves [E/None Reported

If yes, please describe: Q(W ((}P ) il

Any allergies to medication? Mes [ ] None Reported If yes,\FiSt

Aaaray, Ciorofdun C

(b) current and past physical health medicati
*For consumers 14 years and up

*Do you dizs(iWassistance in accessing bjrth contkol/family plahning, or other resources?
|:|Yes E one Reported \ (

List resources requested:

L

For consumers of all ages:
Are you currently receiving hormone therapy? || Yes (list below) None,Reported

If yes, do you feel supported by your family/friends? ['\Oﬂ“(i ({'/{9

Current Medications:

Are you currently’taking prescribed or over-the-counter physical health medication?
[ ]Yes %e Reported

If yes, list medications below:

Medication Dosage/Frequency Date Initiated

QONC (POt

How have %adjusted to tr@t/;‘ent/medication?
(0 (porieq
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Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5 St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

Past Medications:
Medication Dosage/Frequency

NONL POy

IV. SOCIAL AND RECREATIONAL ;
(a) family and other relationships: - JZ/
FAMILY/MARITAL, SOCIAL HISTORY, LIVING SITUATION \
With whom do you currently ljve?

NOAY ONA
Who have you lived with j ast?
W\om%v T Rl e Sl (\ Y\

Any si mﬁ)f:wt ch|Idhood losses? Include divorce, de th}‘s&d estrangement (include ages)

1O - QG X £

\../
(b) recovery and community s U
To whom do you currently look for su port? .

A Brad  and /IUNe " - e dignk

Do hey support your entermg treatment? None Reported

Are you experiencing severe isolation or withdrawal from social contact? [_]Yes me Reported
If yes, explain:

NONL_ ey A

Do you feel supported‘by your family in regards to your identity? EYes D None Reported

(c) leisure and wellness activities:
What do you currently like to do for recreation?

W Da\m/\nc\ NEO\ GO (\m hwf WAMS ©

How have you ent your leisure tlme |n the p

P ASVRCPOM *

(d) culture, including traditions and values.

Cultural Attitude/Orientation: (Values/Beliefs/Culture of Violence/Culture of Sexual abuse/Ethnic
Culture/Religious Culture). *Cannot be NONE REPORTED*

CORAORCE OF SOANCSS™ | W RSP € caalidie "\ bAve
AL SN DEOpIL”
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Integrated Therapy Solutions of Oklahoma, LL.C
620 NW 5 St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

How [could your cultural orientation/practices affect treatment?
1N * . ‘
\ : v]2d

What is your religious background? B/Bu d(iﬂ{Sm

What are some of your favorite traditions?

AN

V. Vocational

Last year c 'pleted Namne of school:__|”

2\ J
ich gra 5,\\3.:2(/, did you repeat? 1St 6}(&(.‘ €

[
Wha{\vo ational school or college have you attended? _n\“)ﬂﬂ Y(,PC)!"\‘L&L
List specialized training, if any NOAL. P YA

‘ -
Do you have a desire to go to college/higher education? 4 \/J(S )
Would you like help with pursuing higher education resources? [ | Yes E/No

~_Putnacs neghed

(b)current or previous military service including discharge status: (’}Lp){ ‘5 =

MILITARY HISTORY (clients 16 years +) [1Not Applicable Reason: (\(J\ £ Yz(/l[)’DﬂcL{\/
(0]

Have you ever been in the military? E] Yes

If yes, what branch, dates of service, and type of discharge?

Did you have combat experience? [ | Yes No
Are you currently experiencing any of the following symptoms? DNightmares/flashbacks

[ ] outbursts of anger [_]feelings of sadness or guilt [ ] intrusive memories or thoughts

(c) current and desired employment status.
g W\ 4 |
OCCUPATIONAL HISTORY (clients 16 years +) Not Applicable Reason: 4 0 {

Employer/Job Title: How long employed?

Other sources of income (i.e. SSI, disability, VA, retirement, child support, etc.):
\ g

What kinds of work are you qualified to perform? ﬂD ﬂ)t ‘(C’[‘)OM

CLIENT’S QUALITIES (client responses needed) e o K
What are your strengths/abilities? (assets, resources, natural positives) “5 h(/ ! S 20 S‘T‘(AH

“1 0MN KA Gna NOAWDANA - oy ANl ~ par e
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Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5 St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

What are your abilities/interests? (skills, aptitudes, capabilities talents, competencies)

“Leon wake WL oo G tdlentd ot 0k and Suenu

What are your preferences? (what will enhance treatment experience?)

WL, 'Spun A ¢ CBT

What do you expect from this program in terms of service?
QWK D CONNLUE iy s pisk and £e£L rder

Therapist’s expectations:

M«Mﬁnu NON S anA Ope N Ss | (chve. pamupmmi
mwmw(\ub(\/\m{m\ﬂ .

/ -
Diagnosis -1CD 10 DIAGNOSIS - WRITE Q?N\"\IBE DIAGNOSIS — DO NOT ABBREVIATE

ICD 10 DIAGNOSIS (If using DC: 0-3/use h ppropriate crosswalk and enter the appropriate ICD-10 diagnosis

code and diagnosis)

PRIMARY CODE: F?){? \ DISORDER: H!M SZ:@{&H& QSﬂdf“ r{ QNYCN-
dalre

/ 4
SECONDARY CODE:. DISORDER: Mok
/

TERTIARY.CODE: DISORDER:

Psychosocial Interpretive Summary:

(Therapist summary of biopsychosocial information — this is NOT the same as the interpretive summary for the treatment plan)

The, Ak (8 o sélﬂmm{% Drfﬂcrmm Aty eepeinrad m

k{dm’ R AAC - Chenk rwam 6 wm\/\ o Sudal \c‘\mhm,

U'M ACCAGNE ,m,\ (\amﬂ bf o EF. U\\m\f ,xwxmun SHytd ’(\xe

CATS \&C)L\mvm iy ocadont AN Siared o M Hindutahne
SQ(MLADLS&,{DWMO\WA\J A OAEIND Py ﬂmm\é( O
0 1NN - and (o onedigad Aianones - The Chient and vistina

wm mwmwr\m\s ofF (VU Drmsswc O, Y- MUAZLR
o Provded polvmiernignon
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Integrated Therapy Solutions of Oklahoma, LL.C
620 NW 5t St, Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

BIOPSYCHOSOCIAL ADDENDUM
CHILDREN AND ADOLESCENTS

SCHOOL HISTORY
1. Is the child currently enrolled in school? Yes [ |No

2. Present school attending/will attend: (i )l M ' ME” k \ &{ f!é)k i Grade: gw

3. Has the child had to repeat a grade? Eé:s

Non @d If yes, what grade? ‘ s
4. Does the child currently have an/Aa¢tjive I )4 in place 0o0l?

[ ] Yes

9
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8 How are grades now?

AN M 0oy Gre aool™ poriicne  (YIo) - As nd Bs

9. Has your school performance changed" Yes [ | None Reported If yes, explain:

mmﬁmmmw UANNOES

DEVELOPMENTAL HISTORY
1. Any problems at birth?

A WCLES p4rly per Mo
2. Prenatal exposure to alcohol, tobacco, or other drugs?

[ ]Yes Q’ﬂne Reported If so, explain:

. Age first walked‘f')\ MYy, Age first talked? A M 0-

. Known developmental delays '(\W (L ODM
6. Any hearing problems? [ | Yes Ei/one Reported Has this been tested? [ Yes [ ] None Reported

o

Ul

~1

. Any vision problems? [ ] Yes [ANone Reported Has this been tested? E"fes [ ] None Reported
8. Do you have problems with speech? [ | Yes [ 4None Reported

9. Have you had any speech therapy? [_| Yes E’l(one Reported
FAMILY HISTORY/PLACEMENTS

BiopsychChild 12.27.2023 Client Name: m )J_CFW\




Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5 St. Suite D
Moore, Oklahoma 73160
Ph: (405) 208-4469 Fax: (405) 208-4472

Current legal custody or legal guardianship (may not be the same as current physical custody):
[ ] Mother [ ]| Father Joint [_|DHS Other

*Please provide a copy of most recent custody paperwork if there is a current
divorce/custody agreement in place — can be emailed to admin@itsofok.com

Parents’/guardians’ ablllty/wﬂlmgness to rtlc1pate in serv1ces

MO §iz4S Sl Onad fodwpr (e vuumﬂ

Parents’ fouardlans strengths/abilities:

Parents’/guardians’ preferences:

COTy \ WA

IMMUNIZATIONS
1. Are immunizations currently up to date”
Source of information
MWK g

e N
PEER INTERACTIONS S /

1. Who are your friends?

VP, Bid QA ]U)lt "

2 What do you like to do tog\eﬂﬁﬂ"

(/TN LAt ;. VG TS

3. Do any of them drink or use drugs? [Tes [ ] None Reported Ifyes, explain:

CJoME drnk GAConet Wik g, — LM N

4. Any problems with peers?

5. SUMMARY OF DEVELOPMENTAL ASSESSMENT

Eheraplst sum ary ofmformatmn provnded have milestones bee mt, are referrals to ddlllOl’lEl] supports needed,etc)

Oﬂ(‘JLm L

Mw wmpcfﬂ 5’ 25

Therapist Signature/Credentials Date

Nt Dot 21225
Guardla‘ﬂ)S|gnature Date
QgL guleS
Client Signature (if over 12) Date

r ‘—C\ g 10
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