INFORMED CONSENT FOR ASSESSMENT AND TREATMENT

MNarme: Date of Birth:

I understand that | am eligible to receive a range of services from my provider. The type and extent of services
that | receive will be determined following an initial assessment and thorough discussion with me. The goal of
the assessrnent process is to determine the best course of treatment for me. Typically, treatment is provided
over the course of several weeaks,

Vundersiand that | have the rght to ask Questions throughout the course of treatment and may request an
outside consultation. (I also understand that my provider may provide me with additional information about
specific treatment kssues and treatment methods on an as-needed hasis during the course of treatment and that
| have the right to consent to or refuse such treatment). | understand that | can expect regular review of
treatment to determine whether treatment goals are being met. | agree to be actively involved in the treatment
and in the review process. No promises have been made as to the results of this treatment or of any procedures
utilized within it. | further understand that | may stop treatment at any time, but agree to discuss this decision
first with my provider, ‘

| arm aware that | must authorize fny provider, in writing, o release information about my treatment but that
confidentiality can he broken under certain circumstances of danger to myself or others, | understand that once
information ks released to insurance companies ar any other third party, that my provider cannot guarantee that
it will remain confidential, When consent is ;:;ruvided for services, all information is kept confidential, except in
the following circumstances:

*  When thers is risk of imminent danger to myself or to another persen, my provider s ethically bound 1o
take necessary steps to prevent such danger.

* When there is suspicion that a child or elder is being sexually o physically abused, or is at risk of such
abuse, my provider is lagally required to take steps to pratect the child, and to inform the proper
authorities.

* When a valid court order is issued for medical records, my provider is bound by faw to comply with such
reglests.

While this surmmary is designed to provide an overview of confidentiality and its lirits, it is important that you
read the Notice of Privacy Practices which was provided to vou for more detaijted explanations, and discuss with
your provider any questions ar concerns you may have.

By my signature below, | voluntarily reguest and eonsent to behavioral health assessment, care, treatment, or
services and authorize my provider 1o provide such care, treatment or services as are considered necessary and
advisable. | understand the practice of behavioral health treatment is not an exact selence and acknowledge that
no one has made guarantees or promises as to the results that | may receive. By signing this informed Consent
to Treatment Form, | acknowledge that | have both read and understood the terms and information contained
herein. Ample opportunity has been offerad to me to ask questions and seek clarification of anything unclear to
me,

Client Signature: Date;

Parent/Guardian Signature; Date;
{for minar)




Christy L. Foos, LSCSW, LCAC, Department of Transportation Substance Abuse Professional

INFORMED COMNSENT & THERAPY CONTRACT

As g effent, it iz important that you ore fully informed abowt the services you will recefs, Your signature below indicgtes that you have been
infarmed of the policies of this Frovider and you are rrigktryg o Informed decision chout enterlng therapy.

i

2

Tk

1.

| understand that my therapist is an Indepandsnt Pravider ficerses in the State of Kansas to disgnose and treat mental disorders,

| urdigrstand that my provider 18 bound by the Code of Ethics sar farth by that Frovider’s profieasional association and that | can
reques; 2 copy of those ethics 2t any tima.

1 gnderstand that, as a client, | bave cartain rights and those Fights have begn reviewed with fme by the provider.

| undierstand that, excepts under dreumstances mandated by law, communications with Provider witl remain confidentizl a5 wilt any
records regarding the therapy process unless | sigh an Authorization & Request for Release of Confidential information and
Privileged Carmmunication Form authorizing sceass o the information before any filg information will b releazed in accardance
with K.5.5. B5-5410. If mars thar gne family member participates in a session, each and every family member must consent priorto
the relaase of the file information. Where 3 minor is receiving services, the appointrment of 7 guardizn ad litem may he necessary to
the release of the minar dient’s Infarmation. The client's farily members are not entitied access to cllent nformation Just becauss
they are family.

| undastand that, In accardance with state reguiation and/far professional ethics, specific circumstances raguire the Provider ip
break confidentislity and ceport information obtained as a rasult of the therapy process. Those drcumstances exist where 4) A
Provider believes a client may ba and danger to hlm or hergelf or te others; b) The Provider befleves that a child, elderly, ar disabled
person ey be subject 1o sbuse or neglect; and ¢) When are court order exjst that informatton regarding the therapy pracess be
provided. . :

| undesstand that, i tha Provider or client cecords are subpoenaed to court on My behaif, | may be respoasible for chargas
asseciated with time spent by the Provider to prepare and fumizh these records and/or appest in court.

| undarstand that, urdear Kznsas Law, the Proviger is required to consult with my orlmary care physicizn o¢ peychiatrist to determine
if there may be a medical corditior: or medlcation thit is contributing 1o symptoms of 2 mental disarder. In order to complete such a
cansylation, my therapist will request that | complete 2 Raleasa of Information form. | aiso undessiand that | may waive this
conssltation, in writing, snd that my tharapist will digeuss this progess with me 2t any tme if | 5o reguest.

} understand that thare can be risks and henefits associated with therapy and have discussed those with the Provider.

 havg reed and understand the Technology Pollcles of the Provider and agree to abide by them.

To promote and gnvironment which 15 safe and free af violance, the possessien and/for use of dangarous weapons on §ite iy
prohipiged. By slEning below, you agree that you wilt abide by this poticy.

| understand the financiel poiches or the therapy site and agree o pRy S for each therapy session.

1 agree that # | naed to cancel or msehedule and appoinment that | will lat the Pravider know 24 hours i advance of the
appolntment, aad that i | do not do so, | may be respansibie far cancellation fees,

| acknowledgs that | have received and been given opportunlty to review this Providers Privacy Notice to Clients.

My sigriorture below indicates that | give my full and laformed consent to receive therapy services from this
Provider. .

Cliant Signature Date Climnt Signature Crate

Client Signature Dt Client Slanature Oizter

Chwnt Signature Date Chent Sigrature Dete T
/‘ﬂﬁe ist Signajure Dete Tharapist Signature Date
C.J ‘1201??—‘ LS CS (f% () SCY)
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Christy L. Foos, LSCSW, LCAC, Department of Transportation Substarice Abuse Professional

10,

1%

FINANCIAL POLICIES

FEES. The fea: for therapy are as follows: $130.00 per 45-53 minute session; $150.00 pee 54-60 minute section; 18500 par
61-75 minute sesslon and 3220.00 per 76-89 minte session. The fee may be adjusted a2 per contractual agreement with the

client’s insurance company, the Crime Victims’ Compengation Board, SAS, or with the thirapizt. The fee i to be paid at the end
of each therapy sasslon.

NO SHOW AND CANCELEATION POLICY, Notice of cancellztion Is 2ppreciated 24 hours in advance of a scheduied session o
that someans slge may be offered the Sme you cannot Bke. i you have not cancelled your appointment hefore the hour you
will be charge $65.00. exceptions apply to certain EAPS and Medicald, The charge trust be paid prigr to of at the cient’s next
sasgion. (ther exceptions, 2.g., due to emergencies, will be made 3t the discretion of the therapist.

TERIEPHONE CALLS. Aftar-holr telephone calls for ather than achaduling purposes may be billed at the established houriy fea,
An sdditiona! charge of 510,00 will be billed to the cllent far long distance t=lephone call mads for the purpose of consuteation.

COURT. The client will be charged the rate’sf $150.00 per hour for the time incurred by the therapist to prepare for and to
appear in court or any legal proceeding concernlng the Cliest, This will also include travel time. Out of town appearances wil
b thiarged 5 minimum of $500.00 plus any additionaf time. IF court i cancefled lass than 24 hours in advance, the cient will be
charged the time the theraplst reserved for court.

REPORTS, The ciiznt will be charged 5150.00 per page to prepere writt=n reports for the court of other evalustion purposes.
Additional charges mey be incurred if axcessive review of records end/or collateral contacts are required. The client’s sceount
gk be paid in fuli bafora the report ar zvalyation is provided.

RETURNED CHECKS. The dient will be charged a $26.00 administration fae on checks retumed dus to inauficiant funds and
will be required to pay cach for any future sessions,

INSUWCE-M!ME indurance clgTr'ns ar those clients wha are eligible for reimbursement. Clients are responsible

for providing bilting information and & copy of thelr insurance care. In additton, clents ere responstble for reviewing and
knowing thelr out-patient mentaf benefits.

FAYMENTE. The cli=nt i responszibie for the payment of amounts not covered by their msurance plan. These arnounts can
Inclurde plan deductinie, co-insursnce or co-pays, and chargas for services mot coverad by Insurance, 1.2., oourt appear=ncas,
depositions, raports/evaiuaiion, ato. Pleaze pay deductibles, co-pavs or co-insuranca st the time of each sestion.

COLLECTIONS. Al accounts with snpald balances over 20 days past dus will be referred 10 3 coliection agency and/or an
attorney. A charge of $15.00 and 18% Interest on the unpaid batance will be assessed aa accounts that are turned overia a
collection agency. | addition, attorneys’ fees and courts costs will be added to dellnguent accounts that are turned gvar for
callection. '

FIMAMUE CHARGE, A fthance cherge of 1.5% per month {183 per year] will be applied to unpaid balanoes carried over to the
next statemant,

CONSENT TG BILL. By the clients signature beiow, we are authorized to disclose:

{2} GConfidentizl dizgnostic and trestment information, incleding medical recorss, €0 the cllent’s insuratce company for the purpose
of submitting clabmz o behalf of the client. Furthermore, the Center is authosized to receive any and all gayments made by the
Insttrance company directly to the Center and/or o the cllent fer services rendered 2nd chargers submitted; and, (b} The diert=
name, sddress, dhons number, and ather relevant financial information £o a collection agency, attomey, or to the court for the
purpasa of attaining refmbursemant of services provided.
| hereby consent to the fees and policies as set oui zhove. | agree 1o 1. Use my insurance, 2. Use my EAP
sessions, or 3, Py a salf-pay fee in the arnount of 370.00/<ession.

paspansibla Party Data

T

Therapist ) Daxte

P:913-702-6722 | F: 620-869-9414 | www fogs. cares.com | halp@fooscares com | K5 & OK Licensed




Drate:

Client, . gives Christy L. Foos, LSCSW,
LCAC and DOT Substance Abuse Professional permission to use slecironic devices to conduct

DOT SAP Evaluations and any other form of modality to evaluate and or treatment me. This
includes bt does not limit, phone calls, smails, texting, ICANotes, VSee, messenging, Zoom
and any other non HIPPA compliant davise or alsctronic program. | acknowledge she will do
her best due deligience to keep my information private and only devouge what is necessary to
people involved in the coordination of my care and ar pertaining to the DOT SAP process,

Signature of Client: ‘ Date:

Signature of Gliniciangj . %@? Z,S@g-(,/-j pate__

Date:

Due to the public health emergency COVID-19 in effect at this time, |, Christy L. Foos, LSCSW,
LUCAG and DOT Subsiance Abuse Professional conducted this clienfs initial assessmeant and
the follow-upR evaluation by using ICANOTES electronic heslth record system obfaining all
paparwork via HIPPA compliant software and via VSEE virtual messading and video
confererice which is HIPPA compliant. Further, a Parmission to utilize electronic software and
video conferencing equipmentftechnology was approved by the client.

Signature of Client: ____ Date:

Signature of Clinician: ﬂ% )@"” LSCLS[/(—) Date:
N



Christy L. Foos, LSCSW, LCAC, Department of Transportation Substance Abuse Professional

CLIENTS’ RIGHTS

1. Cllenis may prevent the center from disclosing to anyone {he fact that they have been previously o are currently recaiving any type
of reatal health trepteent, This confidentiality includes anything the ciient has sald provided to the Center staff during any process
of consulteslon, assessment, andfor treatment,

1. Thachent’s rights or confidentiality shall automatically be claimed on behalf of a client by the Center unless the dlient expresely waives
the privilege in writing. tn clroumstances where more than one persan in a family recsives therapy, each such family membar who s
legally compeatant to execute & walver must do so in order for 2 thempist to discleze information recefved from any famity membar,

3. The Center is not obligated ta release records that the therapist believes may be injurlous to the client,

4. The Canter's staff will not disclose dlient confidences, as set out shove axcept: () 25 mandated by K.5.A. 38-1552 which Includes ali
cases of suspectad child sbuse or involvement of a chiid in a crime n the past oF prasent, {B) as Mandated by K5.A 38-1430 which
involves the pratection of adults ovar the age of 18 whe arg wnable to provide this protection for themselves, {c} to prevent a clear
and immediate danger to a person gr parsans, and {d) pey order of the court.

5. The Certer's medical consuttant and gther professional approved supervisors periodically review the tlient’s progress with the
therapist. By signing this form, the diant authorizes disclosure of treatment information for suparvisory purposes only,

6. Clients are entitled to an expianation of the nature of ARy COUTSE of traatment prescibed, the reason for such treateent, and any
know rlsks assoctated with such reatement.

7. Chents have the right to refuge any prescribed treatrnent. In addition, clients must give thair written permission to be videotaped or
audic taped pricr to the therapist doing 50.

3. Chents have the right to terminate therapy at any time. Furthermore, the Center's staff will continue therapy only 2o long 25 it s
redqsonsbly clear that clients are benefittng from participation In therapy.

9. Shouid atheraplst be unable or yowilling, for appropriate reasons, to provide professional heip to a client, the tharapist will azsist the
person to obtaln therapeut!c service. .

10, The Center don't not digerisninate against or refuse profesional service Lo anyvons on the Dases of exce, gendar, refigion, national
origin, ar Sekusl OftertaTion. ' )

1 acknowledge by my signature below that | have read the obove information, understend its content, and consent to assessment
and/or treatment:

Clhient/Parent/Guardian Date
Clem/Parant/Guardienr Dste
Chent Date
Clent T Erata
(7 oA ez (ccotr

Thél‘apistv v Lﬁc} Tate

P: 913-7072-6722 | F: 620-869-9414 | wwyy foos cares.com | heip@{ooscares com | KS & OK Licensad




Christy L. Foos, LSCSW, LCAC, Department of Transportation Substance Abuse Professional

CONSENT TO E-CDMMUNICATIDN

You have a choice about how you communicate with your therapist. Text messaging and e-mail
are non-secure forms of communication. This means that these forms of communication are
not encrypted and may be accessed by third parties.

It is our policy that therapeutic issues not be discussed at length over text message or email.
Discussion regarding therapeutic issues should be limited to scheduled therapy sessions.
Please initial below next to your preference regarding communication with your therapist:

{ understand the risk involved with e-mail or text messaging my therapist {that these

are non-secure forms of communication} and give my consent to communicate with him or her
_In the following ways:

Text message (preferred phone number: }

Email (preferred e-mail:

| do not wish to receive text messaged or e-mails fram my therapist. | understand and
agree that the therapist will only contact me by telephone (voice call)

Client 5ignature Date

P:913-702-6722 | F: 620-869-9414 | www.foos.cargs.com | help@fooscarss.com | K5 & OK Licensed



NOTICE OF PRIVACY PRACTICES
Effective April 29, 2015

This Natice describes how medical information about you may be used and disclosed and how You can get access 1o this
information. Please review this notice carefulfy.

Your health record contains personal infarmation about you and your heaith. This informatian about you that may
identify you and that relates to your past, present, or future physical or mental health or condition and related health
care services is referred to as Protected Health Information {“PHI"). This Notice of Privacy Practices describes how your
provider may use and disclose your PHI in accordance with applicable law. It also describes your rights regarding how
you may gain access to and control your PHI.

Under the Health Insurance Portability and Accountabitity Act of 1996 (“HIPAAY), your provider is required to maintain
the privacy of PHI and to provide vou with natice of his or her legal duties and Privacy practices with respect to PHI, Your
provider is required to abide by the terms of this Notice of Privacy Practices. Your provider reserves the right to change
the terms of this Notice of Privacy Practices at any time. Any new Notice of Privacy Practices will be effective for all PHI
that your pravider maintains at that time. Your provider will provide you with a copy of the revised Notice of Privacy |
Practices hy SEnding‘ 8 Lopy 10 you in the mail upon request or by providing one to you at YOUr next appointment.

HOW YOUR PROVIDER MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOu:

For Treatment: Your PHi may be used and disclosed by those who are involved in your care for the Purpose of
providing, coordinating, or managing your healthcare treatment and related services. This includes consultation with
clinical supervisors or other treatment team mermbers. Your provider may disclose PHI to any ather consultant ondy with
your authorization, :

For Payment: Your provider may use and dizclose PHi 5o that he or she can receive payment for the treatment services
provided 1o you. Examples of payment-related activities are: making a determination of ehigibility or coverage for
insurance benefits, processing claims with YOUr insurance company, reviewihg services provided to you to determine
medical necassity, or undertaking wtilization review activities. if H kecomes necessaty to vse collection processes due to
lack of payment for services, only disclose the finimum amount of PHIE necessary for purposes of collection will be
disclozed.

For Health Care Operations: Your provider may use or disclose, as neaded, your PHI in order to support his or business
activities including, but not liinited to, quality assessment activities, licensing and conducting or arranging other business
activities. For exampie, your PHI may be shared with third parties that perform various business activities provided we
have & written contract with the business that requires it to safeguard the privacy of your PHL Your PH} may be used to
contact you to provide appointment reminders or information about treatment ahlternatives or other health-related
benefits and services.

Reguired by Low: Under the law, your provider muost rnake disclosures of your PHi to you upon your request. In addition,
disclosures must be made io the secretary of the Department of Health and Human Services for the purpose of
investigating or determining compliance with the requirements of the Privacy Rule.

WithnutAuihariéatiom Applicabie law and ethical standards permit your provider to disclose information about you
without your authorization only in 3 limited number of other situations. The types of uses and disclosures that may be
made without your authorization are those that are-

L]
+ Required by Law, such as the mandatory reporting of child abuse or neglect or elder abuse, or mandatory
government agency audits or investigations.
+ Required by Court Order



* Necessary to prevent or lessen a serious an imminant threat to the heaith o safety of a person or the public. if
information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons
reasonably able to prevent or lessen the ihreat, including the target of the thraat,

Verbal Permission: Your provider may use or disclose your information to family members that are directly involved in
your treatment with your verbal permission.

With Authorization: Uses and disclosures not specificaily permitted by appiicable law will be made oniy with your
written authorization, which may be revoked.

YOUR RIGHTS REGARDING YOUR PHj

You have the following rights regarding PH! maintained about you. To exercise any of these tights, please sybmit your
request in writing to your provider-

Right of Access to inspact and Copy. In most cases, you have the right to inspect and copy PH that may be used to make
decisions about your care. Your right to inspect and copy PHI will be resricted only in those situations where there is
compelling evidence that access would cause seious harm to you. Your provider fmay charge a reasonable, cost-hased
fee for copies.

Right to Amend. If you fee! that the PHI Your provider has about you is incorrect or Incomplete, you may ask for it to be
amended, sithough your provider is not required to agree to the amendment.

Right to an Accounting of Disclosures. You have the right to request an accounting of cartain disclosures that your
provider makes of your PHI. Your provider may charge you a reasonable fee if you request more than one accounting in
any 12-month period.

Right to Request Restrictions. You have the right to request a restriction or Emitation on the use or disclosure of your
PHI for treatment, payment, or healthcare Operations. Your provider is not reguired to agree to your request,

Right to Requast Confidential Communication. You have the right to request that your provider communicate with you
about medical matters in 2 certain WaY or at a cartain jocation.

Right to a Copy of This Notice, You may ask your provider for a paper cop{: of this notice at any time,

COMPLAINTS

it you befieve your privacy rights have been violated, you may submit g complaint with the Federal Government, Filing a
complaint will not affect vour vight to further treatment or future treatment. To file 3 camaint with the Federal
Government, contact:

Secretary of the U.S. Department of Health and Hurnan Services
200 Independence Avenue, SW
Washington, DC 26201
{202) 619-0257

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
1 acknowledge receipt of the Notice of Privacy Practices, which explains my rights and the limits on ways my provider

may use or disclose personal health information to provide sarvice.

Client Name: Client Signature:

Date:

If signed by other than client, indicate relationship:




Christy L. Foos, 15CSW, LCAC, Depariment of Transportation Substance Abuse Professional

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
The purpose of this form is to authorize_hri st Lo }E&ﬁ; L£5C5)  ("The Provider”] to share protecied
infarmation with the identified third party for the purposes of treaiment, payment, and health care operoiions. if

vou refuse to authorize any such disclosure, romplete the box lobeted “Resteiction on Disclosure.” Otherwise, pleuse
complete the form as indicated,

CLENT:

Last Name First Namz it Date OF 8lrth

THIRD PARTY:

Organiationindividual Nama

Agidress TelephonesFazx
-~

| authorize the Wmck all that a -
Releace to btain from Discuss with

The third party identified above the spadified protected health information listed below for purposes of

treatments, payment, and health care oparations. ™ This corsant is subjer 1o revacation 2t any T sxrept it Htse Greumstances in
which te program has taken cartaln actions on the understanding thrgat the consent will contirue To unrevoked et the aumose for which the consant
s ghven shelt hava baen accomplished, Howaver, any sonsent glven gnder 42 CFRPart 2, Fadmral Resisear, Valume S2-Numbey 110, Juna 9, 1987, shetl

have & durstion of no Jonger than that ressonabhy necessary to effectuate the purpose for which it i ghen. Botice to clisnt: This retease fiorm is akn
carpilant with 45 CFR Parts 160 1o 1684, =

PLEASE INFITAL EACH APPLICABLE ITERNE

Admission Fvaluation Report Hospitalization Soeening
_____ Diagnosis Gnly wedical Reporis
__ Yreatment Plan(s) Coordination of Care
__ Peychiatric Consultation Report HIV/AIDS Information
_____Psychologicat Evaluation Report ___ Prograss Notes from to
Discharge Summary tegal Reports
____Progress Review{s) Education Reparts
____ Aleohol ard Drug Trestment Information Other: .
This authorization shall remain in effect until (date} at which time this authorization

expires, but no later than one year from the date listed below. If this item is laft blank, the authorization shall
remaln efective for one year from the date listed below,

| understand that enroliment, shigibllity, payment, or treatment is no conditioned upon the
authorlzation. } understand that fees may be charged for preparing and sending copies of records. 1
understand that | may reveke this authorization at any tirne (except to the extent that action has been taken

in refiance wpan it) by providing verbal or writken notice of revocation to the Provider.

~prohibition on Re-Distivcure: This informatipr has been disdosed to you from mcondd protected by fedeni confidentiziity rules (42 LR Part 2). The
federat ndes prohibit you from making any further discdosute of this information unbess further disdosuns i expresshy permitied by written consent of
the perseR to Wi it periaint oras atherwise pertitied by 52 OFR Part 2. Agsnsml authormation for the release of medical infornation 15 il
qufficiest for thiz puipose, The federst rules restrict any we of the information to riminally Investigate or prosacyte 2y slcobeot or dug abuse
paitignt-"

Prisyt Mame amd Date: Parent Guardian Print Name and Date:

x
(Tmnt Simaturs and Dete: Parent Guardian Signatur: and PRte:

Witnessed Signiture, Cradentials 30d Date! [ )_j %ﬂi'} L5080 ;(_ C.AL

b 913-702-6722 | F: 620-869-9414 | www fO0S. Cares.ood ! help@fonseares com | KS& OK Leensaed




Christy L. Foos, LSCSW, LCAC, Depariment af Transpartation Substance Abuse Professional

AUTHORIZATION TO DISCLOSE PROTECTED MEALTH INFORMATION
The purpase of this form 5 to aufﬁar{zg@ bri i‘i}j &'.JEZU PN ENPY, {"The Pravider”} to share protected
information with the identified third party for the purpo?es aof treatment, payment, and heaith care operations, If
you refuse to authorize any such disclosure, complete the box labeled "Restriction an Digclosure.” Otherwise, plegse
complete the form as indicated.

CLIENT:

Last Nasne First Mame Mt Date OF Birth

THIRD PARTY:

Organization/tndividuzl Name

Adddress , Telephona/Fax

= -~

-
1 authorize the Weck atithata i
Felease to btain fram [hscuss with

The third party ideniified above the specified protected heatth Information fisted befow for purposes of

sreatments, payment, and health care operations.™This consentis subject to revocation 5t any time except in Hhose Creumstances r
which the progras has taken cartsin zctions ot the undaishanding threal tha consent will contnge o unrevoked Unth the parpose for which the conseat
was given shall have been accomplishied. However, aay conssnt given under 42 CFR Part 2, Faderal Resister, Volume S2aMumbsr 110, Sune 3, 1987, shall
fave 2 duration of no longer than that reasonably necessary ta affectuste the purpase for which it s giver. Notios 5c cients: Ths relesse form i alse
comphant with 45 CFR Paris 160 o 184, ™

PLEASE INITIAL EACH APPUICABLE ITERE

Admmission Evaluation Report Hospitalization Screemning
. ____ Diagnosis Only Medical Reports

___ . Treatrnent Plan{s) . : Coordination of Care
Psychiatric Consuliation Report - HV/AIDS Information
Psychological Evaluation Report ___ Progress Notes from to
Discharge Summary Legal Reports

__ Progress Review{s) Education Reports

___ Alcohol and Drug Treatment information ___ Other;

This authoriration shail remaln In effect until (date} &t which time this authorization

expires, but no later than one year from the date listed below. i this #em is left blank, the authorization shall
rernain effective for one year from the date lsted below,

t understand that enrollment, eligibility, payment, or freatment is no conditioned upon the
authorization. | understand that fees may be charged for preparing and sending copies of records. |
pnderstand that | may revoke this authorization at any time {except 10 the extent that action has been taken

it refiance upon It} by providing verbal or written notice of revocation to the Provider.

prolsiitan on ReDiscosure: This irforoatlion has been disclbzed to yois frafm records protected by fadermlconfidentiaity rules (42 CFR Part 7). The
federal rubes prohibit yoo from raking any further disclosure of this information ke further diselesira s aupresly permittiad by witttan consent, of
tiva parson b0 whans it pertelns or ac othewise perTotttad by 42 OFR Part 2. A general authosizstion fior the releace of madical ikforvation 1z not
guffciant for this pumqmse. The federed mies mstrct 2y uses of the information to aiminally Fvestiste of prosecss any sicoiel or drug s
patient.”

Print Name and Date: Papent Guardizn Print Mame and Bate:
x
et Sizgmartuge ag Date: - Parant Guardien Signature and Bate:
] :
Witnessad Siguature, Credentisle and Date; / . j %_ﬂ:{" LC 30 S La) o L C/’q‘{—"
L — = J 7
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Christy L. Foos, LSCSW, LCAC, Department of Transportation Substance Abuse Professional

AUTHORIZATION TO DISCLGSE PROTECTED HEALTH INFORMATION
The purpose of this form is to auths:rrizec byt -5{-:1 £ ;fé:_mj L5CSLL  ("The Proviger”} to share protected
information with the lgentifted third party for the purpaées of treatrant, payment, and heolth care operations. if

you refuse to authorize any such disclosure, complete the box labeled “Restriction on Disclosure.” Otherwise, plegse
compiete the form as indfcated.

CLIENT:

Last Mame Flrst Name il Date OF Birth

THIRD PARTY:

Organization/indivical Name

Address Telephone/Fax

| authorize the Providestd {check all that a . ' B
; Release to ] btain from Discuss with

The third party identified above the specified protected health information listed below for purposes of

treatments, payment, and health care operations.™This consant is subject to revocation oL iy Sme excapt in ditske CrANTHERCe in
which the pregrem has ken e=rmain actions on the snderstanding threst the consant will continue to unrevoked until the purpose for which the consant
was given shall have been secomplished. However, any consent dven under 42 CER Part 2, Federal Resisiar, Valume 52-Numbar 110, Juna 9, 1287, shall
b 8 Suration af no jongar than that ressonsbly recessary 1o effectuste the puspora for which it 2 gheso. Matioe o climrsts: This reteasa form 15 ako
compliant with 45 CFR Parts 160 w0 164. ™

PLEASE INITIAL EACH APPLICABLE ITEM:

___ Admission Evaluation Repart Hospitalization Screening

____ bisgnosis Only Medical Repaorts

___ Treatment Plan(s} __ Coordination of Care:

__ Psychiatric Consultation Report HiV/AIDS Information
_____Psychological Evaluation Report __ Prograss Notes from to

____ Discharge Sumrnary Legal Reports

. Progress Review{(s) Education Reports

__ Alecohal and Drug Treatment Informatian _ . Other;

This authorization shall remain in effect until (date} at which time this authorization

expires, but no tater than one year from the date listed helow. If this item is left blank, the authorization shall
remaln effective for one year from the date lsted below,

{understand that enroliment, eligibility, payment, or treatment is no conditioned upon the
authorization. | understand that fees may be charged for preparing and sending copies of records. |
understand that | may revake this autharization at any time (excep? to the extent that action has been taken

in refiance upan i) by providing verbal or written notice of revocation to the Provider.

~Probiition on Re-Pitcosure; This infoamation his baep digdased o yos frain records protecked by federmi confidentiaiivy nies (42 CFR Part 3. The
faderal niles probibit you from meking any further disdoaure of this information wnbesa furthar dizchoaun is apresaly permitted by writion et of
tha parson to whom it pertalins or 2z sthereioe pasmittad by 42 OFR Part 2. Agenermi suthortation for the retease of medical Information is not
sufficient for thit purpose. The federal rafes matriet any use of tha information to criinimally imestigate oF prossciite any aloobnl or drog ahuse
patient~

Print Name and Dabe: Parent Guardian Print Name and Date:
X
Chimert SiEmafutre 2ad Date: - Parent Guardian Signatute and Dee:
. D
Witnessed Signature, Credertial and Date. / . /—7/: LSC‘SM 4 & &/4’{2
—__ — 7 7
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Patient Name: Date:_

The Michigan Alcoholism Screening Test (MAST)
Please circle either Yes or No for each item as it applies {o you.

1. Do you feel you are a normat drinker? (By normal we mean you drink less
than or as much as most oiher people.) Yes No

3.  Does'your wifs, hushand, a parent or other near relative ever worry or
cﬂmplam about your drmkmg? Yes Na

11. Has your wife, husband (or other family members) ever gone to anyone for
hetp about your drinking?

Have you ever neglectad your obllgatlc:ns your famlly or your wark for two
or mora days In a row because you were drinking?

Have yvou ever bean g natie«nt 1] psychiatnc hosp!tal or on a psychiatric
ward of a general hospiial where drinking was part of the problem that
resulied in hospitalization?

Have you ever been arrested for drunk driving, driving while intoxicated, or
driving under the influsnces of alcoholic beverages?
(i YES, how many times? )




Scoring the MAST

The versian of the MAST included on this web site was provided by Professor Selzer,
who indicated that the version published in 1971 in the American Journal of Psychiatry
was modified in 1980. :

In scoring the MAST points are assigned to a response depending upon whether the item
is worded positively or negatively.

For items 1, 4, 6 and 7 nagalive answers are consistent with alcoholic respotises.

For items 2, 3, 5, and 9-25 positive responses are consistent with alcoholic responses.

The ﬁcale‘assigns a 1-5 weighting to each of the items, with a rating of 5 being
considered diagnostic of alcoholism. Questions that were highly discriminating were given a
vaiue of two poinis and others assigned a pne-point value. An aleohalic response to
questions 8, 19, or 20 is considered diagnostic and is assigned a value of five points.

A total scare is computed as a sum of tem values as seen in the table below. Total
scores rangs from 0 to 53,

MAST Point System

Question T Points Assigned
1. (negative responses are alcoholic)

2.
3.
4. (negaiive responses are alcoholic)

5

6. (negative responses are alcoholic)
7. (negative responses are alcoholic)
8

—
P
MNMMU‘!U‘FT\JT\J-—*MMMNNM—IU‘INF\J—AN—JNM

Citation: Selzer ML: The Michigan Alcohalistm Scraening test (MAST): the guesifora
new diagnostic instrument, American Journal of Psychiatry 3:176-181, 1975



NIDA Clinical Trials Network
Drug Abuse Screening Test (DAST-10)

General Instructions

"Drug use" refers fo (1) the use of prescribed or over-the-counter diugs in excess of the directions,
and (2) any nonmedical use of drugs.

The various classes of drugs may include cannabis (marijuana, hashish), solvents (e.g., paint
thinner), tranquilizers (e.g.. Valium), barbiturates, cocaine, stimulants {(e.g., speed), hallucinogens
(e.g., LSD) or narcotics (e.g., heroin). The questions do not include alcoholic beverages.

Please answer every question. If you have difficulty with a statement, then choose the response that
is mostly right.

Segment:

Visit Number:

Date of Assessmont: (mrm/dd/yyyy) I

These guestions refer to drug use in the past 12 months. Please answer No or Yes.

1. Have you used drugs other than those required for medical reasons?

[INe [Yes

2. Do you use more than one drug at a time?

[(iNo Cyes

3. Are you always able to stop using drugs when you want fo?

[_INo Clyes

4. Have you had "blackouts™ or "flashbacks™ as a result of drug use?

[Ne [Cfves

5. Do you ever feel bad or guilty about your drug use?

MiNo [ lYes

6. Does your spouse (or parents) ever complain about your involvement with drugs?

_INo [ Ives

Skinner HA {1982}, The Drug Abuse Screening Test. Addictive Behavior. 7(4).363-371.
Yiudiees E, Lozhkina O, Fouts A (2007). A comprehensive review of the psychomatric properfies of the Drug Abuse
Soreening Test. J Subst Abuse Treatmeit. 32:1589-198.



NIDA Clinical Trials Network

Drug Abuse Screening Test (DAST-10)

7. Have you neglected your family because of your use of drugs?

{ INo

T TYes

8. Have you engaged in illagal activities in order to obtain drugs?

[INo

[ Ires

9. Have you ever experienced withdrawal symptoms (feit sick} when you stopped
taking drugs?

[MINa

[ Yes

10. Have you had medical problems as a result of your drug use (e.g., memory loss,
hepatitis, convulsions, bieeding, etc.)?

Comments:

Scoring

{_INo

[ Tves

Score 1 point for each question answered "Yes,” except for question 3 for which a “No” receives 1

point.

DAST Score:

interpretation of Score:

Score Degree of Problems Related fo Drug Abuse | Suggested Action
0 No problems reported None at this time
1-2 Low lavel Meonitor, reassess at a later date
3-5 Moderate level Fusther investigation
6-8 Substantial level Intensive assessment
9-10 Severe level intensive agsessment

Skinner HA (1982). The Drug Abuse Screening Test. Addiclive Behavior, 7(4):363-371.
Yudko E, Lozhking O, Fouts A (2007). A comprehensive review of the psychomelric properties of the Diug Abuse
Sereening Test, J Subst Abuse Treatment, 32:189-198,




CAGE Alcohol Abuse Screening Tool

The CAGE questionnaire, the name of which is an acronym of its four questions, is a widely used screening test
for problem drinking and potential alcohol problems (alcohalism).

Ask your patients these four questions and use the scoring method described below to determine if substance
abuse exists and needs to be addressed. '

C Have you ever felt the need to eut down on your drinking? Yes NG

Interpreting the CAGE Screening Tool |

Two "yes" responses indicate that the possibility of alcoholism should be investigated further.

The CAGE guestionnaire, among other methaods, has been extensively validated for use in dentifying
alcoholism. CAGE is considered a validated screening technique, with ane study determining that CAGE test

scores >2 had a spedificity of 76% and a sensitivity of 93% for the identification of excessive drinking and a
specificity of 77% and a sensitivity of 91% for the identificatiot of alcoholism.

By far the most important guestion in the CAGE questionnaire is the use of a drink as,an Eye Opener, so much
so that some clinicians use a “yes” to this question alone as a positive to the questiorinaire; this is because the
use of an alcoholic drink as an Eye Opener connotes dependence since the patient is going through possible
withdrawal in the morning, hence the need for a drink as an Eye Opener.

References

Ewing, John A "Detecting Alcohotism: The CAGE Questionnaire” JAMA 252: 1905-1307, 1984 PRAUD 6471323

CAGE Substance Abuse Screening Tao!” (FDF). Johns Hopldns Medicine, Retriaved 30 July 2074,

Kitchens IM (1994). "Does this patient have an alcohol problern?”. JAMA 272 {22} 1782-7. dol 10,1001 jarna, 1994.03520220076034. PMID FHEG2E,
Bernadt, MW Murnford, § Taylor, € Smith, B hMurray, RM (1 9g2). "Comparison of guestionnairg and labaratory wsts in the detaction of excessive
drinking and algohollsm®. Lancet & (8267 3258 i 10,107 B/50140-6736(RN915TE-3. PMID 120822,



PATIENT HEALTH QUESTIONNAIRE-S

(PHQ-9)

Over the [ast 2 wooks, how often hava vou been botherad

‘ M

by any of the following problems? Saveral thano ;'le;if 2?:3
(tise “& fo indicate your answer) Notatall days  thedays day
1, Litfle inferest or pieasure in doing things v 1 2 3
2. Fegling down, depressad, or hopetess ¢ 1 2 3
2. Trouble falling or staying asleep, of slesping too much ] 1 2 3
4. Feeling tired or having little ensrgy 0 1 2 3
i Popor appatite or cveraating o 1 2 3

6. Feealing bad about yourseif — or that you are & failure or
have: let youprself or your family down

7. Trauble concentrating on things, such as reading the
newspaper or watching televizion

8. Moving or speaking sc slowly that other people could have
noticed? O the opposite — being so fidgety or restless 0 "1 2 3
#hat you have baen moving around a lot more than usual

#_ Thaughts that you would he batter off dead or of hurting
yourslf in some way

FOROFFICE GoDiNG __ 0 + + +
=Total Scora:

if you chacked nﬁ_ai'{ problems, how difficult have thess proklems made it for you to do your
work, take cere of things at home, or get along with other pecpls?

Mot difficult Somewhat Very Extremely
at afl difficult difficult difficult
|} : O Qa (|

Daveloped by Drs. Robart L. Splizer, Janst B.W. Williams, Kurt Krosnike and calleagues, with an educational grant from
Plizer Inc. Mo pamission required to reproduce, translate, dispiay of distribute.



Generalized Anxiety Disorder 7-item (GAD-7) scale

Gver the ast 2 weeks, how often have you been
bathered by the following problems?

1. Feeling nervous, anxious. or on edge

2. Not being able 1o stop or conwol worrying
3. Worrying too mich about different things
4. Trouble relaxing

4. Being 5o restless that it's hard to sit sill

6. Becoming easily annoved or uTitable

7. Feeling afraid as if something awful might
happen

Add the score for cach column

Total Score (add your colionn scores) =

et

Notat  Several Overhalf  Nearly
all sure  days the days  every day

0 ] 2 3

0 ] = 3

0 I 2 3

0 1 2 3

o i 2 3

0 ] 2 3

0 1 2 3

+ +

If you checked off any problems, how difficult have these made it for you to do your work, take
care of things at home, or get along with other people?

Not difficult at all

Somewhat difficult
Very difficult
Extzemely difficult

Source; Jpitzer RL, Kvoenke K, Willlams JBW, Lowe B. A brief measure for assessing generalized anxisty

disorder, Arch Inerm Med. 2006:166:1092-1097.
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