
 MED (Youth) 

 WELCOME! 

 Dear Client: 

 We would like to take this opportunity to welcome you to Advanced Clinical Trauma Services. 
 We will make every effort to assist you with your needs by providing a trained and 
 understanding staff to support you. 

 In keeping with our spirit of professionalism, we would like you to know that as part of our 
 Quality Assurance program we may periodically check in with you in an attempt to determine 
 how we can better serve you.  These contacts will be made by telephone or in writing, and 
 though your feedback is anonymous, we value your honest feedback. 

 Please feel free to call our office at (208) 600-2184 should you have any questions or concerns 
 regarding paperwork, services, etc. 

 Sincerely, 

 Renee Howe LCPC 
 Clinical Director 



Protection & Advocacy Group/Agency

Disability Rights Idaho
Statewide Toll Free:866-262-3462

Website: disabilityrightsidaho.org
Email: info@disabilityrightsidaho.org

Boise Office
4477 Emerald St # B11

Boise, Idaho 83706-2066
P:  208.336.5353

Fax:  208.336.5396
Toll Free:  800.632.5125

Pocatello Office
1246 Yellowstone Ave. # A3
Pocatello, Idaho 83201-4374

P:  208.232.0922
Fax:  208.232.0938

Toll Free: 800.309.1589

ADVANCED CLINICAL TRAUMA SERVICES

Main Contact Information
P: 208.600.2184

Info@actsidaho.com

Mailing Address
PO Box 190779
Boise, ID 83719

Billing Department
Phone: 208.803.1773
Billing@actsidaho.com

● BOISE OFFICE
8601 W. Emerald St. #130
Boise, ID 83704
Fax: 833.258.9488

● MERIDIAN OFFICE
2950 E. Magic View Dr. #192
Meridian, ID 83642
Fax:  866.432.2840

● CALDWELL OFFICE
1909 S. 10th Ave.,
Caldwell, ID 83605
Fax:  866.432.2840



Informed Consent for Mental Health Services

Client Name: ____________________________________________________ Date: ___________________

Services and staff: I understand that Advanced Clinical Trauma Services is a professional agency offering a
wide variety of mental health services including consultations, individual and group counseling, Case
Management, Peer Support Services and Medication Management.  These services are provided by
professionals with the required licensure for the position under supervision when applicable.

Confidentiality: I understand that all information disclosed within sessions is confidential and may not be
revealed to anyone outside Advanced Clinical Trauma services without my written permission.  The only
exception is in situations where disclosure is required by law.  The following are required by law:

1. If I present an imminent threat of harm to myself or to others,
2. When there is an indication of abuse of a child or dependent adult,
3. If I become gravely disabled, and
4. By court subpoena and court order.

Email: With respect to electronic mail (email) Advanced Clinical Trauma Services does not typically
communicate via email with clients.  If requested by the client, email correspondence may occur. Advanced
Clinical Trauma Services (ACTS)    email is secure, but we cannot guarantee the privacy of the client’s email.
Furthermore, Advanced Clinical Trauma Services utilizes other appropriate means to communicate confidential,
urgent or emergency information.

Risks and benefits: I understand that there is a possibility of risks and benefits which may occur in my mental
health services.  These services may involve the risk of remembering unpleasant events and may arouse strong
emotional feelings.  Services can impact relationships with significant others.  The benefits from these services
may be an improved ability to relate with others; a clearer understanding of self, values, and goals; increased
academic productivity; and an ability to deal with everyday stress.  Taking personal responsibility for working
with these issues may lead to greater growth.

Eligibility, appropriateness, and referrals: I understand that my eligibility for services in this agency is
dependent upon my need and availability of services within this agency.  The delivery of services from this
agency to me shall be contingent upon whether Advanced Clinical Trauma Services staff and I can agree that
the services are appropriate given the needs and conditions I present.  If it is decided this is not the appropriate
agency to meet my needs, I understand that I will be given referrals to resources outside this agency that are
more appropriate to my needs and goals.

I understand I have the right to be informed of all services being offered, as well as the services I am
participating in by Advanced Clinical Trauma Services. Furthermore, I understand I have the right to
terminate my participation in services at any time.

Client Signature:_________________________________________________    Date:_________________
                     
ACTS Staff Signature: ____________________________________________       Date:_________________ 
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Adolescent Informed Consent for Mental Health Services
What to expect:
The purpose of meeting with a counselor/therapist is to get help with situations that are bothering you or struggles that
may be keeping you from being successful in important areas of your life.  You may be here because you wanted to talk to
a counselor/therapist or you may be here because a parent, guardian, doctor, teacher or other person in your life is
concerned for you.  When we meet, we will discuss these concerns.  I will ask questions, listen to you and together, with
consultation from the other adults in your life we can develop your treatment goals.   It is important that you feel
comfortable talking to me about the issues that are bothering you.  Sometimes these issues will include things you don’t
want your parents/guardians to know about.  For most people, knowing what they talk about will be kept private helps
them feel more comfortable and develop trust with their counselor/therapist.  Privacy, also called confidentiality, is an
important and necessary part of good counseling.

As a general rule:
Your counselor/therapist will keep the information you share in your sessions confidential unless you provide written
consent to disclose certain information.  There are, however, important exceptions to this rule that you should understand
before you share personal information in a session.  In some situations, it is required by law or by the guidelines of
professional practice to disclose information without your consent.  Some of these situations are listed below.

Confidentiality cannot be maintained when:
● You share information that indicates you have a plan to cause serious harm or death to yourself and the provider

believes you have the intent and ability to carry out this threat in the near future. The provider must take steps to
inform your parents/guardians what you have shared and how serious the threat may be.

● You share information that you plan to cause serious harm or death to a person who can be identified and the
provider believes you have the intent and ability to carry out this threat in the near future. The provider must take
steps to inform your parents/guardians and the person you intend to harm what you have shared and how serious
the threat may be.

● You share information that you plan to cause serious harm or damage to property and the provider believes you
have the intent and ability to carry out this threat in the near future. The provider must take steps to inform your
parents/guardians what you have shared and how serious the threat may be.

● You are doing things that could cause serious harm to yourself or someone else, even if you do not intend to harm
yourself or others.  In these situations the provider will use their professional judgment regarding how, when and
if a parent/guardian or another individual or entity should be notified.

● You share information that you (or another child or vulnerable adult) are being abused physically, emotionally,
sexually or that you have been abused in the past.  In this situation your provider is required by law to report the
abuse to the Idaho Department of Social Services.

● You are involved in a court case and a request is made for information about your counseling or therapy by an
attorney.  If this happens, you will need to sign a written agreement for me to share your information. Sometimes
a judge can request this information without your written approval. If this happens, your provider will do all they
can within the law to protect your privacy.

● Your parents may be able to request copies of your progress notes if they have legal guardianship.

Communicating with your parents/guardians:
Except for situations such as those mentioned above, your provider will not tell others specific things you share in private
therapy sessions.  This might include activities and behaviors that adults may not approve of or be upset by- but that do
not put you at risk or serious or immediate harm.  However, if your risk-taking behavior becomes more serious, then your
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Adolescent Informed Consent for Mental Health Services (Continued)

Provider will use their professional judgement to decide whether you are in serious or immediate danger of being harmed.
If they feel you are in such danger, they will communicate this information to your parents/guardians.

Example: If you tell your provider that you have tried alcohol at a few parties, this information may be kept confidential.
If you tell your provider that you are a passenger in a car with a driver who is drunk, this information would have to be
reported to your parents/guardians.  If you tell your provider, or if the provider believes (based on information you share),
that you are addicted to alcohol, your parents/guardians would be informed about the serious risk to you.

Example: If you tell your provider that you and your partner are thinking about having sex and you are wondering if you
should wait or not, your provider may keep that information confidential and help you look at pros and cons of your plans.
Your provider would also help you get to a point where you might feel comfortable talking with your parents/guardians
about your plans before you act.  If you are engaging in sexual activities and there may be a safety concern, then your
provider cannot guarantee they will keep the information confidential.  You can always ask questions about the type of
information which will remain confidential.  You can ask in the form of “hypothetical situations,” in other words; “if
someone told you that they were doing _____, would you tell his or her parents?”

Even if your provider has agreed to keep information confidential – to not tell your parents/guardians – they may believe
it is important for them to know what is going on in your life. In these situations, your provider will encourage you to tell
your parents/guardians and will help you find the best way to tell them.  Also, when meeting with your parents, your
provider may sometimes describe problems in general terms, without providing specific information to help them be more
helpful and supportive to you.

Communicating with other adults:
School: Your provider will not share any information with your school without your permission and permission from
your parents/guardians.  Sometimes your provider may request to speak to someone at your school to find out how things
are going for you.  Also, it may be helpful in some situations for your provider to give suggestions to your teacher or
counselor at school.  If you want to contact your school, or if someone at your school wants to contact your provider,
nothing will be discussed without your written permission.  A very unlikely situation might come up in which your
provider does not have your permission, but the provider and your parents/guardians believe it is very important to share
information with someone at your school (You are being bullied, etc.).  In this situation, the provider will use their
professional judgement to decide whether to share any information.

Doctors: Sometimes doctors and your provider may need to work together, for example, if you need to take medications
in addition to seeing a counselor or therapist.  Your provider will get written permission before sharing information with
your doctor.

I HAVE READ AND REVIEWED THE ABOVE INFORMATION AND HAVE HAD THE OPPORTUNITY TO
DISCUSS ANY QUESTIONS I MAY HAVE:

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________                   
     
ACTS Staff Signature: ____________________________________________       Date:_________________                 
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Client Rights Form

Client Name: ____________________________________________________ Date: ___________________

As a client receiving services through Advanced Clinical Trauma Services, you have a number of rights to make
sure the best possible care is obtained.  Teamwork is important. Our company wants to work with you and
others to create the best possible program to benefit you and your family.

Clients have the right to:

● Give permission and consent: Before the client is evaluated or receives any services, they have the
right to agree or disagree with recommended activities. They may also refuse some activities without
risking delivery of others. Participation at Advanced Clinical Trauma Services is voluntary.

● Examine Records: The client has the right to look at any personal records. The client also has the right
to request a copy of those records.

● Privacy and Confidentiality: The client is a very important member of the mental health team. The
client is the expert, their participation and implementation is critical. They also have the right to bring an
adult friend or advocate to any session. (A release of information may be recommended/required for the
support person)

● Timely Evaluation: Once the client is referred to Advanced Clinical Trauma Services. and gives
permission, he or she will be evaluated to decide eligibility for services. If eligible, a treatment plan will
be developed for each service, in accordance with OPTUM’s LOC timeframe guidelines, depending on
the urgency of the situation.  The treatment plan will outline the goals established.

● Be Kept Informed: Written notice must be given to the client before services start.  The client must be
aware of and agree with changes made to the treatment plan.  If your family’s common way of
communicating is other than English, you have the right to be given the information the best way you
can understand.

● Right to access Treatment Plan: The client has the right to receive a copy of the treatment plan every
time a change occurs.  The client also has the right to terminate services for Advanced Clinical Trauma
Services upon written notification.

● Disagree and Solve Problems: The client has the right to resolve concerns about services being
received. For help, contact your Service Coordinator or your Mental Health Clinician at the Regional
Mental Health Office.

I HAVE READ AND REVIEWED THE ABOVE INFORMATION AND HAVE HAD THE OPPORTUNITY TO
DISCUSS ANY QUESTIONS I MAY HAVE:

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________ 
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Additional Acknowledgements
(Privacy Practice/Fair Hearing/Right to Refuse)

Client Name: ____________________________________________________ Date: ___________________

Privacy Practices Acknowledgment

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.

Client Signature: _______________________________________     Date: ________________

Staff Signature: ________________________________________      Date: ________________

Rights for Fair Hearing
I have read (with my Advanced Clinical Trauma Services specialist) and understand my rights as far as the fair hearing
procedure, availability of protection and advocacy services and legal services.  I have received this information and
understand this process.  If I need help accessing this information I will call Advanced Clinical Trauma Services.

Client Signature: ______________________________________     Date: ________________

Staff Signature: ________________________________________      Date: ________________

Right to Refuse Mental Health Services
I understand there is a possibility of risks and benefits which may occur in my mental health services.

● Risks of refusing services:
These services may involve the risk of remembering unpleasant events and may arouse strong emotional feelings.
If you choose to refuse services there is a possibility of hospitalization, further decompensation, as well as
negatively affecting relationships.

● Benefits of services:
The benefits from these services may be an improved ability to relate with others; a clearer understanding of self,
values, goals, increased academic productivity, and an ability to deal with everyday stress.  Taking personal
responsibility for working with these issues may lead to greater growth.

I HAVE READ AND REVIEWED THE ABOVE INFORMATION AND HAVE HAD THE OPPORTUNITY TO
DISCUSS ANY QUESTIONS I MAY HAVE:

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________ 
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Contact Methods Authorization & Third Party Consent

Client Name: ____________________________________________________ Date: ___________________

Clients in our practice may be contacted via email, phone call, or text messaging, to remind you of an
appointment, to obtain feedback on your experience with our healthcare team,  and provide general health
reminders/information. Please read the consent below and sign.

________ (Client Initials) VOICEMAIL/ANSWERING MACHINE MESSAGES: I consent to receiving
appointment reminders and other healthcare communications from Advanced Clinical
Trauma Services.  I further authorize Advanced Clinical Trauma Services to leave a message
on the answering machine stating the agency’s name, telephone number and purpose of the
call.

________ (Client Initials) CONTACT VIA TEXT MESSAGING: I consent to receive text messages from Advanced
Clinical Trauma Services on my cell phone. The cell phone number that I authorize to receive
text messages for appointment reminders, feedback, and general health reminders/information
is: (_________)___________-__________________

________ (Client Initials) EMAIL CORRESPONDENCE: I consent to receive communications, appointment
reminders and other healthcare communications/information at the following using email
correspondence. I authorize the email address listed below to set up my patient portal,receive
email messages for appointment reminders, and other general health information or feedback
and general health reminders/feedback/information is:
Email:_____________________________________________________________________

________ (Client Initials) THIRD PARTY CONTACT: I authorize Advanced Clinical Trauma Services to
exchange any information, leave messages with, and/or schedule or cancel appointments with
the following person(s):

Name: _____________________________________________________________________

Relationship: __________________________ Phone Number: ________________________

I understand that this request to receive emails, phone calls, and text messages will apply to all future appointment
reminders/feedback/health information unless I request a change in writing.

I HAVE READ AND REVIEWED THE ABOVE INFORMATION AND HAVE HAD THE OPPORTUNITY TO
DISCUSS ANY QUESTIONS I MAY HAVE:

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________                 
       
ACTS Staff Signature: ____________________________________________       Date:_________________ 

4



Release of Information and Assignment of Insurance Benefits

Client Name: ____________________________________________________ Date: ___________________

Clients must be aware that most insurance companies require providers to assign a clinical diagnosis to
individuals who access any  mental health benefits to pay for counseling services. To use insurance benefits,
you will need to sign this form which allows us to provide information directly to your insurance company.
Using your insurance coverage provides you with additional levels of confidentiality as part of the Health
Insurance Portability and Accountability Act (HIPAA).

Clients are required to provide their medical card prior to their initial appointment, and present it at any
time requested for verification and eligibility purposes.

If the Client’s insurance coverage is cancelled or terminated for any reason, they are to immediately
contact Advanced Clinical Trauma Services Billing Department and their treating provider.

Please provide the  the following information:

Name of Insured: _________________________________________________________________________

Responsible Party:   _______________________________________________ DOB: _________________

Insurance Company: _____________________________________________________________________

Insurance Group/Policy Number: __________________________________________________________

Insurance Contact Telephone Number: ______________________________________________________

●Clients are responsible for the full fees charged for any sessions held after the termination of
insurance benefits.

●Clients may be responsible for the full cost of missed appointments, or any appointments that are
cancelled or rescheduled less than 24 hours in advance. Future appointments may be canceled due to
failure to keep any scheduled appointment.

I hereby authorize the payment of medical benefits from the client to be paid to Advanced Clinical
Trauma Services for services rendered to insured parties by Advanced Clinical Trauma Services.  I also
authorize Advanced Clinical Trauma Services to furnish any information which said the insurer may
request any claim.

I have read and reviewed the above information, and have had the opportunity to discuss any questions I
may have.

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________
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Billing Arrangements and Fee Structure

Client Name: ____________________________________________________ Date: ___________________

Advanced Clinical Trauma Services accepts most private insurance. Payments including coinsurance
and deductible payments are expected at the time of service. If you need to discuss costs or make payment
arrangements for services, please ask for additional information.

When using insurance it is important you understand your coverage is a contract between you and your
insurance provider and you may be responsible for coinsurance, deductibles and limits to your benefits which
we are required to collect from you. If your insurance denies any costs or your benefits are terminated you may
need to pay additional costs. If you have any questions about your costs or balances, please call and discuss
with the billing department.

ACTS Fee Schedule (subject to change)
● Comprehensive Diagnostic Assessment: $200.00
● Individual Counseling Sessions: (45-55 minutes) $125.00
● Family Counseling Sessions: (45-55 minutes) $125.00
● Group Counseling Sessions:(60 minutes)  $20.00
● Legal Proceedings: (per 60 minutes)  $125.00  *Not Covered by Insurance
● Professional Services: (per 30 minutes)  $40.00  *Not Covered by Insurance

*Professional Services are defined as: Fees charged for lengthy telephone calls (longer than 15 minutes),
report writing, attendance at meetings with other professionals you authorize, and preparation of treatment
summaries you request.

Estimated Payment:

This family/individual will pay $_________________ per (45-55 minute) therapy session as agreed upon
based on current estimated copay and deductible amounts. All payments will be made at the time of
service unless other arrangements have been made.

I, (Responsible Party)  _________________________________________ have read and agree to the
foregoing agreements and terms.

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________
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Grievance Procedure

Client Name: ____________________________________________________ Date: ___________________

In the event of any misunderstanding or problem, a client should feel free to discuss the matter with a staff
member on duty. If not resolved, the participant should discuss the matter in case management. If not resolved in case
management, the participant should follow the procedures listed below.

If a client feels they have been treated unfairly by Advanced Clinical Trauma Services, or a representing staff
person, the client has the option of filing a grievance. Clients should request a grievance form from their assigned
Provider, or if it is concerning their assigned Provider, it may be obtained through the Advanced Clinical Trauma Services
Clinical Director, Renee Howe. Renee can be reached by phone, Monday through Friday, 9am -5pm at (208)600-2184 or
at Renee@actsidaho.com.  

The client will be contacted within five (5) working days to schedule an appointment or discuss a plan of action.
Completed grievance documents will receive a written response within five (5) working days after a meeting takes place.
Appeals to a response may be made with the Advanced Clinical Trauma Services Administration Team. The
Administration Team will oversee the Grievance procedures to ensure there is no retaliation against the client who files a
grievance.

If the client has a complaint about Optum Idaho or a provider, they may file a complaint about a possible quality
of care issue through Optum Idaho. All Optum Idaho employees can accept complaints and document the specific details
within Optum’s complaint system. Call Optum Idaho Member Services at 1-855-202-0973 weekdays from 8:00 a.m. to
5:00 pm, Mountain Standard Time, to file a complaint. You also can send your complaint through Fax at 1-877-220-7330,
email your complaint to optum.idaho.complaints@optum.com or mail to:
           Optum Idaho
           Quality Department
           322 E. Front Street, Suite 400
           Boise, ID 83702

Any time a participant has suggestions or comments for the program the information should be put in writing and given to
an ACTS staff member.

The above Grievance Procedure has been explained to me, and I have received a signed copy of this document for
reference:.

________________________________________               ___________________________ 
Client Signature                                         Date

________________________________________               ___________________________
Parent/Guardian Signature                         Date

________________________________________               ___________________________
ACTS Staff Signature                                       Date
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Audio/Visual Recording Policy

To help ensure confidentiality and the protection of our clients information, Advanced Clinical Trauma Services
limits the use of audio and video recording devices in any of the Advanced Clinical Trauma Services facilities,
pursuant to HIPAA Guidance on Photos, Video and Audio Recording in Clinical Areas.

The use of any devices to capture any audio and/or visual recordings in the facility is strictly prohibited.
There may be exemptions made with the conditions that Advanced Clinical Trauma Services administration has
given prior authorization, and written consent is obtained from all parties who may be captured on video or
audio device. The clinic serves a highly exploited population and individuals who work in and seek services in
our agency may experience negative reactions to the possibility of being recorded.

The following policy applies to making recordings in any ACTS facility or office:
● All parties must be notified in advance that a recording (video or audio) is being made and the purpose

of the recording must be explained to them. To proceed, all involved parties must then sign a release
prior to being recorded.

● All recordings must be managed by ACTS and meet privacy protection standards as outlined by HIPPA
including information regarding when and how the recording will be deleted to ensure no client’s
privacy is placed at risk.

● No recordings of individual sessions can be made without a signed release of privacy between a client,
an individual provider and a member of ACTS administrative team.

● Recordings do not become permanent parts of a client’s health record.
● Recordings of minor children are not available for review by their parents/guardians.
● Recordings which are used for consultation and or training purposes may require additional signed

consent forms which includes information about how the recording will be used, protected and erased.
● Recordings which capture information which legally requires a break in confidentiality and filing of a

report will be reviewed with a supervisor prior to being erased.

I HAVE READ AND REVIEWED THE ABOVE INFORMATION AND HAVE HAD THE OPPORTUNITY TO
DISCUSS ANY QUESTIONS I MAY HAVE:

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________                 
       
ACTS Staff Signature: ____________________________________________       Date:_________________ 
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Consent for Telehealth and/or Telephonic Services

Telephonic (utilizing a telephone/cell phone to communicate with a provider) and Telehealth (using video
services to communicate, such as video chatting) services may be used if you and your therapist deem it
appropriate. Due to the nature of what may be discussed, you should complete your telephone/video chat
session in a quiet and confidential space, where others are not present. To ensure your confidentiality, the
provider has the discretion to cancel or end the session if your privacy appears to be at risk.

When attending a telehealth/telephonic session with the provider, Clients understand there's additional risk
associated with using electronic media, such as:

● Difficulties ensuring confidentiality when the Client is not in the same location as the provider,
● Misunderstandings resulting from lack of non-verbal communication
● Difficulties in communication due to electronic failures (unstable internet, lack of access to internet,

etc.).

Clients are responsible for payment for the services when a via the telephonic/telehealth sessions is held,
regardless of the transmission or electronic quality.  Additionally, Clients are required by law to physically be in
the State of Idaho in order to attend any telephonic/telehealth sessions.  If clients are not in the state of Idaho at
the commencement of the session, the session will have to be rescheduled for a future date.

TELEHEALTH SESSIONS (audio & visual) - the use of web based video messaging services, or video
chatting, to attend scheduled sessions with their provider. Please initial next to one of the following choices:

_________ (Client Initials) YES, I agree to attend scheduled sessions with my provider via Telehealth methods

_________(Client Initials) NO, I decline the use of telehealth sessions

TELEPHONIC SESSIONS (audio only) - the use of a phone to to attend scheduled sessions with their
provider via phone call without the use of video messaging) Please initial next to one of the following
choices:

_________ (Client Initials) YES, I agree to attend scheduled sessions with my provider via telephonic methods

_________ (Client Initials) NO, I decline the use of Telephonic sessions

I understand I have the right to change, withhold, or withdraw this consent at any time during my
treatment.  I have read and reviewed the above information, and have had the opportunity to discuss any
questions I may have:

Client Signature:_________________________________________________        Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________

ACTS Staff Signature: ____________________________________________        Date:_________________
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CRISIS PHONE PROTOCOL

Client Name: ___________________________________________________    Date: ___________________

In the case of a mental health emergency after regular business hours, on weekends, or holidays
Advanced Clinical Trauma Services provides clients with a 24-hour crisis phone number to reach a
mental health professional.  The on-call professional will strive to provide the best practice for the client
in the given circumstances.

24- hour Crisis phone number: (208) 600-2184

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________
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Authorization to Provide Services

Client Name: ___________________________________________________    Date: ___________________

This authorization executed on the ____________ (Today’s Date) day of ________________(month),
______________ (year) is hereby given to Advanced Clinical trauma services for the following purposes. It
further being the intention of the parties the Advanced Clinical Trauma services is hereby authorized to engage
in any incidental activities which are necessary to accomplish the express goals set out in this authorization.

● Advanced Clinical Trauma Services shall be and is hereby authorized to provide transportation as
needed for the client providing this information.

● Advanced Clinical Trauma services shall be and hereby is authorized to provide in-home services,
school and community services as needed for the client. This may include teaching and modeling
parenting skills and behavior modification.

● In the event of an emergency while the client is under the supervision of Advanced Clinical Trauma
Services this agency shall be and hereby is authorized to provide any and all emergency medical
treatment for said client.

The undersigned hereby waives any and all claims which may arise against Advanced Clinical Trauma Services
as a result of services provided in connection with this authorization with the exclusion of any willful or
intentional tortious acts by Advanced Clinical Trauma Services or that the employees may commit and which
result in harm to the client.

The following are names and birth dates of the children subject to this authorization:

Name: __________________________________________________________________     DOB: __________________

Name: __________________________________________________________________     DOB: __________________

Name: __________________________________________________________________     DOB: __________________

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________
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Health and Physical Exam History

Client Name: _______________________________________________ Date: ________________________

Please mark and initial next to one of the following options:

(Client Initials)

___________ YES: I have received a Health and/or Physical examination in the past 12 months from my
Primary Care Provider(PCP).
Date Completed:_____________________ PCP Name:____________________________

___________ NO: I have NOT received a Health and/or Physical examination from a Primary Care Provider
within the past 12 months. I have been encouraged to obtain a Health and Physical examination
from my Primary Care Provider.

I HAVE READ AND REVIEWED THE ABOVE INFORMATION AND HAVE HAD THE OPPORTUNITY TO
DISCUSS ANY QUESTIONS I MAY HAVE:

Client Signature:_________________________________________________ Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________

ACTS Staff Signature: ____________________________________________ Date:_________________
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Permission for Collaboration of Care

Client Name: _______________________________________________ Date: ________________________

I understand all information disclosed within sessions is confidential and may not be revealed to anyone outside of
Advanced Clinical Trauma Services without my written permission (with the exception of when disclosure is required by
law).
____________ (Client Initials) I DO give permission for Advanced Clinical Trauma Services to contact

my other medical and/or Mental Health providers.

Advanced Clinical Trauma Services is authorized to contact the following Providers:
Name of Provider: Phone Number: Type of Provider:

Primary Care Provider

DECLINE Collaboration of Care (complete only if applicable):

Client Name: _______________________________________________    Date: ________________________

____________ (Client Initials)   I DO NOT give permission for Advanced Clinical Trauma Services to contact my other medical
and/or Mental Health providers.  I understand Advanced Clinical Trauma Services will continue to
provide services, and will not impact the services I receive.

This authorization continues until one year from the date signed. I understand I can revoke this authorization at
any given time. I understand that my records are protected under the federal regulations governing Confidentiality
of Alcohol & Drug Abuse Patient Records, (42 CFR part 2) as well as the HIPPA act of 1996 (45 CFR parts 160
and 164 subparts A and E) and cannot be disclosed without my written permission unless otherwise provided by
the regulation.

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________                   
     
ACTS Staff Signature: ____________________________________________       Date:_________________ 
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Transportation Consent and Set-Up Authorization

Client Name: ______________________________________________ Date: ________________________

To help ensure Clients are able attend scheduled appointments with their provider, Advanced Clinical
Trauma Services can assist Clients with establishing proper transportation to and from their scheduled
appointment with their provider .  Per Optum Idaho(Medicaid), Clients can utilize transportation services to and
from a designated Advanced Clinical Trauma Services facility.  This service is optional, but is available to
Clients currently enrolled in Optum Idaho (Medicaid).

_________(Client Initials) DECLINE: I do not require transportation arrangements in order to attend scheduled
appointments with my Advanced Clinical Trauma Services provider.

**If you decline transportation services, sign this form but disregard the Transportation Set-Up
Authorization form (page 2 of this form).**

_________(Client Initials) AUTHORIZATION: I authorize Advanced Clinical Trauma Services to exchange
information to the authorized transportation provider to ensure proper transport to and
from my scheduled appointments with an Advanced Clinical Trauma Services
provider. I understand I have to complete the Transportation Set-Up
Authorization form in order for Advanced Clinical Trauma Services to exchange
information for transportation services.

I HAVE READ AND REVIEWED THE ABOVE INFORMATION AND HAVE HAD THE
OPPORTUNITY TO DISCUSS ANY QUESTIONS I MAY HAVE:

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________ 
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TRANSPORTATION SET-UP AND AUTHORIZATION

Client Name: _________________________________________________   DOB: ______________________

Medicaid Number:___________________________________     Phone Number: ______________________

Address: _________________________________________________________________________________

City: __________________________________________ State: ___________ Zip: _____________________

Address Medicaid has on file:                     Address:________________________________________

City, State, ZIP:__________________________________

Phone Number Medicaid has on file: Home Phone:____________________________________

Cell Phone: _____________________________________

Pick Up Address:

Location: _________________________________

Address:__________________________________

City/State/Zip: ____________________________

Drop off Address:

Location: ____________________________________

Address:_____________________________________

City/State/Zip: _______________________________

Reason for Transportation: ____________________________________________________________________

__________________________________________________________________________________________

Additional Information_______________________________________________________________________

__________________________________________________________________________________________

I authorize Advanced Clinical Trauma Services to exchange information for the purpose of helping ensure or
arrange proper transport to and from my scheduled appointments with an Advanced Clinical Trauma Services
provider.  I give Advanced Clinical Trauma Services authorization to exchange information with the authorized
transportation provider, including but not limited to leaving messages on answering machines or leaving messages
with a third party.

Client Signature:_________________________________________________    Date:_________________

Parent/Guardian Signature:________________________________________ Date:_________________ 
                       
ACTS Staff Signature: ____________________________________________       Date:_________________ 
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Client Information Form

First Name: ________________________________ M.I. ______ Last Name: ______________________

Address: ______________________________________________________________________________

City: ___________________State: _________  SS Number ______-___-______ Zip: ________________

DOB: __________________ Age: ________ Sex: __________  Phone:____________________________

Email : _______________________________________________________________________________

Marital Status: ______________________ Spouse’s Name: ____________________________________

Client’s Employer: _____________________________________________________________________

Address: _________________________________  City: ___________________State: _______Zip: _________

Emergency Contact:

First Name: ___________________________________________________________________________

Phone Number: ________________________________ Relationship: ____________________________

Responsible Party (other than client):

Parent Name: ______________________________________ Last Name: ____________________________

Address: _________________________________________________________________________________

City: __________________________________________ State: ___________ Zip: _____________________

Home Phone: ________________________ Cell: ____________________ Work: ______________________

Relationship to client: ______________________________________________________________________

Other Information:

Service Coordinator/Case Manager: __________________________________________________________

Primary Care Physician: ___________________________________________________________________

School: __________________________________________________ Grade: _________________________

Please list everyone in the home: (Name & Relationship to client.)

● ● ●

● ● ●

● ● ●
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Authorization for Release of Health Information 

Individual’s Full Name Date of Birth Member or Subscriber ID # 

Individual’s Street Address City State Zip Code 

I understand and agree that: 

• this authorization is voluntary;
• my health information may contain information created by other persons or entities including 

health care providers and may contain medical, pharmacy, dental, vision, mental health, 
substance abuse, HIV/AIDS, psychotherapy, reproductive, communicable disease and 
health care program information;

• I may not be denied treatment, payment for health care services, or enrollment or eligibility 
for health care benefits if I do not sign this form;

• my health information may be subject to re-disclosure by the recipient, and if the recipient is 
not a health plan or health care provider, the information may no longer be protected by the 
federal privacy regulations;

• this authorization will expire one year from the date I sign the authorization. I may revoke 
this authorization at any time by notifying Optum in writing, however the revocation will not 
have an effect on any actions taken prior to the date my revocation is received and 
processed. 

Who May Receive and Disclose my Information: 

I authorize Optum and its affiliates to disclose my individually identifiable health information to 
the following person(s) or organization(s):  

_________________________________________________________ 
(Full Name of Person(s) or Organization(s)) 

_________________________________________________________ 
(Full Address of Person(s) or Organization(s)) 

Type of Information to be Disclosed: 

� I authorize disclosure of all my health information, including information relating to medical, 
pharmacy, dental, vision, mental health, substance abuse, HIV/AIDS, psychotherapy, 
reproductive, communicable disease and health care program information; or   

 I authorize only the disclosure of the following information: 

___________________________________________________________________ 
(Type of Information)   
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Purpose of Disclosure: 

� My health information is being disclosed at my request or at the request of my personal 
representative; or 

� My health information is being disclosed for the following purpose: 

___________________________________________________________________ 
 (Explain Purpose)

************************************************************************ 

__________________________________ _______________ 
Signature of Individual Date 

__________________________________ ________________ 
Witness Signature (For Illinois Residents Only) Date 

Please note:  If you are a guardian or court appointed representative, you must attach a copy of 
your legal authorization to represent the member. 

__________________________________ _____________________________ 
Signature of Individual’s Representative  Date 

Personal Representative’s: 

Name Phone Number  

Street Address City State Zip Code 

(For California and Georgia residents only) I understand that I may see and copy the information 
described on this form if I ask for it, and that I may receive a copy of this form after I sign it. 

PLEASE MAINTAIN A COPY OF THIS DOCUMENT FOR YOUR RECORDS 
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ICANS Informed Consent 
 
 
 
I, ________________________________________ (parent’s name), am the parent or legal guardian of  
 
 
___________________________________ (minor client’s name).   
 
I have received a brochure explaining how ICANS is a secure electronic health system used to 
administer the ICANS assessment, and make the results available to providers who participate in the 
ICANS system.   
 
I authorize the following Agency ___________________________________ (name of provider/agency/ 
organization) to release, use, receive, mutually exchange, communicate with and disclose information to 
the ICANS system, and with Agencies/Authorized Users with access to ICANS. 
 
WHO MAY DISCLOSE INFORMATION.  The agency I have named at the top of this form may 
disclose protected health information to ICANS.  
 
WHAT MAY BE DISCLOSED.  By signing this consent, I specifically understand that protected health 
information or records will be released, used, disclosed, received, mutually exchanged or communicated 
to, by, among, or between any person, entity, or agency named in this authorization. I understand this 
information may include material protected under federal regulations governing confidentiality of 
alcohol and drug abuse patient records, 42 C.F.R. Part 2; the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), 45 CFR Parts 160 & 164; and the Medicaid Act, 42 CFR Part 
431, Subpart F. Federal rules restrict any use of the information to criminally investigate or prosecute 
and to redisclose records relating to any alcohol or drug abuse patient. 
 
PURPOSES.  
I understand this authorization will allow my treatment team to plan and coordinate services I need and 
allows any person, entity, or agency named in this authorization to be actively involved in my case 
coordination, evaluation, treatment, planning, or legal proceedings. I hereby request and give my 
permission for an open exchange of information to, by, among, or between, any person, entity, or agency 
named in this authorization. 
 
REVOCATION.  
I also understand that I may revoke this Informed Consent at any time, except to the extent that action 
has been taken in reliance on it and that in any event this authorization expires automatically as 
indicated with each disclosure item identified above. A photocopy or exact reproduction of this signed 
authorization shall have the same force and effect as this original. 
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EXPIRATION   
This authorization shall expire one (1) year from the date the Minor Client and Parent or Legal Guardian 
signs below.    
 
CONSENT.  
I understand that my information cannot be disclosed without my written consent, except as otherwise 
provided by law, and that federal and Idaho law will be followed for using and disclosing my ICANS 
information.   
 
By signing this form, I am authorizing providers assessing or treating my child/ward to provide my 
child/ward’s information to ICANS. I understand that failure to sign this authorization may limit 

determine of eligibility, enrollment, or treatment for my child/ward.  
 
I have read this Informed Consent/had this Informed Consent read/explained to me and I acknowledge 
an understanding of the purpose for the release of information. I am signing this authorization of my 
own free will. 
 
 
 

Full Legal Signature of Minor or Authorized Personal Representative Relationship to Client Date 

   

Full Legal Signature of Parent or Legal Guardian – Required if Client 
is under 16 years of age, but only after signed by client. 

Relationship to Client 
 

Date 
 

   

Full Legal Signature of Witness (Agency Employee) Initiating Agency Name Date 

   

 



Client Intake Form

Please complete this form to the best of your ability. This will help us provide you and/or your
family with the best treatment.

Name:___________________________________________________ DOB: __________________________

Preferred Name: ___________________________________________ Gender: ________________________

Current Phone Number:_____________________________________    Today’s Date:___________________

Please tell us why you are seeking services (Concerns, struggles, symptoms, how much and how often, etc.)

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Please circle ALL symptoms that you are experiencing:
Y     N   Depressed Mood                                                               Y     N   Recent appetite change
Y     N   Low motivation
Y     N   Difficulty Concentrating
Y     N   Easily distracted
Y     N   Social Withdrawal
Y     N   Feelings of worthlessness
Y     N   Restlessness
Y     N   Anxiety
Y     N   Fears/phobias
Y     N   Startles easily
Y     N   Fatigue/Loss of energy
Y     N   Obsessions
Y     N   Compulsive behaviors
Y     N   Odd behavior/thoughts
Y     N   Aggressive behavior
Y     N   Outbursts of temper
Y     N   Distrust/Paranoia
Y     N   Sleeping too much
Y     N   Decreased need for sleep
Y     N   Difficulty falling asleep
Y     N   Difficulty staying asleep
Y     N   Nightmares

Y     N   Recent weight loss
Y     N   Recent weight gain
Y     N   Overeating
Y     N   Trembling or shaking
Y     N   Sweating
Y     N   Chest pain
Y     N   Rapid Heart Rate
Y     N   Shortness of breath
Y     N   Dizziness/lightheadedness
Y     N   Stomach problems
Y     N   Vomiting
Y     N   Muscle tension
Y     N   Pain
Y     N   Sexual difficulties
Y     N   Family emotional problems
Y     N   Problems with Work/School
Y     N   Relationship problems
Y     N   Financial problems
Y     N   Housing problems
Y     N   Suicidal thoughts
Y     N   Homicidal thoughts

Other: ______________________________                                                      Other: ______________________________

Onset of Symptoms (When they began?):_______________________________________________________________

Duration of Symptoms (How Long?):___________________________________________________________________

Frequency of Symptoms (How Often?)_________________________________________________________________
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PAST PSYCHIATRIC HISTORY (Please list all previous services.)
Have you ever had mental health services before? (Circle One)   YES or NO

● If yes, what services_____________________________________________________________
● Where:_______________________________________________________________________
● When:________________________________________________________________________
● Past diagnoses:________________________________________________________________

Have you ever been admitted to a psychiatric hospital?    (Circle One)   YES or NO
● If yes, what was the reason:______________________________________________________
● When:_________________________________ Where:________________________________

Do you have any history of self harm?                                     YES         NO        WHEN:______________
Do you have any history of suicidal thoughts?                         YES         NO        WHEN: ______________
Have you attempted suicide?                                                   YES         NO        WHEN: ______________
Do you have any history of homicidal thoughts?                     YES         NO         WHEN: ______________
Have you ever had homicidal attempts?                                  YES         NO        WHEN: ______________

TRAUMA/ABUSE HISTORY
Please provide a narrative of any trauma you have experienced (include nature of the trauma, when it
occurred, persons involved, etc.) (If you haven’t experienced trauma put N/A)
________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Please provide a narrative of any abuse you have experienced (include nature of abuse, when it occurred,
person involved etc.) (If you haven’t experienced abuse put N/A)
________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

MEDICAL CONDITIONS & HISTORY
Current Primary Care Physician:______________________________________________________________

● Date of last physical:______________________________________________________
Other current medical Providers:_____________________________________________________________
Medical Diagnosis/Conditions:  ______________________________________________________________
Active Medical Symptoms:  _________________________________________________________________
Current interventions and response: __________________________________________________________
Past providers:___________________________________________________________________________

● Dates seen:___________________________________________________________________
Do you have any Drug Allergies? (Circle One) YES or NO

● If yes, what are they, and the adverse reactions:_______________________________________
Do you have any Food Allergies? (Circle One) YES or NO

● If yes, what are they, and the adverse reactions:_______________________________________
Have you ever been diagnosed with an Infectious Disease? (Circle One) YES or NO

● If yes, please explain:____________________________________________________________
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MEDICATIONS
Are you currently taking any medications for mental health reasons? (Circle one) YES or NO

● If yes, who is prescribing them? ____________________________________________
● List your medications and their dosages:

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Are you currently taking medications for medical reasons? (Circle one) YES or NO

● If yes, who is prescribing them? ____________________________________________
List your medications and their dosages:
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

SUBSTANCE USE (Must be completed for clients ten years old and older)
Please list all drugs you have used in the past:
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Please list all substances you currently use (alcohol, nicotine, illicit drugs, etc.)
________________________________________________________________________________________
________________________________________________________________________________________
Please list how much/how often you are currently using each substance:
________________________________________________________________________________________
________________________________________________________________________________________
Describe current or past interventions that you have used related to substance abuse: (inpatient/outpatient
therapy, AA involvement, etc.)________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

FAMILY HISTORY
Please list everyone you live with, their age, and their relationship to you:
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Are you currently satisfied with your current living situation?     (Circle One)   YES  or  NO

If not, please explain:________________________________________________________________

Family Psychiatric History:
Have any family members been diagnosed with a mental health illness, or have symptoms of a mental health

disorder? If yes, please explain: _____________________________________________________________

________________________________________________________________________________________

Do you have any family members with a history of suicide?      (Circle One)   YES  or NO

___________________________________________________________________________________
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Family Medical History:
Please list any reported family members with medical issues, including symptoms, conditions, treatment, and

response to treatment:

_______________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

SOCIAL HISTORY
What is your current relationship status? (married, single, etc.):__________________________________

What community resources do you participate in? (support groups, social services, school, other social

supports)

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Do you have additional struggles? (Housing, food, tutoring, etc.)

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

SPIRITUAL/CULTURAL
Do you have any spiritual preferences?                  (Circle One)    YES or NO

● If so, please explain_____________________________________________________________
Do you have any cultural preferences?                  (Circle One)    YES or NO

● If so, please explain_____________________________________________________________

DEVELOPMENTAL HISTORY
Did you meet all of the following milestones (listed below) at appropriate ages growing up?
(Please provide details when necessary)

● Prenatal:___________________________________________________________________________
● Infancy:____________________________________________________________________________
● Physical Development:________________________________________________________________
● Social Development:_________________________________________________________________
● Psychological Development:__________________________________________________________
● Intellectual Development: _____________________________________________________________
● Academic Development:______________________________________________________________

EDUCATIONAL/OCCUPATIONAL HISTORY
Children/Adolescents:

● Current grade:_________________________________________________________________
● School attending:_______________________________________________________________
● Academic Performance:__________________________________________________________
● Behavioral concerns:____________________________________________________________

Adolescents/Adults:
● Education:____________________________________________________________________
● Employer:____________________________________________________________________
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CURRENT & PAST LEGAL STATUS
Are you currently on Probation or Parole? (Circle One) YES or NO
If yes, please explain (for what, when, how long, etc.):

________________________________________________________________________________________

________________________________________________________________________________________
Have you ever been in trouble with the law? (arrested, DUI, Child Protection involvement, etc.) (Circle One) YES    NO
If yes, please explain (for what, when, legal ramifications i.e., sentencing, jail/prison time, probation, or parole, etc.):

________________________________________________________________________________________

________________________________________________________________________________________

STRENGTHS & WEAKNESSES
What do you consider your STRENGTHS?

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

What do you consider your LIMITATIONS?

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

What barriers, if any, might you encounter to complete services?

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

What is your goal for counseling or how will you know when you feel improved?

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________
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