Teaching Family Homes of Upper Michigan


Child Assessment Questionnaire

Please complete the information in this questionnaire to the best of your abilities and return it to Teaching Family Homes.  The information will remain confidential and will be used to assure you the best available placement with our clinicians.

Name of Person Completing Form: ___________________________Date: ___________

Form completed for (Name of Client): _______________________________

Reason for requesting a counselor: _______________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Child’s Name: 
	Date of Birth:
	Age:    ( Male  ( Female

	Address:
	City/State/Zip
	Home Phone:

Alternate Phone:

	Referred by:
	Relationship to Referral Source:

	Race:  ( White   (  Native American   (  Black  ( Asian  

           (  Hispanic  (  Other _____________

Ethnic/Cultural Background: ______________________________________________

Tribal Affiliation: _______________________________________________________

	Religious Orientation: ____________________ Current affiliation: ______________________

Importance of Religion to you: ( Extremely Important ( Moderately Important

                                                  (   Minimally Important ( Not Important


	Names of Other Related Children 
	Age
	Full, Half, Step, Adopted or Foster?
	In Home?
	Problems, if Any

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list any relatives who have had any of the following problems:

	Problem:
	Past 
	Present
	Relative:

	Learning Problems
	
	
	

	Attention Problems
	
	
	

	Behavior Problems
	
	
	

	Drug or Alcohol Problems
	
	
	

	Emotion/Mental Health Problems 
	
	
	

	Medical Problems
	
	
	

	Other: 
	
	
	


Please describe any problems the child or the child’s birth mother had when expecting or delivering this child: ______________________________________________________

________________________________________________________________________________________________________________________________________________

Did the child’s mother use any of the following while pregnant?

· Alcohol  ( Drugs   ( Tobacco   ( Medication for a previous medical condition

Medication/s prescribed during pregnancy: _____________________________________

Other drugs used during pregnancy: __________________________________________

Name of child’s doctor: ____________________________________________________

Date last seen: _________________ Reason for treatment: ________________________

List any medical diagnosis and/or conditions: ___________________________________

________________________________________________________________________

List any physical disabilities or limitations, including vision, hearing or dental, your child has:____________________________________________________________________

________________________________________________________________________

Has your child had delays in their development such as crawling, walking, talking, potty training, reading?  (  Yes  ( No   If yes, explain: ________________________________

________________________________________________________________________________________________________________________________________________

Is your child current on immunizations? (  Yes  (  No  If no, explain: _______________

________________________________________________________________________________________________________________________________________________

Is your child allergic to any medication? (  Yes  (  No  If yes, list: __________________

________________________________________________________________________

Has your child had any surgeries, hospitalizations or medical procedures?  (  Yes  (  No

If yes, list and date: _______________________________________________________

________________________________________________________________________________________________________________________________________________

List any prescription medication that your child currently takes:  (  None

	Medication Prescribed:
	Dosage:
	Prescribing Physician

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Are you aware of, or do you suspect any drug or alcohol use/abuse, inhalation of chemicals or huffing or other risk taking or illegal behaviors?  (  Yes  (  No

If yes, explain: ___________________________________________________________

________________________________________________________________________________________________________________________________________________

Please indicate any previous Behavioral Health or Substance Abuse treatment your child has received: 

	Approximate Dates
	Type of Treatment
	Institution/ Provider
	Problem Treated
	How helpful was the care received?

	
	
	
	
	


Has your child made comments indicating they are considering suicide?  (  Yes  (  No

Is there a history of suicide or suicide attempts in the family?  (  Yes  (  No

If yes, who in relation to your child? __________________________________________

Has your child had a peer attempt or commit suicide?  (  Yes  (  No

Has your child experienced physical abuse? (  Yes  (  No  Sexual Abuse?  (  Yes  (  No

If yes to either, explain: ____________________________________________________

________________________________________________________________________

Please check any behaviors that are or have been an issue with your child:

	
	Past
	Current
	
	Past 
	Current

	Clingy
	
	
	Handles changes poorly
	
	

	Irritable
	
	
	Crying
	
	

	Mood swings
	
	
	Sexual behaviors
	
	

	Refuses to eat
	
	
	Bossy
	
	

	Induces vomiting
	
	
	Fighting
	
	

	Hoards food
	
	
	Destructive to property
	
	

	Over eating
	
	
	Accident prone
	
	

	Overly active
	
	
	Odd noises
	
	

	Under active
	
	
	Tics
	
	

	Fearful of others
	
	
	Negative attitude
	
	

	Shy
	
	
	Odd behaviors
	
	

	Easily frustrated
	
	
	Chews things
	
	

	Tantrums
	
	
	Thumb sucking
	
	

	Aggressive behavior
	
	
	Morning problems
	
	

	Cruel to animals
	
	
	Evening problems
	
	

	Fire setting
	
	
	Difficulty going to sleep
	
	

	Defiant
	
	
	Restless sleep
	
	

	Unorganized
	
	
	Nightmares/sleep terrors
	
	

	Distractible
	
	
	Snoring
	
	

	Indecisive
	
	
	Sleep walking
	
	

	Stealing
	
	
	Sleep talking
	
	

	Lying or storytelling
	
	
	Bed wetting
	
	

	Wet or soils clothes
	
	
	Depressed
	
	


Name of your child’s school: ________________________________________________

Name of your child’s teacher/s: ______________________________________________

Child’s grade in school:_________  

Is your child in special education?  (  Yes  (  No

Does your child have a learning disability?  (  Yes  (  No  If yes, what? _____________

Has your child repeated a grade?  (  Yes  (  No  

Does your child have difficulty paying attention in class?  (  Yes  (  No  

Are there problems with your child’s grades?  (  Yes  (  No

Does your child have behavior problems in the classroom?  (  Yes  (  No

Does your child have friends at school?  (  Yes  (  No

Is your child involved in extracurricular activities?  (  Yes  (  No

If yes, list: _______________________________________________________________

Has your child been arrested or faced legal charges?  (  Yes  (  No

If yes, explain: ___________________________________________________________

Name of probation officer, if applicable: _______________________________________

__________________________________    ____________________________________

Signature of parent or legal guardian              Date

___________________________________  ________________________________

Clinician’s Signature                                       Date Reviewed

___________________________________  _________________________________

Supervisor’s Signature                                    Date Reviewed


              EMERGENCY CONTACT INFORMATION

For ____________________________________

(Name of Client)

Spouse, Parent or Closest Relative: 

Name: __________________________________________________________________

Address: ________________________________________________________________

Phone: _________________________________________________________________

Primary Care Physician:

Name: __________________________________________________________________

Address: ________________________________________________________________

Phone: _________________________________________________________________

Case Manager/Coordinator (if applicable):

Name: __________________________________________________________________

Address: ________________________________________________________________

Phone: _________________________________________________________________

Further Records: __________________________________________________________

Federal Truth in Lending Disclosure Statement for Professional Services and Payment Contract

TEACHING FAMILY HOMES OF UPPER MICHIGAN is committed to providing caring and professional mental health care to all of our clients. As part of the delivery of mental health services we have established a financial policy that provides payment options and agreements with all consumers in accordance with Federal Truth in Lending Disclosure law for Professional Services.

RESPONSIBILTY FOR PAYMENT OF SERVICES:

The Person Responsible for Payment of Account is required to sign this form as a Payment Agreement for Services. The Person Responsible for Payment will be responsible for payment of services received.

If insured, it is important to understand that your insurance policy is a contract between you and the insurance company.  Teaching Family Homes is not part of the contract with you and your insurance company.  As a service to you, the clinic will bill insurance companies and other third-party payers, but cannot guarantee such benefits, the amounts covered, and is not responsible for the collection of benefits.

Payments methods include check, cash, or the following charge cards: Visa or MasterCard. Clients using charge cards will complete a Credit Card Purchase Documentation slip at each session.

Questions regarding the policies and disclosures of payment practices may be directed to the Counseling Office Accounting Clerk who can be reached at 1-800-292-5260 Ext. 27.

Part One:  Fees for Professional Services

Teaching Family Homes charges clients the usual and customary rates for the area. Clients are responsible for payments regardless of any insurance company’s determination of usual and customary rates.  Client’s deductible and coinsurance amounts are defined under the Estimated Insurance Benefits subheading and are applied as stated unless otherwise notified by the client’s insurance carrier.  A client’s signature on the bottom of this document indicates that the client is aware of their responsibility in payment on account based upon the Estimated Insurance Benefits and the rates listed below.

Teaching Family Homes current rates for usual service provision are:

$200.00______per initial assessment (defined as 75-80 minutes)

$100.00______per clinical unit (defined as 45-50 minutes for testing and/or individual, 


                        family or relationship counseling).

$200.00_____ per clinical unit is charged for group counseling.

$25.00______ is charged for missed appointments or cancellations with less than 24              
hours notice. 

Teaching Family Homes will provide further rate information in the event that services other than those listed are available and would be beneficial to the client.

Part Two:  Clients with Insurance (Deductible and Co-payment Agreement)

This clinic has been informed by either you or your insurance company that your policy contains (but is not limited to) the following provisions for mental health services:

Estimated Insurance Benefits

1) $_______________ Deductible Amount (Paid by Insured Party)

2) Co-payment ______%($___________/clinical unit) for first___________ visits.

3) Co-payment_______%($___________/clinical unit) up to___________ visits.

4) The policy limit is _____________per year:
___ annual
___ calendar

We suggest you confirm these provisions with the insurance company. We will also attempt to verify these amounts with the insurance company.  The Person Responsible for Payment shall make payment for services that are not paid by your insurance policy including all co-payments and deductibles at the time of service unless other payment arrangements are arranged. 

Policy renewal date: ___________________

Deductible Calendar: __________________

All insurance benefits will be assigned to this clinic (by insurance company or third-party provider) unless the Person Responsible for Payment of Account pays the entire balance each session.

Your insurance company may not pay for services that they consider to be non-efficacious, not medically or therapeutically necessary, or ineligible (not covered by your policy, or the policy has expired or is not in effect for you or other people receiving services). If the insurance company does not pay the estimated amount, the Person Responsible for Payment becomes responsible for the balance. The amounts charged for professional services are explained in Part One above.

Teaching Family Homes will bill your insurance company per a signed Release of Information Authorization to Third Party form.  Any and all disputes over an insurance claim are the responsibility of the Person Responsible for Payment to address with their insurance company. Upon any denial by the insurance company, the Person Responsible for Payment will be presumed responsible with payment expected within 30 days of the billing date.

Part Three:  All Clients

Payments are due at the time of service unless other arrangements have been made.  There may be a 1% per month (12% Annual Percentage Rate) interest charge on all accounts that are not paid within 30 days of the billing date.  Payments not received after 120 days of the billing date are subject to collections.

Part Four:  Minors

Any adult accompanying a minor (or guardian of the minor) is responsible for payments for the child at the time of service unless other arrangements are made with the Person Responsible for Payment of Account. Unaccompanied minors will be denied non-emergency service unless charges have been preauthorized to an approved insurance plan, or payment is made at the time of service.

I HEREBY CERTIFY that I have read, understand and agree to the conditions and have received a copy of the Federal Truth in Lending Disclosure Statement for Professional Services and Payment Agreement.  My signature further indicates that I have agreed to contract with Teaching Family Homes for services to be rendered for the following client:

Client Name(s): _________________________________________________________

Address: _______________________________________________________________


Street
City
State
Zip

Bill to: Person(s) Responsible for Payment of Account___________________________

 Address: _______________________________________________________________

                Street                      City                                         State                     Zip

__________________________________________________
__________________

Signature of Person Responsible for Payment of Account
Date

__________________________________________________
__________________

 Signature of Co-responsible Party                                               Date 

Counseling Services Fee Scale-United Way Clients
1. Locate the number of members in your family’s household using the table below.

2. Next, locate the total gross income of your family down the first column.  

3. Now scroll straight across to the right and locate the fee that is listed under the number of family members from above.

	 Family Members
	1
	2
	3
	4
	5
	6
	7
	8

	Income
	Your Fee per Session

	$0 - $11,000
	0
	0
	0
	0
	0
	0
	0
	0

	$11,001 - $14,000
	12
	0
	0
	0
	0
	0
	0
	0

	$14,001-$17,000
	23
	12
	0
	0
	0
	0
	0
	0

	$17,001-$20,000
	35
	23
	12
	0
	0
	0
	0
	0

	$20,001-$23,000
	47
	35
	23
	12
	0
	0
	0
	0

	$23,001-$26,000
	59
	47
	35
	23
	12
	0
	0
	0

	$26,001-$29,000
	70
	59
	47
	35
	23
	12
	0
	0

	$29,001-$32,000
	82
	70
	59
	47
	35
	23
	12
	0

	$32,001-$35,000
	100
	82
	70
	59
	47
	35
	23
	12

	$35,001-$38,000
	100
	100
	82
	70
	59
	47
	35
	23

	$38,001-$41,000
	100
	100
	100
	82
	70
	59
	47
	35

	$41,001-$44,000
	100
	100
	100
	100
	82
	70
	59
	47

	$44,001-$47,000
	100
	100
	100
	100
	100
	82
	70
	59

	$47,001-$50,000
	100
	100
	100
	100
	100
	100
	82
	70

	$50,001-$53,000
	100
	100
	100
	100
	100
	100
	100
	82

	$53,001+
	100
	100
	100
	100
	100
	100
	100
	100
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Limits of Confidentiality
The contents of a counseling, intake or assessment session are considered to be confidential. Both verbal information and written records about a client cannot be

shared with another party without written consent of the client or the client’s legal

guardian. It is the policy of this clinic not to release any information about a client

without a signed release of information. Noted exceptions are as follows:

Duty to Warn and Protect
When a client discloses intentions or a plan to harm another person, the health care professional is required to warn the intended victim and report this information to legal

authorities. In cases in which the client discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify the family of the client.

Abuse of Children and Vulnerable Adults
If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently abused a child (or vulnerable adult), or child (or vulnerable adult) is in danger of abuse, the health care professional is required to report this information to the appropriate social service and/or legal authorities.

Prenatal Exposure to Controlled Substances
Health care professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful.

In the Event of a Client’s Death
In the event of a client’s death, the spouse or parents of a deceased client have a right to access their child or spouse’s records.

Professional Misconduct
Alleged misconduct of a client by a health care professional must be reported to appropriate licensing boards when disclosed. In cases in which professional or legal disciplinary hearings are held regarding health care professional’s actions, related records may be released in order to substantiate allegations.

Court Orders
Health care professionals are required to release records of clients when a court order has been placed.

Minors/Guardianship
Parents or legal guardians of non-emancipated minor clients have the right to access the client’s records.

Confidentiality Provision for Collection of Unpaid Debts
When fees for services are not paid in a timely manner, collections agents may be utilized in collecting unpaid debts. The specific content of the services (e.g., diagnosis, treatment plan, case notes, testing) is not disclosed. If a debt remains unpaid it may be reported to credit agencies, and the client’s credit report may state the amount owed, time frame, and the name of the clinic.

Disclosures to Insurance Companies
Insurance companies and other third-party payers are given information that they request regarding services to clients. Information, which may be requested, includes type of services, dates/times of services, diagnosis, treatment plans, description of impairment, progress of therapy, case notes and summaries.

Disclosure in Professional Consultation
Information about clients may be disclosed in consultations with other professionals in order to provide the best possible treatment. In such cases the name of the client, or any identifying information, is not disclosed. Clinical information about the client is discussed.

Disclosure in Dictation
In some cases notes and reports are dictated/typed within the clinic or by outside sources specializing (and held accountable) for such procedures.

Case File Maintenance Policy
When couples, groups or families are receiving services, separate files are kept for individuals for information disclosed that is of a confidential nature. This information includes (a) testing results, (b) information given to the mental health professional not in the presence of the other person(s) utilizing services, (c) information received from other sources about the client, (d) diagnosis, (e) treatment plan, (f) individual reports/summaries, and (h) information that has been requested to be separate. The material disclosed in conjoint family or couples sessions, in which each party discloses such information in each other’s presence, is kept in each file in the form of case notes.

Confidentiality in Staff/Client Telephone Contact
In the event in which the clinic or mental health professional or their staff must telephone the client for purposes such as appointment cancellations or reminders, or to give/receive other information, efforts are made to preserve confidentiality. Please list where we may reach you by phone and how you would like us to identify ourselves. For example, you might request that when we phone you at home or work, we do not say the name of the clinic or the nature of the call, but rather the mental health professional’s fist name only.

If this information is not provided to, we will adhere to the following procedure when making phone calls; First, we will ask to speak to the client (or guardian) without identifying the name of the clinic. If the person answering the phone asks for more identifying information we will say that it is a personal call. We will not identify the clinic (to protect confidentiality). If we reach an answering machine or voice mail we will follow the same guidelines.

Please check places you may be reached by phone:
(Include phone numbers and how you would like staff to identify themselves.)

 FORMCHECKBOX 
 Home-May we leave a message on voice mail?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

______________
______________________

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Phone Number

How should we identify ourselves?
 FORMCHECKBOX 
 Work-May we leave a message on voice mail?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

______________
______________________

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Phone Number

How should we identify ourselves?
 FORMCHECKBOX 
 Other-May we leave a message on voice mail?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

______________
______________________

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Phone Number

How should we identify ourselves?
I agree to the above limits of confidentiality and understand their meanings and ramifications.

_________________________________________________

Client’s Name (please print)

_________________________________________________

____________

Client’s (or Guardian’s) Signature





Date
Release of Information Authorization to 

Third Party
I (we) authorize Teaching Family Homes to disclose case records (diagnosis, case notes, psychological reports, testing results, or other requested material) to the below listed third-party payer or insurance company:

(Name of Insurance Company)

for the purpose of receiving payment reimbursement directly from ______________________________________________.

         (Name of Insurance Company)

I (we) understand that access to this information will be limited to determining insurance benefits, and will be accessible only to persons whose employment is to determine payments and/or insurance benefits. I (we) understand that I (we) may revoke this consent at any time by providing written notice, and after one year this consent expires. I (we) have been informed what information will be given, its purpose, and who will receive it. I (we) certify that I (we) have read and agree to the conditions and have received a copy of this form.
________________________________
/
__________________________
Signature(s) of Person(s) Responsible for Payment       Date

_______________________________
/     __________________________
Signature(s) of Person(s) Receiving Services                 Date
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