Client Name ____________________________   Medicaid #____________________________
Birthdate _______________________                  Insurance # ____________________________


Intake Packet Check List for TCM Services
Provider: Please check off each item you have included in your enrollment packet.  If the item does not apply to this client please write N/A in the blank.  Include this form when you submit your enrollment packet for billing.
Provider Name and credentials        _________________________________________
Check or N/A
___ Family Fact Sheet   Ask for this info on the phone prior to the visit.  Some of it may be on the web referral.
___ Mission Statement
___ Permission for Treatment
___ Health Information Privacy Form / HIPAA/Signature Page Only
___ Quality Assurance Program-give this form to the client. No signature is required
___ Payment Plan and Insurance Information
Insurance and Medicaid numbers are different.  Medicare is always primary.  Medicaid is always secondary when there is another insurance company.  Enter the insurance information in MC+ prior to entering your session bill.
___ Scan of front and back of each insurance card.  This will ensure accuracy in billing.
Releases for coordinating care
___ Release signed by child ages 12 to 17 giving consent to discuss behavioral healthcare information with parents

___ Release for Pediatrician and documentation that the release was sent-if different than Primary Care Physician
___ Release for Psychiatrist or Prescribing Physician Release and documentation that the release was sent

___ Release to the Educational System (School) - provide a copy to the school

___ Release to Psychiatric Hospital of choice for previous treatment records and/or possible future admissions

___ Release to the Child Care Provider if applicable and documentation that the release was sent

___ Release to Legal Representation if applicable and documentation that the release was sent

___ Release to the External BHP if applicable and documentation that the release was sent

___ Release to the External CSA if applicable and documentation that the release was sent

___ Release to DCBS / DJJ if applicable and documentation that the release was sent

___ Other Releases As needed

___ Emergency Medical Consent
___ Release for external supervisor if needed.
Permission for treatment/services

Freedom of Choice
I understand that the choice of providers is my responsibility and right as the parent/guardian.  I further understand that I have the right to contact the providers prior to selection so that I may determine the best provider for my child.  I also understand that I may at any time choose another provider for this service by notifying my current provider. My signature indicates:

·  that we are not receiving TCM services from another provider

·  the understanding that we are not required to receive TCM services in order to access   other treatment
· this  provider will only be providing TCM services
  
Informed Consent
I understand that participation in treatment does not guarantee anticipated outcomes.  I understand that there may be unintended results of treatment affecting the child and other family/household members.  I understand that providers are legally bound to report suspected abuse of the child or of other family members.  I also understand that the providers have a duty to warn any intended victim of a threat to harm. 
 
Persons Participating in Home and Community Based Services
I understand that I am giving permission to include in the client’s treatment sessions any persons present in the home, school or community at the time of service.  This includes but is not limited to myself, parents, step-parents, paramours, siblings, extended family, household visitors, caregivers, playmates and classmates.  I also understand that I have the right to dismiss anyone from participating in a session at any time and that I have the right to exclude anyone from the ongoing treatment process by written notice to the provider.
 
Permission is hereby given to Transformations staff and its service providers to render screening, assessment, treatment and support services to the above named client and under the above named conditions.  
______________________________

Signature of Client

___________________________________

_____________________________

Signature of Parent or Legal Guardian

Relationship to Client

Family Fact Sheet




Address______________________________________________________________________________________
                    (Street)                                                    (City)                                (State)                                (Zip Code)

 Age ______                Sex _____________      Social Security # _________________________________________
Ethnicity (circle):    White    Black    American Indian    Hispanic or Latino    Other: _________________________
Home Phone __________________ Cell Phone ____________________ Work Phone _______________________
Language preference ___________________________________________________________________________
Legal Guardian(s) ___________________________________ Relationship to client________________________
Address______________________________________________________________________________________

                    (Street)                                                    (City)                                (State)                                (Zip Code)

E-mail Address _________________________________________________________________________

Home phone ___________________          Cell # ___________________              Work #   _________________

Is client living with Guardian:   YES___ or   NO___.   If NO, with whom is client residing? _________________
And what is this residing person’s relationship to the client. _____________________________________
 Language Preference ________________________________________________________________________   
Current Legal Custody and Visitation Agreements, __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Primary Care Physician _____________________________________________   ___________________________
Pediatrician __________________________________________________     ______________________________
Psychiatrist ________________________________________________        _______________________________
School         ________________________________________________        ______________________________
Childcare      ________________________________________________   ________________________________
Legal        ________________________________________________   __________________________________
Other       ________________________________________________  
___________________________________
                ________________________________________________  ___________________________________
Mission

To promote mental, emotional, social, and behavioral health for children and families.

Values

Supporting and sustaining families is fundamental to the healthy development of children.  Children's needs are best addressed within their community setting.  Parents are equal partners in decision making at every level.  Greater progress and growth is achieved when strengths are acknowledged and interventions are designed to build on an individual's identified strengths.  A cross-disciplinary team approach enriches creativity, problem-solving, and intervention.  Collaboration among agencies creates enhanced resources, improved quality, and greater accountability in the community.

Rights

Clients and their families have the right to be treated with dignity and respect:  Transformations does not discriminate on the bases of race, ethnic group, religion, gender, sexual orientation, political ideation, ability, educational level or previous life condition.  You and your child have the right to contribute to the goals, objectives, and interventions of your service plan.  You have the right to complain and to expect resolution.  You have the right to refuse to continue services at anytime.  You and your child have the right to confidentiality.  Information about your treatment or services with Transformations can be released to you or others only with your written consent.  Exceptions to this law apply when the client or family member is in danger of causing injury to self or someone else.  In limited circumstances the courts can force a therapist or service provider to release records to the legal system.

Responsibilities

As a client or client guardian, you have the responsibility to provide accurate and complete information and to report any changes in the child's well-being.

You have the responsibility to keep all appointments to the best of your ability and to give 24 hour notice to the provider if you are unable to keep an appointment.

You are responsible to maintain the child's insurance card and to report any lapse in coverage to the service provider.

You are responsible to contribute to the formulation of a treatment plan with its goals and objectives and to follow through with your agreed upon interventions.

Parent or Legal Guardian _____________________________________    Date ______________

Witness __________________________________________________    Date ______________

Permission for treatment/services

Freedom of Choice
I understand that the choice of providers is my responsibility and right as the parent/guardian.  I further understand that I have the right to contact the providers prior to selection so that I may determine the best provider for my child.  I also understand that I may at any time choose another provider for this service by notifying my current provider. 
  
Informed Consent
I understand that participation in treatment does not guarantee anticipated outcomes.  I understand that there may be unintended results of treatment affecting the child and other family/household members.  I understand that providers are legally bound to report suspected abuse of the child or of other family members.  I also understand that the providers have a duty to warn any intended victim of a threat to harm. 
 
Persons Participating in Home and Community Based Services
I understand that I am giving permission to include in the client’s treatment sessions any persons present in the home, school or community at the time of service.  This includes but is not limited to myself, parents, step-parents, paramours, siblings, extended family, household visitors, caregivers, playmates and classmates.  I also understand that I have the right to dismiss anyone from participating in a session at any time and that I have the right to exclude anyone from the ongoing treatment process by written notice to the provider.
 
Permission is hereby given to Transformations staff and its service providers to render screening, assessment, treatment and support services to the above named client and under the above named conditions.  

______________________________

Signature of Client

___________________________________

_____________________________
Signature of Parent or Legal Guardian

Relationship to Client
___________________________________               _____________________________

Witness                                                                        Date

TRANSFORMATIONS: HOPE FOR TODAY'S FAMILIES, LLC

NOTICE OF PRIVACY PRACTICES

08/13/2014
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY BEFORE SIGNING.

 Understanding your health information

When you/your child begins working with Transformations a record of treatment is made.  Typically, this record contains you/your child's history, assessment, medical information, diagnoses, treatment, a plan for future treatment, etc.  This information often referred to as you/your child's health or medical record, serves as:

*Basis for planning your/your child's care and treatment 

*Legal document describing the care you/your child received

*Means by which you or a third party payer can verify that services billed were provided

*A source of data for health officials charged with improving the health of the nation, or needed services for the area

*A tool by which future or continual services can be approved

Understanding what is in this record will help you to ensure its accuracy, better understand who, what, when and why others may access you/your child's information and help to make more informed decisions when authorizing disclosure to others.

YOUR HEALTH INFORMATION RIGHTS

Although your child's health record is the physical property of Transformations, the information belongs to you.  You have the following rights:

Right to Request a Restriction
You have the right to request a restriction on our use and sharing of you/your child's protected health information. Transformations can deny the request if it is unreasonable or would be detrimental to your/your child's treatment.

Right to a paper copy of this Notice

You have a right to obtain a paper copy of this notice.  You may obtain a copy by notifying Transformations office at 502/899-5411 or mailing a request to 4010 Dupont Circle, Suite 582, Louisville, KY  40207.

Right to amend your/your child's health information

You have the right to request the agency to amend the health information we maintain about you/your child if you feel it is incorrect or incomplete for as long as the information is kept by Transformations.  To request an amendment, you must submit a request in writing and state the reason that supports your request.  The disputed information will remain in the record along with the amended information.  Transformation may deny your request if the request is not submitted in writing, does not contain a reason to support the request, the information that is being questioned was not originated by Transformations, it is not part of the information which you are permitted to inspect or copy, or it is currently accurate and complete.

Right to an accounting of disclosures

You have the right to obtain an accounting of the disclosures Transformations made of health information about you/your child.  This does not include disclosures made for treatment, payment, or health care operations, made directly to you, made for national security reasons, or made to corrections or law enforcement personnel.  Your request must state a time period that must be no longer than (6) six years and may not include dates before April 14, 2003.  The first list requested within a (12) twelve month period will be free.  For additional lists, you will be charged for the cost of providing the list.  We will notify you of the cost involved and you may choose to withdraw or modify your request before any costs are incurred.

Right to request alternative means of communication
Transformations’ staff may seek to communicate with you through general common practices such as your cell phone, text messages,  email, voice mail, the U.S. Postal service, etc. It is our policy to take reasonable measures to secure electronic communications.  You have the right to request communication of your/your child's health information by alternative means or alternative locations.  For example, you could request Transformations only contact you at work or by mail.  To request communications by alternative or restricted means, you must submit your request in writing.  You will not be asked the reason for your request and your request will be accommodated.  Your request must indicate how or where you want to be contacted.

Right of access to protected health information

You have the right to request, either verbally or in writing your/your child's health information with certain exceptions.  Transformations will respond to you within (30) thirty days (or (60) sixty days if extra time is needed).  If your request is denied you have the right to have the request reviewed by a reviewing official who did not participate in the original decision to deny access.  In accordance with Kentucky State Law 422.317, Transformations will provide, without charge to the client, a copy of the client's medical record.  There will be a charge for any additional copies after that based on cost.

EXAMPLES OF DISCLOSURES FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

Transformations will use your/your child's health information for treatment.  We will use and disclose your/your child's protected health information in providing treatment and services.  We may disclose your/your child's protected health information to agency and non-agency personnel who may be involved in your/your child's treatment. This will include any one you designate to be apart of the child’s service team including a Targeted Case Manager, Therapist, Community Support Associate, Psychiatrist, or Physician providing care to your child.  We may also disclose protected health information to individuals who will be involved in your/your child's treatment after you are no longer associated with Transformations.  This will guarantee the continuity of care.

Transformations will use and disclose you/your child’s protected health information so that billing and payment for services for the treatment of you /your child can occur.  For billing and payment purposes we will disclose information to Medicaid, Medicaid’s billing agent, or an insurance or managed care company, the DMHMRS, or any other designated third party payer.  This disclosure for billing will continue after services are ended in order to secure reimbursement for services.  Transformations will also disclose your/your child’s health information to a managed care company or peer review organization designated by Medicaid or your third party payer, in order to secure and maintain authorization for treatment.  Transformations will use your/your child's health information for regular health care operations.  Transformations may use data separated from identifiable information for researcher and program development purposes.  These uses and disclosures are necessary to manage the agency and our quality of care.

EXAMPLES OF USES AND DISCLOSURES FOR OTHER SPECIFIC PURPOSES

As required by law we will disclose you/your child's protected health information.

*Disaster Relief-to an agency organizing disaster relief efforts

*Public Health Activities-such as: reporting to a public health or government authority for preventing or controlling disease, injury, or reporting child abuse or neglect

*Food and Drug Administration (FDA)-concerning adverse events or problems with products or medications for tracking purposes to enable product recalls or to comply with other FDA requirements

*to notify a person who may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading a disease or condition

*for certain purposes involving workplace illnesses or injuries

*Reporting victims of abuse, neglect or domestic violence-information will be disclosed as required by law

*Judicial and Administrative proceedings-information may be disclosed in response to a court or administrative order, subpoena, discovery requests, or other lawful process.  Efforts will be made to notify you about the request or to obtain an order or agreement protecting the information

*Health oversight activities-information may be disclosed to a health oversight agency for activities authorized by law, such as, audits, inspections, investigations, licensure actions or other legal proceedings.

*Coroners, Medical Examiners, Funeral Directors, Organ Procurement Organizations

*to avert a serious threat to health or safety-any disclosure would be made only to someone able to prevent the threat of safety to you/your child, the public or another person

*research-only under your/your child's specific disclosure

*Workers Compensation

*Law Enforcement-as required by law to comply with reporting requirements including, but not limited to: complying with court orders, warrants, subpoenas, summons, identifying or locating a fugitive, missing person or material witness, when information is requested about the victim of a crime if the individual agrees, to report information about a suspicious death, to provide information about criminal conduct occurring at the agency, or information about emergency circumstances about a crime.  *National Security and Intelligence Activities, Protective Services for the President and others. 

*Only data that has been separated from my identifiable information may be used for research and program development purposes, pursuant to 45 CFR 46.101(b.2).   Protected health information is may only be used for research only if authorized through written release of information. YOUR AUTHORIZATION IS REQUIRED FOR OTHER USES 

OF PROTECTED HEALTH INFORMATION

Transformations will use and disclose protected health information (other than described in this Notice or required by law) only with your written authorization.  You may revoke your authorization to use or disclose protected health information in writing, at any time.  If you revoke your authorization, we will no longer use or disclose your/your child's protected health information for the purposed covered by the authorization except where we have already relied on the authorization.

OUR RESPONSIBILITIES REGARDING YOUR/YOUR CHILD'S 

PROTECTED HEALTH INFORMATION

Transformations is required by law to:

*maintain the privacy of your/your child's health information

*provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain about your child

*abide by the terms of this notice

*notify you if we are unable to agree to a requested restriction

*accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.

We reserve the right to make changes to this Notice whenever there is a material change to the uses or disclosures, your individual rights, our legal duties, or other privacy practices stated in this Notice.  Any changes made will affect the protected health information we maintain at that time.  We will post a copy of the current Notice at our office site.  We will provide a revised copy of the Notice to parents/legal guardians upon request on or after the effective date of revision.  

WE WILL NOT USE OR DISCLOSE YOUR/YOUR CHILD'S PROTECTED HEALTH INFORMATION WITHOUT YOUR AUTHORIZATION, EXCEPT AS DESCRIBED IN THIS NOTICE.

If you have questions, would like additional information, or feel your rights have been violated, you may contact the Privacy Officer: Laura Krebs Lewis, 4010 Dupont Circle, Suite 582, Louisville, KY 40207. lkrebslewis@transformationsllc.net.
If you have any other complaints or concerns you may also call the privacy officer and clinical director at 502-899-5411.

If you are still dissatisfied you may file a complaint by sending a written statement to the above address  

Laura Krebs Lewis

4010 Dupont Circle Suite 582

Louisville KY 40207

or to:

Office of Civil Rights

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F

HHH Building

Washington, DC   20201

Transformations will not retaliate against you if you choose to file a privacy complaint or exercise your privacy rights.
TRANSFORMATIONS: HOPE FOR TODAY'S FAMILIES, LLC

NOTICE OF PRIVACY PRACTICES

08/13/2014

I have read/been read/received the Privacy Practices of Transformations: Hope for Today's Families, LLC.  I understand all components of it and have had all questions answered by a staff person.  I consent to the use of my and my child’s protected healthcare information as outlined in this document.  
_________________________________________________________________________________________
Signature of Guardian








Date

_________________________________________________________________________________________
Witness










Date

Transformations, Hope for Today’s Families, LLC

4010 Dupont Circle

Suite 582
Louisville, KY 40207

AUTHORIZATION TO SHARE INFORMATION-EDUCATIONAL SYSTEM

I authorize Transformations & its representatives & Name _______________________________

4010 Dupont Circle Suite 582

Contact Information___________________
Louisville KY 40207



____________________________________

Phone & fax 502-899-5411


____________________________________
Secure email: office@transformationsllc.net

____________________________________
To share with one another the following items from my Protected Health Information: Psychological, psychiatric, clinical, medical and educational evaluations, records, progress summaries, contact logs, treatment plans, and progress updates both written and verbal.

Other: _Academic and behavior reports including but not limited to IEP reports________

I understand that the purpose of sharing this information is for: the provider to work with and support the educational system, assess the child’s behavioral needs, and provide recommendations and interventions in the academic setting.

I understand that I may refuse to sign this authorization and that Transformations, LLC and its Contractors will not allow my refusal to interfere with the receipt or payment of behavioral health services.

I understand that I may revoke this authorization, at anytime, in writing to Transformations at the address indicated below, except if Transformations or its Contractor has taken any action based on prior authorization, or obtained my authorization for the purpose of receiving reimbursement from a third party.

This authorization will expire on ______________________, or immediately following the revoking of the authorization, or after the following event has occurred if this is a one time release

I understand that pursuant to KRS 304.17A-555-Patient’s Right of Privacy Regarding Mental health or Chemical Dependency-Authorization Disclosure, my Protected Health Information, used and /or shared under this authorization may not be shared by the recipient of the information beyond the purpose for which my authorization was given, without first obtaining my specific written consent to the re-disclosure.

I understand that pursuant to 45 CFR 46.101(b.2) only data that has been separated from my child’s identifiable information may be used for research and program development purposes, unless written consent by signing this form is provided.
I have read and understand this authorization.  

______________________________________________________________________________


Consumer/Guardian if Client is under 18



Date

_______________________________________________                                                                                    

                  Relationship to Client
____________________________________________________________________________________________
                  Witness/Title






Date

AUTHORIZATION TO SHARE INFORMATION

I authorize Transformations & its representatives & Name _______________________________


4010 Dupont Circle Suite 582

Contact Information___________________
Louisville KY 40207



____________________________________


Phone & fax 502-899-5411


____________________________________

Secure email: office@transformationsllc.net

____________________________________

To share with one another the following items from my Protected Health Information: Psychological, psychiatric, clinical, medical and educational evaluations, records, progress summaries, contact logs, treatment plans, and progress updates both written and verbal.

Other: ________________________________________________________________________
I understand that the purpose of sharing this information is for: ___________________________
_____________________________________________________________________________.

I understand that I may refuse to sign this authorization and that Transformations, LLC and its Contractors will not allow my refusal to interfere with the receipt or payment of behavioral health services.

I understand that I may revoke this authorization, at anytime, in writing to Transformations at the address indicated below, except if Transformations or its Contractor has taken any action based on prior authorization, or obtained my authorization for the purpose of receiving reimbursement from a third party.

This authorization will expire on ______________________, or immediately following the revoking of the authorization, or after the following event has occurred if this is a one time release

I understand that pursuant to KRS 304.17A-555-Patient’s Right of Privacy Regarding Mental health or Chemical Dependency-Authorization Disclosure, my Protected Health Information, used and /or shared under this authorization may not be shared by the recipient of the information beyond the purpose for which my authorization was given, without first obtaining my specific written consent to the re-disclosure.
I understand that pursuant to 45 CFR 46.101(b.2) only data that has been separated from my child’s identifiable information may be used for research and program development purposes, unless written consent by signing this form is provided.
I have read and understand this authorization.  
______________________________________________________________________________


Consumer/Guardian if Client is under 18



Date

_______________________________________________                                                                                    

                  Relationship to Client
____________________________________________________________________________________________
                  Witness/Title






Date

AUTHORIZATION TO SHARE INFORMATION

I authorize Transformations & its representatives & Name _______________________________


4010 Dupont Circle Suite 582

Contact Information___________________
Louisville KY 40207



____________________________________


Phone & fax 502-899-5411


____________________________________

Secure email: office@transformationsllc.net

____________________________________

To share with one another the following items from my Protected Health Information: Psychological, psychiatric, clinical, medical and educational evaluations, records, progress summaries, contact logs, treatment plans, and progress updates both written and verbal.

Other: ________________________________________________________________________

I understand that the purpose of sharing this information is for: ___________________________

_____________________________________________________________________________.

I understand that I may refuse to sign this authorization and that Transformations, LLC and its Contractors will not allow my refusal to interfere with the receipt or payment of behavioral health services.

I understand that I may revoke this authorization, at any time, in writing to Transformations at the address indicated below, except if Transformations or its Contractor has taken any action based on prior authorization, or obtained my authorization for the purpose of receiving reimbursement from a third party.

This authorization will expire on ______________________, or immediately following the revoking of the authorization, or after the following event has occurred if this is a one-time release

I understand that pursuant to KRS 304.17A-555-Patient’s Right of Privacy Regarding Mental health or Chemical Dependency-Authorization Disclosure, my Protected Health Information, used and /or shared under this authorization may not be shared by the recipient of the information beyond the purpose for which my authorization was given, without first obtaining my specific written consent to the re-disclosure.

I understand that pursuant to 45 CFR 46.101(b.2) only data that has been separated from my child’s identifiable information may be used for research and program development purposes, unless written consent by signing this form is provided.
I have read and understand this authorization.  

______________________________________________________________________________


Consumer/Guardian if Client is under 18



Date

_______________________________________________                                                                                    

                  Relationship to Client
____________________________________________________________________________________________
                  Witness/Title






Date

AUTHORIZATION TO SHARE INFORMATION

I authorize Transformations & its representatives & Name _______________________________


4010 Dupont Circle Suite 582

Contact Information___________________
Louisville KY 40207



____________________________________


Phone & fax 502-899-5411


____________________________________

Secure email: office@transformationsllc.net

____________________________________

To share with one another the following items from my Protected Health Information: Psychological, psychiatric, clinical, medical and educational evaluations, records, progress summaries, contact logs, treatment plans, and progress updates both written and verbal.

Other: ________________________________________________________________________

I understand that the purpose of sharing this information is for: ___________________________

_____________________________________________________________________________.

I understand that I may refuse to sign this authorization and that Transformations, LLC and its Contractors will not allow my refusal to interfere with the receipt or payment of behavioral health services.

I understand that I may revoke this authorization, at anytime, in writing to Transformations at the address indicated below, except if Transformations or its Contractor has taken any action based on prior authorization, or obtained my authorization for the purpose of receiving reimbursement from a third party.

This authorization will expire on ______________________, or immediately following the revoking of the authorization, or after the following event has occurred if this is a one time release

I understand that pursuant to KRS 304.17A-555-Patient’s Right of Privacy Regarding Mental health or Chemical Dependency-Authorization Disclosure, my Protected Health Information, used and /or shared under this authorization may not be shared by the recipient of the information beyond the purpose for which my authorization was given, without first obtaining my specific written consent to the re-disclosure.

I understand that pursuant to 45 CFR 46.101(b.2) only data that has been separated from my child’s identifiable information may be used for research and program development purposes, unless written consent by signing this form is provided.
I have read and understand this authorization.  

______________________________________________________________________________


Consumer/Guardian if Client is under 18



Date

_______________________________________________                                                                                    

                  Relationship to Client
____________________________________________________________________________________________
                  Witness/Title






Date

Client Address ___________________________________ City/State/Zip _____________________________ 

Client Phone __________________________________ Client Social Security Number: _____________________ 

Does the Client have Medicare? ___ no   ___ If yes, include Medicare as the Primary Insurance Coverage.

Medicare Number ______________________________   Medicaid Number ______________________________

 PRIMARY INSURANCE:

__ Medicare (always primary)   ___ Medicaid (only primary if no other insurance)      ___ Private Insurance (primary over Medicaid)

Policyholder (if other than client) ___________________________ Policyholder's Date of Birth ____________

Primary Insurance Company Name ________________________________________________________

Policyholder's Employer (if applicable) ___________________________________________________________

Policy Number ___________________________________________ Group # ______________________

Social Security # of Policyholder (if other than client) ________________________  


Address of Insurance Company ___________________________________________________________

Insurance Company Phone Number ____________________________ Payor ID _____________________

Provider or supervisor insurance identification number if applicable ________________________________

SECONDARY INSURANCE: 

___ Medicaid (secondary to other insurances)      ___ Private Insurance (secondary to Medicare)  

Policyholder ____________________________________ Policyholder's Date of Birth ___________

Secondary Insurance Company Name ______________________________________________________

Policyholder's Employer _________________________________________________________________

Policy Number ___________________________________________ Group # ______________________

Social Security # of Policyholder _______________________
      Medicaid # _____ _________________

Address of Insurance Company ___________________________________________________________

Insurance Company Phone Number ___________________________ Payor ID _____________________
 Provider or supervisor insurance identification number if applicable ________________________________
Payment Plan and Insurance Information:  I understand that I am financially responsible for any services received.  I agree to pay Transformations any co-pay, deductibles, and co-insurance agreed upon with my insurance company.   I give Transformations permission to file insurance claims on services provided with any insurance companies with which I or my child is enrolled.  I give Transformations permission to file treatment plans to request authorization for services.  I also understand that a treatment plan may include information such as diagnosis, symptoms, treatment goals, and progress reports. This release includes any dependents for which Transformations staff is also providing treatment. 
Please provide a copy of insurance cards to your provider:
Client or Guardian Signature _________________________________        Date _________________

Witness _______________________________________________       Date ______________________

Quality Assurance Program

Transformations is committed to supporting its providers in learning new and better ways to help your child.  So your feedback on our services is important to help us know what we need to change.   Transformations will be emailing you several brief questionnaires.  Please answer each survey as you receive it.  The surveys will be sent through a secure HIPAA compliant website and email system. You may also contact us at any time at office@transformationsllc.net.

Thank you for choosing Transformations as your service provider.
Sincerely, 

Teri Lloyd, LMFT

Clinical Director
Authorization to Share Information With

Primary Care Physician

I understand that my records are protected under the applicable state law governing health care information that relates to mental health services, KRS 304.17A-555, and under the federal regulations governing Confidentiality of Alcohol and Drug Abuse patient Records 42 CRF Part 2, and cannot be disclosed without my written consent unless otherwise provided for in state or federal regulations.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it.  This Authorization to Share Information will automatically expire one year after the date of your signature.

               Transformations 4010 Dupont Circle Suite 582, Louisville KY 40207

Office Phone and Fax 502-899-5411 
Email: office@transformationsllc.net
Select one:

 ___I give permission to my Physician and to Transformations to share any applicable information from my Protected Health Information including immunization, treatments, behavioral health treatment plans, recommendations and other health care records.  

___I do not give my Physician and Transformations permission to share my protected health care information.
Primary Care Physician Name, Address, Email Address & Fax Number 
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

__________________________________________

________________________________

Patient or Guardian signature please





Date

---------------------------------------------------------------------------------------------------------

Date of initial consult _________________________________
Diagnosis or brief description of presenting problem

_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ Recommendations ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Signature of Provider/credentials______________________________ 
Date Faxed or Mailed ____________

Authorization for Emergency Medical Treatment

I, the legal guardian or parent, of the above named client gives consent for Transformations staff and it’s representatives to seek out and sign for the emergency medical care of my child or legal ward.

Parent or Legal Guardian Name: ___________________________________________________

Guardian Address: ______________________________________________________________

Home phone # _________________________ Cell Phone # ____________________________

Emergency phone # _____________________ Work Phone ____________________________

I give consent for the following person to be contacted in the event of an emergency:

Emergency Contact Person _______________________________________________________

Address ________________________________________ Relationship to client ____________

Phone Number ________________________________________________________________

I understand that reasonable effort will be made to contact the guardian at the above phone numbers. If the child is considered to be in immediate danger and requiring medical care, I give consent for emergency medical care. I do not hold Transformations LLC or its representatives liable for any injury or expense incurred in providing and securing medical care. 

Health Information

Client age __________________    Male _____ Female _____ Other  _____________________
Allergies____________________________________________________________________________________________________________________________________________________

Medical Problems ____________________________________________________________________________________________________________________________________________________________

Medications/Dosage_____________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

At the time of an emergency, please contact physician for current medications

Physician Name and Phone: _______________________________________________________

Hospital Preference-medical/Psychiatric_____________________________________________

Primary Insurance and ID #_______________________________________________________

Secondary Insurance and ID # _____________________________________________________

____________________________________        _____________________________________

Signature of parent/Guardian      Date

        Witness                                  Date 

PAGE  
This Provider is independently contracted with Transformations to provide behavioral health services

4010 Dupont Circle, Suite 582, Louisville, KY 40207 phone/ fax 502-899-5411, www.transformationsllc.net

