Client Name _____________________________  Medicaid #____________________________

Birthdate _______________________         Insurance # ____________________________


Enrollment Packet Check List -This packet is for clients who have already completed the intake and diagnostic evaluation session with a Transformations’ Assessor.  Items marked X should have been previously completed by the Assessor.  Please check client chart to verify that these are present in the chart.
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
___ Freedom of Choice

___ 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 External TCM 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 TCS/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

___ External Supervisor for Provider Release if needed
___ Transportation Form if needed
___ Authorization to Record/Video Tape if needed
___ Review the enrollment packet on MC+ for the following information. This should have been completed at 

        Intake.  If it is missing, include in your paperwork with the client family
_X__ Family Fact Sheet   
_X__ Permission for Treatment

_X__ Health Information Privacy Form / HIPAA/Signature Page Only

_X__ 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.

_X__ Scan of front and back of each insurance card.  This will ensure accuracy in billing.
_X_   Child Behavior Check List, a tool to assist with diagnosis (screening tool)-signed by the provider
_X__ Assessment -Complete and signed by the provider

_X__ Treatment plan- completed and signed by the provider
_X__ Quality Assurance Program-give this form to the client 

Transformations office staff will monitor charts for the following items:

       CAFAS    Initial
follow up
           working phase

Discharge Phase
      Collaborative Treatment Plan (on CAFAS )
AUTHORIZATION TO SHARE INFORMATION-EDUCATIONAL SYSTEM
1. 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________

2.  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.

3.  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.

4.  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.

5.  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

6.  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.
7.  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

1. 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: __________________

____________________________________________________________________.

2. 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.

3. 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.

4. 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

5. 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.

 6. 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

1. 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: __________________

____________________________________________________________________.

2. 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.

3. 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.

4. 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

5. 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.

 6. 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

1. 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: __________________

____________________________________________________________________.

2. 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.

3. 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.

4. 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

5. 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.

 6. 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

1. 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: __________________

____________________________________________________________________.

2. 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.

3. 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.

4. 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

5. 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.

 6. 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
Freedom of Choice
Please complete the sections above the dotted line. Then complete a separate section under the dotted line for each service on your child’s treatment plan.

As the parent/guardian of the above named child, 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 child’s team and I have determined that the following service is needed for my child:

 FORMCHECKBOX 
 Collateral/Family Therapy
 FORMCHECKBOX 
Individual Therapy
 FORMCHECKBOX 
Group Therapy  FORMCHECKBOX 
Targeted Case Management

 FORMCHECKBOX 
Community Support Services
    FORMCHECKBOX 
Psychiatrist          FORMCHECKBOX 
Psychological testing and evaluation
 FORMCHECKBOX 
Therapeutic Foster Care

 FORMCHECKBOX 
Therapeutic Group Residential   

 FORMCHECKBOX 
 Other:  _____________________________

I have reviewed the list of providers for the service(s) and choose the following                provider(s)___________________________________________________________________

Signature of parent/guardian__________________________________Date_________________

CONSENT FOR OBSERVATION

and/or

AUDIO/VIDEO TAPING

I, __________________________, give permission for Transformations, and Contractor, 

_________________________ to observe and/or tape record or video tape any and all contacts involving:

____________________________________

____________________________________

____________________________________

____________________________________

I understand that the observation session(s) will be conducted and/or tapes will be used exclusively for purposes of internal consultation designed to promote and improve the quality of treatment rendered by Transformations and the Contractor. I understand that audio/video tapes for such purposes are not a part of the medical record of my treatment.

I further understand that in consenting to internal use of the tape by Transformations and Contractor, I do not waive the confidentiality of any information that may be contained in the tape. Unless this consent is revoked by me in writing, Transformations and Contractor, as the owners of the tape, may use and retain the tape as long as it is deemed useful for the purposes authorized herein.

This permission may be revoked at any time, for any reason, in writing by the undersigned.

____________________________________

________________________

Client or Parent/Guardian




Date

____________________________________

________________________

Witness






Date


Transportation Form

Client Name __________________________________________________________________

Address _____________________________________________________________________

I hereby authorize _________________________________________ to transport the following persons:

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

parent/ guardian

________________________________________

witness

________________________________________

Date

This authorization remains valid until the case is terminated or by the guardian’s written request. 
Authorization for Emergency Medical Treatment

I, the legal guardian or parent, of the above named client gives consent for _______________________________   (provider) to seek out and sign for the emergency medical care of my child or legal ward.

Parent or Legal Guardian Name & 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 Numbers ______________________________________________________________

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/Doseage____________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

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 
Client 
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


