	
	intake Form Check List 


Client Name:	        				       Provider Name:
Auditor Name:							Date of audit: 

	Done 
	Name of Form
	Required for
	Date
	N/A
	Action 

	☐	Permission to treat
	All clients
	
	☐	

	☐	Client Information 
	All clients
	
	☐	

	☐	Biopsychosocial
	All providers for all clients
	
	☐	

	☐	Treatment Plan
	All providers for all clients
	
	☐	

	☐	Treatment Plan signature page
	All clients
	
	☐	

	☐	Authorization to share info with Primary Care Physician
	All clients
	
	☐	

	☐	PCP Collaborative Care 
	All clients
	
	☐	

	☐	Authorization for Emergency Contact
	All clients 
	
	☐	

	☐	Authorization to share information with Associate’s licensing supervisor
	All associates
	
	☐	

	☐	Permission to Video Record
	All MFT associates
	
	☐	

	☐	Level of Care Assessment
	For all clients receiving more than 1 hour per week  of therapy and for all psychiatric hospitalizations.
	
	☐	

	☐	Authorization to 
share information with educational system (school)
	All clients being seen in the school setting
	
	☐	

	☐	Authorization to share with childcare provider
	As needed
	
	☐	

	☐	Authorization to share with parents
	All Children ages 12 to 17
	
	☐	

	☐

	Authorization to share with psychiatric hospital 
	All hospitalized clients to obtain d/c summary and coordinate follow up care
	
	☐	







	Done 
	Name of Form
	Required for
	Date
	N/A
	Action 

	☐	Authorization to Share with Legal Representative
	As needed
	
	☐	

	☐	Authorization to share with psychiatrist
	All clients receiving a psychiatrist’s care
	
	☐	

	☐	Authorization to share with external targeted case manager
	As applicable
	
	☐	

	☐	Authorization to share with external BHP
	As applicable
	
	☐	

	☐	Authorization to share with external CSA
	As applicable
	
	☐	

	☐	Authorization to share information with DCBS/DJJ
	As applicable
	
	☐	

	☐	Authorization to share information with family
	When family is participating in therapy
	
	☐	

	☐	Authorization to share information with other
	As applicable
	
	☐	

	☐	Permission for Transport and Community Outings
	As applicable
	
	☐	

	☐	CSA Life Skills Assessment and Plan
	All CSA providers
	
	☐	

	☐	Copy of Custody Order or Authorization to Give consent for Minor’s Medical Care
	For children of divorced or separated parents.
	
	☐	

	☐	
	
	
	☐	

	☐	
	
	
	☐	

	☐	
	
	
	☐	

	☐

	
	
	
	☐	
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