Hampton-Newport News Community Services Board
Program Registration
(Obtained on telephone or face to face if individual has requested services other than outpatient behavioral health, i.e. case management).
· Name of caller 										
· Relationship to individual 								
· Individual’s name 	 							_______	
· Address				___________________________________________
· (continued) 										
· Social Security # 	____________							
· Gender	M (      )	F (      )  	Others 						
· Does the individual referred have:
a. A severe vision impairment	Yes 		 	No 		
b. Deaf or hearing impaired		Yes 			No 		
c. Non-English speaking		Yes 			No 		
d. Unable to speak verbally		Yes 			No 		
e. Require interpreter services	Yes 			No 		
f. Require special assistance	Yes 			No 		
· Reason for call (include psychiatric/medical problems) Risk to self or others? 
______________________________________________________________________	
_____________________________________________________________________
· Current substance use? 	Yes 		______________________________	
 If yes, list substances 		________________________			
· Pregnant?	Yes 		 No _____
If yes, is there substance abuse?  Yes 		 No 	__	
· Marital status  	Single 		Married _______  Divorced 	 Widowed 		
· Military status	Yes 		 No 		
· Employment status 	Employed 		 Unemployed 		
If employed, Full time 		 Part time 		 On call 		
· Educational information – Highest grade completed
0  1   2   3   4   5   6   7   8   9   10   11   12    College 		 Vocational 		
· Insurance information
a. Name of Insurance 				
b. Policy # 								
c. Telephone # 							
d. Name of Primary Care Physician 							
Telephone # 									
e. Name of Primary Care Psychiatrist __________________________________
Telephone # 									
f. Name of Primary Care Dentist _______________________________________
Telephone # 									
· Name of legal guardian or legally authorized representative ____________________
Address ______________________________________________________________
Telephone # 										
· Power of attorney?	Yes 		 No 		  If yes, please attach
· If individual is court mandated, name of court services worker 				
__________________________					
· Current medication and adverse reactions to medications (medical and psychiatric)
___________________________________ __________________________
· Behavioral health treatment history 			     		
_____________________________________________________________________
· Current and past significant medical problems/communication problems 	_____________________________________________________________________
· Psychiatric/Substance abuse diagnosis (if known) ____________________________
_____________________________________________________________________
· [bookmark: _GoBack]History of admission to any hospital for behavioral health problems ______ 
· Any admissions to a state Intellectual Disability Training Center? Yes 		 No 	
· For children 3-6 years of age only – Without a diagnosis of intellectual disability, is 
· there a confirmed cognitive developmental delay within one year of this assessment? 	
Yes 			No 		
· If under the age of 18, are the child’s immunizations up to date? Yes 		 No 	
· Person to contact in the event of an emergency:
Name 											
Relationship 										
Telephone # 										
Address 											
· Date of last Tetanus shot (if known) 							
· Please list all known allergies (if any)							
______________________________________________________________________
Please note…
1. Advance medical Directive/DNR (Do Not Resuscitate) copy will be placed into electronic health record.
2. The consumer will also complete the authorization to obtain/release information and orientation packet including program rules and client rights during the face to face administrative intake with a clinical assistant on the date of their appointment prior to seeing the clinician or psychiatrist.  
3. Consumer requesting case management services only may complete an intake in their home setting and much of the demographic information and medical emergency care plan will be completed by the case manager.
4. A consumer may also require a brief face to face encounter with financial services to confirm insurance eligibility or financial services to help facilitate an application for insurance coverage.
5. The clinical intake with a clinician or psychiatrist is typically 60 minutes in duration.  The clinical intake will incorporate behavioral health history, presenting complaints, family history, educational history, identification of consumer strengths and weaknesses, substance use history, clinical recommendations, and initial treatment planning. 





