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CONFIDENTIAL EXCHANGE OF INFORMATION FORM

Family Houston requires its behavioral health practitioners to coordinate treatment with other medical practitioners involved in a client’s care. This
form is used to facilitate coordination of care between providers involved in the client’s care.

PATIENT NAME: DOB:

A. Medical Provider (Psychiatrist or Specialist)

Name: Phone:

Address: FAX:

B. Medical Provider (Primary Care Physician)

Name: Phone:

Address: FAX:

| do NOT want to have information shared with:

O my Psychiatrist/Specialist O my Primary Care Physician

O 1 am not currently receiving services from a PCP/ Specialist/other Medical Practitioner.
O Not relevant for behavioral health treatment

| do want to have information shared:

[ I hereby freely, voluntarily and without coercion, authorize the behavioral health practitioner listed below to release the
information contained on this form to the practitioner/provider listed in section A & B above (unless declined above). The reason for
disclosure is to facilitate continuity and coordination of treatment. This consent will last one year from the date signed. |
understand that | may revoke my consent at any time.

Patient Signature / Date

Family Houston Clinician Signature / Date Name in Print

This section will be filled out by Family Houston staff:

1. The patient is being treated by Phone;

for the following behavioral health problem(s):
__ ADHD/ Behavior D/O __ Psychotic Disorder _ Depressive D/O _ Anxiety D/O
_ Adjustment D/O __ Relationship Distress __ Bereavement OTHER:

2. Expected length of treatment: <3 months 36 months __ 6-12 months

3. Coordination of care issues impacting medical or behavioral health care: None Attached

DATE MAILED/FAXED TO OTHER PROVIDER:
(PLACE A COMPLETED COPY OF THIS FORM IN THE PATIENT’S MEDICAL RECORD)

For Patient Records Applicable Under Federal Law 42 CFR Part 2

To the party receiving this information: This information has been disclosed to you from records whose confidentiality is protected by federal law.
Federal regulations (42) CFR Part 2 prohibit you from making any further disclosure of it without the specific written consent of the person to whom it
pertains, or as otherwise permitted by such regulations. A general authorization for t'he release of medical or other information is not sufficient for this
purpose.

Form revised 10-17-18
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COUNSELING FEE AGREEMENT

Family Houston charges a fee of $125.00 for a 45 minute individual or family counseling session. We also
accept insurance. You may be eligible to receive these services at a reduced fee that is subsidized by
United Way funds. Your statement of family income must be verified with a copy of your most recent tax
return or a recent pay stub. A sliding scale fee is then determined based on income and family size. You
are responsible for a sliding scale/co-payment of $ per session for the counseling services you
receive.

B Service fees are payable at the time services are rendered. If you cannot pay at that time, you will
be offered an opportunity to reschedule your appointment.

B Family Houston does not extend personal credit. Payment must be made in the form of
cash, personal checks, or credit cards (MasterCard or VISA).

B There is a $9.00 charge for every returned check. After two check returns, only cash or
credit card payments will be accepted.

B You will be responsible for a payment of $25.00 for appointments cancelled with less than 24 hours
notice, except in the case of emergencies. This is applicable to all clients.

B You will be responsible for informing Family Houston of any changes to your insurance, Medicaid or
Medicare. If you fail to do so any charges incurred that are not covered will ultimately be your
responsibility.

B |f you have your therapist subpoenaed, you will be billed at the rate of $125.00 for each hour the
therapist is required to be available. Such fees are payable at the time services are provided.
Unpaid balances for these services must be paid before services can continue.

| have read this agreement and understand that | am responsible for payment of the fee as described
above. | authorize the release of any information necessary to process claims to my insurance plan
and/or to the insurance plan of individuals for which | am legally responsible. | authorize payment for
services to be made directly to Family Houston, less any co-pays or deductibles for which | am
responsible. | acknowledge having received written descriptions of the program, my rights, grievance
procedures, and the Notice of Informational Practices. By signing below, | give my consent for treatment
within the Individual and Family Counseling Program.

Client's Signature Date
Staff Member's Signature Date
Client Name (please print): Client ID:

Staff Name (please print):

Revised 03-26-19 FSGH 958
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Instructions: Clients, please take your time answering the following questions to assist your therapist in providing you with the best
care possible. If your child is the client, please answer the questions regarding your child. If you are coming in for couples or family
counseling, please answer the questions regarding the individual listed as the primary client (refer to therapist/front desk if you are
unsure). If there are any portions of the questionnaire that you need further assistance with, your therapist will go over it with you
during today’s session. Thank you!

Medical Screening Questions

Have you ever had, or do you have any of the following health problems?

Yes No Yes No Yes No

O O Cancer O O Gastro intestinal O O COPD

O O Diabetes O O Acid Reflux/GERD O O Tuberculosis

O O High Cholesterol O O Gastritis/Ulcers O O Seasonal allergies
O O Heart Problems O O Liver Disease O O | Anemia

O O Migraine O O Dialysis O O | Vitamin Deficiency
O O Seizures/Epilepsy O O Thyroid Disorder O O STD/STI

O O Stroke O O Sleep apnea O O Other:

O O Traumatic Brain Injury O O Asthma O O

Are you receiving treatment for these diagnoses? [0 Yes [ No [ No longer an issue

What was the date of your last physical?

Would you like your therapist to talk to your doctor? [_]Yes (see coordination of care form) []No

On a scale of 0 to 10 with 0 being no pain, and 10 being excruciating pain, please rate your current pain level:

0 1 2 3 4 5 6 7 8 9 10
(@) O O O (@) @ O O (@) O O
If experiencing pain, is it already being treated by a doctor? [Cyes [OINo

Place an X on each part of the body causing pain:






Please list all medications you are currently using:

Name of Medication What condition is medication treating?

Surgeries:
Type of surgery and specific date or your age at surgery:

Hospitalizations:
Include medical hospitalizations, including dates and reasons for hospitalizations:

Allergies:
Please list any medication/environmental allergies:

Please complete this section for clients under the age of 18

Who does the client live with?

Who is in the household?

Who has legal custody of the client?

Were there any complications during pregnancy or delivery of the client?
O Yes O No

If so, please explain:

Do you have any developmental concerns for the client?
O Yes O No

If so, please explain:






Psychiatric Care Questions

Are you currently receiving services from a psychiatrist?
O Yes O No

If so, what is the name of your psychiatrist:

Have you ever had a psychiatric hospitalization?
I Yes I No

If so:
Dates:

Reason:

Have you had thoughts of intentionally hurting someone else in the past 30 days?
O Yes O No

If so:
Do you have a plan?
O Yes O No

Have you had thoughts of intentionally hurting someone else in your lifetime?
O Yes O No

Have you had thoughts of intentionally ending your life in the past 30 days?
O Yes O No

If so:
Do you have a plan?
O Yes O No

Have you had thoughts of intentionally ending your life in your lifetime?
O Yes O No

Have you had any suicide attempts?

O Yes (Date ) O No

Have you intentionally harmed yourself in the past 30 days?

O Yes (Method ) 0 No

Have you ever been formally [J Depression O ADHD O Post-Traumatic Stress Disorder
dlagno_sed’)wnh any of the O Anxiety O Bipolar Disorder O Intellectual Developmental Delay
following? O Schizophrenia O Dyslexia O Other

Please note we are not a 24-hour crisis center, therefore if you are having thoughts about hurting yourself or someone

else please dial the crisis hotline at 713-970-7000 or 911.






Nutritional Screening Questions

I normally eat:
O Once a day O 2-5 times a day [0 6 + times a day

My appetite/food intake compared to 30 days ago is:
] Less [ Same I More

My weight has gone up or down at least 10 pounds in the past 3 months:
O Yes O No

Was this weight change intentional?
O Yes O No

Are you trying to gain/lose weight?
O Yes O No

Have you made yourself throw up in the past 3 months?

O Yes O No
In general, do you eat past feeling full?
O Yes O No

What is your level of physical activity?
O 0-1 times a week O 2-5 times a week O 6 + times a week

Do you have any food allergies?
O Yes O No

If so, please list

Have you had any dental concerns (i.e. cavities, gum disease) during the past 3 months?
O Yes O No

If so, please list

Have you sought treatment for these dental concerns?
O Yes O No






Substance Use Questions

Do you Smoke?

O Yes 0 No ] Former smoker
If so which of the following substances do you smoke O Tobacco
0 Marijuana

O Other, please specify

Approximate Approximate
How many per day? age started age stopped
Do you drink alcohol?
O Yes O No UJ Former drinker
If so:
How many days per week? Approximate Approximate
How many drinks per day? age started age stopped
Are you concerned about your alcohol, smoking or drug use? I Yes I No
Have you ever felt like you should cut down on your drinking, O Yes O No
smoking and/or drug use?
Have people annoyed you by criticizing your drinking, smoking | O Yes O No
and/or drug use?
Have you ever felt bad or guilty about your drinking, smoking I Yes I No
and/or drug use?
Have you ever had a drink first thing in the morning to steady I Yes I No
your nerves or rid yourself of a hangover?

Have you ever received treatment for drug or alcohol use?
O Yes O No

If so, was it

[ Outpatient Treatment [ Inpatient Hospitalization

Length and dates of treatment:

Please note counseling services cannot be administered if the client is under the influence of any substance. If a referral is
needed for substance use the clinician can provide a list of referrals.





Family History

Does anyone in your family have any substance abuse problems?
O Yes O No

Does anyone in your family have any serious medical problems?
O Yes O No

Does anyone in your family have any psychiatric problems?
O Yes O No

Name of Client (Printed) DOB Date

Signature of Client (Client must be 18 years of age or older to sign)

Signature of Parent or Guardian (If Client is under the age of 18) Relation to patient

If you would prefer not to electronically sign this form, you may print it out, sign the form, and bring it with you to your appointment.





		Name of MedicationRow1: 

		What condition is medication treatingRow1: 

		Name of MedicationRow2: 

		What condition is medication treatingRow2: 

		Name of MedicationRow3: 

		What condition is medication treatingRow3: 

		Name of MedicationRow4: 

		What condition is medication treatingRow4: 

		Name of MedicationRow5: 

		What condition is medication treatingRow5: 

		Type of surgery and specific date or your age at surgery 1: 

		Type of surgery and specific date or your age at surgery 2: 

		Type of surgery and specific date or your age at surgery 3: 

		Include medical hospitalizations including dates and reasons for hospitalizations 1: 

		Include medical hospitalizations including dates and reasons for hospitalizations 2: 

		Include medical hospitalizations including dates and reasons for hospitalizations 3: 

		Please list any medicationenvironmental allergies 1: 

		Who does the client live with: 

		undefined_6: 

		Who is in the household: 

		Who has legal custody of the client: 

		Were there any complications during pregnancy or delivery of the client: Off

		undefined_8: Off

		No: 

		Do you have any developmental concerns for the client: Off

		undefined_9: Off

		No_2: 

		Are you currently receiving services from a psychiatrist: Off

		If so what is the name of your psychiatrist: 

		Have you ever had a psychiatric hospitalization: Off

		Dates: 

		Reason: 

		Have you had thoughts of intentionally hurting someone else in the past 30 days: Off

		Do you have a plan: Off

		Have you had thoughts of intentionally hurting someone else in your lifetime: Off

		Have you had thoughts of intentionally ending your life in the past 30 days: Off

		Do you have a plan_2: Off

		Have you had thoughts of intentionally ending your life in your lifetime: Off

		Have you had any suicide attempts: Off

		No_11: Off

		Yes  Date: 

		Have you intentionally harmed yourself in the past 30 days: Off

		No_12: Off

		Yes  Method: 

		Depression: Off

		Anxiety: Off

		Schizophrenia: Off

		ADHD: Off

		Bipolar Disorder: Off

		Dyslexia: Off

		PostTraumatic Stress Disorder: Off

		Intellectual Developmental Delay: Off

		undefined_10: Off

		Other_2: 

		Once a day: Off

		25 times a day: Off

		6  times a day: Off

		Less: Off

		Same: Off

		More: Off

		My weight has gone up or down at least 10 pounds in the past 3 months: Off

		Was this weight change intentional: Off

		Are you trying to gainlose weight: Off

		undefined_11: Off

		undefined_12: Off

		In general do you eat past feeling full: Off

		01 times a week: Off

		25 times a week: Off

		6  times a week: Off

		Do you have any food allergies: Off

		If so please list: 

		Have you had any dental concerns ie cavities gum disease during the past 3 months: Off

		If so please list_2: 

		Have you sought treatment for these dental concerns: Off

		undefined_13: Off

		undefined_14: Off

		undefined_15: Off

		Tobacco: Off

		Marijuana: Off

		undefined_16: Off

		Other please specify: 

		How many per day: 

		age started: 

		age stopped: 

		undefined_17: Off

		undefined_18: Off

		undefined_19: Off

		How many days per week: 

		How many drinks per day: 

		age started_2: 

		age stopped_2: 

		undefined_20: Off

		undefined_21: Off

		undefined_22: Off

		undefined_23: Off

		undefined_24: Off

		undefined_25: Off

		undefined_26: Off

		undefined_27: Off

		undefined_28: Off

		undefined_29: Off

		undefined_30: Off

		undefined_31: Off

		Outpatient Treatment: Off

		Inpatient Hospitalization: Off

		undefined_32: 

		undefined_33: Off

		undefined_34: Off

		undefined_35: Off

		undefined_36: Off

		undefined_37: Off

		undefined_38: Off

		undefined_7: 

		Text6: 

		Please list any medicationenvironmental allergies 2: 

		17: Off

		18: Off

		19: Off

		20: Off

		21: Off

		22: Off

		23: Off

		24: Off

		25: Off

		26: Off

		27: Off

		28: Off

		29: Off

		30: Off

		31: Off

		1: Off

		2: Off

		3: Off

		4: Off

		5: Off

		6: Off

		7: Off

		8: Off

		9: Off

		10: Off

		11: Off

		12: Off

		13: Off

		14: Off

		15: Off

		16: Off

		33: Off

		34: Off

		35: Off

		36: Off

		37: Off

		38: Off

		39: Off

		40: Off

		41: Off

		42: Off

		43: Off

		44: Off

		45: Off

		46: Off

		47: Off

		48: Off

		32: Off

		50: Off

		49: Off

		51: Off

		Text2: 

		53: Off

		54: Off

		52: Off

		55: Off

		Group4: Off

		Group1: Off

		Group2: Off

		Group3: Off

		Group5: Off

		Group6: Off

		Group7: Off

		Group10: Off

		Group16: Off

		Group9: Off

		Group12: Off

		Group8: Off

		Group01: Off

		Group14: Off

		Group17: Off

		Group15: Off

		Group13: Off

		Group19: Off

		Group21: Off

		Group25: Off

		Group23: Off

		Group20: Off

		Group22: Off

		Group24: Off

		Group26: Off

		Group27: Choice11

		Group28: Choice11

		Group29: Off

		Group30: Off

		Group31: Choice11

		Group32: Off

		Group33: Off

		Group34: Choice11

		Group35: Choice11

		Group36: Off

		Group37: Off

		Group38: Off

		Group39: Choice11

		Group18: Off

		Group40: Choice11

		Group41: Off

		Group42: Off

		Group43: Off

		Group44: Off

		Group45: Off

		Group46: Off

		Group47: Off

		Group48: Off

		Group49: Off

		Group50: Off





