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Mental Health — Chemical Dependency Services
Intensive Outpatient Services
Northern California

ADULT PERSONAL DATA SHEET

i
i Date:

IMPRINT AREA

NAME - MEDICAL RECORD #

ADDRESS CITY Zip
HOME PHONE WORK PHONE

AGE SEX BIRTHDATE PLACE OF BIRTH

EMERGENCY CONTACT

PHONE

REFERRED TO THIS CLINIC BY:

MILITARY SERVICE

OCCUPATION

HOW LONG ON PRESENT JOB

EMPLOYER

USUAL WORK HOURS

HOW LONG HAVE YQU LIVED IN THIS AREA?

LAST SCHOOL GRADE COMPLETED

CHECK ONE:
(0 Married/Partnered [ Single  [J Separated

] Divorced

(] widowed

LIVING WITH SPOUSE/PARTNER:

3 Yes [} No

NUMBER OF YEARS

ETHNICITY

RELIGION

Do you have a work-related problem? [ Yes [ No

Are you currently on:

a) Workers’ Compensation? J Yes [ No
b) SSI? J Yes [JNo
c) State Disability? [JYes [JNo

Do you want to initiate a Workers' Compensation or disability claim at your appointment? ] Yes

] No

TYPE(S) OF HELP DESIRED:

[ Medication Therapy [ Counseling/Therapy [ Substance Use/Abuse Treatment

] Group Counseling [J Family Counseling (] Couples Counseling
1. Major reason(s) for seeking help at this time:

! Other:

2a. How long have you had these problems or symptoms?

2b. How often do they occur? _

3. Why did you decide to seek help now? _ ... o

4 What have youtried? . . . . .
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5. Past Psychiatric Treatment
Type (Individual/Family)? By Whom? Year? Helpful? (Y/N)
Counseling or Yes No | Yes No
Psychotherapy i1,
J 2.
; N
! 4.
| 5.
Name of Medication? By Whom? | Year? Helpful? (Y/N)
Psychiatric Yes No | Yes No
Medication(s) 1.
2.
3.
4. -
5.
6.
7.
Where? Why? Year? Helpful? (Y/N)
Psychiatric Yes No Yes ’ No
Hospital 1.
Admissions 5
3.
4.
5.
6.
6. Check items below that apply to your current and past condmon(s)
Current Past . Current ;| Past Current| Past
Headaches ; !
Dizziness |  Restlessness Hear vaices others don’t hear
Stomach/bowel trouble ; , Decreased need for sleep See things others don't see |
Health problems { I ? Mood swings Strange experiences J !
Pain . ‘ ‘ é;;:ess energy &/or feeling wnred‘ : M Feel D;)Ble plot against you TAW% <<<<<<<
Tremors or tics L i 1 ’ ; , Constant suspicion/distrust ‘ ‘ B
Drug &/or alcohal cravings : f Contfusion J " Unusual thoughts | |
’E—a’t};@'pgglé‘r?ﬂkfuy - } Elated/euphoric rﬁ;)od - ‘ Someone physxcally harming ,ou
B;r{gé;at&) - Excessive spending o , ‘ Thoughts of physicality harﬁ;oﬁg ‘*WWW*_W*MA
S T - : o Racung/o;/;;f]éw—gf'tho&g;ﬁiswv k S someone else
- o T V|olem/aggressxve beha;norﬁ T
Sleep problems ‘ Irritable o S
Wésght loss S 1%@E5é~5éﬁavnor S _ﬂf wMmiﬁ;h;,/sucai abuse B S
weghtgan | Grndiosethoughtsplans 0 sexualabuse o
Lossofappetite | angeror explosiveness T Tseaal provlems [
Feélfﬁg apanfrrm others T - rooTT T Rﬂiéﬁonshtp p(obiems -
Low energy ,,*,,.,__m.wj_; - Mﬁ*h%?argabn;ci(s - ,,,v,,,,,,MT I N T

Feelmq woﬁhiess
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6. continued . ..

Current| Past Current | Past Current| Past

Memory problems Fears Financial problems o
Thoughts of suicide Nightmares Conflict in family

Planning suicide Fears of losing self control o
Feeling depressed Recurring unwanted thoughts/ o

behaviors ‘

Crying a lot Always worried o
Uﬁéble 18 have a good time [ Concentration problems t '

7. Do you have any serious or chronic medical conditions (including past surgeries) Clyes [ONo

If yes, date(s) and details:

8. Do you have any serious medical accidents or injuries, head injury, or seizure history? [J Yes [J No

If yes, date(s) and details:

9. Are you currently taking any medications (include over-the-counter and herbal)? [J] Yes [ No

If yes, please list:

10. Have you had any allergic reactions to, or other problems with medications? [ Yes [ No

If yes, details:

11. ALCOHOL AND OTHER DRUG USE:
A.Doyouusealcohol? [JYes [JNo
How much perday/week? ______ Age when you started drinking?

Last drink taken (time and amount):
B. Do you use other drugs? [ Yes [ No
What kind? .

How much?

Age you started using? S

Last drug use (time and amount): —

C. Do you feel you have a problem with:

Alcoho! 0 ves [No
Other drugs [Jdvyes [INo
If so, explain: S . L

D. Previous treatment programs (list dates and locations, if possible): S - —

E. Has your drinking/drug use caused problems in the family or with your relationships? [ Yes ] No
F. Caused problems on your job? LiYes " No
G. Is it difficult for you to stop or control the amount you take? L Yes _lNo
H. Have you ever been arrested for a D.U.I. {driving under the influence) or . Yes iNo
other drug related offense(s)? __Yes [ No
If so, when? _ L _ - S S S I
I. Have you ever used tobacco products? _ Yes [ No

Whatkindand how much?
Whendidyoustart? . _ . . ..
Whendidyoustop? o

Did you use a program to stop? (please describe) .. . _ . L S
continued on next page
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J. How many cups of caffeinated beverage(s) do you drink per day? (coffee, tea, colas & chocolate):

12. Have you had any financial problems, legal difficulties/problems or previous imprisonment? OYes [ONo

if yes, dates and details:

13. Have relatives/significant others had psychiatric symptoms or drug or alcohol problems? ] Yes [1No

Relative Symptoms/Problems Treatment Psychiatric E Psychiatric
Medications | Hospitalizations
14. Have any family members had problems with criminal offenses, been in jail/prison? [JYes [0 No
If yes, who, why?
15. FAMILY DATA
City Check (v') If living, If deceased How do/did you
Name Residence if living age age at, and Occupation get along
with you | year of death
Spouse / Partner
Children
| |
Father ! J .
Stepfather | |
Bl H e
Mother - !
Stepmother j ‘ : ! L
Siblings Step Sinings | o | S S .
i
— e
S — ; — e - —— e - —_—
Others in household {
bdali AR Mt RN L. U - S
! ,

PATIENT SIGNATURE N oty o Y




{

PATIENT HEALTH QUESTIONNAIRE (PHQ-9) Date:
NAME: MRN (Kaiser#):
Over the last 2 weeks, how often have you been 2 9 n g _;;—_"_ P 7_>.~ S
bothered by any of the following problems? s 3 © = -y s>
(Use “<2 “ to indicate your answer) 3 | a° S 8| z¢9
()
1. Little interest or pleasure in doing things. 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too 0 1 . o el
much SEsaes
4, Feeling tired or having little energy 0 1 2 :
5. Poor appetite or overeating 0 1 2 & &
6. Feeling bad about yourself — or that you are a 0 1 2 3
failure or have let yourself or your family down ' T
7. Trouble concentrating on things, such as reading 0 1 2 =3
the newspaper or watching television Ly
8. Moving or speaking slowly that other people 0 1 2 3
could have noticed. Or the opposite — being so S R L R
fidgety or restless that you have been moving s
around a lot more than usual AP
9. Thoughts that you would be better off dead, or of 0 1 2 3
hurting yourself in some way :
Add columns: + +
Total:
10. If you checked off any problem, how difficult have

these problems made it for you to do your work,
take care of things at home, or get along with
other people?

Not difficult at all
Somewhat difficult
Very difficult
Extremely difficult

PRIME-MD® is a trademark of Pfizer Inc.
Copyright © 1999 Prizer Inc. All rights reserved. Reproduced with permission

11.

Have you been thinking about a specific way to
physically harm yourself or of committing suicide
in the last two weeks?

No Yes
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Location:

CONFIDENTIALITY DISCLOSURE

IMPRINT AREA

KPNC’s Mental Health and Chemical Dependency Services: Your Right to Privacy

Kaiser Permanente’s Mental Health and Chemical Dependency (MH/CD) Program is strongly committed to protecting
your privacy. The Northern California Notice of Privacy provides general information about how your medical information
is used and protected. Federal and state law protects the confidentiality of chemical dependency records. Violation of
federal confidentiality laws related to chemical dependency programs is a crime. Suspected violations may be reported to
the appropriate authorities.

Except under limited circumstances (see examples below), Kaiser Permanente’s MH/CD program may not, without your
written permission, disclose information about your care to anyone outside of Kaiser Permanente. For your privacy,
psychotherapy records of your MH/CD visits are kept separate from your outpatient medical record. Regardless of the type
of visit, however, for your personal safety, your medication visits, the list of medications, laboratory resuits, a description of
medication resuits, and prognosis are included in your medical record, either on paper or electronically.

Coordination of Care
At Kaiser Permanente MH/CD services staff are considered one department, the Department of Psychiatry. Therefore, any
MH/CD information can be shared between Mental Health staff and Chemical Dependency staff within the department
without your written permission. However, the reguiations pertaining to disclosing information outside the Department of
Psychiatry are different for mental health patient information than for chemical dependency patient information.
Patients Receiving Only Mental Health Care: For mental health care, your permission is not required to coordinate your care
with other providers within Kaiser Permanente, such as your primary care physician. Mental Health diagnoses and appointment
dates are available to your other Kaiser Permanente treating providers on a need-to-know basis. However, ordinarily we
will discuss with you any necessary sharing of other mental health information. When we share information we only share
that information which, in our professional judgment, we believe is needed for appropriate medical care by that provider.
Patients Receiving Chemical ndency Care: For chemical dependency care (which would include mental health care
that is part of your chemical dependency care), your written authorization is normaily required before any information
about chemical dependency treatment can be disclosed to anyone outside the Department of Psychiatry. For your safety
and effective coordination of your health care, we strongly believe it is important for us to share information about your
chemical dependency treatment with your other Kaiser Permanente treating providers. In order for us to do that, you must
sign a written authorization to allow us to share your chemical dependency patient information with them.

Exceptions to Confidentiality Rules
Sometimes the law authorizes us to disclose information about you without your permission, such as disclosures:
* in medical and psychiatric emergencies in which the information is essential to an individual’s safety
* to warn potential victims of violent acts
* to qualified personnel for audit, program evaluation, or research; for example, patient surveys
« for reporting of suspected child abuse or neglect
* to report the commission of crimes on our premises or against our program personnel
* in response to court orders that comply with the standards for the type of record covered by the order
* in reports to the Department of Motor Vehicles due to fapses of consciousness as required by law

If at any time you have concerns about your privacy, you are encouraged to request clarification from your therapist or a
staff member.

Acknowledgment:

By signing your name in the space below, you acknowledge that you have read and understood this document.
(Note: If the person receiving care is a minor, then a parent or legal guardian acknowledges having read and understood this
document. Under certain circumstances, minors may consent to treatment themselves without parental permission.)

SIGNED: PATIENT'S CR REPRESENTATIVE'S DATED SIGNATURE DATE

PRINT NAME AND RELAT!ONSHIP TO PATIENT (If SIGNED BY AUTHORIZED REPRESENTATIVE OF THE PATIENT) DATE

02150-005 (REV. 5-07) FOR SPANISH USE -006 DISTRIBUTION: WHITE = PSYCHIATRY FILE « CANARY = PATIENT COPY
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CONSENT TO TREATMENT IMPRINT AREA

Consent to Treatment

Most people who participate in behavioral or mental health treatment benefit from it. Like most kinds
of health care, this kind of treatment requires a very active effort on your part if you are going to get
something out of it. In addition, there may be certain kinds of risks involved. For example, the therapy
process can be challenging and sometimes may involve experiencing some uncomfortable feelings, or
engaging in difficult interactions, or facing difficult aspects of your life. Nevertheless, most people find
the benefits outweigh any such risks. In fact, sometimes there can be more risks associated with

not participating in therapy.

If you see a physician as part of your care, he or she may prescribe medication for you. If so, you'll be
advised at that time of the benefits and any risks of the medications.

It is important that you participate in this treatment willingly. If you have any questions or concerns
about this document, about the services being provided to you, or about your treatment options, you
should definitely ask your therapist.

Acknowledgment

By signing your name in the space below, you are acknowledging that you have read and understood
this document and that you voluntarily agree to participate in this treatment. If the person receiving
care is a minor, a parent or legal guardian acknowledges baving read and understood this
document and voluntarily agrees to the minor’s participation in the treatment (except in
certain legally exempt situations).

WITNESS SIGNATURE T T T

e o e
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