
BEHAVIORAL HEALTH SERVICES 
INTAKE PACKET 

 

 

 
Instructions: Please fill in the blanks/check the boxes for each question. Do not leave anything blank.  
Client Information   Please answer all questions             

Full Legal Name: DOB:  Ht:  Wt:  

Preferred Name:  Sex: M    F    Other:______________________ 

Other Names:  Home Phone:  

Email:  Cell Phone:  

Physical Address (Include city, state, zip) :  

If Different, Mailing Address (Include city, state, zip):  

Primary Language:  Interpreter Required:   Yes  No 

FOR YOUTH ADMISSIONS, list legal guardian(s):  
(Note to staff: If legal custody of minor client is shared, or if the legal guardian is not a natural or adoptive parent, collect legal custody documents) 
 
Source of referral (who referred you here):  

Preferred method for receiving appointment reminders (select only one):  Text   Call 
Do you have internet access?   Yes  No 
Do you feel comfortable using the internet?   Yes  No 
Where can you access the internet?  Home   Work   Library   School   Phone 
Have you received mental health, substance use, or psychiatric services in the past? 
(Note to staff: If yes, ask if we can request records and have client complete ROI) 

  Yes  No 

Do you have an Advance Psychiatric Directive?         Yes  No    
(Note to staff: If yes, ask if we can have a copy of it for our records; if no (and an adult) ask if  they would like information about obtaining one ) 
Describe why you are 
seeking services:  

 
 

 

Emergency Contacts      Please list at least one emergency contact 
Name Phone Number(s) Relationship to Client 
   

   

Insurance Information   Please answer all questions                                                                                            No Insurance 
 Copy of Insurance Card(s)  

Primary Insurance Company 
 

Insurance Company Phone Number 

Subscriber ID number 
 

Group or Plan 

Subscriber Name 
 

Subscriber Social Security Number 
 

Subscriber Date of Birth Relationship to Recipient 
 

Secondary Insurance Company 
 

Insurance Company Phone Number 

Subscriber ID number 
 

Group or Plan 

Subscriber Name 
 

Subscriber Social Security Number 
 

Subscriber Date of Birth Relationship to Recipient 
 

Other Insurance: 
 

Admission Type (Staff Use Only):  First Admission  Re-Admission 



 

 

Tuberculosis, HIV/AIDS, Fetal Alcohol Spectrum Disorder, Hepatitis C  

Information Sheet 
 
HIV/AIDS: 

 AIDS (Acquired Immune Deficiency Syndrome) reduces the body’s ability to fight disease, eventually resulting in 
death from infections that the body cannot fight off. 

 HIV (Human Immunodeficiency Virus) is the virus causing AIDS. It destroys white blood cells, which guard the body 
from infection. 

 HIV is carried in blood, semen, and vaginal fluids. 

 The following behaviors put you at risk for HIV/AIDS: Sharing needles contaminated with HIV, having sex with an 
infected person, sex with multiple partners, and receiving contaminated blood. It can also be spread to a child 
through pregnancy and breast feeding, if the mother has HIV. 

 Alcohol and drug use put you at risk for getting AIDS through poor choices about sexual activity and needle use. 

 To avoid HIV, use latex or polyurethane condoms and do NOT engage in high-risk behaviors. 
 
Tuberculosis: 

 The State of Alaska is targeting tuberculosis (TB) screening of high-risk populations. For example, Alaska Natives, 
diabetics, and those taking immunosuppressive therapy. TB is a major public health concern in the State of Alaska. 

 Some symptoms suggesting TB are cough, fever, difficulty breathing, loss of appetite and fatigue. 

 Some people can have a positive skin test but have no clinical evidence of TB and are not infectious. This is called a 
latent tuberculosis infection (LTBI). Persons with LTBI are at greater risk of developing TB.  

 
Fetal Alcohol Spectrum Disorder: 

 Fetal Alcohol Spectrum Disorder (FASD) is a birth defect caused by the mother drinking during pregnancy. Prenatal 
alcohol exposure can result in a child affected by alcohol. 

 Alcohol use during pregnancy puts you at risk of having a child with Fetal Alcohol Spectrum Disorder (FASD). 

 Prenatal alcohol exposure may be the number one cause of developmental disability in the nation. 

 Children with FASD are smaller than normal in height, weight, and size of head, and they never catch up. Prenatal 
exposure to alcohol may result in serious learning and adjustment problems which are very difficult to correct. 
Parenting a child with FASD can be a very difficult, demanding, and exhausting experience. 

 FASD is completely preventable by not drinking alcohol during pregnancy. 

 Male partners of pregnant women have an important role in supporting the abstinence of the pregnant women.  
 

Hepatitis C: 

 Hepatitis C is most often passed from one person to another through infected blood. It can also be passed through 
sexual intercourse. 

 Serious health problems can develop over time as a result of Hepatitis C. These may include liver cancer or 
cirrhosis. 

 Be safe: don’t share needles, toothbrushes, or razors. Use safer sex practices: abstain, have one lifetime 
monogamous partner, or use a new latex condom every time you have sex. 
 

 
Optional: Please indicate below if you would like to receive a referral or testing for any of the following:  

☐ HIV/AIDS ☐ Tuberculosis ☐ FASD ☐ Hepatitis C 
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Physical Health 
Please check the boxes below if you have or have ever had the following:                                           
 

Treated  Untreated Treated Untreated 
Anemia or blood disorder ☐  ☐  High or low blood sugar ☐  ☐ 
Rheumatic or scarlet fever ☐  ☐  Head injury ☐  ☐ 
Shortness of breath, COPD, or 
Emphysema 

☐  ☐  If yes, when? 
 Blood in urine or stool ☐ ☐ 

Chest pains ☐  ☐  Frequent illness ☐  ☐ 
Fainting spells ☐  ☐  Heart trouble ☐  ☐ 
Kidney disease or bladder infection ☐  ☐  Glaucoma ☐  ☐ 
Liver disease-hepatitis or cirrhosis ☐  ☐  Frequent headaches ☐  ☐ 
Cancer ☐  ☐  HIV/AIDS ☐  ☐ 
Diabetes ☐  ☐  Other Sexually Transmitted Infection ☐  ☐ 
Tuberculosis  ☐  ☐  Epilepsy/Seizure Disorder ☐  ☐ 
Recent sleep difficulties ☐  ☐  Allergies (food, drug or other) ☐  ☐ 
Ulcers or pains in the stomach ☐  ☐  If yes, list: 
Numbness in any part of your body ☐  ☐   

 
Note to Staff: Any item “untreated” = Referral 

 
Current medications: prescription, Over the Counter (OTC), herbal                                      ☐No current medications 

Name & Strength/Quantity Times Taken Reason Taken 
Concerns about 
effectiveness? 

Complications or side 
effects 

   ☐ Yes   ☐ No  

   ☐ Yes   ☐ No  

   ☐ Yes   ☐ No  

   ☐ Yes   ☐ No  

Note to Staff: Concerns about effectiveness = Referral to prescribing physician 
 
How would you rank your overall Health? 
    ☐ Excellent    ☐ Very Good    ☐ Good     ☐ Fair     ☐ Poor     ☐ Unsure (Note to Staff: Poor or Unsure=Referral) 
 
1. Do you have a current physical illness other than withdrawal that will complicate 
treatment?                                                            (Note to Staff: Yes= Referral if untreated) 

☐Yes   ☐   No ☐Unknown

     If yes, please specify: 

2. Are you current on your immunizations? ☐Yes   ☐   No ☐Unknown

3. Any chronic medical conditions or accidents for which you have received treatment?    ☐ Yes   ☐ No
     If yes, please specify dates and conditions: 

4. Do you need have a visual or hearing impairment that would require accommodations? ☐ Visual  ☐ Hearing ☐ No

5. Do you need (or have you had) an evaluation for mobility difficulties? ☐ Yes   ☐ No

6. Are you pregnant?   ☐ Yes   ☐ No  ☐ Unknown  ☐ N/A 
     If yes, due date:   
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NUTRITION 
Please check the boxes below if you are experiencing the following: 

☐ Decrease in food intake due to poor appetite, digestive problems, chewing or swallowing problems 
     Details: 

☐ Dental pain or concerns 
     Details:  

☐ Concerning eating behaviors such as bingeing or inducing vomiting 
     Details: 

☐ Unintentional weight loss of >9 pounds in the past 3 months 

☐ Unintentional weight gain of >9 pounds in the past 3 months 

          Note to Staff: Any items marked= Referral 
 

PAIN 

 

Are you currently in pain?     Yes ☐  No ☐   

If yes… 

Where is the pain located?  

What is the frequency of the pain? ☐ Constant ☐ Intermittent (not constant; off and on) 

From the scale listed above, what is the severity of the pain?  

Are you actively receiving treatment for your pain?      Yes ☐  No ☐   

Do you feel that pain is impacting your quality of life? Yes ☐  No ☐   

          Note to Staff: Untreated pain that impacts quality of life = Referral 
 

Have you seen a medical provider within the past year?           ☐ Yes     ☐ No         (Note to Staff: No=Referral) 

Physician’s/Clinic’s Name: __________________________________________________ City_______________________  
 

1. Do you plan to take or think you need a new medication for psychiatric purposes? ☐  Yes   ☐  No 

2. Do you plan to take or think you need medication for Opioid Use Disorder treatment? 
(Note to Staff: Yes to 1 or 2 above = Referral) 

☐  Yes   ☐  No  
 

3. Are you currently or have you in the past engaged in injection drug use? ☐  Yes   ☐  No 

Current Use of Tobacco (Check one): 

☐ Cigarettes   ☐Cigars/Pipes   ☐Combination   ☐Elec. Cigarettes   ☐Smokeless Tobacco   ☐Other   ☐None  

(Note to staff: Any tobacco use = Referral to the Tobacco Quitline) 
 

Staff use only: Was client referred for services? 

Pain Assessment Nutrition Assessment Dental Medical Tobacco Quit Line 

☐ Yes ☐ No ☐ Declined ☐ Yes ☐ No ☐ Declined ☐ Yes ☐ No ☐ Declined ☐ Yes ☐ No ☐ Declined ☐ Yes ☐ No ☐ Declined 

Notes:  
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BEHAVIORAL HEALTH SERVICES 

ATTENDANCE PROCEDURE 
 

²ŜƭŎƻƳŜ ǘƻ {9!wI/ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘΦ  ²Ŝ ŀǊŜ ǇǊƻǳŘ ǘƻ ǇŀǊǘƴŜǊ ǿƛǘƘ ȅƻǳ ŀƴŘ ŀǎǎƛǎǘ ȅƻǳ ƛƴ ŀŎƘƛŜǾƛƴƎ ǘƘŜ ōŜǎǘ 
ǇƻǎǎƛōƭŜ ƻǳǘŎƻƳŜǎ ŦƻǊ ȅƻǳǊ ǇŜǊǎƻƴŀƭ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭπōŜƛƴƎΦ    
 
{9!wI/ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ Ƙŀǎ ŀ ƘƛƎƘ ŘŜƳŀƴŘ ƻŦ ǊŜǉǳŜǎǘǎ ŦƻǊ ŎƭƛŜƴǘǎ ǿƘƻ ŀǊŜ ƛƴ ƴŜŜŘ ŀƴŘ ǿŀƛǘƛƴƎ ǘƻ ǊŜŎŜƛǾŜ 
ǎŜǊǾƛŎŜǎΦ  ²Ŝ ōŜƭƛŜǾŜ ŜǾŜǊȅƻƴŜ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ǊŜŎŜƛǾŜ ǎŜǊǾƛŎŜǎ ƛƴ ŀ ǘƛƳŜƭȅ ŦŀǎƘƛƻƴ ǘƘǳǎ ǿŜ ƘŀǾŜ ŀ ŎǳǊǊŜƴǘ 
ŀǘǘŜƴŘŀƴŎŜκƴƻ ǎƘƻǿ ǇǊƻǘƻŎƻƭ ǘƻ ǘǊȅ ǘƻ ƳŀƪŜ ƻǳǊ ǎŜǊǾƛŎŜǎ ŀŎŎŜǎǎƛōƭŜΦ  
 
мΦ�� tƭŜŀǎŜ ǇǊƻǾƛŘŜ нпπƘƻǳǊ ƴƻǘƛŎŜ ƛŦ ȅƻǳ Ǉƭŀƴ ǘƻ Ƴƛǎǎ ŀƴ ŀǇǇƻƛƴǘƳŜƴǘΦ  !ƴ ŀǇǇƻƛƴǘƳŜƴǘ ƛǎ ŀƭǎƻ ŎƻƴǎƛŘŜǊŜŘ ƳƛǎǎŜŘ 
ƛŦ ȅƻǳ ŀǊŜ ƳƻǊŜ ǘƘŀƴ мр ƳƛƴǳǘŜǎ ƭŀǘŜ ǿƛǘƘƻǳǘ ƴƻǘƛŦȅƛƴƎ ǘƘŜ ŎƭƛƴƛŎΦ 
�t�]�š�Z���]�v�‰�µ�š���(�Œ�}�u���Ç�}�µ�Œ�����o�]�v�]���]���v�W��

�”�� ���(�š���Œ���î�����}���µ�u���v�š�������u�]�•�•���������‰�‰�}�]�v�š�u���v�š�•���Á�]�š�Z�]�v���õ�ì�������Ç�•�U���Ç�}�µ�Œ���•�š���š�µ�•�������v�����������Z���v�P�������š�}���^�•���u���r�����Ç��
�}�v�o�Ç�_��

�”�� ���(�š���Œ���î�����}���µ�u���v�š�������•�µ�������•�•�(�µ�o�����(�(�}�Œ�š�•���š�}�����}�u���U���Ç�}�µ�Œ���^�•���u���r�����Ç���}�v�o�Ç�_���•�š���š�µ�•���Á�]�o�o���������Œ���u�}�À��������
��

нΦ�� ¢ƘŜ Lƴƛǘƛŀƭ !ǎǎŜǎǎƳŜƴǘ ŀǇǇƻƛƴǘƳŜƴǘ ƛǎ ŀ ǊŜǉǳƛǊŜŘ ŀǇǇƻƛƴǘƳŜƴǘ ǘƻ ōŜƎƛƴ ǎŜǊǾƛŎŜǎΦ  /ŀƭƭƛƴƎ ǘƻ ŎŀƴŎŜƭ ƛǎ ŜǎǎŜƴǘƛŀƭ 
ǘƻ ƪŜŜǇƛƴƎ ȅƻǳǊ ŎŀǎŜ ƻǇŜƴΦ  ²ƘŜƴ ǘƘŜ Lƴƛǘƛŀƭ !ǎǎŜǎǎƳŜƴǘ ŀǇǇƻƛƴǘƳŜƴǘ ƛǎ ƳƛǎǎŜŘ ƛǘ Ŏŀƴ ōŜ ǊŜǎŎƘŜŘǳƭŜŘ ǿƛǘƘ 
ŀŘǾŀƴŎŜŘ ƴƻǘƛŎŜΦ 

�”�� н ƳƛǎǎŜŘ Lƴƛǘƛŀƭ !ǎǎŜǎǎƳŜƴǘ ŀǇǇƻƛƴǘƳŜƴǘǎ ǿƛƭƭ ǊŜǎǳƭǘ ƛƴ ȅƻǳǊ ǊŜŦŜǊǊŀƭ ōŜƛƴƎ ŎƭƻǎŜŘ ŀƴŘ ȅƻǳ ǿƛƭƭ ōŜ 
ǊŜǉǳƛǊŜŘ ǘƻ ǊŜπǎǘŀǊǘ ǘƘŜ ǊŜŦŜǊǊŀƭ ǇǊƻŎŜǎǎΦ  

 
оΦ�� !ƭŎƻƘƻƭ {ŀŦŜǘȅ !Ŏǘƛƻƴ tǊƻƎǊŀƳ ό!{!tύ ƻǊ ŎƻǳǊǘ ǊŜŦŜǊǊŜŘ ŎƭƛŜƴǘǎ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ƴƻƴπŎƻƳǇƭƛŀƴǘ ƛŦ ǘƘŜȅ Ƴƛǎǎ 
ŀǇǇƻƛƴǘƳŜƴǘǎΣ ǘƘƛǎ Ŏŀƴ ǊŜǎǳƭǘ ƛƴ ŀ ƭŜǘǘŜǊ ƻŦ ƴƻƴπŎƻƳǇƭƛŀƴŎŜ ōŜƛƴƎ ƛǎǎǳŜŘ ǘƻ ǘƘŜ ŎƻǳǊǘ ƻǊ !{!tΦ 
 

пΦ�� ! ƭŜǘǘŜǊ ǿƛƭƭ ōŜ ǎŜƴǘ ǘƻ ŎƭƛŜƴǘǎ ǇǊƛƻǊ ǘƻ ǘƘŜƛǊ ŎŀǎŜ ōŜƛƴƎ ŎƭƻǎŜŘ ŘǳŜ ǘƻ ƴƻπǎƘƻǿǎΦ /ƭƛŜƴǘǎ ǿƘƻ ƘŀǾŜ ƴƻǘ ǎŜŜƴ ǘƘŜƛǊ 
ǇǊƻǾƛŘŜǊ ŦƻǊ фл Řŀȅǎ ǿƛƭƭ ƘŀǾŜ ǘƘŜƛǊ ŎŀǎŜ ŎƭƻǎŜŘΦ 

 
рΦ�� aŜŘƛŎŀǘƛƻƴ ǇǊŜǎŎǊƛǇǘƛƻƴǎ ŀƴŘ ǊŜŦƛƭƭǎ Ƴŀȅ ƴƻǘ ōŜ ŎƻƴǘƛƴǳŜŘ ƛŦ ȅƻǳ Řƻ ƴƻǘ ƪŜŜǇ ȅƻǳǊ ǎŎƘŜŘǳƭŜŘ ƳŜŘƛŎŀǘƛƻƴ 
ŀǇǇƻƛƴǘƳŜƴǘǎΦ wŜƎǳƭŀǊ ƳŜŘƛŎŀƭ ǊŜǾƛŜǿ ƛǎ ǊŜǉǳƛǊŜŘ ǘƻ ǇǊƻǾƛŘŜ ƻƴƎƻƛƴƎ ƳŜŘƛŎŀǘƛƻƴΦ  LŦ ȅƻǳ ōŜŎƻƳŜ ƛƴŜƭƛƎƛōƭŜ ŦƻǊ 
ƻƴƎƻƛƴƎ ƳŜŘƛŎŀǘƛƻƴǎ ŘǳŜ ǘƻ ƭŀŎƪ ƻŦ ǊŜǾƛŜǿ ǿƛǘƘ ǘƘŜ ǇǊŜǎŎǊƛōŜǊΣ ǿŜ ǿƛƭƭ ƴƻǘƛŦȅ ȅƻǳ ōȅ ǇƘƻƴŜ ƻǊ ǿǊƛǘƛƴƎΦ  ¢ƘŜ 
ŘŀǘŜ ƻŦ ȅƻǳǊ ƭŀǎǘ ŀŎŎŜǎǎ ǘƻ ƳŜŘƛŎŀǘƛƻƴ ǿƛƭƭ ōŜ ƎƛǾŜƴ ǎƻ ǘƘŀǘ ȅƻǳ Ŏŀƴ ƳŀƪŜ ƻǘƘŜǊ ŀǊǊŀƴƎŜƳŜƴǘǎ ƛŦ ȅƻǳ ŎƘƻƻǎŜΦ 

�”�� LŦ ȅƻǳ Ƴƛǎǎ ǘǿƻ ŎƻƴǎŜŎǳǘƛǾŜ ŀǇǇƻƛƴǘƳŜƴǘǎ ȅƻǳǊ ǇǊŜǎŎǊƛǇǘƛƻƴǎ ǿƛƭƭ ƻƴƭȅ ōŜ ŜȄǘŜƴŘŜŘ ǘƻ ǘƘŜ ƴŜȄǘ 
ǎŎƘŜŘǳƭŜŘ ŀǇǇƻƛƴǘƳŜƴǘΦ  LŦ ǘƘŀǘ ŀǇǇƻƛƴǘƳŜƴǘ ƛǎ ƴƻǘ ƪŜǇǘΣ ȅƻǳ ǿƛƭƭ ƴŜŜŘ ǘƻ ƳŀƪŜ ŀƴŘ ƪŜŜǇ ŀƴ 
ŀǇǇƻƛƴǘƳŜƴǘ ǿƛǘƘ ǳǎ ōŜŦƻǊŜ ƳŜŘƛŎŀǘƛƻƴ Ŏŀƴ ōŜ ǊŜǎǘŀǊǘŜŘ ōȅ ǳǎ 

 
.ȅ ǎƛƎƴƛƴƎ ǘƘƛǎ ǇǊƻŎŜŘǳǊŜΣ L ŀŎƪƴƻǿƭŜŘƎŜ ǘƘŀǘ L ǳƴŘŜǊǎǘŀƴŘ ŀƴŘ ǿƛƭƭ ŎƻƳǇƭȅ ǿƛǘƘ ǘƘŜ ŀǘǘŜƴŘŀƴŎŜ ǇǊƻǘƻŎƻƭ ǘƻ ŜƴǎǳǊŜ 
ǘƘŀǘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ŀōƻǳǘ Ƴȅ ŎŀǊŜΣ ǎŎƘŜŘǳƭŜǎΣ ŀƴŘ ƴŜŜŘǎ ŦƻǊ ǎŜǊǾƛŎŜǎ ŀǊŜ ŎƭŜŀǊΦ 
 
 
ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ  ψψψψψψψψψψψψψψψψψψψψψψψψ 

tǊƛƴǘŜŘ bŀƳŜ ƻŦ /ƭƛŜƴǘ     /ƭƛŜƴǘ 5h. 
 
 
ψψψψψψψ__________________________________ψψψψψψψψψ   

{ƛƎƴŜŘ ōȅ ǊŜǎǇƻƴǎƛōƭŜ ǇŀǊǘȅ ό/ƭƛŜƴǘΣ tŀǊŜƴǘΣ DǳŀǊŘƛŀƴύ 
��
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