


MULTICULTURAL COUNSELING & COUNSELING CENTER, LLC
5010 Sunnyside Avenue #201
Beltsville, MD  20705
(301) 474-0060 (Office)	(301) 474-0068 (Fax)
INTAKE for Child/Adolescent Bio-Psychosocial


Client Name/Nombre del Cliente: ____________________ Date/Fecha: __________________

Case Number/Número del Caso:______ DOB/Fecha de Nacimiento: _________Age/Edad: ____

Address/Dirección:__________________________________________________________________________________________________________________________________________________________________________________________________________________________

Home Phone/Teléfono de casa:_______________  Cell Phone/Teléfono celular_______________

Primary reason(s) for seeking services/Razón principal(s) para servicios:
	    	 Anger management/Manejo de la ira   ____Anxiety/Ansieda            ____Coping/Afrontamiento
____ Depression/Depresión                                         Eating disorder/Trastorno de la alimentación   
	     Mental confusion/Confusión mental          ____ Fear/phobias/Miedo/fobias	
	     Sexual concerns/Preocupaciones sexuales ____ Addictive behaviors/Conductas adictivas 	
         Sleeping problems/Problemas para dormir          Alcohol/drugs/Alcohol/drogas
Other mental health concerns (specify)/Otras preocupaciones de salud mental (especificar): ____________________________________________________________________________

Name of therapist completing intake/Nombre de Terapeuta: ______________________________

Informant(s)-Parent(s)/Guardian(s)/Padres/Guardiáns:  _________________________
______________________________________________________________________

School/Escuela:  _________________________________________________________

Grade/Grado:   _____________ Teacher/Profesor(a):  ___________________________

Disposition of case/Disposición de caso:   
0 Group/Grupo              1 Individual         2 Family Therapy/Terapia Familiar      3 Other/Otro______

Referrals made for client (include purpose of referral, to whom the referral is made)/Referencias hechas para el cliente:







MULTICULTURAL COUNSELING & CONSULTING CENTER, LLC
5010 Sunnyside Avenue Suite 201, Beltsville, MD 20705
(301) 474-0060 (Phone)  |  (301) 474-0068 (Fax)

Consent for Treatment of a Minor

I, _______________________________, give Multicultural Counseling & Consulting Center 
		Parent/guardian
and __________________________________________________________________________
Therapist
permission to provide treatment for _________________________________________________
								Minor

Confidentiality Statement

I, _________________ and ___________________ understand limits to confidentiality and have
parent 				minor
been provided with a copy of this statement.

For the Parent/Guardian: The right to confidentiality is maintained with two exceptions:

1. The professional has reason to believe that you will harm yourself.

2. The professional has reason to believe that you will harm others, including your child.


For the Child: The right to confidentiality is maintained with three exceptions:

1. The professional has reason to believe that you will harm yourself.

2. The professional has reason to believe that you will harm others.


3. The professional has reason to believe that someone or something is harming you including your parents.

Additional Disclosures at the Parent’s Request:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

_________________________ ____________________________ ________________________
MCCC Staff				Parent/Guardian 				Date
______________________________________________________________________________
Child
PRIVACY NOTICE ACKNOWLEDGEMENT

As a client of Multicultural Counseling & Consulting Center, LLC, I acknowledge that I have been given the Privacy Notice required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) that prescribes legal duties and privacy practices to protect the privacy of my individually identifiable health information, by Multicultural Counseling & Consulting Center, LLC.

Client Name or Guardian _________________________________________________


Client Signature _________________________________ Date ___________________


































[bookmark: _GoBack]
Our Agreement

I, the client / guardian, have read, or have had read to me, and fully understand my rights / responsibilities detailed in this document.  My signature below indicates that I have discussed those points I did not understand and have had my questions, if any, fully answered. 

It is also my understanding that any of the points mentioned above can be discussed and may be open to change.  If at any time during the treatment I have questions about any of the subjects discussed in this document, I can talk with this therapist about them and she will do her best to answer them.

I agree to abide by and act in accordance with the points covered in this document.  I understand that by signing this agreement, I am acknowledging the circumstances under which _______________________________________________ is legally obligated to waive confidentiality.

I understand that after therapy begins I have the right to withdraw my consent to therapy at any time, for any reason.  However, I will make every effort to discuss my concerns about my progress with you before ending therapy with you.  

I hereby agree to enter into therapy with ____________________________ (or to have the client enter therapy) and to cooperate fully and to the best of my ability, as shown by my signature below. I understand that no specific promises have been made to me by this therapist about the results of treatment, the effectiveness of the procedures used by this therapist, or the number of sessions necessary for therapy to be effective.  

>__________________________________________________________________
        		  Signature of client 						  Date



>_______________________________________________
		Printed name of client



>__________________________________________________________________
 Signature of person authorized to make medical decisions			  Date

> Relationship to client:
			___Self   ___Parent   ___Legal Guardian

			___Health care custodial parent of a minor (less than 14 years of   age)



Revised 5/13 MF
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