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                                                                       Initial Intake Packet
Welcome to the Child Psychiatry Outpatient Clinic
We provide behavioral health services for young people ages 5-18, including primarily initial evaluations, medication management and follow up care, and guidance for parents/caregivers. We practice with the whole child in mind and prioritize collaboration with parents/caregivers and schools.
Our treatment model is one of Assessment, Collaboration, Stabilization, and Transfer.  As your child’s symptoms improve, we will partner closely with you and your child’s primary care provider to establish the most appropriate on-going care plan for your child. 
For the Initial Intake:
1. You will need to obtain proxy access to your child’s Patient Gateway account. 
2. The New Patient Information Packet includes a history form and a consent to treatment form. These forms must be completed and signed prior to scheduling the initial visit with your child; we are not able to schedule your child’s appointment until these forms are completed in full and returned.
3. Our intake assessment process includes an interview with you and your child. As part of this assessment, parents will meet with a member of our parent guidance team via tele-health.  Our parent guidance experts will review the services that are available for parents in our clinic and help your family think through which of these services would most benefit your family.  This visit is an important part of our intake assessment process and is required for your child to receive ongoing care.

For Ongoing Care:

1. If your child is seen for follow up care, the frequency of appointments will be based on your child’s diagnosis and stage of treatment.
2. Our services include both in-person and telehealth appointments; we require at least one in-person visit every 12 months. 
3. Some form of parent/caregiver support is offered (and highly recommended) for all caregivers of patients seen in our clinic because this kind of wrap-around care is often most effective for the children in our care. 
4. All clinical communications, including with your child’s provider, will be via the Patient Gateway portal. This includes scheduling/rescheduling appointments, refill requests, and any clinical concerns. Your provider will review how to contact them via pager in case of an emergency. 
5. We ask that any appointment cancellations or rescheduling occur at least 24 hrs prior.
6. All medication refills require a follow-up visit scheduled prior to being processed.
7. We expect a commitment to meeting scheduled appointments. If your child misses more than two scheduled appointments within a six-month period, your child’s clinician and the Director of our clinic will discuss with you whether your child’s care can safely continue in our clinic.
8. [bookmark: _Int_EVllJ28E]When your child turns 19 or graduates from high school their care will be transferred to an appropriate provider such as a primary care provider or a psychiatrist who treats adult patients.

Please initial here that you have reviewed these clinic policies. ________

Initial Intake Form

** Please initial here that you have communicated with one of our Intake Coordinators, Susan Maxwell LICSW and Aimee Lataille, LICSW.  __________

** PLEASE FILL OUT THESE FORMS THOROUGHLY AND COMPLETELY.  We value your input and make our treatment recommendations based on the information provided here.


Child’s Name: _________________________________________
Child’s DOB: ___________	Age: ____Gender:   M__   F__   Non-Binary ___   Transgender ___ Other ___
Ethnic Origin: ____________________________ Language Spoken at home: __________________________
Medical Insurance: ________________________
Please describe the reason you are seeking treatment for your child (including when this problem began and any potential contributing stressors): 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Referral source: _______________________________ Name of PCP: ________________________________
Have you spoken with your pediatrician about your concerns? _______________________________________
***Please sign a release of information (the last page of this packet) for our clinic to communicate with the PCP 

PARENT/GUARDIAN INFORMATION
Parent/Guardian1:   Name: __________________________________________________________________
Home Phone: _____________________________ Cell Phone: ______________________________________ 
Email: ___________________________________ Occupation: ____________________________________  
Home address: _____________________________________________________________________________
Parent/Guardian 2: Name: ___________________________________________________________________
Home Phone: _____________________________ Cell Phone: ______________________________________ 
Email: ___________________________________ Occupation: ____________________________________  
Home address (If different): __________________________________________________________________
Child is presently living with:  (please specify relationship with all household members (biological, adoptive, foster, step, grandparent etc.)__________________________________________________________________ _________________________________________________________________________________________

Parents’ marital status: Married _____	Divorced _____ 	Separated ______ 	Never married _____
Custody arrangement:  Legal custody___________________ 	   Physical custody____________________
Has there been any family involvement with other agencies, now or in the past? 
DCF____ DYS ____ DMH ____ CYMS ____ DDS _____ None______

SIBLINGS:  
Name				Age			Medical, Emotional, Social or School Problems
1. ___________________________________________________________________________________
2. ___________________________________________________________________________________
3. ___________________________________________________________________________________
4. ___________________________________________________________________________________

CHILD’S TEMPERAMENT
Please describe any concerns about your child during infancy and toddlerhood in the following areas:
1. Activity Level-How active has your child been from an early age? _________________________________
2. Distractibility-How well did your child pay attention? __________________________________________
3. Adaptability- How well did your child deal with transition and change? ____________________________ 
4. Intensity-Whether happy or unhappy, how intensely did your child express feelings? __________________ 
_______________________________________________________________________________________
5. Mood-What was your child’s usual mood? ___________________________________________________ 

PREGNANCY/DEVELOPMENTAL MILESTONES
Describe any problems during pregnancy: _______________________________________________________
Smoking during pregnancy? _________________ Alcohol consumption during pregnancy? _______________
Any delays in walking or talking? _____________________________________________________________
Any early intervention services? Yes ___ No ___ If yes, please describe what type of service(s): ____________
_________________________________________________________________________________________
Any other concerns about your child’s development? ______________________________________________
________________________________________________________________________________________


SCHOOL HISTORY and SOCIAL DEVELOPMENT
Child’s School: ____________________________________________________________   Grade: ________ 
IEP or 504 plan or other special accommodations (if any): __________________________________________

Describe any academic and/or behavioral school problems: _________________________________________
____________________________________________________________________________________												
Has your child ever repeated a grade at school? Yes ___ No ___	Grade repeated: ______________________
Does your child seek friendships with peers? _____________________________________________________
Is your child sought by peers for friendships? ____________________________________________________
Describe any concerns about how your child relates to others? _______________________________________
__________________________________________________________________________________________


What are your child’s strengths? _______________________________________________________________
__________________________________________________________________________________________
What are your child’s hobbies and interests?______________________________________________________ __________________________________________________________________________________________
What does your child dislike doing? ____________________________________________________________
What kinds of things make your child feel happy? _________________________________________________
What helps your child feel calm? ______________________________________________________________
How does your child handle setbacks? __________________________________________________________

HEALTH and HABITS
Does your child have any sleep difficulties (now or in the past)? Yes ___ No ___  
If yes, please describe: _______________________________________________________________________
Avg #hours sleep on weeknights? _______________________ weekends? _____________________________
Have you noticed any change in your child’s energy level in the past 3 months? If yes, please describe________ __________________________________________________________________________________________
How is your child’s appetite? _________________________________________________________________
Has your child lost or gained a significant amount of weight in the past 6 months? Yes ___ No ___
Any concerning behaviors related to food? Yes ___ No ___ 	
If yes, please describe: ____________________________________________________________________  
Any purging or laxative use?  Yes___ No____

Does your child have any challenges with age-appropriate hygiene tasks? Yes ____ No ____ If yes, please describe: ________________________________________________________________________________
Any concerns related to toileting currently or in the past? (e.g., bed-wetting, accidents) _________________________________________________________________________________________

Are you concerned about the amount of time your child spends on any of the following?
Video games: _____ Social-Media: _______   TV/Movies: _______ Other: _____________________
Are there household rules regarding screen use? If yes, please describe ________________________________ _________________________________________________________________________________________

MEDICAL HISTORY
Does your child have any medical problems? _____________________________________________________ __________________________________________________________________________________________
Any Allergies to Medications? ________________________________________________________________

History of seizures? Yes ___ No ___ If yes, please give details. ______________________________________
__________________________________________________________________________________________
Has your child ever had a head injury? If yes, please give details and date of injury.
__________________________________________________________________________________________  
First menstrual period _____________   Most Recent Period: _____________
Are there any difficulties related to menstruation? __________________________________________

PSYCHIATRIC HISTORY 
Has your child ever been in therapy? Yes ___ No ___ 	Currently in therapy? Yes _____ No ______  
For what reason? ___________________________________________________________________________
Therapist’s name: _________________________________	Phone number:_____________________________
Has your child ever taken psychiatric medicine?  Yes ____ No____
Current Medications (including dose): __________________________________________________________
_________________________________________________________________________________________


Prescribing Doctor’s name:  _______________________________ Phone: ___________________________
Please list any previous medications your child has been prescribed along with benefits/side effects:
____________________________________________________________________________________________________________________________________________________________________________________
If you have a current prescriber other than your pediatrician, why are you looking for a new provider? __________________________________________________________________________________________
Has your child ever been in a treatment program (inpatient, CBAT, Day Program) for psychiatric reasons? 
If yes, where, when, and why__________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________
Has your child struggled with any of the following?
__ADHD __Anxiety __Body Image disturbance __Chronic pain __Depression __Domestic Violence 
__ Drug/Alcohol use __Family Conflict __Grief/Loss __Hallucinations __Legal Matters __Manic Episodes __Obsessions/Compulsions __Panic attacks __Phobias/fears __Separation Anxiety __School Refusal 

Is there any history of physical or sexual abuse? Yes ___ No ___ If so, when and what was the nature of the abuse? ___________________________________________________________________________________
Has your family suffered any major losses or trauma? 	Yes ___ No ___
If so, please describe: _______________________________________________________________________
Has your child had neuropsychological or educational testing? Yes ___ No ___
If yes, who did the testing and when was it done? _________________________________________________
Did testing result in a diagnosis? ______________________________________________________________

If neuropsychological testing has been done, please send the report through Patient Gateway prior to your first appointment. 

Has your child ever talked about feeling suicidal? Yes ___ No ___   If yes, when? _______________________ 
Has your child ever attempted suicide? Yes ___ No ___ If yes, when? _________________________________
Has your child ever engaged in self-harm (cutting, burning, picking)?  Yes ___ No ___ If so, please describe: __________________________________________________________________________________________ 
Has your child had a history of violent or aggressive behavior? Yes ___ No ___
If yes, please describe (verbal, physical, against objects or people). __________________________________________________________________________________________
Are there any firearms in your household? Yes ___No___
Are you concerned that your child may drink alcohol or use recreational drugs? Yes ___ No ___
If yes, please answer the questions below.
1. How many drinks per week? ___________ Any binge drinking? ____________________________
1. Use cannabis, marijuana, or hashish? Yes ____ No____ Not Sure _____ How often? ______________ 
1. Use any other recreational drugs or pills? _______________________________________________ 
1. Does your child smoke cigarettes or vape nicotine? Yes ___ No ____ Not Sure _____

Family Psychiatric History
Has anyone, on either side of the family, suffered from symptoms of: 
				Parent/Guardian 1 Side	Parent/Guardian 2 Side
Depression			_______			________
Anxiety			_______			________
Psychosis			_______			________
Schizophrenia			_______			________
Bipolar Disorder		_______			________
Alcohol abuse			_______			________
Drug abuse			_______			________
ADHD				_______			________
Learning problems		_______			________
Eating Disorder		_______			________
Autism				_______			________

Has either parent/guardian received any of the following treatment?				
Medication for any of
the conditions listed above	_______			________

Couples Therapy		_______			________
Individual Therapy		_______			________
Family Therapy		_______			________




Questions for Parents
What areas do you and your partner/co-parent identify as strengths in your parenting? ____________________
__________________________________________________________________________________________
What areas do you and your co-parent identify as areas that need improvement? _________________________
__________________________________________________________________________________________
If parenting and/or co-parenting were to feel better, what would be different? ___________________________
__________________________________________________________________________________________
What are your primary goals for your child’s treatment? ____________________________________________
__________________________________________________________________________________________
Please name two to three changes in your child that you would like to observe as a result of treatment. _________________________________________________________________________________________________________________________________________________________________________________
Supporting parents and caregivers is essential to our mission. Though we are experts in child development, mental health, and psychiatric treatment, you are the expert on your child. So that we can better understand how to best support you and your child, please check the 3 most relevant areas of concern: 
 
· Improving communication with your child
· Improving communication with your co-parent
· Decreasing conflict with your child
· Decreasing conflict between your co-parent and your child
· Decreasing conflict with your co-parent
· Decreasing parental anxiety 
· Setting effective limits and expectations 
· Working on establishing healthy habits with my child (sleep, screens, hygiene, eating, exercise)
· Increasing parental self-care and support
· Other___________________________________________________________________________


Our intake assessment process includes an interview with you and your child and a separate two-session parent/caregiver psychoeducation program with a parent/caregiver guidance clinician.  

** Please initial here that you agree to participate in all parts of this assessment.  _______

This form was completed by: _________________________________      Date:  __________________
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Release of Information
121 Inner Belt Road, Room 240
‘Somenvile, MA 021434453

AUTHORIZATION FOR RELEASE OF PROTECTED Phone: (617) 726-2361
ORPRIVILEGED HEALTH INFORMATION Fax: (617) 726-3661
For copis o radiology mages or fifms,

Please printal information clearly in order to process your request in a timely manner. contact(17) 243-6071 / Fax (617) 243-6302
‘A PATIENT INFORMATION

PATIENT NAME: DATE OF BIRTH:

MEDICAL RECORD #

ADDRESS: STREET: APT. 5
ey, STATE: 71P coDE:

PREFERREDPHONE#: ().

. PERMISSION TO SHARE: | give my permission 1o share my protected health information. Enter where you would
like Mass General Brigham 1o send your information to:

'RECORDS FROM:

PURPOSE: (check the appropriate bor)

Name of Site Location: 8 Medcalcare:
Practice Name: 0 Legal

O Personal
| O sl
ProviderNeme: Other (please specify)

Gopying fees may soly

'SEND RECORDS TO: (<.g. to whom you would ik the information sent):
1 Check here i therecords are o be mailed tothe patent at the above address (secion A), therwise complets the informaton

SEND BY:
Meme | "D Msss GeneralBrigham Patient Gatewsy (f
available)
O Secure Email
Emai Adcress:
O Fax (provide fax namber)
Telephone Number:
<! —————— | o Pepercopyviamai

C._INFORMATION TO BE RELEASED (Please check all that apply, and MUST specify dates):

D Dsta(e) of Medical Racord Abstract (59, Fiston & D Date(s) o Pathology Reports
Physical Operative Report. Consuits, Test Reports. O Dste(s) of Radiston Reports
Discharge Summany) . Date(s) of Radiclogy Reports’

D Date(s) of Clini Vist s, D Dstals) of Photographs.

5 Date(s) of Disharge Summary O Dste(s) of iling Records.

D Date(s) of Lab Reports O Other (please specify below and o G

5 Date(s) of Operative Reports

Pageiar2 HIM ROl Authorizaton MaB000E7 (11/2)
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'AUTHORIZATION FOR RELEASE OF PROTECTED
ORPRIVILEGED HEALTH INFORMATION

[5-Plesse check VES to ndicate ¥ you give permission to elease the following information ¥ presentin your record:

[0 Yes MV testresuts Patient authorization require for each release request)
‘Specify dates

[ Yes  Genetic Screening testresuhts
Specify type of test,

[ Yes  Substance Use Disorder Treatment Records Protecied by Federal Confidentialty Rules 42 CFR Part 2
(Federal rules prohiit any furthr disclosure of this information unless further isclosureis:
‘expressly permitied by wiiten consent of the person to whom f pertains o as Gtherwise:
permited by 42 CFR Part 2) This consent may be fevoked upon ofal or wrtienrequest.

[ Yes  Detail of Mental ealih Diagnosis andjor Treatment provided by & Psychiatist, Psychalogit, Mental Health
Ciinical Nurse Specialist,or Licensed Mental Heafth Clnician (LMHC) (I understand that my
permissionmay not be required o release my mental heaith records for payment purposes)

O Yes  Confidential Communicationswitha Licensed Social Worker

[ Yes  Details of Domestic Violence Intimate Partner Abuse Counseling
[ Yes  Details of Sexual Assautt Counseling

[E_Tunderstand and agree that:

- Mass General Brigham cannot control how the recipient uses of shares the information, and thatlaws protecting
its confidentiality 2t Mass General Brigham may or may not protectthisinformation once it has been released to
the recipient

~ This authorization s voluntary

My nieatment, payment, health plan enrollment, or eligibilty for benefis will ot b affected f1 do not sign this:
form

+ 1may cancel this authorization at any time by submiting a writien request to the Department or Office where |
originally submitted it except:
©  ifMass General Brigham has already processed the request (for example, once information is released, it
willnot be retreved)
o ifi signed this authorization as a condition of obtaining insurance. Other aws may provide the insurer with
a right o contest a claim under the policy o the policy tself
- This authorization willautomaticallyexpire 6 months from the date signed unless otherwise specified:
* 1 understand that if Mass General Brigham maintains any of my records from outside providers, these willnot be-

released unless | specifically ask for them under “Other” i section C. please include entity name, provider and
specific dates if known,
My questions about this autharization form have been answered
= Patient's Signature: = Date:
= Print Name:

‘Wnen patientis & minor, o s RO Competent 10 Give consent, he Signature of a parent, guardian, o ther legal
representative i required.

Signature of Legal Representative: Date:,
Print Name: Relationship of representative to patient:
For memsl Use Ony
Informaton Rlessed Reviewed . ose
Pokedupby Pickup dentifcaton: D Lcense O StelD O Passport D Othe Photo D
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