
Intake Packet Child 11-
17



Please click on initials area and add another signature (initials) and proceed





Childs Name       Age                       Birthday 

 

Current Concerns: 

Please indicate Yes or No, check boxes 

 

1. Does your child have any of the following problems, more than other children of the 

same age? 

 
Make careless mistake, and show poor attention to detail? 

Have a poor attention span? 

Have problems with being spacey and not listening when being spoken to? 

Not complete assigned tasks and does not follow through on instructions even if capable and 

motivated 

Have problems organizing his / her work or activities? 

Show dislike, avoid, or refuse tasks that require concentration? 

Lose things that he / she needs? 

Have problems being easily distracted? 

Have problems being forgetful? 

Fidget or squirm while seated? 

Leaves seat when remaining seated is expected? 

Runs or climbs inappropriately or, if he / she is a teenager, feels restless? 

Have problems doing things quietly or doing quiet things? 

Seems to be always on the go, or like he / she is driven by a motor? 

Talks all the time? 

Calls out answers before the question is finished? 

Have problems taking turns or waiting in line? 

Interrupt or intrude on others? 

 

When did these symptoms first appear  

Do these problems come and go, or are they mostly the same from one day to the next? 

Are these problems getting better or worse? 

Occurs only at home      Only at School       Or everywhere 

 

2. Does your child regularly behave in the following ways? 
 

Annoyed easily by others, touchy? 

Argues? 

Defiance? 

Angry, resentful? 

Loses temper, tantrums? 

Deliberately bothers others? 

Spiteful, mean? 

Blames others for own mistakes? 

 

On the average, how often does your child follow directions or requests the first time asked? 

 

Most of the time  Often  Sometimes   Rarely  Never 

 

On the average, does your child eventually follow directions or requests? 

 

Most of the time  Often  Sometimes   Rarely  Never 



 

3. Does your child regularly behave in the following ways? 

 

Bullies, threatens, intimates? 

Starts fights? 

Has used a weapon? 

Has been physically cruel to people? 

Has been physically cruel to animals? 

Has forcibly stolen from a victim? 

Has forced someone into sexual activity? 

Has deliberately set fires, wanting to cause serious damage? 

Has deliberately destroyed someone else’s property? 

Has broken into someone else’s property? 

Often lies or cons? 

Has stolen without confronting a victim? 

Often stays out at night – beginning before age 13? 

Runs away from home overnight at least twice or once for a lengthy period? 

Often truant from school beginning before age 13?      (Meaning a student who stays away from    

school without leave or explanation) 

 

 When did these symptoms first appear?  

 

 Are these problems getting better or worse?       

 

 Occurs only at home        Only at school       Or everywhere          ? 

 

What have you tried to do to correct these behaviors? 

Talking to your child        Time out        Removal of privileges        Rewards        Physical punishment        Giving in 

 

 

Which of these has worked for you?  

 

4. Does your child show any of the following symptoms or behaviors: 

 

Change of appetite and / or weight           Increased             Decreased 

Change in energy          Increased           Decreased 

Sleep disturbance (describe) 

Worse concentration than usual 

Drop in school grades or performance 

Crying spells 

Unable to enjoy his or herself and / or loss of interest in usual activities 

Hopeless feelings 

Guilty feelings 

Stays by himself or herself, loner, isolative 

Low self-esteem, “I hate myself”.  “I’m stupid” 

Giving away his / her things 

Wishes to be dead, suicidal thoughts or behavior, self-injurious behavior 

Thinks about death and violence a lot 

Rage outbursts 

Bizarre behavior, hallucinations, paranoia 

Rapid, hard to follow, strange speech or thoughts 

Thinks he or she is the smartest, most powerful, most beautiful, cleverest person in the world. 

 



Have these problems been getting         Worse        Better? 

5. In general, does your child: 

 

Worry that something terrible is going to happen to important adults in his or her life? 

Frequently refuses or is reluctant to go to school or other places because of fear of separation? 

Frequently refuses or is reluctant to go to school without someone close by or to sleep away 

from home? 

Make efforts to avoid being alone, clingy? 

Have nightmares about separation? 

Have lots of physical complaints – headaches, stomach aches when separations occur or are 

anticipated? 

Worry about leaving home or parents leaving? 

Have panic episodes 

Have intense fears or phobias? 

Have an extreme fear of meeting new or unfamiliar children his / her age? 

Have obsessions, compulsions, rituals or habits? 

Worry too much? If so, are the worries: 

 Hard to control for him / her? 

 When worrying, he / she 

  Is keyed up, restless, on edge? 

  Is easily tired? 

  Has trouble consentrating? 

  Is tense? 

  Has trouble sleeping? 

 

 

6. In the past few weeks to months, has your child exhibited any of the following: 

 

Tourette’s symptoms, motor tics, vocal tics 

Feels he / she is too fat when the opposite is true 

Induces vomiting, takes diet pills or laxatives to control weight, binge eats 

Sexually inappropriate behavior 

Bedwetting 

Soiling 

 

7. Describe your child’s mood during the past several weeks?  (For example, depressed, angry, anxious, 
suicidal, too high, too happy or other) 

 

Do moods change quickly?    If Yes, please explain: 

 

 

Is your child’s mood of the past several weeks different from their usual mood?   
Please explain: 

 

 

 

 

 

 

 











 

 

Advanced Practice Psych Services.   Mary Andersen APRN, CNS, MSN 

Authorization for Telehealth Medicine     
 

First name                                                  Last name 

Street address                                            City                                    State            ZIP 

Date of birth                                                Email 

 

Telemedicine involves the use of electronic communications to enable health care providers at different locations to share individual 

patient medical information for the purpose of improving patient care. The information may be used for diagnosis, therapy, follow-up 

and/or education, and may include any of the following: 

Patient medical records.   Live two-way audio and video. Output data from medical devices and sound and video files.  

Electronic systems used will incorporate network and software security protocols to protect the confidentiality of patient identification and imaging 

data and will include measures to safeguard the data and to ensure its integrity against intentional or unintentional corruption. 

Benefits:  Improved access to medical care by enabling a patient to remain in his/her ophthalmologist’s office (or at a remote site) while the 

physician obtains test results and consults from healthcare practitioners at distant/other sites.  

• More efficient medical evaluation and management.  

 

Obtaining expertise of a distant specialist. Possible Risks:  

As with any medical procedure, there are potential risks associated with the use of telemedicine. These risks include, but may not be limited to:  In 

rare cases, information transmitted may not be sufficient (e.g. poor resolution of images) to allow for appropriate medical decision making by the 

physician and consultant(s);  

Delays in medical evaluation and treatment could occur due to deficiencies or failures of the equipment; In very rare instances, security protocols 

could fail, causing a breach of privacy of personal medical information; In rare cases, a lack of access to complete medical records may result in 

adverse drug interactions or allergic reactions or other judgment errors;      

I hereby authorize Mary M. Andersen_APRN, CNS, MSN to use telemedicine in the course of my diagnosis and treatment.  
 
Signature of Patient (or person authorized to sign for patient): __________________________________________________ 
 

Date: ___________________   If authorized signer, relationship to patient:  _____________________________ 
 

Witness Date:   ______________________I have been offered a copy of this consent form (patient’s initials)  _________                   

      
I have been offered a copy of this consent form. A copy will be sent to your email address after you fill out all fields of this form. 
 

By signing this form, I understand the following: 

I understand that the laws that protect privacy and the confidentiality of medical information also apply to telemedicine, and that no 
information obtained in the use of telemedicine which identifies me will be disclosed to researchers or other entities without my consent.  

I understand that I have the right to withhold or withdraw my consent to the use of telemedicine in the course of my care at any time, 
without affecting my right to future care or treatment.  

I understand that I have the right to inspect all information obtained and recorded in the course of a telemedicine interaction, and may 
receive copies of this information for a reasonable fee.  

I understand that a variety of alternative methods of medical care may be available to me, and that I may choose one or more of these 
at any time. My ophthalmologist has explained the alternatives to my satisfaction.  

I understand that telemedicine may involve electronic communication of my personal medical information to other medical practitioners 
who may be located in other areas, including out of state.  

I understand that it is my duty to inform my prescriber of electronic interactions regarding my care that I may have with other healthcare 
providers.  

I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but that no results can be guaranteed 
or assured. 

I have read and understand the information provided above regarding telemedicine, have discussed it with my physician or such 
assistants as may be designated, and all of my questions have been answered to my satisfaction. I hereby give my informed consent 
for the use of telemedicine in my medical care. 

Advance Practice Psych Services 2.1 2021 



MaryAPRN.com | from the desk of Mary Andersen, APRN, CNS, MSN       

       Name:  

HIPAA Notice of Privacy Practices  
I. It is Advanced Practice Psych Services known here as ‘APPS’ legal duty to safeguard your protected health information (PHI) and inform you of our 

Privacy Practices. This notice describes how medical information about you may be used and disclosed and how you can get access to this 
information. Please review it carefully.   

II. DEFINITION  
By law APPS is required to ensure that your PHI is kept private. The PHI constitutes information created or noted by APPS that can be used to 
identify you. It contains data about your past, present, or future health or condition, the provision of health care services to you, or the payment for 
such health care.  

III. HOW APPS WILL USE AND DISCLOSE YOUR PHI  
APPS may use and disclose your PHI for the following reasons on a "need to know" basis:   

A. To provide treatment or services;   

B. For health care operations (i.e., case consultation, quality control, accreditation processes, etc.);   
C. To obtain payment for treatment or services.    
D. In cases where a client is served in more than one APPS program;  III.  When required by federal, state, or local law:  

A.  If we become aware that you may be a danger to yourself or a reasonably 
identifiable other;  ii. If we become aware of/suspect child abuse or neglect (MN Stat 
626.645, Subdivision 3);   

ill.   If we become aware of/suspect abuse or neglect of a vulnerable adult (MN Stat 626.557, NDCC Ch, 
50-25-2);  iv. If we are court ordered to testify or to submit our records to the court;  

IV. For public health activities. Example: In the event of your death, if a disclosure Is permitted or compelled, we may need to 
give the county coroner Information about you  

V. For specific government functions. APPS may disclose PHI of military personnel and veterans under certain circumstances. 
We may disclose PHI ln the interests of national security or assisting with intelligence operations;  VI.  For research or 
educational purposes;  

VII. For Workers' Compensation purposes;  
J. Appointment reminders and health related benefits or services;   
K. Disclosures to family, friends, or others. APPS may provide your PHI to a family member, friend, or other Individual who you 

indicate is involved In your care or responsible for the payment for your health care, unless you object in whole or in part. 
Retroactive consent may be obtained in emergency situations.   

L. If disclosure is otherwise specifically required by law;   

IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI You 
have the right:  
A. To see and get copies of your PHI at the cost of no more than $.15 per page. Requests must be made in writing within 14 business days. You 

will receive a response within 30 days of APPS receiving your written request. If denied, reasons for denial will be provided to you.  

B. To request limits on uses and disclosures of your PHI. While your request will be considered, APPS is not legally bound to agree. You do not 
have the right to limit the uses and disclosures that APPS is legally required or permitted to make.   

C. To choose. how your PHI is sent to you. (i.e., sent to your work address instead of home address, cell phone vs. home phone, etc.) We are 
obliged to agree to your request provided that we can do so without undue inconvenience.   

D. To amend your PHI. If you believe that there is some error in your PHI or that Important information has been omitted, it is your right to request 
(in writing) that the existing information is corrected or the missing information Is added.   

E. To receive a paper or email copy of this notice.   
  

V.   ELECTRONIC COMMUNICATION   
APPS staff are trained to limit electronic communication of client Information whenever possible. If you choose to communicate with your service 
provider electronically (i.e.; email, text messages, cellular phones, etc.) you will be asked for written permission to do so. Please also be aware of the 
security risks involved in this type of communication.   

VI. HOW TO COMPLAIN ABOUT APPS PRIVACY PRACTICES  
If you believe your privacy rights have been violated or if you object to a decision made about access to your PHI, you are entitled to file a complaint 
with the person listed in Section VI below. You may also send a written complaint to the Secretary of the Department of Health and Human Services 
at 200 Independence Avenue S.W. Washington, D.C. 20201. If you file a complaint about APPS privacy practices, no retaliatory action will be taken 
against you.  

VII.   PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN ABOUT MY PRIVACY 
PRACTICES  

If you have any questions about this notice or any complaints about APPS privacy practices, or would like to know how to file a complaint with the 
Secretary of the Department of Health and Human Services, please contact: Mary Andersen at mmacns@maryaprn.com 
  

  

Signature:  ___________________________________________ Date:  ________________  

 

 HIPAA Notice of Privacy Practices  Rev: 01-2022  

  


