LINCOLN BEHAVIORAL HEALTH CLINIC
3201 Pioneers Blvd., Lincoln, NE 68502 « 402-489-9959

PATIENT’S INFORMATION (please print clearly) Today's Date:

N i 1 i :
Last Name First M. Birthdate Sex: O Mals O Female O Othar

Is this the patient’s legal name? If No, what is the patient’s legal name? Email address:

L Yes & No
Marital Status: O Single U Married T Widowed [ Divorced U Separated SSN:
Street Address:
City: State: Zip:
Home Phone: Cell Phone: Referral from:

May we leave message? oYes oNo
Do you consent fotext and/or emal communication? oYes oNo

Current Work Status: O Full Time U PartTime [ Retired [ Disabled [ NotEmployed

Occupation: Employer's Name and Address: Work Phone & Ext:

Name of School:

Current School Status: I Full Time U Part Time

GUARANTOR/RESPONSIBLE PARTY (if not the client)

Name: SSN: Birthdate: Relationship:

Billing Address: City, State, Zip:

Home Phone: Work Phone: Cell Phone:
INSURANCECOVERAGE

Is this patient covered by insurance? [ Yes [ No

MEDICARE COVERAGE (specify) MEDICAID COVERAGE (specify plan)

Is Medicare Primary? OYes O No Is this patient covered by Medicaid? H Yes [ No

Medicare #: Medicaid Plan #:

Raliroad Madicare #: Is this patient a Ward of the State: OYes ONo

SHpplemenian If yes-caseworker name/phone:

Plan Name:

Plan #:

PRIMARY INSURANCE COVERAGE

Insurance Company and Address: Subscriber's Name: £ e

Primary Insurance? U Yes

Subscriber's Address: Subscriber's SSN: Date of Birth: Is this a Self/Individual Plan?
Oves [ONo
Policy #: Group #: Subscriber's Relationship to Patient: Subscriber's Employer:

SECONDARY INSURANCE COVERAGE

Insurance Company and Address:

Subscriber's Name:

Primary Insurance? U Yes [ No

Subscriber's Address:

Subscriber's SSN: Date of Birth:

Is this a Self/Individual Plan?
OYes [ No

Policy #:

Group #:

Subscriber's Relationship to Patient:

Subscriber's Employer:




Lincoln Behavioral Health Clinic

In your own words, please state why you have come to LBHC:

Please list any family mental health history:

List Child(ren), Siblings and/or Parents Living in the Home where client resides:
Name: Relationship: Age:

List Child(ren), Siblings and/or Parents Not Living in the Home:
Name: Relationship: Age:

If minor child, name of Legal Custodian:

If minor child name of Physical Custodian:

If applicable, school attending:




Lincoln Behavioral Health Clinic

Client Name: DOB:

Primary Care Physician: Phone Number:

I DO authorize Lincoln Behavioral Health Clinic to communicate with my Primary Care Physician regarding
my care.

I DO NOT authorize Lincoln Behavioral Health Clinic to communicate with my Primary Care Physician
regarding my care.

EMERGENCY CONTACT INFORMATION:

Name: Relationship:
Phone:
Signature: Date:

Do you have an Advanced Directive? YES NO (circle one)
Would you | like additional information or resources about Advanced Directives? YES NO (circle one)

**Advance directives are written instructions that express your wishes about the kinds of medical care you want
to receive in an emergency. If you wish, we can put a copy of your advance directives into your medical file.

Client Medication List
Prescription Medications:

Vitamins and Other Non-Prescription Drugs:

Signature:

LBHC, L1LC| 3201 Pioneers Blvd, Suite 202, Lincoln, NE 68502 | 402-489-9959 Fax: 402-489-2219 | www.lbhc.biz




DSM-5 Parent/Guardian-Rated Level 1 Cross-Cutting Symptom Measure—Child Age 6-17

Child's Name: Age: Sex; LJ Male L] Female Date:
Relationship with the child:

instructions {to the parent or guardion of child): The questions below ask about things that might have bothered your child. For each

question, circle the number that best describes how much {or how often) your child has been bothered by each problem during the
past TWO {2) WEEKS.

Nong | Slight | Mild |Moderate|Severe Highest
Not at | Rare, less |Several] More than Nearly | Domain

alt phanadey| days | halfthe | every Score |
Durmg the past TWO {2} WEEKS, how much (or how often) has your child... or two | days 93 | teliniciany

E .Com:;!amed of stcmachaches, headaches, ar mthe_f achésand pains?’ ) -3 2 3 | 4
2. | Bal _’.she«was Wl nad about hisfher health or about gettmg ss{:k? . v B 2 3 4
i 3 Had pmblems sleeping—that is, trouble falling ast leep, staying asleep, or

" |waking up oo early?

Y Had” sblams pi g;attentmn when he/shie.was in class or doing hi sfher
CERTY workor reading a boak or playing a game?

V. {5, Had less fun doing things than he/she used to?

6. |Seemed sad or depressed for several hours?

0 i 1 2 3 4

L]
s
-
w
S

: £ xslher temper? e - g S

VH. 1%, |Started lots more projects than usual or did more nsky thmgs thun usuat

. |Slept less than usaa! for hrm/her but still had lots of energy?

y Sa:&;he}sﬁe felt nervaus, anxious, or scar 'ﬁi" X

{12. |Not beeri able to stop worrying? ;

o |S3id Refshe couldit do things he/she wanted to. or should have dcne,

" |becauseithey made him/her feal nervous?”

iX. Said that he/she heard voices—when there was no one there-—speakmg

about him/her or telling him/her what to do or saying bad things to him/her?

15, Said that he/she had a vision when he/she was completely awake—that is,
saw somethmg or scmecme that no one e!se couid see‘?

[N 5% I U U PO S N

o lelolololoiale|e
EECRE POY VS S S PO PO PO R
cw fw e w wiw lwlwlw
B oiBleisainlisininls

s

in the past TWD {2) WEEKS has your ch;id

Xl | 20. | Had an alcoholic beverage (beer, wine, fiquor, etc.)? 0 vYes | 1 No |0 Don'tKnow
21. | Smoked a cigarette, a cigar, or pipe, or used snuff or chewing tohacco? O Yes | I3 No | Don'tKnow

Used drugs like marijuana, cocaine or crack, club drugs (like ecstasyl,
22. | hallueinogens (like LSD), herain, inhalants or solvents {like glue), or O Yes | £1 No |3 DontKnow

methamphetamine {like speed)?
Used any medicine without a doctor’s prescription {e. £., painkillers flike
23. | Vicodin], stimulants [like Ritalin or Adderall], sedatives or tranquilizers [like O ves | 0 no |3 Domtinow
sleeping pills or Valium}, or stermda}?

past TWEY (2) wasxs has heishe ta%ked about Wantingto klii
selffherselfior about Wangmg to.conimit stilcide? £

s:hiefshe EVER tried tokill: himselifigrselfy

)(H 4 O Yes | O Ns | Don't Know

A3 Yes | O No [ Don'tKnow

Copyrzght © 2013 American Psychiatric Association. All Rights Reserved.
This material can be reproduced without permission by researchers and by clinicians for use with thejr patients.




THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

YES

2
®

1. Has there ever been a period of time when you were not your usual self and...

...you felt so good or so hyper that other people thought you were not your
normal self or you were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

...you got much less sleep than usual and found you didn’t really miss it?

...you were much more talkative or spoke much faster than usual?

...thoughts raced through your head or you couldn’t slow your mind down?

...you were so easily distracted by things around you that you had trouble
concentrating or staying on track?

..you had much more energy than usual?

...you were much more active or did many more things than usual?

...you were much more social or outgoing than usual, for example, you
telephoned friends in the middle of the night?

...you were much more interested in sex than usual?

...you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

...spending money got you or your family into trouble?

Q10| 0/0] 0/0|0] 0]0|0]0|0[0Q] O
010 00 01010 0/0/0/0/0/0| O

2. If you checked YES to more than one of the above, have several of these
ever happened during the same period of time?

3. How much of a problem did any of these cause you — like being unable to
work; having family, money or legal troubles; getting into arguments or fights?
Please circle one response only.

No Problem Minor Problem Moderate Problem Serious Problem

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, O O
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness O O
or bipolar disorder?

© 2000 by The University of Texas Medical Branch. Reprinted with permission. This instrument is designed for screening purposes only and is not to be used as a diagnostic tool.



GAD-7 Anxiety

Over the last 2 weeks, how often have you More than
been bothered by the following problems? Not  Several =~ i Nearly
(Use “¢” to indicate your answer” atall —days  “yays  SVeryday
1. Feeling nervous, anxious or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3
3. Worrying too much about different things 0 1 2 3
4. Trouble relaxing 0 1 2 3
5. Being so restless that it is hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 1 2 3
7. Feeling afraid as if something awful 0 1 2 3
might happen
Column totals: I . .
= Total Score _____

If you checked off any problems, 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 Somewhat Very
at all difficult difficult
] ] ]

Extremely
difficult

0

From the Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD PHQ). The PHQ
was developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues. For research

information, contact Dr. Spitzer at ris8@columbia.edu. PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999
Pfizer Inc. All rights reserved. Reproduced with permission




PHQ-9 Depression

Over the last 2 weeks, how often have you
been bothered by any of the following problems?
(Use “¢” to indicate your answer”

1. Little interest or pleasure in doing things................

2. Feeling down, depressed, or hopeless..................

3. Trouble falling or staying asleep, or sleeping too

4. Feeling tired or having little energy........................

5. Poor appetite or overeating..................

6. Feeling bad about yourself — or that you are a failure
or have let yourself or your family down.......................

7. Trouble concentrating on things, such as reading the
newspaper or watching television..............................

8. Moving or speaking so slowly that other people could

have noticed? Or the opposite — being so fidgety or
restless that you have been moving .around a lot more than

9. Thoughts that you would be better off dead or of hurting
YOUTSSH TN SO WEN .. csis 115 5msnameusvipsmsmsp evenssssvsamssssssms

Column totals

0

0

More
than Nearly
Not at Several half the every
days days day
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
+ +
Total Score

From the Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD PHQ). The PHQ

was developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues. For research

information, contact Dr. Spitzer at rls8@columbia.edu. PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999

Pfizer Inc. All rights reserved. Reproduced with permission



