Welcome/Bienvenidos. 
We are glad you are here. You are not alone.

	Intake Date: 
                                                                           
	 

	How did you learn about us /referred by:
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CENTRAL KANSAS
MENTAL HEALTH CENTER





                           Referral Date:     
If referred by someone, please list the reason(s): 


	Have you received services here before?    ( Yes    ( No     

If “yes,” under what name?

	 List other family members receiving services here (if applicable):
	Does the person who will receive services have a legal guardian?   ( Yes    ( No       
If “yes,” remember to complete Section IV: Legal Parent/Guardian below. Please check all that apply.
( Durable Power of Attorney  ( Conservator  
( Medical Power of Attorney  ( Guardian
( I have a Payee (Complete Section V: Person Responsible for Payment)    



	
	SECTION I:  PERSONAL & ADMISSION INFORMATION (please print)

	Legal Name,:
  For example, the name on your Driver’s License or State ID needed for billing.

  

	 
                          Last
	                                 First                                   Middle Initial
	     Maiden Name (if applicable)

	  Name You Go By/Prefer to be Called (if different from above): 

	                                     Last                                                            First                                   Middle Initial                         

	Do you think of yourself as:   

( Female   (  Male  ( Non-binary  ( Transgender F-M   
( Transgender M-F     
	What are your pronouns?   

( He/him   ( She/her  (  They/them   

( Other: 

	  Home address (where you live) and/or where you receive mail: 

	           Address/PO Box                                                                          City                                                          State                                                             Zip Code

	  Cell Phone #: 
	  Home Phone #: 

 (If applicable) 

	  Social Security Number (SSN):
	Race/Ethnicity:
  Hispanic? ( Yes, specify:                                                             ( No
  (  American Indian or Alaska Native    (  Asian 

  (  Black or African American                (  White
  (  Native Hawaiian/Pacific Islander      
  (  Other:

	Date of Birth: 

	 Age:

	

	Education: 
☐ Did not complete High School     ☐ High School Diploma 
☐ GED    ☐ Vocational School    ☐ Some College  ☐ BS/BA 
☐ Advanced Degree 
	  Marital Status: 

  (  Single    (  Married  (  Divorced  ( Separated  
  (  Widow/widower   (  Common law   
  (  Not Applicable (person to receive services is a child)  

	  Primary language spoken:
           
English:      Read? ( Yes    ( No                Write? ( Yes    ( No
Other Language:  

                    Read? ( Yes    ( No                Write? ( Yes    ( No
	Are you currently employed?       ( Yes    ( No

  If “yes,” please include where you work and your occupation below.   

  Employer: 

  Occupation: 



	
	Please circle one:

	  Do you have a Primary Care Physician?  
	Yes
	No

	  Do you have a Dentist? 
	Yes
	No

	  Do you have an Eye Doctor? 
	Yes
	No

	  If “no” is selected for any of these, would you like help setting 

  up/making appointments?
	Yes
	No


	SECTION II: PREVIOUS BEHAVIORAL HEALTH/SUBSTANCE USE /RESIDENTIAL TREATMENT      

	Name of Agency/Hospital/Organization:
	Address:
	Dates:

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	


	SECTION III:  EMERGENCY CONTACT(S)   

	Name:
	Relationship:
	Phone #:

	1.
	
	

	2.
	
	

	3.
	
	


	SECTION IV: LEGAL PARENT/GUARDIAN     

	Name:
	Relationship:
	Phone #:
	Address: City/State/Zip
	SSN:
	Employer:
	Phone #:

	1.


	
	
	
	
	
	

	2.


	
	
	
	
	
	

	3.


	
	
	
	
	
	


	SECTION V: PERSON RESPONSIBLE FOR PAYMENT/GUARANTOR {PAYEE} (if different from above)   

	Name:
	Relationship:
	Phone #:
	Address: City/State/Zip
	SSN:
	Employer:
	Phone #:

	1.


	
	
	
	
	
	

	2.


	
	
	
	
	
	

	3.


	
	
	
	
	
	


	SECTION VI: PARENT/GUARDIAN OTHER (list ANY biological/adoptive parent/guardian not already identified above)   

	Name:
	Relationship:
	Phone #:
	Address: City/State/Zip
	SSN:
	Employer:
	Phone #:

	1.


	
	
	
	
	
	

	2.


	
	
	
	
	
	


	SECTION VII: HEALTH INSURANCE INFORMATION   

	Primary:
	ID #: 
	Group #:
	Policy Holder’s Name:
	Date of Birth:
	SSN:

	 
	
	
	
	
	

	Secondary:
	 
	
	
	
	

	
	
	
	
	
	

	Additional:
	 
	
	
	
	

	
	
	
	
	
	


 ---- PLEASE PRESENT ALL INSURANCE CARDS ----
	SECTION VIII: SERVICE MEMBER, VETERAN, & FAMILY MEMBER STATUS   

	Have you ever served in the military, or have an immediate family member who served?
(  Yes, I currently serve/have served and/or I am a dependent of a service member or veteran.  

(  Yes, I have loved ones who serve/have served and their service has impacted my behavioral health.
     Please share details here:  ______________________________________________________ 

(  No  


	SECTION VIII: SERVICE MEMBER, VETERAN, & FAMILY MEMBER STATUS   

	 Select your military branch of service: 

 (please check all that apply)   
Air Force

(Airmen)

Army

(Soldiers)

Marine Corp

(Marines)

Navy

(Sailors)

Coast Guard

(Coastguardsmen)

Space Force

(Guardians)

Foreign Nationals

(  Active
     Duty    

(  Active 
     Duty

(  Marines

(  Navy

(  Coast 

     Guard

(  Sustained 

     Duty

     Status   

(  National 

     Guard 

(  National 

     Guard

(  Reserve

(  Reserve

(  Reserve

(  Not on 
     Sustained 

     Duty Status

(  Reserve

(  Reserve
Dates/years of service:
Dates/years of service:
Dates/years of service:
Dates/years of service:
Dates/years of service:
Dates/years of service:
Dates/years of service:

Rank:

Rank:

Rank:

Rank:

Rank:

Rank:

Rank:

Air Force Specialty Code (AFSC):

Military Occupational Specialty (MOS)-Enlisted: 

MOS:

Rating or Navy Enlisted Classification 

(NEC): 

Rating or Navy Enlisted Classification (NEC):



	Have you used the VA for healthcare?

( Yes   ( No  ( N/A
If “no,” have you ever applied for VA disability benefits?

( Yes   ( No
	Would you like assistance applying for VA disability benefits?

( Yes   ( No  ( N/A
 

	Do you have a service-connected disability or condition? 

( Yes   ( No  

	Served overseas or in combat?

( Yes   ( No



	Do you currently receive any VA disability benefits?

( Yes  ( No  ( N/A

	Have you been diagnosed with a Traumatic Brain Injury (TBI)? 

( Yes   ( No




Treatment Agreement, Consent, & Acknowledgment

By initialing below I acknowledge I have received a verbal explanation and was offered/given written copies of the following documents: 

______
Person Receiving Services Information Brochure, which includes Person Receiving Services Rights and the Grievance Policy/Procedure 
______
Notice of Privacy Practices with Confidentiality Policy

______
Educational Handout, which includes information about HIV, TB, Hepatitis, STIs, and high-risk behavior as well as Drug and Alcohol Testing 
______
Fees for my/child’s services

* These documents are available at any time upon request.

My initials and signature below verify and/or authorize:

______
The accuracy of the information I have provided

______
Central Kansas Mental Health Center will exchange information with all my insurance companies to bill for my/child’s conservatee’s/ward’s services and have the benefits paid directly to CKMHC
______
Acknowledge that failure to report insurance information may impact my/child’s/conservatee’s/ward’s eligibility for a reduced fee
______
Acknowledge my responsibility for costs not covered by insurance

______
Acknowledge my financial responsibility for the full cost of court-ordered services (if applicable)
______
Provide consent for Drug and Alcohol Testing (if applicable)
______
Provide consent for my/child’s/conservatee’s/ward’s treatment
______
Provide consent for post-discharge follow-up

______
Provide consent for telehealth services (if needed)

​​​​​​​​​​​________________________________________________________________________________

Signature of Person Receiving Services/Parent/Legal Guardian/Conservator/Age 14 or older
________________________________________________________________________________

Relationship to Person Receiving Services                                                            Date

________________________________________________________________________________
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( Insurance cards      ( Person’s photo     ( Review/obtain releases       ( Communication Preferences

( Slide fee                  ( Enter note message board        
( Legal paperwork (custody, power of attorney, guardianship/conservator, etc.)
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