Aurora Counseling for Healing and Change, LLC
CHILD/ADOLESCENT BIO-PSYCHOSOCIAL SELF ASSESSMENT

Aurora Counseling for Healing and Change, LL.C wishes to provide you with the best services possible. In order to do so
we need to obtain the following information. This information will be used to develop the best course of treatment for
your child. Angie M. Eells, LCSW will review this information with you to help develop your Treatment Plan.

Please be aware that this information is confidential with the following exceptions: (1) if you sign a Release of

Information form; (2) upon receipt of a court order by a judge; (3) in the event of a valid emergency; (4) upon suspicion
of abuse or neglect.

If there is information you don’t wish to write down, explain to your therapist during interview.

Unless otherwise noted, all questions should be answered regarding the person who will be receiving services (for
example: your child). If more space is needed, continue responses on back of page. Thank you for your assistance.

Name of person to receive services:

Date of Birth: Sex: Social Security #:

Other names used:

Who referred you to treatment? O Self O Dept. Children & Families [ Parents
O Family member Ol Physician CSchool OWork O Other, specify:

Who has Legal Custody of Child?
Name(s) and relationship(s) of persons providing assessment information:

Are you willing and able to participate in client services when appropriate? Yes No
Comments:

PRESENTING PROBLEM

Describe specifically the mental, emotional, and/or behavioral problems the Child is
currently experiencing. Include how often; how long:

History of the problems (Describe age and circumstances when problems began):

Issues important to you/child:

PAST MENTAL HEALTH TREATMENT

Has the Child ever been in the hospital for mental health treatment? Yes No
Has the Child ever been in outpatient care for mental health treatment? Yes No

Has the Child ever been in an in-school treatment program? Yes No
Has the Child ever been in a residential treatment center? Yes No
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Name of Facility Location Reason for Treatment Start/End Dates How did child do?

Was treatment completed? Yes No
Did Child have a positive experience in previous treatment? Yes No
Was Child compliant with treatment recommendations? Yes No

Comments regarding treatment history:

Do you feel that the child is at risk for dangerous behaviors?  Yes  No
What situations increase the risk for dangerous behaviors?

1. What does child do to cope with these risks?

Describe any warning signs for the dangerous behaviors:

EDUCATIONAL / DAYCARE HISTORY

Current school: Current Grade:
Current daycare:

History of:
Academic Problems: Yes No Academic Strengths: Yes No
If yes, explain:
Has Child been retained? Yes No
If yes, explain:

Behavior Problems: Yes No
If yes, explain:
Educational Evaluations: Yes No

If yes, explain:
Special Education Placement: Yes No
If yes, explain:

EMPLOYMENT HISTORY
Has the Child had any Vocational training? Yes No
Describe:
Has the Child had any Vocational problems?  Yes No
Describe:
Has the Child ever worked? Yes No
Describe:
SOCIAL RESOURCES
Is the Child able to form and maintain relationships with family/friends? Yes No
Peer relationships:
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What are the Child’s favorite activities:

Hobbies and interests:

Does the child have a Girlfriend or Boyfriend: Yes No

Current problems with close relationships? Yes No
Describe:

Sexually active: Yes No
Describe:

Gang involvement: Yes No
Describe:

LEGAL HISTORY OF CHILD/ADOLESCENT

If history of legal issues, please explain:

Arrest charges pending: Yes No
Describe:

Previous arrests: Yes No
Describe:

Probation: Yes No
Describe:

Court supervision: Yes No
Describe:

Family court/status offenses: Yes No
Describe:

Restitution: Yes No
Describe:

DEVELOPMENTAL HISTORY

Were there complications with the pregnancy? Yes No
Describe:
Did mother sustain any major injury/illness while pregnant? Yes No
Describe:
Did mother use tobacco, alcohol, street drugs or prescription drugs during pregnancy?
Yes No
Describe:
Was the delivery premature or overdue? Yes No
Describe:
Were the complications with the labor/delivery? Yes No
Describe:
DEVELOPMENT

Gross motor development: Early  Average  Delayed = Don’t Know

Client Name: #:
Aurora Counseling for Healing and Change, LLC, 2/2014




Fine motor development: Early = Average  Delayed  Don’t Know
Cognitive development: Early = Average  Delayed  Don’t Know
Expressive communication: Early =~ Average  Delayed  Don’t Know
Receptive communication: Early = Average  Delayed  Don’t Know
Self-care (e.g., dressing, feeding, toileting):

Early = Average  Delayed  Don’t Know

Social skills: Early = Average  Delayed  Don’t Know
Comments:
INFANT TEMPERAMENT
Easy to comfort: Yes No
Quiet / aloof: Yes No
Excessive Irritability:  Yes No
Overactive: Yes No

Describe early sleeping and feeding habits:

MEDICAL HISTORY

What is Child’s general health: Excellent Good Fair Poor

Describe:
Immunization Record Current? Yes No
Any significant illnesses or injuries?  Yes No
Describe:

Any neuropsychological (brain) issues? Yes No
Explain any other medical issues; identify if issues are current or in the past:

TRAUMATIC EVENTS

Current or past experience of being abused or neglected? Yes No
List:

Describe the above, or any other traumatic experience:

Has the child received services for the past abuse? Yes No
If no, would you be interested in receiving services? Yes No
MEDICATIONS
Has Child taken any medications in the past two weeks?  Yes No
Has Child taken any medications for any reason? Yes No
Was Child compliant with medications in the past? Yes No
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Medications Taken (List All):
Name Dosage Reason Prescribed and Date Reason Ended and Date

List any other medication not included above:

SUBSTANCE ABUSE HISTORY

Does the Child have a history of substance abuse?  Yes No
Describe:

Drugs or Alcohol Used (by preference, with #1 being most preferred):
Drug? How Taken?  Age Started? Frequency of use? Most Recent Use?

ANk WD =

Does the Child currently live with a person using substances? Yes No

Has the Child been exposed to substance abuse? Yes No
Does the Child use tobacco products? Yes No
Describe:

OTHER ADDICTIONS (Pornography, video games, internet, gambling, etc.)? Yes No
Describe:

PSYCHOSOCIAL HISTORY
Are there family issues that need to be addressed in treatment?  Yes No
Does the child have a positive relationship with parents? Yes No
Does the child have a positive relationship with siblings? Yes No

Current living situation, history, and information about the child’s family. May include
cultural, religious, income, housing information, other agencies involved, and family
relationships.

Are there any cultural issues that could interfere with treatment? Yes No
Describe:
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Is there current DCF (HRS) involvement? Yes No
Has there been past DCF (HRS) involvement? Yes No
Describe:

CURRENT LIVING SITUATION
Is child in need of food, clothing, or shelter?  Yes No
Describe:

Current living arrangement:

Number of persons, other than the Child, currently living in the home?

LIST HOUSEHOLD MEMBERS
Name? Relationship?  Date of Birth/Age? Address? Phone?

l.

2.

3.

4.

5.

6.

Living environment (condition of the home): Good In need of repair N/A

How many times has the Child’s residence changed within the last two years?
Explain:

How would you rate the family’s Socioeconomic Position:
__Well Above Average = Above Average  Average  Below Average = Well Below
Average

Do you possibly qualify for public assistance? Yes No Unknown

What are the Child’s current support systems:

Describe:

CHILD’S STRENGTHS
List:

CHILD’S ABILITIES
List:

CHILD’S/FAMILY’S PREFERENCES
List:

PAST SIGNIFICANT EVENTS (Check any of the following that apply):
__Significant medical condition of parent/caregiver
__Medical condition of child

Post-partum adjustment problems of mother
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__Mental illness of parent/caregiver
__Substance abuse of parent/caregiver
__Separation/divorce of parent/caregiver
__Adoption

__Abandonment of significant adult caregiver
__Death of parent/caregiver

__Mental retardation of parent/caregiver
__Incarceration of parent/caregiver
Comments:

If so, describe illness (give diagnosis if known):

Has the Child ever lived in any of the following settings? Yes No
__Relative’s home Foster family __Orphanage
__Group home __Therapeutic foster care  Halfway house
__Emergency shelter _ Correctional facility =~ Residential substance abuse facility
__Detention facility =~ Homeless __Hospital
__ Other __Residential treatment center
Comments:
Most restrictive living situation in last 3 months:
SPIRITUAL CONSIDERATIONS
Primary religious affiliation:
Does Child have spiritual strengths? Yes No
Does Child have spiritual problems? Yes No
Describe:
Have any family members had a history of Mental Illness: Yes No

Family History of Substance Abuse?

Family History of Criminal Activity?

Family History of Violent Behavior?

Family History of Medical Problems?

STOP HERE PLEASE
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MENTAL STATUS EXAM - BIO-PSYCHOSOCIAL - CHILD/ADOLESCENT

Name: Age (today):

Reason for exam:

Section 1: HISTORY

Description of illness for current treatment episode:

Potential organic behavioral symptoms observed by others or reported by Child:

__None __Unusual or bizarre behavior

__Evidence of poor social judgment __Attention and/or concentration problems

__Language problems __Reading, writing and calculation difficulty

__Memory difficulty __Difficulty with geographic orientation
Other:

Describe any potential organic symptoms:

Delusions or paranoia in the past:

Hallucinations reported by others:

Other psychiatric symptoms in Child’s history:

Comments regarding psychiatric symptoms:

History of:

__Brain damage at birth __Neurologic disease __Central nervous system infections
__Significant head trauma __Seizures __Toxic exposure

__Recent surgery/anesthesia __Other medical disease/treatment

MEDICATION HISTORY

See History Section Completed by Client
DRUG USE HISTORY: See History Section Completed by Client

Other Information about Child’s general medical condition:

Developmental Delay:
Motor  Language  Intellectual Academic  Emotional/Social
Education (highest education completed):
Academic Performance:

Other comments about premorbid/baseline level of functioning:

Family history of neurologic, psychiatric, other disease process involving the CNS:

Section 2: GENERAL BEHAVIORAL OBSERVATIONS
General appearance:

Personal cleanliness:

Habits of dress:
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Motor activity:

Thought content/process:

Play Activity:
__Appropriate __Goal-directed __Aggressive __ Switched Activities frequently
__Disorganized __Play not observed  Atypical

Comments about general behavioral observations:

Section 3: MOTIVATION, MOOD/AFFECT, LEVEL OF CONSCIOUSNESS

Does Child appear to have adequate motivation and interest in this evaluation? Yes No Can’t Determine
Rate the Child’s state of consciousness at the time of this exam:

_ Alert: awake, fully aware, responsive

_ Lethargic: not fully awake, drifts off to sleep

___Obtunded: confused, difficult to arouse

__Stuporous: responds only to vigorous stimulation

__ Comatose: completely unarousable
Orientation:

Current Hallucinations? Yes No If Yes, describe:

Mood at the time of the exam:

Affect during the exam:

Does the client have concerns with mood or affect
Comments about mood and/or affect:

Indicate any factors that may negatively influence or interfere with performance:

__ Drug or medication effects __Lack of sleep

__ Poor rapport __ Child uncooperative
_ Malingering __ Thought disorder
_ LowlIQ __ Other:

Comments about factors that may interfere with performance on this evaluation:

Does the client currently have any thoughts, plans, intent of behaviors indicative of suicide: ~ yes no
Describe:

Does the client currently have any thoughts, plans, intent of behaviors indicative of homicide: yes no
Describe:

Section 4: ATTENTION
WITHIN NORMAL LIMITS? YES NO
Observations:

Having difficulty attending to examiner?  Yes No
Attend to verbal stimulus:

Vigilance:

Inattention to physical stimuli:

Distractible? Yes No
Comments about attention:

Client Name: #:
Aurora Counseling for Healing and Change, LLC, 2/2014




Section 5: LANGUAGE
WITHIN NORMAL LIMITS? YES NO

Comment about spontaneous speech (if Child offers none, ask a relatively simple question, “Tell me about...”); note speech
output and its quality:

Speech:

Rate: Increased  Decreased  Normal Latency: Increased Decreased Normal
Tone: Soft Loud Normal

Language use:

__Expressed thoughts spontaneously =~ Had difficulty expressing thoughts

__Answered “I don’t know” frequently ~ One word short answers
__Too young to assess
Comments regarding language:

Section 6: MEMORY
WITHIN NORMAL LIMITS? YES NO

Nonverbal memory:

Verbal memory:

Working memory:

Retention rates:
Retrieval difficulties:

Comments regarding memory:

Section 7: HIGHER COGNITIVE FUNCTIONS

WITHIN NORMAL LIMITS? YES NO

Insight: Good Fair Poor Too young to assess
Describe:

Judgment: Intact Impaired Too young to assess
Describe:

Comments regarding higher cognitive functions:

SECTION 8: SUMMARY OF FINDINGS

Based on this evaluation:
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Diagnostic Impression:

Section 9: DSM-1V / ICD-9 DIAGNOSIS

Axis I: DSM IV Code ICD-9:
DSM 1V Code

Axis II:

Axis III:

Axis IV:

Axis V: Current CGAS =

Highest CGAS in last year:

Section 10: RECOMMENDATIONS

Angela M. Eells, LCSW
GA License 4209

Date

Client Name:
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INDIVIDUALIZED RECOVERY PLAN
(TENTATIVE)

What are the client’s goals and preferences for treatment? Will there be family involvement?

Problems Identified How Problem is to be Addressed (Indicate if deferred and why)

Identified educational needs: (Include where and how these needs will be addressed):

Barriers to Treatment Identified: (check only those that apply)

O Educational limitations [ Developmental delays [ Lacking Economic Resources O Low Motivation
O Unemployment O Transportation O Physical Problems O Homelessness

O Limited Family/Social Support O Limited Insight

OOther

Treatment Services/Modalities Recommended: (Include service, modality, and frequency. Include external referral):

Criteria for Discharge:

Client (or Guardian) Signature/Date Clinician Signature/Credentials//Date
I understand the purpose of this Treatment Plan. I was, and will
continue to be, involved in decisions regarding my treatment.

Qualified Professional/Supervisor/ Signature/Credentials/Date
The diagnosis and treatment recommendations have been reviewed and
appear to be appropriate given the individual’s condition at this time.
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Aurora Counseling for Healing and Change, LLC
137 N. Midland Ave, PO Box 546 Monroe, GA 30655
706-224-3396 Fax 678-635-7152

Consent for Treatment & Release of Information for Legal and Judicial Purposes

Client’s Name: DOB:

The following document intended to provide information about my services, fees and business polices in regards to legal cases or those cases that may require
services above and beyond what is considered standard outpatient psychotherapy. These services include but are not limited to: letters for court, legal
affidavit, assessments and reports, expert testimony and court appearances. Your signature will signify an agreement with these services and policies. |
specialize in psychotherapy working with the needs of families, often with adolescents and children I do not solicit nor encourage clientele seeking provider
participation in potential legal cases such as divorce, child custody or criminal cases to retain my services. If a client anticipates or is specifically seeking
these services, 1 will be happy to provide a referral to another provider more suited to these needs. However, I do understand there are extenuating
circumstances in some cases and will on occasion agree to provide these services if otherwise unavoidable.

If it is agreed that I will provide requested services in relation to your legal case, let it be known that I will report and give my clinical opinion and diagnosis
without prejudice and with the client's best interest in mind. This may not always coincide with what a parent or guardian feels is in their best interest
especially in regard to child custody cases, but know that my job is to see to the needs and safety of the child and the child alone in these cases.

My fees for legal and reporting services are as follows:

e $500.00 Retainer Fee A non refundable fee to be paid in advance required for all cases requiring or expected to require Expert
Testimony / Court Appearance.

e $250.00 Appearance Fee This is in addition to the retainer fee, a Court appearance / Expert Testimony Fee will be charged for each
scheduled court appearance.

*  $250.00 Affidavit/Deposition Fee  This fee will be charged for all written, verbal and video recorded affidavits and depositions. Travel

expenses apply if therapist is required to meet with attorneys, representatives and/or officers of the court
outside of the therapists office.

*  $250.00 Cancellation Fee A late cancellation fee will apply for all scheduled court appearances not canceled at least 24 hours in
advance.

*  875.00 min. Written Report Fee Rate varies based on the complexity of report required, $75.00 minimum charge each report.

*  $35.00 Standard Letter Fee A letter fee will apply for all letters requested by client or client representative(s) including but not limited
to: treatment recommendations, diagnosis and treatment statements, school / work letters, etc.

*  $35.00-875.00 Paper Work Fee Rate varies based on the complexity of forms to be completed by provider.

*  835.00-855.00 Medical Records Fee Rate varies based on volume of records to be copied. This rate includes standard postage. Shipping charges
will be applied of overnight or next day delivery service is required. Payment is required in advance.
83500 Returned Check Fee A $35.00 fee will be charged on all returned checks.

Travel expenses may apply and will be added to the final invoice depending on location of appearance. Travel expenses include but are not limited to:
transportation, hotel and meals. Additional fees may apply depending on any additional requested services not covered in the above fee schedule. Our office
will not bill Insurance for these services nor will we accept any payment of benefits from an insurer for these services. If a client would like to file a claim for
reimbursement from an insurer, our office will be happy to provide a superbill / invoice outlining all charges and payments made. The client will be
responsible for filing reimbursement claims with their insurer. (If filing a claim, please be sure to mark claims appropriately with benefits being payable to you
the client, not payable to the provider.) Retainer fees must be paid in full before trial date or I will be unable to appear in court. Subpenas will be responded to
but do not guarantee appearance in court without prepayment of retainer fee. All requested appearances must be scheduled with my office at least two weeks in
advance. Letters, paper work and reports will take 1 — 2 weeks to complete and fees will be due upon delivery. Medical records requests will take 1 — 2 weeks
to process and will shipped or be made available for pickup when payment is received in my office.

POLICIES CONCERNING ACCESS TO CONFIDENTIAL INFORMATION: Requests for access to information and records must be in writing and a
signed release of information must be received or on file allowing for the release of information to a third party or designated representative. The practice will
charge a reasonable cost-based fee for information retrieval, copying and mailing information as outlined above. Fees are due in advance, prior to release of
information. However, in response to an information request, the provider to may elect provide information in a summary or report form rather than a
complete copy of psychotherapy notes. This form serves as an advance written notice of requirements and fees to the individual requesting access.
Additionally, the individual requesting the information is given the opportunity to agree in advance to information being presented in a summary form and fees
being charged. Should summary and/or fee not be accepted, the request for information may be denied by the provider. The practice and its associates will act
on a request for access to information within thirty (30) days when information is maintained on-site and within sixty (60) days when information is maintained
off site. An extension of no more than thirty (30) days is allowed if the practice notifies the individual with a written statement of the reason for the delay and
the date by which the practice will complete the action on the request. Further, a provider / practice has discretion to deny access to a personal representative
to provide protection to those vulnerable people who depend on others to exercise their rights under the rule and who may be subject to abuse or neglect.
(Business Name) and it's clinicians reserve the right to change our practices and to make the new provisions effective for all protected mental health
information we maintain. Should our information practices change, we will mail a revised notice to the address you’ve supplied us.

I can be reached via telephone most often during daytime hours from 10am to 6pm. I will return calls within 24 hours unless it is a mental health emergency in
which case I expect you to call the Coliseum Psychiatric Life Line for an immediate evaluation.

1, the undersigned, AGREE to be financially responsible for all services requested and required in relation to my legal case and agree to all rates
and fees as outlined above.

Signed: Printed Name: Date:

Relationship (If other than patient)
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