

CHART DATE:




(office use only)


















COUNSELOR: 




(office use only) 



CAROLINAS HEALTHCARE SYSTEM
CLIENT INFORMATION RECORD

YOUR NAME: LAST        






FIRST        





MIDDLE INITIAL               

SS#:      



DATE:      
Do You Work for Carolinas HealthCare System?

If so, please circle the division you work in

AHEC




Architecture




Behavioral Health


CCHS

CMC




CMC-Mercy




CMC-Pineville 



CMC-University 



Carolinas Heart Institute 
CPN 





Central Business Office 

Education and Research

Facilities Management
Finance





Homecare/Infusion


Human Resources

Huntersville Oaks 

Information Services


Management Company

Marketing

Materials Management
Mecklenburg Medical Group
Patient Registration


Anson Community
Real Estate/Security

Sardis Oaks 




System Business Office

Carolinas Rehabilitation

Mercy – School of Nursing

If not what company do you work for?    __________________________________________________

ARE YOU THE:
1.
 FORMCHECKBOX 

EMPLOYEE (OF CHS)




4.
 FORMCHECKBOX 

EMPLOYEE'S SIGNIFICANT OTHER

2.
 FORMCHECKBOX 

EMPLOYEE’S SPOUSE




5.
 FORMCHECKBOX 

OTHER RELATIVE, PLEASE SPECIFY:                                       3.
 FORMCHECKBOX 

EMPLOYEE’S CHILD/DEPENDENT

6.
 FORMCHECKBOX 

STUDENT (CCHS/MSON)

HOME ADDRESS:
Street ___________________________________________________________________________________                                                                                                                                                                                       
P.O. Box ________________________________________________________________________________       
City ____________________________ 
State ___________________
ZIP _________________       
Home Phone: (_____) ________-_________   Work Phone:  (______) ______-_________ Ext. ___________     
DATE OF BIRTH: ________/__________/________                    GENDER:  M ____ F _____         
MARITAL STATUS:
1.
 FORMCHECKBOX 
 MARRIED






2.
 FORMCHECKBOX 
 SINGLE





3.
 FORMCHECKBOX 
 DIVORCED

4.
 FORMCHECKBOX 
 SEPARATED






5.
 FORMCHECKBOX 
 WIDOWED




6.
 FORMCHECKBOX 
 LIVE WITH PARTNER

REFERRED TO THIS OFFICE BY: (PLEASE CHECK ONE)

 FORMCHECKBOX 
Self

    FORMCHECKBOX 
Manager Suggested                FORMCHECKBOX 
Nurse/Medical 
 FORMCHECKBOX 
Positive Drug Screen                        

 FORMCHECKBOX 
Supervisor Mandated (Supervisor’s Name __________________________     Phone ___________________)

IS IT APPROPRIATE TO CONTACT YOU AT WORK?    Y     N    (circle one)

HOW DID YOU HEAR ABOUT OUR PROGRAM? (Choose one)

  1. FORMCHECKBOX 
 READ A BROCHURE/SAW A POSTER

  2. FORMCHECKBOX 
 LISTENED TO A PRESENTATION

  3. FORMCHECKBOX 
 A FAMILY MEMBER TOLD ME

  4. FORMCHECKBOX 
 A FRIEND/CO-WORKER TOLD ME

  5. FORMCHECKBOX 
 MY DOCTOR/THERAPIST SUGGESTED I COME

  6. FORMCHECKBOX 
 HUMAN RESOURCES/EMPLOYEE HEALTH RECOMMENDED I COME

  7. FORMCHECKBOX 
 CHS INTRANET (SYNAPSE)

  8. FORMCHECKBOX 
 DISPLAY BOOTH

  9. FORMCHECKBOX 
 WALLET CARDS

 10 FORMCHECKBOX 
 MY INSURANCE COMPANY

 11 FORMCHECKBOX 
 MANAGER/SUPERVISOR

 12 FORMCHECKBOX 
LIVEWELL CAROLINAS

RACE:













	1.  FORMCHECKBOX 
CAUCASIAN
	2.   FORMCHECKBOX 
 AFRICAN AMERICAN
	3.  FORMCHECKBOX 
 ASIAN/PACIFIC ISLANDER

	4.  FORMCHECKBOX 
 HISPANIC
	5.   FORMCHECKBOX 
 NATIVE AMERICAN
	6.  FORMCHECKBOX 
 OTHER, PLEASE SPECIFY


EDUCATION/MILITARY EXPERIENCE: (CHOOSE ONE-HIGHEST ATTAINED)

1.   FORMCHECKBOX 
  1-12 YEARS (no diploma)




2.   FORMCHECKBOX 
  HIGH SCHOOL GRADUATE OR GED




3.   FORMCHECKBOX 
  1-4 YEARS COLLEGE (no degree)


4.   FORMCHECKBOX 
   RN (w/out bachelor’s degree)




5.
       IF COLLEGE GRADUATE, CHECK THE HIGHEST DEGREE ATTAINED:     




 FORMCHECKBOX 
ASSOCIATE
 FORMCHECKBOX 
MASTER

 FORMCHECKBOX 
MD/DO

        
 FORMCHECKBOX 
BACHELOR
 FORMCHECKBOX 
LAW                           FORMCHECKBOX 
  PHD/PHARMD/OTHER DOCTORATE

6. HAVE YOU EVER SERVED IN THE MILITARY   FORMCHECKBOX 
YES  FORMCHECKBOX 
NO


IF YES, WHAT BRANCH      YEARS OF SERVICE 

IF YOU ARE A CHS OR EAP CONTRACT COMPANY EMPLOYEE, PLEASE COMPLETE THE FOLLOWING:

*(IF YOU ARE A FAMILY MEMBER, PLEASE SKIP TO FAMILY MEMBER INFORMATION BELOW)

DATE OF HIRE:      

SHIFT:      
POSITION     

DEPARTMENT     
JOB CLASSIFICATION:
1.
 FORMCHECKBOX 

MANAGEMENT/EXECUTIVE
6.   FORMCHECKBOX 

SALES/MARKETING



2.
 FORMCHECKBOX 

PROFESSIONAL/TECHNICAL
7.   FORMCHECKBOX 

STUDENT/INTERN/OTHER TRAINING ROLE

3.
 FORMCHECKBOX 

NURSING 

8.   FORMCHECKBOX 

MAINTENANCE/DIETARY/ENVIRONMENTAL SVCS.

4.
 FORMCHECKBOX 
   OFFICE/ADMINISTRATIVE SUPPORT
9.   FORMCHECKBOX 
     DRIVER

5.
 FORMCHECKBOX 
    MANUFACTURING/OPERATIONS


*FAMILY MEMBER INFORMATION


ARE YOU EMPLOYED OR ATTEND SCHOOL?       


IF YES, THEN WHERE?  

COMPANY/SCHOOL :      
YEARS OF SERVICE:      OR            YEAR IN SCHOOL

EMERGENCY CONTACT:

NAME:                                                                  RELATIONSHIP:                          PHONE:                      

MEDICAL INFORMATION:

INSURANCE COMPANY     

PHYSICIAN     


PHONE                                         


LAST CONTACT WITH PHYSICIAN:      

IF YOU ARE BEING TREATED FOR DISEASE/INJURY OR RECENT HOSPITALIZATION, PLEASE EXPLAIN:

IF YOU ARE TAKING MEDICATION (S), PLEASE LIST: 

     

HAVE YOU EVER USED EAP SERVICES OR BEEN INVOLVED IN COUNSELING?  IF YES, PLEASE EXPLAIN:

     

BRIEFLY TELL US WHY YOU ARE HERE TODAY     
NAME OF COMPANY: _________________
CLIENT #: _______________
       CHART DATE: _____________        
DATE:                                        




STAFF INITIALS: __________                             ENTERED: _______________       
CAROLINAS HEALTHCARE SYSTEM
INTAKE SUMMARY

NAME: LAST                                                                                FIRST                                                              MIDDLE INITIAL 
(OTHER ATTENDEE NAME AND RELATIONSHIP TO EMPLOYEE) __________________________________________________                                                                                                                                                                                 

DESCRIPTION OF PRESENTING PROBLEMS (Check if applicable):


ADDICTION










WORK RELATED


______
ALCOHOL, FAMILY




 

______
ATTENDANCE


______
ALCOHOL, SELF







______
JOB PERFORMANCE


______ 
CO-DEPENDENCE







______
PRODUCTIVITY


______
DRUGS, FAMILY





 

______ 
CAREER PATH/ /PROMOTION



______
DRUGS, SELF 







______
STRESS DUE TO WORK

 
______
ACOA









______
CONFLICT WITH PEER


______
GAMBLING








______
CONFLICT WITH SUPERVISOR


______
INTERNET








______
INTERPERSONAL RELATIONSHIP


______    NICOTENE








______
WORK PLACE HARASSMENT















______
POSITIVE DRUG SCREEN


ENVIRONMENTAL








PERSONAL PROBLEMS



_____
CAREER DEVELOPMENT (DEPENDENT)


______
ANGER





 


_____
DISABILITY MANAGEMENT





______    PSYCHOLOGICAL

_____
ELDER CARE   







______   SELF CONCEPT/ESTEEM








_____
FINANCIAL








______   SCHOOL RELATED








_____
LEGAL











______
CHILD CARE
                                                               

RELATIONSHIP









HEALTH

_____
DIVORCE/SEPARATION





______
ANXIETY




______
DOMESTIC VIOLENCE






______
DEPRESSION



 



______
FAMILY ISSUES/CONFLICT





______
STRESS (NOT WORK RELATED)


______
NON-FAMILY ISSUES/CONFLICT (i.e. friends)

______
EATING DISORDER 



______
GRIEF/LOSS








______
SIGNIFICANT OTHER ISSUES















______
MARITAL ISSUES/CONFLICT




______
MEDICAL/PHYSICAL




______
PARENTING








 

______ 
SIGNIFICANT OTHER ISSUES































OTHER PROBLEMS
PRIMARY PRESENTING PROBLEM:          _____________________________________________________________________

ASSESSED PRIMARY PROBLEM: 

_______________________________________________________________________

ASSESSED SECONDARY PROBLEM:  
______________________________________________________________________

SERVICE TIME:  
Hour(s)                     Minutes
                 


NUMBER PRESENT:
                              
(Indicate time in 15 MINUTE intervals)
 
NOTES:

Revised 11/03/2006

NAME OF COMPANY: ____________________
CLIENT #: ____________________CHART DATE: ____________________

DATE:  ____________________

STAFF INITIALS: _______________
ENTERED: ______________________

CAROLINAS HEALTHCARE SYSTEM

SERVICE CONTACT RECORD
NAME:  LAST______________________________ FIRST_________________________ MIDDLE INITIAL____

OTHER ATTENDEE NAME____________________________________________________________________

SERVICE TIME:  (Indicate time in 15 MINUTE intervals)

NUMBER PRESENT: __________________

________ Hour(s)     ________ Minutes




□ Re-open Case

ATTENDEE TYPE:

1. _____ EMPLOYEE




6.    _____ FAMILY
2. _____ SPOUSE 




7.    _____ FAMILY W/O EMPLOYEE 
3. _____ SPOUSE W/EMPLOYEE


8.    _____ EMPLOYEE’S SIGNIFICANT OTHER
4. _____ DEPENDENT



9.    _____ EMPLOYEE & SIGNIFICANT OTHER
5. _____ DEPENDENT W/EMPLOYEE


10.  _____ SUPERVISOR W/EMPLOYEE
11.  _____ SUPERVISOR

CONTACT LOCATION:





NATURE OF CONTACT:
1.  _____ EAP OFFICE





1.    _____ OFFICE/FACE TO FACE

2.  _____ AFFILIATE OFFICE




2.    _____ TELEPHONE

3.  _____ OTHER LOCATION




3.    _____ OTHER

4.  _____ AT WORKPLACE

**TYPE OF SERVICE:
1.  _____ ASSESSMENT




9.    _____ EMPLOYEE HEALTH CONSULT

2.  _____ REFERRAL





10.  _____ CLINICAL CONSULTATION

3.  _____ FOLLOW-UP





11.  _____ STAFF CONSULTATION

4.  _____ INDIVIDUAL COUNSELING



12.  _____ ADMIN/OTHER CONSULTATION

5.  _____ COUPLES COUNSELING



13.  _____ GROUP COUNSELING

6.  _____ FAMILY COUNSELING




14.  _____ CONTACT WITH THERAPIST

7.  _____ CRISIS/EMERGENCY INTERVENTION


15.  _____ CX/NS/RS

8.    _____ SUPV/MGR CONSULT



16.  _____ EDUCATION GROUP









17.  _____ AFFILIATE FOLLOW-UP
**SERVICES DIRECTLY ASSOCIATED WITH THIS CLIENT

VISIT #:  _____





FOLLOW-UP STATUS:  _____

NOTES:

_____________________________ , _____________________

COUNSELOR 



 CREDITIALS
Revised 01/18/06
CAROLINAS HEALTHCARE SYSTEM

EMPLOYEE ASSISTANCE PROGRAM

Acknowledgement of Receipt

of

Notice of Privacy Practices

I, _____________________________________, have received a copy of this office’s Notice of Privacy Practices.

_____________________________________


Please Print Name

_____________________________________                  ________________________________


Signature






Date

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:


_____
Individual refused to sign.


_____
Communication barrier prohibited obtaining the acknowledgement.


_____
An emergency situation prevented us from obtaining the acknowledgement.


_____
Other (specify)___________________________________________________





___________________________________________________





___________________________________________________

Employee Assistance Program (EAP)

Carolinas HealthCare System

Statement of Understanding

The direct services of EAP staff are provided without cost to you to assist in clarification of personal problems and identification of appropriate resources or services in the community for resolution of the problems you discuss with the EAP personnel.  The EAP will monitor that service to help ensure that your needs are being met.  The EAP does not pay for any outside services.  It is your responsibility to pay for services other than those directly provided by CHS EAP staff. Consult your group insurance department (Benefits) if you have questions about your insurance coverage.  Your signature below gives EAP permission to coordinate insurance coverage when referring to appropriate resources.

Confidentiality Policy:

Information shared with the EAP Counselor is confidential.  Employers, administration, supervisors, personnel, family members, law enforcement officials and others have no access to any client records without the written permission of the client.  The exceptions to this rule of confidentiality are as follows:

1.
If it appears to the counselor that there is a likelihood of danger to the health or safety of the client or another individual (including life threatening illnesses), or if there is a likelihood of the commission of a felony or violent misdemeanor, it is the counselor’s duty to warn appropriate other (s) involved.

2.
Counselors are mandated by state law to report to the Department of Social Services any suspected abuse or neglect of children, the elderly or the disabled.

3.
Information will be disclosed when such disclosure is compelled by a court order or government agency that has legal authority to require such closure.

4. 
Disclosure of Diversion of medications will be disclosed to the human resource offices.

5.
If an employee is involved in behavior which appears to be either dangerous or abusive to patients, it is the counselor’s duty to disclose this behavior to the appropriate supervisor.

11.     When an employee is directly referred to his or her supervisor to the EAP, the

supervisor will be told if the employee has kept their initial appointment. No other information will be disclosed to the supervisor without a written release from the employee, or as a specified in the above conditions.

An EAP Counselor may seek consultation with professional Counselors, Psychologists and other specialized or Service Personnel within EAP or in the community in order to help an employee deal with his/her concerns.

I have read and understood these policies and by signing below voluntarily consent to EAP assessment and counseling under all of its conditions.  If I have any questions I will discuss them with my EAP counselor.
______________________________________

_____________________
Signature







Date

___________________________________

____________________

EAP Counselor







Date

_________________________________________

________________________
Signature of Parent, Guardian or Authorized Representative
             Date

When required for Minor and Incompetent Clients

PAGE  
1

