ADOLESCENT AND FAMILY INSTITUTE OF COLORADO
Family Focused Treatment of Adolescent Adjustment Disorders

10001 West 32nd Ave.  Wheat Ridge, Colorado, 80033

Phone 303-238-1231 *  Fax 303-238-0500 *  www.aficonline.com   

FAMILY SYSTEM INTAKE DOCUMENT 

Please answer the following questions as carefully and honestly as you can.   There is no right or wrong answers to these questions. Please read and complete ALL questions. 
The  information  you provide in this biography/questionnaire will be  reviewed  by  the  INTERVIEW  TEAM  in our efforts to understand and  evaluate  services  to meet your needs.  Please complete this form before you are interviewed.  

This information will be held in STRICT PROFESSIONAL CONFIDENCE.

PREVIOUS RECORDS MUST BE SUBMITTED PRIOR TO THE FAMILY SYSTEM INTERVIEW. 

Immunization records and the school verification form may be completed and brought in at the time of the scheduled Evaluation. 
Do not send or fax back to the Institute pages 1,2,3,19, 20, 21, or 22 as they are for your information and use if needed. 
Thank you for your cooperation.

ADDITIONAL INFORMATION NEEDED FROM PARENTS

PRIOR TO INITIAL INTERVIEW
· Prior treatment records:  It is requested that all previous providers submit a brief Discharge Summary reflecting the course of care/status for your adolescent being considered for care with our Institute.  We recommend that you contact the previous providers and request a written Discharge Summary or responses to these questions: A) What was seen, B) What was done, C) Did it work, D) What do you recommend.  The Discharge Summaries or responses to these 4 questions in addition to a fully completed Intake Questionnaire will be reviewed before an Intake Interview will be scheduled.  Thus, we can move as quickly as this is provided to us for preliminary review. Page 19 of the Intake Questionnaire is a Release for Information form that you may complete, sign and send to your previous providers for requesting this information.
· List of current and previous medications for emotional and behavioral issues.
· Probation Order, Court Order, legal documents reflecting current level of out of home placement,  treatment stipulations, etc…
· Current separation or divorce decree reflecting custodial, medical and financial responsibilities.  

INTAKE INTERVIEW PREPARATION

PARENTS RESPONSIBILITY:
1) Before your initial interview, inform your adolescent that if accepted into treatment AND YOU AGREE, that your decision will be to admit at that time.  No excuses, no bargaining, no delays!  This prevents any “conspiracy” and blaming, and punctuates your decision.

2) If you as parents are not prepared to do this, we will cancel and not conduct the interview.  This requires that you are clear, brief and direct.  Ambivalence and over explanations typically result in an argument in the evaluation room which you can experience at home, free of charge!
3) Parents, and NOT the adolescent, are to pack a bag, containing two sets of clean and weather appropriate clothes; including sleepwear, toilet-bath/shower articles such as bar soap, washcloth and two towels, tooth brush/paste, shampoo, etc.  

No earring for males will be permitted. **
**For those parents living a great distance, additional clothing will be needed,  ask for specifics or see clothing list at end of this document.
PARENT'S NAME   










            


LAST                                  
FIRST 

 MIDDLE               (MAIDEN)

ADDRESS   














STREET                       
 

 CITY             
  STATE       ZIP CODE  
    COUNTY


      HOME PHONE


      

CELL PHONE            
     SOCIAL SECURITY

EMPLOYED BY 



















FIRM NAME
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STREET                             


CITY               STATE       ZIP CODE     COUNTY


























WORK PHONE 








POSITION HELD





 


SPOUSE'S/





















 PARTNER'S NAME       LAST                                  FIRST                 MIDDLE           (MAIDEN)

ADDRESS   















STREET                       
 

 CITY             
  STATE       ZIP CODE  
    COUNTY



___________       __   



        
     





      HOME PHONE


           
      CELL PHONE            
        SOCIAL SECURITY

SPOUSE/PARTNER






EMPLOYED BY​​​​​​​​​​​​​​​​​​​​​​​                                                                                                                                                 
                      
   FIRM NAME                       

ADDRESS 





















 

STREET                             



CITY               STATE       ZIP CODE     COUNTY

























TELEPHONE 









POSITION HELD





 INSURED PARENT(S) 


   (1) ________________________________________ D.O.B.______________

      




   (2)






                  D.O.B.

 

INSURANCE COMPANY NAME(S)
    (1)








______________         AND  EFFECTIVE DATE(S)               


  


    (2) ___









 
INSURANCE PHONE NUMBER(S)
    (1)









_______






    (2)___











POLICY/PLAN OR GROUP NUMBER(S )   (1)









________
                     



    (2)______







________


WHICH TEENAGER IN THE FAMILY HAVE YOU IDENTIFIED AS EXPERIENCING A DESCRIBED PROBLEM?

NAME







DATE OF BIRTH:  

    AGE:


BIOLOGICAL 


ADOPTED



 WHEN DID YOU ADOPT/TAKE CUSTODY OF CHILD?















                    

STEPCHILD





PARENT(S) MARITAL STATUS:   
         MARRIED

     DIVORCED 

     SEPARATED                SINGLE  

              IF DIVORCED:
 HOW MANY TIMES DIVORCED ?               HOW MANY TIMES REMARRIED?  
                  

IF MARRIED, WHAT IS THE DATE OF YOUR PRESENT MARRIAGE?  









IF WIDOWED, DIVORCED, OR SEPARATED, SINCE WHEN?









                    A.  WITH WHOM DOES THE TEEN LIVE?














                    B.  WHO HAS LEGAL CUSTODY? 
















                    C.  TYPE OF CUSTODY:   


















                    D.  VISITATION ARRANGEMENTS:  















ARE THERE SIGNIFICANT PARENTAL OR FAMILY PROBLEMS YOU FEEL MIGHT HAVE AFFECTED YOUR TEENAGER'S DEVELOPMENT?  

YES   

NO

PLEASE DESCRIBE:


















 


RELIGIOUS IDENTIFICATION OF THE ADOLESCENT AND FAMILY AND THE IMPORTANCE OF RELIGION OR SPIRITUAL INTEREST AND COMMITMENTS WITHIN THE FAMILY:










STEP-


ADOLESCENT   
FATHER     
MOTHER    
PARENT

  

 











NATIVE AMERICAN

0 = NO IMPORTANCE                                            













CATHOLIC                       
1 = MINOR IMPORTANCE                                            













JEHOVAH'S WITNESS
2 = MODERATE IMPORTANCE













MORMON                      
3 = GREAT IMPORTANCE













JEWISH                       
4 = NO RESPONSE   













ISLAMIC













PROTESTANT













OTHER (SPECIFY):





 















NO RESPONSE            

FAMILY SYSTEM:  Include ALL family members/ages and any individuals living in your  

                                home.












CHARACTERISTICS OF   INTERACTIONS                                                                                   













WITH TEENAGER ENTERING TREATMENT

  NAME - AGE



    RELATIONSHIP    
  
(EX:  FIGHT, GET ALONG WELL, IGNORES, BLAMES, ETC.)

PLEASE LIST PREVIOUS OR CURRENT THERAPIES AND/OR COUNSELING THAT YOU AND FAMILY MEMBERS HAVE RECEIVED.

  FAMILY MEMBER(S)




COUNSELOR NAME               
 AGENCY              
DATES

REASON(S) FOR COUNSELING: 








































 






















 






















 




HOW WOULD YOU EVALUATE YOUR PREVIOUS OR CURRENT COUNSELING?







WHAT CHEMICALS, IF ANY, DO YOU KNOW OR SUSPECT THAT YOUR TEENAGER IS USING?



ALCOHOL  



MARIJUANA   





OVER-THE-COUNTER DRUGS

 

HALLUCINOGENS   

INHALANTS/GLUE/GASOLINE

ANTIDEPRESSANTS



BARBITURATES


AMPHETAMINES/SPEED 

        
OPIATES
 


COCAINE/CRACK 

LSD/ACID   
  





HOME REMEDIES (EXPLAIN):



























              
PRESCRIPTION MEDICATIONS (EXPLAIN):  













DO YOU CONSIDER YOUR TEENAGER TO BE PHYSICALLY OR PSYCHOLOGICALLY DEPENDENT ON ANY OF THESE DRUGS?

 

NO


YES 
- SPECIFY:















FAMILY DRUG/ALCOHOL HISTORY:   IDENTIFY FOR EACH FAMILY MEMBER A HISTORY OF DRUG/ALCOHOL USE FOR THE PAST FIVE YEARS TO THE CURRENT TIME.  IDENTIFY THE SPECIFIC DRUG/CHEMICAL USED.  DRUGS INCLUDE  ALL  MOOD  ALTERING  SUBSTANCES  (PRESCRIBED,  OVER-THE-COUNTER  OR ILLICIT/STREET DRUGS) SUCH AS:  ALCOHOL, COCAINE,  LSD,  MARIJUANA, TRANQUILIZERS, SPEED, AMPHETAMINES, DIET PILLS, SLEEPING PILLS, ANTIDEPRESSANTS, CLUB DRUGS, HALLUCINOGENS, TOBACCO, ETC... RATE EACH FAMILY MEMBERS USE FROM 0(abstinence) TO 5(problematic) DURING THE PAST FIVE YEARS.

FAMILY MEMBER                
SUBSTANCES USED (PAST AND CURRENT)
        LEVEL OF USE       

FATHER











 


MOTHER
                                                   

          





 


STEP FATHER


                 






 


STEP MOTHER










 


EX-SPOUSE

                                   






 


GRANDPARENTS





                                   


 


BROTHERS/SISTERS      












PLEASE DESCRIBE THE BASIC PROBLEM(S) YOUR TEENAGER SEEMS TO BE EXPERIENCING.


DESCRIBE YOUR TEENAGER'S BEHAVIOR AT HOME.  Please be as specific as possible.

DESCRIBE HOW YOUR TEENAGER RESPONDS TO DISCIPLINE.  
Give examples of what you have tried in 

DO YOU FEEL THAT HIS/HER PROBLEMS ARE AFFECTING OTHER MEMBERS IN THE FAMILY?


NO


YES - IN WHAT WAYS? 








 

BEHAVIORAL DEVELOPMENT: 
 
(CIRCLE ANY OF THE FOLLOWING CHARACTERISTICS THAT 






APPLY TO YOUR TEENAGER (PAST OR PRESENT):

Depression (sad, worried, constantly unhappy)

Preoccupation with fires (matches, setting fires) 

Anxiety (nervous, tense, sometimes 


Apathetic (does not enjoy things)


accompanied by physical symptoms)    


Mood Swings (rapid shifts)
Impulsive (doing without thinking of consequences)       
Self-abusiveness (cutting, burning, hurting self)                        

Perfectionist (worry wart, obsessive, compulsive)  

Cruel to animals

Oversensitive (feelings easily hurt, cries easily)                       
Bed/daytime wetting

Angry (outbursts, yelling, threatening)                                   
BM's in Underwear (soiling)            



Hyperactive





Lies


Has tics






Gets Teased

Suicide Threats/Attempts




No Friends

Panics






Runs Away

Temper Tantrums





Sexual Problems

Has Fears 





Sleep Problems

Repeated accidents




Defiant

Physical Fights





Bites Nails

Very Shy





Steals

Homesick





Frequent Pains

Eating problem





Destructive, Damages Property

Skips School





Smokes

Very Stubborn





Self-Critical 

Sucks Thumb





Other:



 



Bites













Please describe behaviors you view in your teen as positive  







Please describe how your teen expresses sadness:









Please describe how your teen expresses anger: 








Does your teen have a job?











Does your teen have career plans?











Is your teen starting to loosen family ties?










RESPONSIBILITIES AND LIFE SKILLS:

IN YOUR OPINION, DOES YOUR TEENAGER, FOR HIS/HER AGE, SHOW SUFFICIENT SKILL OR INDEPENDENCE IN THE FOLLOWING AREAS: [PLEASE CIRCLE:  YES OR NO]


Care of personal hygiene needs 

Yes 


No
Maintaining appropriate appearance 

Care of clothes                       


Yes  


No     
for specific situations            


Yes


No

Necessary cooking skills             

Yes 


No   
Understanding of financial matters

Yes  

No

Planning time   


      


Yes



No  
Decision making     




Yes  

No

Meeting recreational needs        

Yes  


No  
Employment behavior      



Yes   

No

House/chores





Yes  


No

PREGNANCY HISTORY:

PLACE OF BIRTH: 






BIRTH WEIGHT: 



       LENGTH:




MOTHER'S AGE AT BIRTH:

     LENGTH OF PREGNANCY:


APGAR SCORES (IF KNOWN):


# OF PREVIOUS PREGNANCIES:  
          # OF MISCARRIAGES: 



# OF ABORTIONS: 



MOTHER'S HEALTH DURING PREGNANCY; DID YOUR EXPERIENCE ANY PROBLEMS/COMPLICATIONS?


LABOR AND DELIVERY:


How long was "labor"?

hours    


Caesarean section (elective/emergency)



premature by   

weeks      

forceps delivery



late by

weeks                        

breech position

             

 labor induced 




fetal distress



medications during labor       


meconium (baby's stool) in amniotic fluid



general anesthesia                           

baby required resuscitation



baby needed oxygen

MOTHER'S PRENATAL HISTORY:

     At any time during the six months before you pregnancy and/or during your pregnancy did you use:



caffeine, how many ounces per day?    













cigarettes, how many per day?           













alcohol, how many ounces average per day?        










non-prescription medicines; which ones?









         

prescription medicines; which ones, such as Phenobarbital, sleeping pills, tranquilizers


   

street drugs; such as heroin, cocaine, LSD, marijuana, inhalants:
 




NURSERY AND FIRST WEEKS:

     Please check any of the following that applied to the baby's first couple of weeks:



respiratory distress     

jaundice                      

             

infection      


phototherapy (light treatment)

            

feeding problems         

sleep problems

  

illness                  

surgery:



 




 

withdrawals                        

INFANCY:

     Please check any of the following that apply to the child's first year:



feeding problems      

problems getting on a schedule

             

sleep problems           

was never cuddly

     

cried a lot               

breast fed until

months



colic                    


bottle fed until  

months



poor weight gain    

was a source of worry or concern

PHYSICAL DEVELOPMENT:

At approximately what age did your child:   
 Roll from stomach to back?
 




  Sit up unsupported?


Crawl?



Walk Alone?



Talk?



HEALTH:

Please  describe any birth injuries, congenital defects, chronic diseases, concussion, skull fracture, serious head injury or ongoing problems your child has had: 

Please check if your teenager has had any of these conditions:



Meningitis          


Scarlet Fever         

 Asthma                         



Mumps                


High Temperature       

 Hay Fever                      



Measles                  

Convulsions   


 Headaches                      



Whooping Cough           

Epilepsy/Seizures    

 Allergies to medicine          



Chicken Pox             

Chronic Sinusitis   

 Allergies to foods             







Tonsillitis                



Other/Explain: 







 



Please check any of the following that apply to your child during the first few years of life (up to age 5 years):



much more active than other children



learned to do things very quickly

    

daredevil behavior - had no fear

       

impulsive behavior

      

tore up toys more than other children

 

was aggressive toward other children



timid or shy

       

needed a rigid daily schedule

        

gave up easily when frustrated

       

wandered away from home frequently

       

more interested in things than people 

         

needed to touch or smell everything

       

had problems separating from parents

          

problems sharing toys

       

didn't care how others felt

        

not affected by discipline

Please check any of the following that apply to your child during the first few years of life (up to age 5 years):

       

unable to learn or follow rules

       

wanted to be left alone

       

needed constant attention

         

always testing limits

         

many tantrums

       

rocking or head banging day or night time

       

problems with sleep, restless, hard to wake

       

problems with eating

      

problems with speech

        

clumsiness/accident prone

       

unable to wait for his/her turn

HEARING:  Have you ever had child's hearing tested? 

Yes

 No       Date



          
If yes, any significant problems diagnosed:



 



 


Has your child ever displayed any distractibility or attention problems you thought might be 


hearing
related?

Yes

No     If yes, please describe:






SIGHT:  
Does your child wear corrective lenses?

Yes 

 No  

         

If yes, at what age were they prescribed?


 






Have there been any significant eye problems or disease?

 Yes 

No

       

Please describe: 






 




SPEECH:   
At what age did your child begin to talk?




          

Did he/she speak in sentences by age 3?

Yes

 No

          

Does he/she have a problem with pronouncing words?    

Yes

No

          

Does he/she stutter?                             

 Yes    

No

          

Has your child been involved in any speech therapy?   
 
Yes

No



Describe:








 


MOTOR:    
Has your child ever displayed any motor/muscle problems?
 Yes

No
         

If yes, please describe problem and any therapy or doctors' diagnoses.  




       

Did he/she walk alone across the room by 18 months?   

Yes    

No

     

Did he/she tie his shoestrings alone by age 6?        


Yes     

No



Did he/she develop as quickly as his brothers/sisters?    

Yes     

No

Describe all hospitalizations or serious injuries regarding your child:










 











 



































PLEASE LIST ANY CONTACTS YOUR TEENAGER HAS HAD WITH DOCTORS IN THE PAST YEAR.

NAME OF PHYSICIAN(S)                HOSPITAL/OFFICE                 REASON FOR VISIT(S)           DATE(S)

NAME OF FAMILY PHYSICIAN: 





        PHONE: 



REASON FOR LAST VISIT:





        DATE:    
 




MEDICINES TAKEN REGULARLY (INCLUDE DOSAGES): 





 

NAME OF FAMILY DENTIST: 





        PHONE: 
 


REASON FOR LAST VISIT:





        DATE:    
 



EDUCATIONAL HISTORY:





AGE UPON     

 SCHOOL     

ENTERING                  HOW DID CHILD DO?                                 

 NURSERY SCHOOL









 


 KINDERGARTEN









 


 GRADES 1-5










 


 JUNIOR HIGH










 


 HIGH SCHOOL










 


WHAT HAS BEEN YOUR TEEN'S OVERALL G.P.A.?   PAST:   

        CURRENT:




WHAT SUBJECTS HAVE BEEN EASY?


        AND WHICH DIFFICULT?
 



HAS YOUR TEEN EVER BEEN DIAGNOSED AS HAVING A LEARNING DISABILITY?
Yes

 

No
 


PLEASE DESCRIBE: 
















CURRENT SCHOOL: 






      GRADE LEVEL:
 

PLEASE INDICATE YOUR TEENAGER'S CURRENT CLASS SCHEDULE , AND DESCRIBE THE LEVEL OF  SCHOOL BEHAVIOR, ACTIVITIES, SPORTS, ETC...

(1)




(2)




(3)

 




(4)




(5)




(6)

 


                             

ACTIVITIES: 















CHECK ANY OF THE FOLLOWING THAT YOU HAVE BEEN TOLD APPLY TO YOUR TEENAGER:



MENTALLY RETARDED


SLOW LEARNER



LOW NORMAL INTELLIGENCE



BRAIN DAMAGED 



CEREBRAL PALSY 



PERCEPTUAL-MOTOR PROBLEMS



READING PROBLEMS


ATTENTION DEFICIT


 BEHAVIOR/EMOTIONAL PROBLEMS


Yes


No

  
Does teen get along well in school?


Yes


No

  
Has teen ever repeated a grade?


Yes


No

  
Has teen ever been in special education classes?


Yes


No

  
Does teen have difficulties with school work?


Yes


No

  
Is something upsetting teen and interfering with his/her school work?


Yes


No

  
Is teen doing as well in school as brothers and sisters?


Yes


No

  
Does teen need pressure to do homework?


Yes


No

  
Does teen get into any trouble with classroom misbehavior?


Yes


No

  
Has teen ever been suspended or expelled from school?


Yes


No

  
Does teen want to drop out of school?


Yes


No

  
Has teen taken a GED?

SOCIALIZATION:

At what age did your child begin to have any significant amount of social contact?





Which of the following was the first major social situation for your child? 
 Nursery School




Kindergarten


First Grade


Other:

 


Did your child show any long-term shyness toward adults?  
                     Yes                             No                    
Did your child show any long-term shyness toward other children?


Yes 



No

Does your child show problems in any of the following social areas?


Communicating Effectively



Yes

No 

Assertiveness 



 

Yes

No


Being Aggressive             



Yes

No  

Unwillingness to Cooperate/Share

Yes

No


Problem with Authority Figures






Taking Guidance or 



(Teacher, Law, etc.)       



Yes

No   

Constructive Criticism



Yes

No                                 


Willingness to Ask for Help  



Yes

No  

Sharing



 
   

Yes

No

Please describe any significant events you feel may have influenced your child's "social confidence":

_____________________________________________________________________ _______________________

FRIENDS:



Yes

No

1.
Does your teen get along well with same age mates?



Yes

No

2.
Does your teen have trouble keeping friends?



Yes

No

3.
Has your teen ever hurt anyone while fighting?



Yes

No 

4.
Does your teen prefer to be alone?



Yes

No  

5.
Does your teen have a close friend?



Yes

No

6.
Does your teen spend most of free time with older teenagers?



Yes

No 

7.
Is teen up on the latest music?



Yes

No

8.
Is teen quite conscious of clothes?



Yes

No 

9.
Is your teenager interested in the opposite sex?



Yes

No

10. 
Does your teenager date?

FAMILY MEDICAL HISTORY:
Please  identify family relationships (such as mother, father,  brothers, sisters, 




grandparents, aunts, uncles) who have had any of the conditions listed.  

MEDICAL CONDITION    

RELATIONSHIP 
 
MEDICAL CONDITION         
RELATIONSHIP   


Birth Defects               







Alcoholism/Drug Abuse
 





Chromosome Abnormality
/






 Metabolic Disease/





 
  
(Genetic Disease)         






    Thyroid Problem 









Obesity/Eating Problems           





Diabetes




 







DES Exposure      








Muscular Dystrophy



 


















Cystic Fibrosis/




 





Congenital Hearing Loss








Lung Disease



 






Mental Retardation  








Tuberculosis




 






Migraine Headaches








Anemia/Blood Disorders


 


















Convulsive Disease




 




Food Allergies










(Epilepsy)





 


















Hepatitis/






 





Hay Fever











Gall Bladder Disease



 

















Peptic Ulcer/





 





Asthma/Emphysema








Colitis/Irritable Bowel


 






High Blood Pressure








Venereal Disease/STD's

 






Heart/Valve Trouble








Kidney Problems___________________________



Coronary Artery Disease














 





 (Note age at death)                                    


   Psychiatric  Disorders








Stroke











Nervous Mental Disorders

 





Rheumatoid Arthritis/Gout                             


Eye Disease/Glaucoma





            

Rheumatic Fever









AIDS








 




Cancer /
Malignancy
 







OTHER:










​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​IS THE BEHAVIOR DISPLAYED BY YOUR TEENAGER A NOTICEABLE CHANGE FROM THE BEHAVIOR HE/SHE HAS SHOWN IN THE PAST?


NO

YES     IN WHAT WAYS?    FOR HOW LONG?




 


WHAT  HAS  BEEN  DONE  BY YOU OR OTHER FAMILY MEMBERS IN AN ATTEMPT TO MAKE THE  SITUATION REGARDING YOUR TEENAGER MORE TOLERABLE?

AS CONCERNED PARENTS/PERSONS, WHAT DO YOU HOPE TO GAIN FROM THE FAMILY INVOLVEMENT IN THIS PROGRAM?

ARE THERE AREAS OF CONCERN THAT WERE NOT COVERED IN THIS QUESTIONNAIRE THAT YOU FEEL ARE IMPORTANT FOR THE STAFF TO BE AWARE OF SUCH AS FAMILY ISSUES, RECENT SIGNIFICANT EVENTS, ETC.?

WHO REFERRED YOU TO OUR PROGRAM?









WHY?














_____________________________________________________________________

Signature of Parent or Guardian






Date

Signature of Parent or Guardian






Date

C E R T I F I C A T E   O F   I M M U N I Z A T I O N 

Teenager's Name:












    

 Last                 



First              

 Middle    

Teenager's Birthdate:




Age:

        Male 
      Female

MONTH AND YEAR OF EACH DOSE IS REQUIRED:     
 DPT (Diptheria-Pertussis-Tetanus)                                             

    Month / Year     Given By:   (Doctor - Clinic - Hospital)  Where:           

 ORAL POLIO                                                                    

    Month / Year      Given By:  (Doctor - Clinic - Hospital)  Where:          

                       Month / Year            Given By        Where:          

 BCG








 




 CHICKEN POX








 



 MEASLES










 


 MUMPS 










 


 RUBELLA










 


*M-M-R 










 



 HAEMOPHILUS B (HIB)








 



 HEPATITIS A VACCINE








 



 HEPATITIS B VACCINE








 



 
*
All adolescents will receive a second MMR if they have not been re-immunized since entering 



grade school per recommended by the American Academy of Pediatrics.

 
**
As legal parent or guardian of




 , I give my   consent for him/her 



to receive immunizations according to the recommended  schedules, with the exception(s) of:



and I understand the possible risks.

   
I certify that the above information is correct to the best of my knowledge.

Parent /or/ Legal Guardian /or/ Doctor                           


 Date

PLEASE RETURN THIS FORM AS SOON AS POSSIBLE

ADOLESCENT & FAMILY INSTITUTE OF COLORADO, INC

VERIFICATION OF SCHOOL ENROLLMENT

NAME:

























DATE OF BIRTH:























LAST SCHOOL ATTENDED:




















PRESENT SCHOOL ENROLLED:


















ADDRESS OF SCHOOL:




















SCHOOL PHONE NUMBER:




















SCHOOL DISTRICT: 





















1. Is your child in Special Education?    YES



NO 


2. Doe he/ she have an IEP?               
YES 



NO 


IF yes, a copy of his/her’s IEP must be attached.

IMPORTANT NOTE: 
1. School Official must sign  this form
2. Return signed form to the Institute as soon as possible. 

PARENT / GUARDIAN SIGNATURE










DATE

SCHOOL OFFICIAL SIGNATURE






TITLE



DATE

To expedite this process, “Parent/Guardian Permission for Release of

Confidential Data” is included in this packet.

School Year  



PARENT/GUARDIAN PERMISSION FOR RELEASE OF CONFIDENTIAL DATA

This release of information form pertains to:

Student










Student

Legal Name






Birth date

Number




Last


First

Initial

Present School/Grade







Area




I hereby authorize 





, (Address)





(City, State, Zip)













to furnish copies and / or exchange the following information:


Audiometric






Physical Therapy



Speech/Language


Cumulative Record




Psychiatric





Outside Agency


Educational






Psychological














Medical (health)





Social Work





(specify)


Occupational Therapy



Special Education Records

Ongoing Verbal and 











(Including IEP and 



 Written Exchange











 designation of handicap)


Other (specify)























Please furnish copies to:

(Office)



ADOLESCENT AND FAMILY INSTITUTE OF COLORADO, INC. (Address)



10001 West 32nd Avenue
(City, State, Zip)

Wheat Ridge, Colorado, 80033
When this form is used to release information to Jefferson County School District R-1, it will be used in compliance with the Family Education Rights and Privacy Act and the Colorado Open Records Law.  All of the information will become part of the Student’s confidential record and be subject to inspection.   The information will be considered for determining the handicapping condition, program placement and service.  In addition, the information may be copied.




Parent/Guardian









  

Address



Zip


Name / Title of school Personnel









   Date

PLEASE RETURN THIS FORM AS SOON AS POSSIBLE

ADOLESCENT AND FAMILY INSTITUTE OF COLORADO
Family Focused Treatment of Adolescent Adjustment Disorders

10001 West 32nd Ave.  Wheat Ridge, Colorado, 80033

Phone 303-238-1231 *  Fax 303-238-0500 *  www.aficonline.com

Dear Parent(s) and Home School Advisor:

Re: 







Date:

 


                   

The  purpose  of  this correspondence is to inform you that the  student attending 
has been admitted to the Adolescent and Family Institute of Colorado and  to  explain  what we try to accomplish for your student  while  hospitalized at the Institute. The student’s parent(s) are submitting the required application for homebound instruction services for the temporary period that the student is here.  Additionally, we are encouraging co-operation  between  parent(s) and  the  sending  school  for the benefit of the adolescent.  

For those  students who are currently registered and active in school, parent(s) are  required by the Institute to take a very active and visible role  in the education activities of their child. It is necessary for them to apply for the Homebound Instruction Program (HIP)as soon as the student is admitted to the Institute in order  for homebound services to be approved and a homebound instructor to be assigned. When approved, the assigned homebound teacher will work with the student’s home  school  and   prepare assignments for the adolescent.  The Institute’s Education Services Coordinator,  Mr. David Slack,  should then  be notified regarding coordination of services. Any delay in this process is counter-productive  to  the  overall  treatment  goals and objectives of the Institute.

The anticipated length  of hospitalization for each student varies although the average length of stay is  six to eight weeks. For those districts outside the metropolitan area, a Colorado licensed master’s level homebound teacher is available for the district to contract  with to provide the  HIP as needed.  Parents may be asked to facilitate the transfer of assignments to and from the Institute if necessary. When the sending school assigns homework, we ask that the teachers indicate the due date for all assignments as study time is scheduled for schoolwork throughout the day if clinically appropriate. The  student  will  be  available for instruction Monday through Friday between  the hours of 9:30 am to 12:30 pm in a designated classroom. The assigned work from the Homebound Instructor will  be  completed  by  the  student  during scheduled study times. The supervision of all school assignments is under the auspices of the assigned homebound teachers.  Clinicians will be available to monitor clinical issues.  

When  the  student  is  preparing  for  discharge from the Institute and able to return  to sending school the Homebound instructor will be notified.  Additionally, the Institute's clinical staff have found that the  students'  re-entry  into your classroom is facilitated by conducting a "re-entry  conference"  with  the  adolescent,  parent(s), and  sending school personnel.   This  has been extremely helpful in maintaining continuity and facilitating  a  positive experience for the adolescent, peers and school personnel.   
Overall,  the homebound  instruction program has been  uniquely successful.  By being  able  to  continue  with  daily assignments, reports, and tests the student  does  not  fall behind, and is less likely to experience embarrassment or stigma. 

If  you  have  any  further questions or concerns, please call Mr. Slack, the Institute’s Educational Services Coordinator.   If  unavailable  at the time of your call, please leave a message, number and a convenient time to contact you.  

Thank  you  for  your support and cooperation and we anticipate a favorable academic experience while this student is hospitalized and receiving intensive care and treatment.

Sincerely,

Alex M. Panio Jr., Ph.D.




Dave Slack, MA



President / Founder





Education Services Coordinator
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ADOLESCENT AND FAMILY INSTITUTE OF COLORADO
Family Focused Treatment of Adolescent Adjustment Disorders

10001 West 32nd Ave.  Wheat Ridge, Colorado, 80033

Phone 303-238-1231 *  Fax 303-238-0500 *  www.aficonline.com

	AUTHORIZATION TO REQUEST/RELEASE INFORMATION


I, 





  Dates of Treatment: 
       
           hereby authorize


(Name- Birth Date)









 to release information described below to:


(Therapist/Agency/Facility)

     ADOLESCENT AND FAMILY INSTITUTE OF COLORADO, INC.
       
  
     (Name of Agency  receiving information)

Purpose(s) for which information is to be used:

( X ) Continuity of care/further evaluation

(  ) other (specify) 






Documents to be released:

( X)Admission History & Treatment Plan  
(X)Psychiatric Evaluation     
(  )Educational Evaluation

( X)Medical/Physical Exam                       
(  )Psychological Test Results
(  )Drug/Alcohol Assessment

(X )Lab Results
(X)Discharge Summary
(  )Social Work Evaluation

(  )Other (please specify) 












(  ) Please check if information released should be restricted to that contained in documents checked above.

(  ) A diagnosis for or reference to Acquired Immune Deficiency Syndrome (AIDS) or a positive Human Immunodeficiency Virus (HIV).

I understand that information to be released may include information regarding the following condition(s):





( X) Psychiatric Conditions

( X) Substance Abuse

I understand that the confidentiality of this information is protected by Federal Regulations.  

AUTHORIZATION – I certify that this request has been made voluntarily. I understand that I may revoke this authorization at any time by written notice to the Adolescent and Family Institute of Colorado, Inc., except to the extent that action has already been taken. Without my express revocation, this Authorization will automatically expire upon the satisfaction of the need for disclosure but, in any event, 180 days from the date hereof.

I hereby release Adolescent and Family Institute of Colorado, Inc., all attending practitioners, and all employees from all legal responsibility or liability for the release of the information above from my medical record.

RE-DISCLOSURE of my medical records by those receiving the above-authorized information may not occur with- out further written authorization. A copy of the authorization may (  ) or may not (  ) be considered as a valid original. 

(Date)




(Signature of Adolescent)

(Date)




(Signature of Parent/Legal Guardian) (Relationship)
SUGGESTED CLOTHING & SUPPLY LIST


ITEM
QUANTITY



           Pants [jeans – no holes or tears]



    2-3

Shirts [seasonal]





    4-5

T-Shirts [no concert shirts, illicit content, etc.]


    4-5

Underwear  (No Thongs)_____



    5-7

Socks







    5-7

Sweater/Sweatshirt





    1-2

Sweat Pants






       1

Jacket/hat/gloves [seasonal]

    


       1

Pajamas [or alternative]




       1

Swim Suit (Seasonal)





       1

Shorts







    2-3

Flip-Flops






1 pair

Shoes [gym]






1 pair

Boots [seasonal]





1 pair

Towels – bath/beach





        2

Towels – washcloths





     2-3   
Toothbrush, toothpaste, comb, brush, shampoo, soap, deodorant [roll-on only], feminine hygiene products [sanitary napkins only] and shaving gear [disposable razors only]; laundry detergent, no bleach; stamps and envelopes; pens, pencils, subject specific required items

 and writing paper for school to be provided by parent(s).

All jewelry and valuables are discouraged.

NOTE:
No walkmans, radios, curling irons or electric rollers are permitted.  All hair dryers are to be in working order and will be inspected.  Any other items will be reviewed for their appropriateness and safety.  No glass mirrors [in compacts or otherwise] or glass bottles.  No glitter makeup, no body pierced jewelry other than earrings will be permitted.

AFIC will provide mattress pads, blanket, sheets, comforter, bed spread, pillows and pillowcase.  Residents are welcome to bring additional bedding or personal items, e.g. stuffed animals, photographs or other mementos if approved by Primary Therapist.  All clothing must be appropriate as to fit [no halters, mini tees, pants without belts that fall below underwear] and message.
NOTE:  All belongings MUST be marked with your child’s name.  Parents and residents are responsible for any items brought to the clinic as well as suitcases and other gear.  Ask your Primary Therapist if in doubt about the appropriateness of items.

ALL RESIDENT CLOTHING AND OTHER PERSONAL ITEMS MUST BE 

PICKED UP AT THE TIME OF DISCHARGE.  AFIC WILL NOT BE RESPONSIBLE 

FOR ANY ITEMS LEFT THE INSTITUTE  AFTER DISCHARGE.
                                                      
Page 20
Adolescent name

