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      CHILD INTAKE FORM ages 3 to 15 years 2015



	Please complete the following form and return it to our reception.  All information provided to us will remain confidential.

	Today’s Date:


/
/ 2018
	Name of Psychologist:

	CHILD DETAILS

	First Name:
	Surname:

	D.O.B: 



/
/
	Age:

	Medicare Card No:
	Client No:
	Expiry Date:
/

	Does your child attend:
(please tick)
	(  Day Care

	(   Kindergarten
	(  Primary
Year Level:____
	(  Secondary
Year Level:____

	Name of Kindergarten / School:

	Does your child have any Medical Conditions?      
( YES       ( NO

	If yes please specify:

	Is your child taking any medications?     


 ( YES       ( NO

	If yes please specify:

	List any psychological diagnoses or learning difficulties experienced by your child (e.g. ADHD, autism, intellectual disability, anxiety)

	
	

	
	

	List any professionals who currently or previously have worked with your child (e.g. School Counsellors; Paediatricians, Psychologists; Speech Pathologists)

	
	

	
	

	

	PARENT / CAREGIVER DETAILS:

	First Name:
	Surname:

	My relationship to child:
	D.O.B: 



/
/

	Occupation:
	Will you be claiming the Medicare rebate on behalf of your child  (please circle)           YES          NO

	Medicare Card No:
	Client No:
	Expiry Date:
/

	(  Health Care Card:  __________________________
	(  Pension Card ​​​​​​______________________________

	Your residential address:

	Email:

	Contact Number: (please list and tick which number is preferable)
	( Mobile:
	( Home:
	( Work

	PLEASE NOTE: We will not identify ourselves when calling apart from giving our name “WPS”

	Would you like to be contacted via SMS regarding appointment reminders? (please tick)
  ( YES       ( NO
	Can you be contacted via e-mail?    ( YES       ( NO
	Can correspondence be sent via email?    ( YES      ( NO

Invoices, statements, other forms
	Does someone other than your self have full custody or guardianship of the child? (please tick)

( YES       ( NO

	

	PARENT / CAREGIVER DETAILS

	First Name:
	Surname:

	My relationship to child:
	D.O.B: 



/
/

	Occupation:
	Will you be claiming the Medicare rebate on behalf of your child  (please circle)           YES          NO

	Medicare Card No:
	Client No:
	Medicare Card No:

	Your residential address:

	Email Address:

	(  Health Care Card:  __________________________
	(  Pension Card ​​​​​​______________________________

	Contact Number: (please tick which number is preferable)
	( Mobile:
	( Home:
	( Work

	Would you like to be contacted via SMS regarding appointment reminders? (please tick)
  ( YES       ( NO
	Can you be contacted via e-mail?    ( YES       ( NO
	Can correspondence be sent via email?    ( YES      ( NO

Invoices, statements, other forms
	Does someone other than your self have full custody or guardianship of the child? (please tick)

( YES       ( NO

	

	FAMILY DETAILS

	Are the child parents:
	(  Still together in a relationship
	(  Separated

	If separated, date of separation:

/
/
	Custody arrangements:    ( court ordered     ( informal

	Is the other parent aware of these counselling sessions? 
( YES       ( NO

	Living & visitation arrangements:

	Who lives in the main household with your child?

	Name:
	
	Relationship to your child:
	
	Age:
	

	Name:
	
	Relationship to your child:
	
	Age:
	

	Name:
	
	Relationship to your child:
	
	Age:
	

	Name:
	
	Relationship to your child:
	
	Age:
	

	Is the child of Aboriginal or Torres Strait Islander descent?
( YES       ( NO

	List any languages other than English that are spoken by your family:

	List any religions that are practiced by your family:

	List any family history of psychological or learning difficulties:

	Relationship to child (e.g. maternal grandmother)
	Difficulty (e.g. depression)

	
	

	
	

	
	

	

	REFERRAL DETAILS

	How did you hear about us:
(  Doctor
(  Friend 
(  Family 
(  Internet 
(  Local Directory

	(  Other, please specify:

	Do you have a valid referral and Mental Health Care plan from a doctor? (  Yes  (  No

	Name of your child’s doctor:
	Clinic:

	What are your main concerns about your child?

	

	

	

	

	

	

	

	

	TRANSPORT ACCIDENT COMMISSION (TAC)  CLAIMANTS (if relevant)

	TAC Reference Number:
	Date of Accident:
/
/

	Name of Contact Person:
	Contact Number:

	

	OTHER  (if relevant)

	Have you been court ordered to attend?   (  Yes  (  No
	Do you require a report for court?   (  Yes  (  No

	Is this appointment in relation to:   
(  DHS


(  TAC


(  VOCAT

	CONSENT TO CONTACT OTHERS

	In order for the psychologist to speak with others, consent must be provided by a biological parent or if applicable, the guardian/court ordered carer.  Please list below the names of anyone who either you would like the psychologist to talk to about the child / young person or anyone who is likely to call the psychologist asking for information (e.g. step parents, the other parent, a teacher, DHS, speech pathologists, etc).

Indicate whether you provide your consent for the psychologist, 





to share information about the child/young person with these people.  Note that consent is not required to contact the referring GP.

	PERSON INVOLVED
	Do you provide consent to share information with these people?

	Name:
	(  Yes     (  No
    (  Yes, but do not share the following:

	Organisation:
	

	Phone:
	

	Involvement / Role:
	Name:
	Date:

	
	Signature:

	
	

	Name:
	(  Yes     (  No
    (  Yes, but do not share the following:

	Organisation:
	

	Phone:
	

	Involvement / Role:
	Name:
	Date:

	
	Signature:

	
	

	Name:
	(  Yes     (  No
    (  Yes, but do not share the following:

	Organisation:
	

	Phone:
	

	Involvement / Role:
	Name:
	Date:

	
	Signature:


The following information will be discussed with your psychologist during your first appointment.
(  I understand that 24 hours’ notice must be provided to Western Psychological Services when cancelling an appointment or I will be charged with an $88.00 late cancellation fee. Payment must be made before my next appointment.

(   I have been made aware of the Late Cancellation fee / Non Attendance fee policy.

(   Have explained confidentiality and privacy policies or indicated where client can access this information.

( In waiting room
( at reception
     ( on website

(  May release information in certain circumstances:

( Court Order
( Danger to self or others

	CONSENT

	Sign:
	Date:

/
/


	CLIENT RIGHTS AND RESPONSIBILITIES

	Appointments

	Sessions are usually 50 minutes.  Appointments can be made with your psychologist or through Reception. We request that you attend your first appointment 15 minutes prior to the booked time to complete our intake form.

	

	Fees

	· Payment is made on the day of your consultation.

	

	
	MEDICARE REBATE
	OUT OF POCKET COST

	Clinical Consultation Fee
	$170
	$124.50
	$45.50

	Standard Consultation Fee
	$155
	$  84.80
	$70.20

	Please note: Medicare rebates can only be claimed with referral documents from your GP or Psychiatrist.

	

	Cancellation and Non-Attendance policy

	We understand that there may be times that you are unable to make your scheduled appointment. In fairness to others on our waiting list, and to your Psychologist, we request 24hours notice of a cancellation or reschedule.

	· A fee of $88.00 will be charged if you fail to attend or provide less than 24 hours notice of you scheduled appointment.
· The cancellation fee will be WAIVED if you provide a medical certificate.

· Please note that this fee also applies to Private, Medicare and Compensable clients (e.g. T.A.C, Workcover clients).  You will be responsible for the fee as the rebate cannot be claimed by Medicare or charged to the insurer.

	

	

	Outstanding / Late Fees

	Upon receipt of invoice payment is required within 14 days. Please contact our office to discuss payment of any outstanding accounts. Failure to pay within these terms may result in cancellation of future booked appointments, or referral to a debt collection agency. Any cost associated with legal proceedings will be added to your outstanding amount.

	

	Workcover / Victims of Crime/ TAC

	Please provide details of the relevant agency, including a claim number as soon as possible. Please note that you will be responsible for the payment of all sessions at the rate of private clients.

	

	Client / Psychologist Relationship

	It is our experience that most clients are happy with the psychologist they are seeing but occasionally this is not true. In these circumstances we encourage clients to either

· Speak directly with their psychologist to ask for a recommendation to another psychologist or

· Speak to reception staff and an appointment with an alternate psychologist can be arranged.

All our staff are aware of this process and will be happy to facilitate this should the need arise.


	


	Confidentiality and Privacy Policy

	Consultations between psychologists and clients are STRICTLY CONFIDENTIAL. All psychologists at our service adhere to the legal standards of the Code of Professional Conduct as set by the Australian Psychological Society.  This means that communication is private and safe-guarded and your psychologist is not able to provide any information to other persons, unless you give them permission to do so. However there are some exceptions to confidentiality which primarily relate to psychologists’ ethical obligations or “duty of care”.

	Confidentiality may therefore be breached for the following reasons:
· For the purpose of professional consultation to other practitioners legitimately concerned with you or your child’s care.

· If we have good reason to believe that your child may be at risk of seriously harming him/herself or another person; or at risk of being harmed by someone else.

· If you or your child are involved in a court case and your psychologist is required to give evidence.

	These circumstances are in our experience unusual and infrequent.  Your psychologist will make every effort to discuss this with you if he/she believes that it may be necessary to break confidentiality. Protecting your privacy is important to Western Psychological Services.  Our Privacy Policy endorses the Privacy Act 2000 and the Health Records Act 2001.  It is necessary for us to collect certain personal information to better meet your needs and to manage our service to you.

	We will:
· Only use personal information provided by you for the purpose for which it was collected.

· Psychologists keep records for a minimum of seven years since last client contact. In the case of records collected while the client was less than 18 years old, psychologists retain the records at least until the client attains the age of 25 years.

· You have the right to access personal information WPS has about you at any time. Your psychologist is likely to keep a record of your consultations with him/her.  These records are confidential and are stored in a secure locked cabinet and/or password protected computer file.


	

	Standards of Care

	As psychologists we are accountable for our professional conduct, and if you are unhappy about any aspect of our service we would like to hear your concerns.  If this does not resolve the matter to your satisfaction you are able to lodge a complaint with the Director - Dr. Angelo Pagano or make a formal complaint with the Psychologists Registration Board of Victoria (03) 9629 8722; all our psychologists are required to be registered.  Alternately, you can make a complaint to the psychologists’ professional body:

The Australian Psychological Society (03) 8662 3300 - if your psychologist is a member.


Thank you for choosing Western Psychological Service as your service provider.
WESTERN PSYCHOLOGICAL SERVICES
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