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Location: IU West ATRC
Intake Form

*Please answer all questions to your comfort level and to the best of your knowledge.  Please know that all patients receive services regardless of background race, gender, creed, or orientation. 

Patient Name: _____________________________________________	   DOB: ______________________________

Patient Address: __________________________________________________________________________________ 

Home Phone: (____) ____-_______     Cell: (____) ____-______ Email Address: ________________________________

Okay to leave voicemail? Y/N        Preferred method of contact?  Written / Email / Phone / Face to face 

Emergency Contact:___________________________ Relationship:________________ Phone:_____________________ 

Primary Insurance:______________________  Policy #_________________   Primary Policy holder?  ________________ 

Race: ___________ Gender Identity: _____________ Sexual Orientation: _____________ Marital Status_____________ 

Veteran?   Y / N    Combat Veteran?  Y / N      Discharge Status: ___________________________ 

Tell us why you are seeking services_____________________________________________________________________
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________

Do you have any concerns about treatment? 
________________________________________________________________________________________________  
________________________________________________________________________________________________  

Previous Treatment 
Have you ever been treated for a substance use problem by another facility? If so, when and where? ____________________________________________________________________________________________________________________________________________________________________________________________________ 

Mental Health 
 Have you ever been diagnosed with any mental health conditions? If yes, which diagnoses: _______________________
__________________________________________________________________________________________________ 
Are you currently receiving care from a psychiatrist, counselor, social worker, etc ? ______________________________ 
__________________________________________________________________________________________________ 

Referral Source 
Name and Contact information:________________________________________________________________________ 



Substance Use Disorder Patient Records
Single Consent for Disclosure – Treatment, Payment, and Health Care Operations
A “treating provider” relationship exists when a patient receives, agrees to receive, or is legally required to receive diagnosis, evaluation, treatment, or consultation, for any condition, from an individual or entity who undertakes or agrees to undertake that diagnosis, evaluation, treatment, or consultation. An in-person encounter is not required for a treating provider relationship to exist.
Patient Name: _____________________________________________________
I understand that my substance use disorder treatment records are protected under federal law, including 42 CFR Part 2 and HIPAA, and any applicable state laws. My treatment records can only be used or disclosed with my written consent, except as permitted by 42 CFR Part 2, HIPAA, and applicable state law.
I understand that I have the right not to sign this consent form. If I do not sign, I understand that I will be denied substance use disorder services as Indiana University Health, Inc., maintains one electronic medical record (EMR) system and patient records are available to other treating providers through the EMR system, including all records concerning your substance use disorder.
I authorize Indiana University Health, Inc. and its affiliated covered entities (IU Health) to use or disclose information related to the diagnosis and treatment of my substance use disorder to my treating providers, health plans, third-party payers, health information exchanges and arrangements in which IU Health participates, and people helping to operate this program for the purposes of treatment, payment, and health care operations. I understand that if HIPAA covered entities and business associates receive these records for treatment, payment, or health care operations purposes, the records may be redisclosed in accordance with HIPAA, except for uses or disclosures for civil, criminal, administrative, or legislative proceedings against me. I understand that this consent grants access to all of my substance use-related information created before and after the date of this consent. I understand that upon request I am entitled to receive a list of all entities that have received my information pursuant to this consent.
I understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it. I understand that I may revoke consent by giving written notice to the Health Information Management department of IU Health. Unless I revoke my consent earlier, this consent will expire automatically when IU Health no longer has a record retention obligation with regard to my records.
I have been provided a copy of this form. It has been explained to me in a language I understand. I acknowledge that there is a potential for the records used or disclosed pursuant to this consent to be subject to redisclosure by the recipient and no longer protected by 42 CFR Part 2.
Signature: ________________________________________________________________ Date: __________
Patient / Patient’s Authorized Representative
Signature of Minor:_________________________________________________________ Date: ___________
If Patient is a Minor independently seeking treatment, then Minor’s signature.
Authority of Person Signing (if other than patient):_________________________________________________


Outpatient Substance Use Recovery Services


Patient Name: _______________________________________________________ Date:__________________

Signature:_________________________________________________________________________________

Standard notice
This record which has been disclosed to you is protected by Federal confidentiality rules (42 CFR part 2). These rules prohibit you from using or disclosing this record, or testimony that describes the information contained in this record, in any civil, criminal, administrative, or legislative proceedings by any Federal, State, or local authority, against the patient, unless authorized by the consent of the patient, except as provided at 42 CFR 2.12(c)(5) or as authorized by a court in accordance with 42 CFR 2.64 or 2.65. In addition, the Federal rules prohibit you from making any other use or disclosure of this record unless at least one of the following applies:
(i) Further use or disclosure is expressly permitted by the written consent of the individual whose information is being disclosed in this record or as otherwise permitted by 42 CFR part 2.
(ii) You are a covered entity or business associate and have received the record for treatment, payment, or health care operations, or
(iii) You have received the record from a covered entity or business associate as permitted by 45 CFR part 164, subparts A and E.
A general authorization for the release of medical or other information is NOT sufficient to meet the required elements of written consent to further use or redisclose the record (see 42 CFR 2.31).⁴
Abbreviated notice
42 CFR Part 2 prohibits unauthorized use or disclosure of these records.



Statement of Patient Rights:  
1. To be informed of a patient’s rights in advance of services being provided or discontinued.  
2. To be informed about the substance use disorder programs nature, structure, and programs expectations.  
3. To receive mental health services and developmental training in accordance with standards of professional proactive, appropriate to your needs and designed to afford a reasonable opportunity to improve your condition. 
4. To receive considerate, respectful, and compassionate care which encompasses understanding of cultural diversity.  
5. To be informed about your condition and treatment in understandable terms. 
6. To receive information necessary to give informed consent prior to the start of any procedure or treatment.  
7. To participate in the development and implementation of your care plan and to refuse or request treatment.  
8. To be completely informed if transfer to a higher level of care or to another hospital becomes necessary.  
9. To expect every consideration for your privacy in the environment that preserves dignity and contributes to positive self-image.  
10. To receive humane care and protection from harm.  
11. To know the identity of your treatment providers.  
12. To expect all communication and records pertaining to your care will be treated as confidential, and to access medical information contained in your records within a reasonable timeframe. Violation of federal laws which protect confidentiality regarding substance use treatment records is a crime and should be reported to authorities.  
13. To be free from inappropriate restraints, seclusion, or medications that are not medically necessary.  
14. To expect timely and appropriate assessment and treatment of physical pain and emotional and spiritual discomfort.  
15. TO have a right to practice one’s own religion.  
16. To obtain information as to the relationship of this hospital to other healthcare and educational institutions.  
17. To receive adequate information to consent or to decline participation in clinical research.  
18. To expect continuity of care and to be informed of healthcare discharge instructions.  
19. To receive an explanation of your bill.  
20. To know your responsibilities as a patient and to know the program expectations.  
21. To expect equal medical treatment regardless of race, creed, religion. National origin. Age, disability, veteran status, sexual orientation or gender identity or expression.  
22. To have a family member or representative of your choice and your own physician notified promptly of your admission to a higher level of care (i.e. inpatient hospital).  
23. To have advanced directives which express your choice about future care.  
24. To be free from all forms of abuse and harassment. 
25. To contact and consult with legal counsel and private practitioners of your choice at your expense.  

If you have a concern about your care, please discuss it with your treatment provider or the program director of the Addiction Treatment and Recovery Center. You may also call 317-217-3183 to speak with a Patient Representative. To report a complaint about a healthcare organization, visit the Joint Commission at https://www.jointcomission.org/report_a_complaintspx. You may also call the DMHA consumer service line, 800-901-1133 to report concerns about an action by an agency, facility, or program. Additionally, you may contact Indiana Disability Rights at 800-622-4845 to file a complaint.  
I confirm that I have received a copy of my rights, my questions have been answered, and I am aware of what my rights are and how to proceed should I feel they have been violated.  
_____________________________________                _____________________        
Patient Signature                         					  Date 
_____________________________________                _____________________        
Team Member Signature	                                            		     Date 


GAD-7 
 
Over the last 2 weeks, how often have you 
Been bothered by the following problems? 
(Use “✔” to indicate your answer) 
          Not          Several   	 More than            Nearly every
        At all    	Days		Half the days               day  
1. Feeling nervous, anxious or on edge				0 		1	 	2		 3 
 
2. Not being able to stop or control worrying			0 		1	 	2		 3 
 
3. Worrying too much about different things			0 		1	 	2		 3	 
 
4. Trouble relaxing 						0 		1	 	2		 3 
 
5. Being so restless that it is hard to sit still 			0 		1	 	2		 3 
 
6. Becoming easily annoyed or irritable 				0 		1	 	2		 3 
 
7. Feeling afraid as if something awful might happen		0 		1	 	2		 3 
 
 
                                 (For office coding: Total Score T____ =	       ____       +      ____      +    ____ ) 
 
 
 
If you checked off any problems, how difficult have these made it for you to do your work, take  
care of things at home, or get along with other people?  
  
Not difficult at all __________  
Somewhat difficult _________  
Very difficult _____________  
Extremely difficult _________  
  
  
Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety  
disorder. Arch Inern Med. 2006;166:1092-1097.  
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