Compass North Psychological Services Inc.
Adult Client Intake Information
Date: _____________________
Client Information
Name:
Age:

Gender:

Date of Birth:
 Male  Female  Other:

Preferred Language: ____________________________
Ethnic Background: (Check all that Apply)
 Hispanic or Latinx  Not Hispanic or Latinx  Both Hispanic and Non-Hispanic
 Other: ________________
Race: (Check all that Apply)
 Asian  Black/African  Caucasian  Hispanic/Latinx
 Native American  Alaska Native Hawaiian Native
 Pacific Islander  Prefer not to Answer  Other: ________________
Marital Status:  Married  Never Married  Separated  Divorced
 Domestic Partnership/Civil Union Widowed
Mailing Address:
City:
Home Phone:

State:

Zip:
Cell/Other Phone:

Power of Attorney / Guardianship Information
Name:
Mailing Address:
City:
Home Phone:

State:

Zip:
Cell/Other Phone:

*Please Provide a Copy of Documentation to the Office for Records*

Emergency Contact Information
Contact Name:
Contact Phone Number(s):

Relation to Client:

Insurance Information
Primary Insurance:
Identification Number:
Policy Holder Name:

Group Number:
Birth Date:

Primary Insurance:
Identification Number:
Policy Holder Name:

Group Number:
Birth Date:

Policy Holder Information
Mailing Address:
City:
Home Phone:

State:

Zip:
Cell/Other Phone:

Appointment Reminder(s)
I opt to receive my appointment reminders via: (Select All that Apply)
 Telephone
 Home  Mobile Phone Number:_____________________
May we leave a message if you are not home or do not answer?  Yes  No
 Text to my Mobile phone Number: _____________________
 Email reminder to my email address: _______________________________
*Email reminders only available if you are not requesting text reminders*

 I opt NOT to receive appointment reminders
BILLING AUTHORIZATION
I authorize the release of any medical, Rule 25 chemical dependency evaluations, or other
information necessary to process this claim.
I also request payment of medical benefits from either a government or non-government
source to Compass North Psychological Services Inc.
I authorize Compass North Psychological Services Inc. to initiate a complaint to the insurance
Commissioner on my behalf.
I further understand that I am responsible for all costs not covered by my insurance company. I
will be legally responsible for all collection costs involved with the collection of this account if
Compass North Psychological Services Inc. is unable to collect payment from me in a reasonable
amount of time.
I affirm that the information on this form is accurate and true. I understand, acknowledge,
and accept the billing authorization terms above. I consent to treatment at Compass North
Psychological Services Inc. under those terms.
Client Signature:

Date:

Compass North Psychological Services Inc.
1200 S. Pokegama Ave., Suite 160
Grand Rapids, MN 55744
NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT RECIPT
Client Name:

Date of Birth:

Compass North Psychological Services Inc. is required by law to maintain the privacy of and
provide individuals with the attached Notice of our privacy practices with respect to protected
health information.
I hereby acknowledge that I have been provided with a copy of the HIPAA Notice of Privacy
Practice document.
Notice of Receipt for other family
members under the age of 18.
(Please list name(s) of all children)

Individual or legal representative signature
Signature:

Date:

Witness:

Date:
FOR OFFICE USE ONLY

We made the following efforts to obtain written acknowledgement of receipt of the Notice of
Privacy Practices.
However, acknowledgement could not be obtained because:
 Individual refused to sign
 Communication barriers prohibited obtaining the acknowledgement
 An emergency situation prevented us from obtaining acknowledgement
 Other: __________________________________________________________________
Staff Signature:

Date:

Compass North Psychological Services Inc.
Medical Information Form
Date: ___________________
Client Name:

Date of Birth:

Have you had a Diagnostic Assessment or Psych Evaluation?
By Whom?
Date of Evaluation:
Have you received therapy, or other mental health services?
By Whom?
Date(s):
Primary Care Physician:
Clinic / Hospital:
Additional Emergency Contact(s)
Name:
Phone Number(s):
Name:
Phone Number(s):
Current Medication(s):

Medical Condition(s):

Known Allergies:

Adverse Reactions:

Accommodations:

Relationship:
Relationship:

Telemedicine Patient Consent/Refusal Form

Patient Name

Date of Birth

Purpose: The purpose of this form is to obtain your consent to participate in telemedicine
appointments in connection with the following mental health services that you are currently
receiving:

Nature of Telemedicine Appointments: During the telemedicine appointment:
a. Details of your mental health status, history, and treatment will be discussed with other
mental health professionals to promote effective treatment and services for your mental
health.
b. Video, audio, and/or photo recordings may be taken during your mental health sessions to
ensure continued effectiveness of your mental health services.
Medical Information and Recordings: All existing laws regarding your access to medical
information and copies of your medical records apply to these telemedicine appointments.
Please note not all telecommunications are recorded and stored. Additionally, dissemination of
any patient-identifiable images or information for these telemedicine interactions will not be
shared with outside entities without your prior approved consent.
Confidentiality: Reasonable and appropriate efforts have been made to eliminate any
confidentiality risks associated with the telemedicine appointments and all existing
confidentiality protections under federal and Minnesota state law apply to information disclosed
during these telemedicine appointments. As a part of your agreement to participate in
telemedicine appointments your accepting responsibility for securing confidentiality on your end
of the telemedicine appointment. Any outside individual that you allow into your telemedicine
session on your end is automatically assumed to have authorization from you to be in attendance
for your telemedicine appointment. Compass North Psychological Services, Inc., and its
employees, will not be held responsible for any information obtained by an outside individual
that you allow access to during your telemedicine appointments. As a precautionary measure
Compass North Psychological Services, Inc. employees will remind you about this policy if they
become aware that you have allowed access to an outside individual during your telemedicine
appointment.
Rights: You may withhold or withdraw consent to the telemedicine appointments at any time
without affecting your right to future care or treatment from Compass North Psychological
Services, Inc.
Disputes: You agree that any dispute arising from the telemedicine appointments will be
resolved in Minnesota and that Minnesota state law will apply to all disputes.

Risks, Consequences, & Benefits: You have been advised of all the potential risks,
consequences, and benefits of telemedicine appointments. Your health care practitioner has
discussed with you the information above. You have had the opportunity to ask questions about
the information presented on this form and the telemedicine appointments. All your questions
have been answered and you understand the written information provided above.

I agree to participate in telemedicine appointment for the mental health services described above.
Signature:
If this form is signed by someone other than the patient, indicate relationship: _______________

I refuse to participate in telemedicine appointment for the mental health services described
above.
Signature:
If this form is signed by someone other than the patient, indicate relationship: _______________
Date:

Time:

Witness:
Date:

Time:

Compass North Psychological Services
1200 South Pokegama Avenue
Suite 160
Grand Rapids, MN 55744
Psychotherapy Information Disclosure Statement
Therapy is a relationship that works best with having clearly defined roles
and responsibilities held by each person. As a client in psychotherapy,
certain rights are important to know before beginning the therapeutic
relationship. It is your responsibility to be aware of your personalized goals
to achieve your optimal health.
Responsibilities of the Therapist
Service providers are required to follow The Code of Ethics which includes;
helping clients with their needs and connecting them to the appropriate
services, advocating for social justice, valuing everyone with dignity and
worth, enhancing human relationships, maintaining professionalism with
integrity and truthfulness staying within professional training competence
and maintaining licensing standards.
I. Confidentiality
You have the right to the confidentiality of your therapy, with the exception
of certain specific situations described below. A therapist cannot and will not
tell anyone else what you have told them, or even that you are in therapy
without your prior verbal or written permission. Under the provisions of the
Health Care Information Act of 1992, a therapist may legally speak to
another health care provider or a member of your family about you without
your prior consent, but they will not do so unless the situation is an
emergency. As a client you may direct the therapist to share information
with whomever you choose, and you can change your mind and revoke that
permission at any time. You may request anyone you wish to attend a
therapy session with you.
You are also protected under the provisions of the Federal Health Insurance
Portability and Accountability Act (HIPAA). This law insures the
confidentiality of all electronic transmission of information about you.
Whenever a therapist transmits information about you electronically (e.g.
sending bills for faxing information), it will be done with special safeguards
to insure confidentiality.

If you elect to communicate with a therapist by email at some point in your
work together, please be aware that email is not completely confidential. All
emails are retained in the logs of your or the therapist's internet service
provider. While under normal circumstances no one looks at these logs, they
are, in theory, available to read by the system administrator(s) of the
internet service provider. Any email received from you by a therapist, and
any responses that the therapist sends to you, will be kept in your treatment
file.
The following are legal exceptions to your right to confidentiality.
The therapist would inform you of any time when they think they
will have to put these into effect.
1. If a therapist has good reason to believe that you will harm another
person. The therapist must attempt to inform that person and warn them of
your intentions. They must also contact the police and ask them to protect
your intended victim.
2. If a therapist has good reason to believe that you are abusing or
neglecting a child or vulnerable adult, or if you give the therapist information
about someone else who is doing this, they must inform Child Protective
Services within 24 hours and Adult Protective Services immediately. If you
are between the ages of 16 and 18 and you tell the therapist that you are
having sex with someone more than four years older than you, or sex with a
teacher or a coach, they must also report this to CPS.
3. A therapist will explore your symptoms with you in session and assess
your safety if deemed necessary. If you are unwilling to take steps to
guarantee your safety and the therapist believes that you are in imminent
danger of harming yourself, they may legally break confidentiality and call
the police or the local crisis response team (2-1-1).
4. If you tell a therapist of the behavior of another named health or mental
health care provider that this person has either A) engaged in sexual contact
with a client, including yourself or B) is impaired from practice in some
manner by cognitive, emotional, behavioral, or health problems, then the
law requires them to report this to their licensing board at the MN
Department of Health. The therapist would inform you before taking this
step.
The next is not a legal exception to your confidentiality. However it
is policy you should be aware of if you are in couples therapy.

If you and your partner decide to have some individual sessions as part of
the couples therapy, what you say in those individual sessions will be
considered to be a part of the couples therapy, and can and probably will be
discussed in the joint sessions unless you tell the therapist otherwise. The
therapist will remind you of this policy before beginning such individual
sessions.
II. Record-Keeping
The Diagnostic Assessment (using the Diagnostic and Statistical Manual of
Mental Disorders, fifth edition) will be reviewed with you, and the treatment
plan will be approved with your authorized signature. Under the provisions of
the Health Care Information Act of 1992, you have the right to a copy of the
Diagnostic Assessment and Treatment Plan at any time. Copies of the
Diagnostic Assessment and Treatment Plan may be requested with the
understanding that Compass North Psychological Services, Inc. will no longer
be able to guarantee privacy once the documents leave the facility. Progress
notes are kept confidential for each therapy session which include; your
presentation status, therapeutic modalities used during the session, goals
and objectives as well as session responses to your individualized treatment
plan. You have the right to request a review of your progress notes at any
time. You have the right to request that any errors be corrected in your file.
You have the right to request that a copy of your Diagnostic Assessment
and/or Treatment Plan be given to any other health care provider at your
written request. Your records are maintained in a secure location that cannot
be accessed by anyone else.
III: Managed Mental Health Care
If your therapy is being paid for in full or in part by a managed care firm,
there are usually further limitations to your rights as a client imposed by the
contract of the managed care firm. These may include their decision to limit
the number of sessions available to you, or to decide the time period within
which you must complete your therapy. They may also determine if a
provider is not within their network. Managed care firms usually require
verification of treatment necessary for authorization to access benefits. Your
therapist will do all they can to maximize the benefits you receive by filing
necessary forms and gaining required authorizations for treatment, and
assist you in advocating with the managed care firm as needed.
Therapy Basics
Therapy has potential emotional risks. Approaching feelings or thoughts that
you have tried not to think about for a long time may be painful. Making

changes in your beliefs or behaviors can be scary, and sometimes disruptive
to the relationships you already have. You may find the therapeutic
relationship to be a source of strong feelings, some painful at times. It is
important that you consider carefully whether these risks are worth the
benefits that therapy can provide. Most people who take these risks find
therapy is helpful.
You will normally be the one who decides therapy will end with a few
exceptions. If the presenting issues you disclose are outside the scope of
practice for the therapist, the therapist will inform you of this fact and refer
you to another therapist who may better meet your needs. If you do
violence to, threaten, verbally or physically, or harass the therapist, the
office, any office staff or family members of the therapist or office staff, the
therapist reserves the right to terminate you unilaterally and immediately
from treatment. If they terminate you from therapy, they will offer you
referrals to other sources of care.
A therapist may be away from their office several times in the year for
vacation or to attend professional meetings. A therapist will tell you well in
advance of any anticipated lengthy absences. If you are experiencing an
emergency when your therapist is away, you can call the office to see if
another therapist is available to see you. If you are experiencing an
emergency outside of regular office hours, please call the local Crisis
Response Team at 2-1-1. If you believe that you cannot keep yourself safe,
please call 9-1-1, or go to the nearest hospital emergency room for
assistance.
Your Responsibilities as a Therapy Client
Clients are expected to be on time for scheduled sessions. If you are late,
the session will end on time and not run over into the next person's session.
If you miss a session without canceling, or cancel with less than 24 hours
notice, this will count as a no call no show. The answering machine has a
time and date stamp which will keep track of the time you called to cancel.
The only exception to this rule about cancellations is if you would endanger
yourself by attempting to come (for instance, driving on icy roads without
proper tires), or if you or someone whose caregiver you are has fallen ill
suddenly. If you no call no show for three sessions and do not attempt to
reschedule, you will be notified that all future scheduled appointments are
canceled. If this occurs, you have the right to call your individual therapist to
discuss the option of you returning to therapy.
If you are self-pay you are responsible for paying for your session prior to
that session. The fee for the session is based on the services provided during

that session. If you have insurance, you are responsible for providing
complete insurance identification information, and a copy of your card. You
must pay your co-payment, or any amount deemed your responsibility by
your insurance company, at each session. You must arrange for any preauthorizations necessary. If a check is mailed to you to cover your balance
due, you are responsible for paying that amount at the time of your next
appointment. If the insurance overpays your account will be credited or you
will be refunded if you would prefer that.
Credit cards, check, money order, or cash are accepted forms of payment.
Payment plans are available for any overdue bills that cannot be paid in full.
If your bill is overdue a payment plan needs to be set up before services can
continue. If you eventually refuse to pay your debt, or default on your
payment plan, Compass North Psychological Services, Inc. reserves the right
to give your name and amount due to a collection agency.
Complaints
Clients unsatisfied with services or treatment modalities are encouraged to
notify their therapist. Therapists have the responsibility to address client
concerns with care and respect. If issues are not addressed appropriately,
Alexander Meyer, CEO of Compass North Psychological Services, Inc. or the
therapist's Licensing Board may be contacted.
Client Consent to Psychotherapy
I have read this statement, had sufficient time to be sure that I considered it
carefully, asked any questions that I needed to, and understand it. I
understand the limits to confidentiality required by law. I consent to the use
of a diagnosis in billing, and to the release of that information and other
information necessary to complete the billing process. I understand my
rights and responsibilities in the therapeutic relationship and agree to
participate in therapy with Compass North Psychological Services, Inc. I
know I can end therapy at any time and may refuse recommendations or
suggestions within therapy.
Client Name (Printed)
Client Signature:

Date:

Parent/Guardian Signature:
(If a minor)

Date:

Therapist’s Signature:

Date:

CAGE-AID Questionnaire
Patient Name: ___________________________________ Date of Visit: __________________________

When thinking about drug use, include illegal drug use and the use of prescription drug other than
prescribed.

Questions:
1.

YES

Have you ever felt that you ought to cut down on your
drinking or drug use?
Drinking
Drug use

2.

Have people annoyed you by criticizing your drinking or
drug use?
Drinking
Drug use

3.

Have you ever felt bad or guilt about your drinking or
drug use?
Drinking
Drug use

4.

Have you ever had a drink or used drugs first thing in
the morning to steady your nerves or to get rid of a
hangover?
Drinking
Drug use

□
□

□
□

□
□

□
□

□
□

□
□

□
□

□
□

Scoring
Regarding one or more positive responses to the CAGE-AID as a positive screen.
Psychometric Properties
The CAGE-AID exhibited:
One or more YES responses
Two or more YES responses
(Brown 1995)

Sensitivity
0.79
0.70

NO

Specificity
0.77
0.85

Generalized Anxiety Disorder 7-item (GAD-7) scale
Over the last 2 weeks, how often have you been
bothered by the following problems?

Not at all
sure

Several
days

Over half
the days

1. Feeling nervous, anxious, or on edge

0

1

2

Nearly
Every
Day
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. Becoming so restless that it’s 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
Add the score for each column

0

1

2

3

Total Score (Add your column scores together) =
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
Scoring
Scores of 5, 10, and 15 are taken as the cut-off points for mild, moderate and severe anxiety,
respectively. When used as a screening tool, further evaluation is recommended when the score
is 10 or greater.
Using the threshold score of 10, the GAD-7 has a sensitivity of 89% and a specificity of 82% for
GAD. It is moderately good at screening three other common anxiety disorders - panic disorder
(sensitivity 74%, specificity 81%), social anxiety disorder (sensitivity 72%, specificity 80%) and
post-traumatic stress disorder (sensitivity 66%, specificity 81%).
Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety
disorder. Arch Inern Med. 2006;166:1092-1097.

S18+
Strength and Difficulties Questionnaire
For each item, please mark the box for Not True, Somewhat True, or Certainly True. It would
help us if you answered all items as best you can even if you are not absolutely certain. Please
give your answers on the basis of how things have been for you over the last six months.
Your Name:

Male / Female

Date of Birth:
Not
True

Somewhat
True

Certainly
True

I try to be nice to other people. I care about their feelings
I am restless, I find it hard to sit down for long
I get a lot of headaches, stomach-aches, or sickness
I usually share with others, for example food or drink
I get very angry and often lose my temper
I would rather be alone than with other people
I am generally willing to do what other people want
I worry a lot




























I am helpful if someone is hurt, upset, or feeling ill
I am constantly fidgeting or squirming
I have at least one good friend
I fight a lot. I can make other people do what I want
I am often unhappy, depressed, or tearful
Other people generally like me
I am easily distracted, I find it difficult to concentrate
I am nervous in new situations. I easily lose confidence




























I am kind to children
I am often accused of lying or cheating
Other people pick on me or bully me
I often offer help to others (family members, friends, colleagues)
I think before I do things
I take things that are not mine from home, work, or elsewhere
I get along better with older people than with people of my own age
I have many fears, I am easily scared
I finish the work I’m doing. My attention in good































Do you have any other comments or concerns?

Please continue, on the next page there are a few more questions

Overall, do you think that you have difficulties in one of more of the following areas:
Emotions, concentration, behavior, or being able to get along with other people?
No


Yes – minor
difficulties


Yes – definite
difficulties


Yes – sever
difficulties


If you have answered “Yes”, please answer the following questions about these difficulties:




How long have these difficulties been present?
Less than a month
1-5 months
6-12 months




Over a year


Do the difficulties upset or distress you?
Not at all
Only a little



A great deal


Quite a lot




Do the difficulties interfere with your everyday life in the following areas?
o Getting Along with the people you are closest to (e.g. family, partner)
Not at all
Only a little
Quite a lot
A great deal




o Making and keeping friends
Not at all
Only a little
Quite a lot
A great deal




o Work or study
Not at all
Only a little
Quite a lot
A great deal




o Hobbies, sports, or other leisure activities
Not at all
Only a little
Quite a lot
A great deal







Do the difficulties make it harder for those around you (family, friends, ect.)
Not at all
Only a little
Quite a lot
A great deal





Your Signature:
Today’s Date:

Thank you very much for your help

PATIENT HEALTH QUESTIONARE (PHQ-9)
Name:

Date:

Over the last 2 weeks, how often have you been bothered by any of the following problems? (Use  to
indicate your answers)
Not at all

Several days

More than
half the days

Nearly every
day

1.

Little interest or pleasure in
doing things

0

1

2

3

2.

Feeling down, depressed, or
hopeless

0

1

2

3

3.

Trouble falling or staying
asleep, or sleeping too much

0

1

2

3

4.

Feeling tired or having little
energy

0

1

2

3

5.

Poor appetite or overeating

0

1

2

3

6.

Feeling bad about yourself, that
you are a failure, or have let
your family down

0

1

2

3

7.

Trouble concentrating on
things, such as reeding the
newspaper or watching
television

0

1

2

3

8.

Moving or speaking so slowly
that other people could have
noticed. Or the opposite, being
so figety or restless that you
have been moving around a lot
more than usual
Thoughts that you would be
better off dead, or of hurting
yourself.

0

1

2

3

0

1

2

3

9.

Add Columns
TOTAL (Add column scores)

(Healthcare professional: For interpretation of TOTAL please refer to accompanying scoring card.)
10. If you checked off any problems, how difficult have these
Not at all difficult
problems made it for you to do your work, take care of things at
Somewhat difficult
home, or get along with other people?
Very difficult
Extremely difficult






PHQ-9 Patient Depression Questionnaire
For initial diagnosis:
1. Patient completes PHQ-9 Quick Depression Assessment.
2. If there are at least 4  in the shaded section (including questions #1 and #2), consider a depressive
disorder. Add score to determine severity.
Consider Major Depressive Disorder


If there are at least 5  in the shaded section (one of which corresponds to question #1 or #2)

Consider Other Depressive Disorder


If there are 2-4  in the shaded section (one of which corresponds to question #1 or #2)

Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician, and a
definitive diagnosis is made on clinical grounds taking into account how well the patient understood the
questionnaire, as well as other relevant information from the patient.
Diagnosis of Major Depressive Disorder or Other Depressive Disorder also require impairment of social,
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a history of
Manic Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the biological cause of the
depressive symptoms.
To monitor severity over time for newly diagnosed patients or patients in current treatment for depression:
1.

2.
3.
4.
5.

Patients may complete questionnaires at baseline and at regular intervals (e.g. every 2 weeks) at home and
bring them in at their next appointment for scoring or they may complete the questionnaire during each
scheduled appointment.
Add up s by column. For every  : Several Days = 1 More than half the days = 2 Nearly every day = 3
Add together column scores to get a TOTAL score.
Refer to the accompanying PHQ-9 Scoring Box to interpret the TOTAL score.
Results may be included in patient files to assist you in setting up a treatment goal, determining degree of
response, as well as guiding treatment intervention.

Scoring: add up all checked boxes on PHQ-9
For every  Not at all = 0; Several days =1; More than half the days =2; Nearly every day =3
Interpretation of TOTAL score.
Total Score
1-4
5-9
10-14
15-19
20-27

Depression Severity
Minimal depression
Mild depression
Moderate depression
Moderately severe depression
Severe depression

PHQ9 Copyright © Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD ® is a trademark of
Pfizer Inc.

36-item version, self-administered
This questionnaire asks about difficulties due to health conditions. Health conditions include
diseases or illnesses, other health problems that may be short or long lasting, injuries, mental or
emotional problems, and problems with alcohol or drugs.
Think back over the past 30 days and answer these questions, thinking about how much
difficulty you had doing the following activities. For each question, please circle only one
response.
In the past 30 days, how much difficultydid you have in:
Understanding and communicating
D1.1 Concentrating on doing
None
Mild
something for ten minutes?
D1.2 Remembering to do
None
Mild
important things?
D1.3 Analysing and finding
None
Mild
solutions to problems in dayto-day life?
D1.4 Learning a new task, for
None
Mild
example, learning how to get
to a new place?
D1.4 Generally understanding
None
Mild
what people say?
D1.6 Starting and maintaining a
None
Mild
conversation?
Getting around
D2.1 Standing for long periods
None
Mild
such as 30 minutes?
D2.2 Standing up from sitting
None
Mild
down?
D2.3 Moving around inside your
None
Mild
home?
D2.4 Getting out of your home?
None
Mild
D2.5 Walking a long distance such None
as a kilometer (or equivalent)
Please continue to next page…

Mild

Moderate Severe
Moderate Severe
Moderate Severe

Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do

Moderate Severe

Extreme or
cannot do

Moderate Severe

Extreme or
cannot do
Extreme or
cannot do

Moderate Severe

Moderate Severe
Moderate Severe
Moderate Severe
Moderate Severe
Moderate Severe

Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do

In the past 30 days, how much difficultydid you have in:
Self-care
D3.1 Washing your whole body?
None
Mild

Moderate Severe

D3.2 Getting dressed?

None

Mild

Moderate Severe

D3.3 Eating?

None

Mild

Moderate Severe

D3.4 Staying by yourself for a few
days?
Getting along with people
D4.1 Dealing with people you do
not know?
D4.2 Maintaining a friendship?

None

Mild

Moderate Severe

None

Mild

Moderate Severe

None

Mild

Moderate Severe

D4.3 Getting along with people
who are close to you?
D4.4 Making new friends?

None

Mild

Moderate Severe

None

Mild

Moderate Severe

D4.5 Sexual activities?

None

Mild

Moderate Severe

None

Mild

Moderate Severe

None

Mild

Moderate Severe

None

Mild

Moderate Severe

None

Mild

Moderate Severe

Life activities
D5.1 Taking care of your
household responsibilities?
D5.2 Doing most important
household tasks well?
D5.3 Getting all the household
work done that you needed
to do?
D5.4 Getting your household work
done as quickly as needed?
Please continue to next page…

Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do

If you work (paid, non-paid, self-employed) or go to school, complete questions D5.5-D5.8
below. Otherwise, skip to D6.1
In the past 30 days, how much difficulty did you have in:
D5.5 Your day-to-day
None
Mild
work/school?
D5.6 Doing your most important
None
Mild
work/school tasks well?
D5.7 Getting all the work done
None
Mild
that you need to do?
D5.8 Getting your work done as
None
Mild
quickly as needed?
Participation in society
In the past 30 days:
D6.1 How much of a problem did
you have in joining in
community activities (for
example, festivities,
religious, or other activities)
in the same way as anyone
else can?
D6.2 How much of a problem did
you have because of barriers
or hindrances in the world
around you?
D6.3 How much of a problem did
you have living with dignity
because of the attitudes and
actions of others?
D6.4 How much time did you
spend on your health
condition, or its
consequences?
Please continue to next page…

Moderate Severe
Moderate Severe
Moderate Severe
Moderate Severe

Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do
Extreme or
cannot do

None

Mild

Moderate Severe

Extreme or
cannot do

None

Mild

Moderate Severe

Extreme or
cannot do

None

Mild

Moderate Severe

Extreme or
cannot do

None

Mild

Moderate Severe

Extreme or
cannot do

Participation in society (continued)
In the past 30 days:
D6.5 How much have you been
None
emotionally affected by your

Mild

Moderate Severe

Extreme or
cannot do

None

Mild

Moderate Severe

Extreme or
cannot do

None

Mild

Moderate Severe

Extreme or
cannot do

None

Mild

Moderate Severe

Extreme or
cannot do

health condition?

D6.6 How much has your health
been a drain on the financial
resources of your family?
D6.7 How much of a problem did
your family have because of
your health problems?
D6.8 How much of a problem did
you have in doing things by
yourself for relaxation or
pleasure?

H1 Overall, in the past 30 days, how many days were
these difficulties present?
Record number of days
H2 In the past 30 days, for how many days were you
totally unable to carry out your usual activities or work
because of any health condition?
Record number of days
H3 In the past 30 days, not counting the days that you
were totally unable, for how many days did you cut
back or reduce your usual activities or work because of
any health condition?
Record number of days

This completes the questionnaire. Thank you.

_

HIPAA Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed as well as
how you can get access to this information. This facility is required by law to provide you with
this notice. This facility is required to adhere to the terms outlined in this notice. Please contact
the HIPAA Compliance Officer if you have any questions. Please review the following
information carefully.
UNDERSTANDING YOUR HEALTH RECORD AND INFORMATION
Each time you are seen at our facility, a record is made containing health and financial
information. Typically, this record contains information about your condition, the treatment we
provide, and payment for the treatment. We may use and/or disclose this information to:








Plan your care and treatment
Communicate with other health professionals involved in your care
Document the care you received
Educate health professionals
Provide information to public health officials
Evaluate and improve the care we provide
Obtain payment for the care we provide

Understanding what is in your record and how your health information if used helps you to:




Ensure it is accurate
Better understand who may access your health information
Make more informed decisions when authorizing disclosures to others

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU
Although your health record is the property of this facility, the information belongs to you. You
have the following rights to:




Get a copy of your paper or electronic medical record – You must submit your
request in writing. Your request will usually be accommodated within 30 days. If it
cannot be completed within 30 days, you will receive a letter informing you of the delay
and the reason for the delay. There may be a fee charged for the costs of copying,
mailing, or other supplies associated with your request.
Amend your paper or electronic medical record – If you feel that health information in
your record is incorrect or incomplete, you may ask us to amend the information. You
have this right as long as the information is kept by this facility. You must submit your
request in writing. In addition, you must provide a reason for your request. We may
deny your request for an amendment if it is not in writing or does not include a reason to
support the request. A denial letter will be mailed to you within 60 days of the request.
We may deny your request to amend information if it was not created by us, is not part of
the health information kept by this facility, or the information if found to be accurate and
complete.













Request alternate confidential communication – You have the right to request that we
communicate with you in a confidential manner or at a specific location, for example
home phone, cell phone, office phone, or mail to a different address or P.O. Box. For
example, you may ask that we only contact you via mail to a post office box. You must
submit your request in writing. We will not ask you the reason for your request. Your
request must specify how or where you wish to be contacted. We will accommodate all
reasonable requests.
Ask us to limit the information that we share – You have the right to request a
restriction or limitation on the health information we use or disclose about you. For
example, you could ask that we not use or disclose information about a therapy session
you had o a family member or friend. We are not required to agree to your request.
You must submit your request in writing. If you pay for a service or health care item outof-pocket in full, you can ask us not to share that information for the purpose of payment
or our operations with your health insurer. We will say “yes” unless a law, or other
regulation, requires us to share that information. In your request you must tell us:
o What information you want to limit;
o Whether you want to limit our use, disclosure, or both; and
o To whom you want the limits to apply, for example, disclosures to your spouse.
Right to an Accounting of Disclosure with whom we have shared your information –
You have the right to request an “accounting of disclosures”. We will include all the
disclosures except for those about treatment, payment, health care operations, and certain
other disclosures (such as any you asked us to make). We will provide one accounting a
year for free but will charge a reasonable, cost-based fee if you ask for another one within
12 months. You must submit your request in writing. Your request may state a time
period which may not be longer than seven (7) years from the date the request is
submitted and may not include dated before March 1 st, 2019. Your request should
indicate in what form you want the list (for example, on paper or electronically).
Get a copy of this privacy notice – You have the right to a paper copy of this Notice of
Privacy Practices. You may ask us to give you a copy of this notice at any time from the
reception desk. You may also obtain a copy of this notice from our website at
www.compassnorthpsychological.com.
Choose someone to act for you – If you have given someone medical power of attorney
or if someone is your legal guardian, that person can exercise your rights and make
choices about your health information. We will make sure the person has this authority
and can act for you before we take any action.
File a complaint if you believe your privacy rights have been violated – You can
complain if you feel we have violated your rights by contacting the HIPAA Compliancy
Officer using the information on page 1. You can file a complaint with the U.S.
Department of Health and Human Services Office for Civil Rights by sending a letter to
200 Independence Ave. S.W., Washington D.C., 20201, calling (877)696-6775, or
visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. We will not retaliate against you
for filing a complaint.

YOUR CHOICES

For certain health information, you can tell us your choices about what we share. If you have a
clear preference for how we share your information in situation described below, talk to us. Tell
us what you want us to do, and we will follow your instructions.
In these cases, you have both the right and choice to tell us to:




Share information with your family, close friends, or others involved in your care.
Share information in a disaster relief situation
Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, we may go
ahead and share your information if we believe it is in your best interest. We may also share
your information when needed to lessen a serious and imminent threat to health or safety.
In these cases, we never share your information unless you give us written permission to do so:




Marketing purposes
Sale of your information
Most sharing of psychotherapy notes

OUR USES AND DISCLOSURES
We typically use or share your health information in the following ways.




Treat you – We may use or disclose your health information and share it with other
professionals who are treating you.
Run our organization – We may use and disclose your health information to run our
practice, improve your care, and contact you when necessary.
Bill for your services – We may use and disclose your health information to bill and get
payment from health plans or other entities. We may also tell a health plan about a
treatment you are going to receive to obtain prior approval or to determine whether your
plan will cover the treatment.

OTHER ALLOWABLE USES OF YOUR HEALTH INFORMATION
We are allowed or required to share your information in other ways – usually in ways that
contribute to the public good, such as public health research. We must meet many conditions in
the law before we can share your information for these purposes. For more information see
www.hhs.gov/ocr/privacy/understanding/consumers/index.html.


Help with public health and safety issues – We can share information about you for
certain situations such as:
o Preventing disease
o Helping with product recalls
o Reporting adverse reactions to medications
o Reporting suspected abuse, neglect, or domestic violence
o Preventing or reducing a serious threat to anyone’s health or safety














Do research – We can use or share your information for health research
Health-related reminders – We may contact you to provide appointment reminders
Individuals involved in your care or payment for your care – Unless you object, we
may disclose health information about you to a friend or family member who is involved
in your care. We may also give information to someone who helps pay for your care.
Comply with the law – We will share information about you if state or federal laws
require it, including with the Department of Health and Human Services if it wants to see
that we are complying with federal privacy law.
Respond to organ and tissue donation requests – We can share health information
about you with organ procurement organizations.
Work with a medical examiner or funeral director – We can share health information
with a coroner, medical examiner, or funeral director if an individual dies.
Address workers’ compensation, law enforcement, and other government requests –
We can use or share health information about you:
o For workers’ compensation claims
o For law enforcement purposes or with a law enforcement official
o With health oversight agencies for activities authorized by law
o For special government functions such as military, national security, and
presidential protective services
Respond to lawsuits and legal actions – We can share health information about you in
response to a court or administrative order, or in response to a subpoena.
As required by law – We will disclose health information about you when required to do
so by federal, state, or local law.
To advert a serious threat to health or safety – We may use and disclose health
information about you to prevent a serious threat to your health or safety, or the health or
safety of the public or another person. We would do this only to help prevent the threat.
Workers’ compensation – We may disclose health information about you for workers’
compensation or similar programs. These programs provide benefits for work-related
injuries or illness.

OUR RESPONSIBILITIES
The following are our responsibilities regarding your protected health information.






We are required by law to maintain the privacy and security of your protected health
information.
We will let you know promptly if a breach occurs hat may have compromised the privacy
or security of your information.
We must follow the duties and privacy practices described in this notice and give you a
copy of it.
We will not use or share your information other than as described here unless you tell us
we can in writing. If you tell us we can, you may change your mind at any time. Let us
know in writing if you change your mind.
We must post a copy of this notice in a clear and prominent location, such as the entrance
lobby or similar location.

For more information see
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.
EFFECTIVE DATE AND CHANGES TO THE TERMS OF THIS NOTICE
This notice is effective as of January 1st, 2019.
We can change the terms of this notice, and the changes will apply to all information we have
about you. The new notice will be available upon request, in our office, and on our website.

Last Changed / Updated on 11/16/2020

