BEAR RIVER BEHAVIORAL HEALTH SERVICES, INC.
OFF-SITE CLIENT ADMISSION FORM - Please PRINT Legibly

ENTITY THERAPIST THERAPIST NPI#
Check only one for choices below. Selections pertain to the client. Admission Date
REFERRAL SOURCE 0O Self O Educational system O Clergy
O Family/Friend O Courts/law enforcement O Private practice MH professional

O Physician/medical facility O Private psych/Behavioral health program O Other persons/organizations
[0 Social/community agency [0 Public psych/Behavioral health program

Client Legal Name SS # DOB Age
Optional: Client Preferred Name Client Preferred Pronoun

Optional: Gender Identity Sexual Orientation

Client Cell/Home Phone Client Email Address

Client Address City State Zip

Name of Parent/Legal Custodian if client is <18 OR Guardian of Adult
UYes [INO Received court document proving legal custody if child of divorced, separated or unmarried parents OR proof of guardianship of adult.

Relationship to client Phone Number
Address City State Zip
PREVIOUS TREATMENT 0O Bear River Behavioral Health O Utah State Hospital O Other Behavioral Health Organization
EMERGENCY CONTACT Relationship to client
Work Phone Cell/Home Phone
FAMILY: # living in the home (include client) GROSS MONTHLY HOUSEHOLD INCOME § .00
RESIDENTIAL ARRANGEMENT [ Private residence without physical support OJail/other correctional facility
O Homeless/homeless shelter O Private residence with physical support (home healthcare, etc) O Adult or child foster home
00 24-hour residential O Institutional setting: (Behavioral Health, IMD, Psychiatric Inpatient, VA, State Hospital)

LEGAL COMMITTED STATUS O Civilly O Not Civilly 0 Forensic — USH

MARITAL STATUS 0O Never Married O Now Married O Divorced 0 Widowed O Separated

EMPLOYMENT U Full time (35 or >hrs/wk) [ Part time (<35 hrs/wk) O Homemaker 0O Student [0 Unemployed seeking work
O Unemployed not seeking work [ Retired OAge 0-5 O Supported transitional employment O Disabled, not in the labor force

PRIMARY LANGUAGE SECONDARY LANGUAGE

EDUCATION: Currently Enrolled in an Education Program? [J Yes [1 No (Include only nursery or preschool, kindergarten, elementary
school, home school, and schooling which leads to a high school diploma, a college degree or other formal certification or license.)

School Name School District Years of education completed (GED=12)

RACE (All that apply) OWhite O American Indian 0O Black 0 Alaskan Native 0O Asian 0O Pacific Islander 0O Two or More Races
O Other (specify)
HISPANIC ORIGIN [ Yes 0O No

> >

VETERAN 0 Yes U No
TIMES ARRESTED IN LAST 30 DAYS?

SMOKING/TOBACCO USE 0O Never U Everyday 0O Quit [0 Occasionally [0 Uses Smokeless Tobacco Only (last 30 days)
ADVANCE DIRECTIVE? Yes[ No O Ifyes, ask client to bring a copy to their appointment.

INSURANCE POLICY HOLDER (Copy of insurance card attached): Name
Address Gender Social Security # DOB
Relationship to Client Policy # Group # Date coverage began

PAYMENT SOURCES o None o Personal o Commercial Insurance o Service Contract 0 PASRR o Medicare 0 Medicaid #
O Veterans Administration 0 CHAMPUS o Workers Comp o Public Sources 0 Private Sources o Form 20M

ACCOUNT #




OFF-SITE CLIENT SERVICE CHARGES, CLIENT RIGHTS, AND FEE AGREEMENT

SERVICE CHARGES AND CO-PAYMENTS - Bear River Behavioral Health Services, Inc. (BRBHS) is a not-for-profit company.
Charges are based on real cost of services, which occasionally change. Payment for services may depend on the following: 1) All services for
clients who are on Medicaid are paid for by Medicaid. 2) Clients who meet the State of Utah severity criteria may have a lower fee (sliding-
fee) based on monthly household income. 3) Clients with private insurance, pay co-pays and deductibles decided by the insurance company.
4) Private pay clients who do not meet the State’s severity, pay the full cost of services. The Center may help in billing your insurance company.
Your payment, co-payment, or Medicaid card is expected before you receive services. At no time will your co-payment or insurance
payments be greater than the full amount of service charges. Also, you will be charged the full amount if: 1) You do not live in Cache, Box
Elder, or Rich counties; 2) Your insurance does not cover the services you receive; 3) You do not allow us to bill your insurance company; or
4) You do not meet State of Utah severity criteria. We cannot always set your payment status before you receive services. Therefore, you are
responsible for the full cost of services, which may or may not be offset through Medicaid eligibility, private insurance, or Center sliding-fee.
I understand that my account can be given to an outside collection company if it is over 60 days past due. I may have to pay for all charges,
collection costs, attorney costs (as well as those of BRBHS), and court costs if action is taken to recover past due payments. I may be charged
for missed appointments unless I give notice 24-hours before my appointment. I hereby allow payment of benefits directly to BRBHS,
otherwise to be paid to me, but not more than the full amount of the charges for service.

CLIENT DROP-OUT - More than 180 days of complete service inactivity will be considered as discontinuation of services and will result
in case closure. Service may be re-established any time upon request.

MEDICAID LIABILITY WAIVER - BRBHS does not hold Medicaid clients liable for: (1) BRBHS debts in the event of insolvency, (2)
covered services provided to the client for which the State does not pay, (3) covered services provided to the client for which the State or
BRBHS does not pay the health care provider that furnishes the services under a contractual, referral, or other arrangement, and (4 ) payments
for covered services furnished under a contract, referral, or other arrangement to the extent that those payments are in excess of the amount that
the client would owe if BRBHS provided the services directly.

ACKNOWLEDGEMENTS -You should receive a copy of the Medicaid Member Handbook by mail. If not, please inform the receptionist.
This handbook describes your Behavioral health plan services and your rights and responsibilities. Pay close attention to the following parts:
Emergency services (page 9), transportation (page 5), choice of therapist (page 8), grievances (page 18), and filing appeals (page 16).

I have received a copy of the Medicaid Handbook and a Notice of Privacy Practices.

Client or Legal Guardian Signature

CLIENT’S RIGHTS - You have the right to get the best health care possible that agrees with YOUR own values. You have the right to:
1. Receive information on BRBHS in easily understood prevalent languages and in alternative formats.
2. Be treated fairly with respect, dignity, courtesy, and privacy, including privacy of current and closed records.
3. Be free from discrimination, abuse, neglect, mistreatment, exploitation, fraud, potential harm or acts of violence, and from any form of
restraint or seclusion used other than for reasons of safety (e.g., to punish).
Have equal access to food, shelter, and health services.
Receive information on other possible treatment choices, and a copy of preferred practice guidelines upon request.
Take part in decisions regarding treatment planning, as well as the right to refuse to be treated.
Make a written request to get a copy of your record, and if appropriate, to ask that it be corrected.
Receive timely health care services that meet BRBHS quality standards for amount, duration, and scope.
Communicate w/family, attorney, clergy, physician, counselor, or case manager unless therapeutically contraindicated or court restricted.
10 Be informed of agency policies/procedures that affect client/guardian’s ability to make informed decisions regarding client care.
11. Be free from retaliation for reporting any violation to your rights. Contact the State Office of Licensing, at Ph# 801-538-4242 or email
licensingcomplaint@utah.gov.

O NG

Client rights are taken into account in the service delivery process. You may exercise your rights without adverse effects by staff or providers.

BRBHS is defined by Utah law as a “Secure Area.” I will not bring weapons onto the premises, even though I may carry a concealed weapons
permit.

Telehealth services may be provided as an option for treatment, which allows communication by two-way video technology. You may
need equipment that allows web-based video conferencing. There may be no technical support available to you if there are problems
with the technology. Clinical material will be kept confidential. You or your provider may choose to end telehealth services at any
time. I AGREE: 1) that the service provider determines whether telehealth treatment is appropriate; 2) to not record sessions for sharing in
public forums/social media; 3) to hold BRBHS harmless for information that is lost due to technical failures. I consent to the delivery of
services via telehealth technology.

I understand all information listed above. I agree that [ am responsible for the cost of services. I request and agree to be treated by BRBHS, which
may include appointment reminders via phone or text messaging.

I understand that parent/guardian of minors will remain in the building during individual therapy and medication appointments, and minor children may
not be left unattended in the waiting room during parent/guardian appointments.

Client/Legal Guardian Signature or Electronic Signature Date

(For additional information see computer record) 6/2/2026



