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South Shore Behavioral Health Clinic 
 

New Intake Instructions 
 
1. New clients are required to fill out new client intake packet in it's entirety, and return it to the 

office within 10 days 
a. Packets can be mailed out from our office 
b. Packets can be downloaded from our website - 

https://southshorecounselingandassociates.com  or South Shore Behavioral Health 
Clinic.com 

2. Completed packets must be: 
a. Filled out by the client's Parent or guardian for clients under 18 years old.  (note: for clients 

in DCF custody, Foster Care or Guardianship, proof of permission to sign must be included 
with submitted paperwork)  

b. Must Signed by a witness (any adult other than the person signing the consents) 
c. A copy of the photo ID of the person filling out the paperwork must be submitted with the 

paperwork and a copy of the insurance card of the patient to be treated.  
3. Packets can be returned in the following manner, and must be received within 10 days in order to 

continue services.  For clients with packets not returned within 10 days, services will be paused  
until packet is received.  

a. Mailed to: 
South Shore Behavioral Health Clinic 
C/O Intake 
200 Cordwainer Drive  
Suite 200 
Norwell, MA 02061 

b. Faxed to:  
Attn: Intake 
(339)788-9904 

c. Securely Emailed to intake@ssbhc.com 
Most email servers are not HIPPA compliant, meaning that information sent via email may 
be susceptible to data breach and or data loss.  This method is not recommended, and 
may be used at client's own liability.   
For those choosing to email documents, they must be password protected. 
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Telemental Health Informed Consent 

I, _____________________________________,  hereby consent to participate in telemental health with, 

______________________________________________ , as part of my psychotherapy. I understand that 

telemental health is the practice of delivering clinical health care services via technology assisted media or 

other electronic means between a practitioner and a client who are located in two different locations. 

I understand the following with respect to telemental health: 

1) I understand that I have the right to withdraw consent at any time without affecting my right to
future care, services, or program benefits to which I would otherwise be entitled.

2) I understand that there are risks, benefits, and consequences associated with telemental health,
including but not limited to, disruption of transmission by technology failures, interruption and/or
breaches of confidentiality by unauthorized persons, and/or limited ability to respond to emergencies.

3) I understand that there will be no recording of any of the online sessions by either party. All
information disclosed within sessions and written records pertaining to those sessions are
confidential and may not be disclosed to anyone without written authorization, except where the
disclosure is permitted and/or required by law.

4) I understand that the privacy laws that protect the confidentiality of my protected health information
(PHI) also apply to telemental health unless an exception to confidentiality applies (i.e. mandatory
reporting of child, elder, or vulnerable adult abuse; danger to self or others; I raise mental/emotional
health as an issue in a legal proceeding).

5) I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic
symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be
determined that telemental health services are not appropriate and a higher level of care is required.

6) I understand that during a telemental health session, we could encounter technical difficulties
resulting in service interruptions. If this occurs, end and restart the session. If we are unable to

to discuss since we may reconnect within ten minutes, please call me at____________________ 
have to re-schedule. 



© March 2020. National Association of Social Workers. All rights reserved. 

7) I understand that my therapist may need to contact my emergency contact and/or
appropriate authorities in case of an emergency.

Emergency Protocols 

I need to know your location in case of an emergency. You agree to inform me of the address 
where you are at the beginning of each session. I also need a contact person who I may contact on 
your behalf in a life- threatening emergency only. This person will only be contacted to go to your 
location or take you to the hospital in the event of an emergency. 

In case of an emergency, my location is:   __________________________________________ 

and my emergency contact person’s name, address, phone: ____________________________

____________________________________________________________________________

I have read the information provided above and discussed it with my therapist. I understand 
the information contained in this form and all of my questions have been answered to my 
satisfaction. 

Signature of client/parent/legal guardian Date 

Signature of therapist Date 

The information is provided as a service to members and the social work community for educational and 
information purposes only and does not constitute legal advice. We provide timely information, but we make no 
claims, promises or guarantees about the accuracy, completeness, or adequacy of the information contained in 
or linked to this Web site and its associated sites. Transmission of the information is not intended to create, and 
receipt does not constitute, a lawyer-client relationship between NASW, LDF, or the author(s) and you. NASW 
members and online readers should not act based on the information provided in the LDF Web site. Laws and 
court interpretations change frequently. Legal advice must be tailored to the specific facts and circumstances of 
a particular case. Nothing reported herein should be used as a substitute for the advice of competent 
counsel. 











South Shore Behavioral Health Clinic 
DIAGNOSTIC INTAKE 

 
Client Name:________________________________  DOB:_________________ 

Clinician:___________________________________   Date Completed: _________________                                 

1. Place of Service: Clinic Client Home Nursing Home 
School  Day Program __________________ Other: (specify) 

2. Reason Client is Seeking Mental Health Services (presenting problem): __________  

3. Agencies With Whom Client is Involved: (Check all that apply)  
 DMH  DCF  DYS  DMR  Other (including probation /court ordered)______________________ 

 None    Other Agencies ___________________________ 

4. History 
A. Symptom History (current symptoms / age of onset/ effect on functioning) 

B. Client's Current Life Situation or Marital Status: 
 Single  Married  Widowed  Divorced  Separated  Partner 
Current Residence (describe): _________________________________________________________  
Members of Current Household: _______________________________________________________  
Current Daily Activity Pattern: 
Employed  Student  Unemployed  Retired  Day Program Describe: ___________________  
Financial Status:  Comfortable  Stable  No Steady Income  

        Receives Assistance:  
 
C. Recent Life Stressors of Life Changes: ________________________________________  

D. Developmental / Educational History: 
Early Developmental Milestones: ________________________________  
Highest Grade Completed: _____________________________________  
Describe Client's School Functioning: _____________________________  
 
E. Significant Family Relationships (include family of origin): __________________________  



South Shore Behavioral Health Clinic 
DIAGNOSTIC TREATMENT PLAN 

 
Client Name: _____________________DOB:_____________________:  

Clinician: _____________________Date Completed:_______________ 

F. Childhood Losses /Trauma 
 Parental Divorce Death of Parent Death of Sibling 
 Parental Substance Abuse          Abuse /Neglect          Foster Care/Adoption 
Domestic Violence Victim            Domestic Violence Witness  Other 
Describe the impact of the above 

G. Legal Status (history or current involvement in the legal system): 

H. Military Status: None Active Veteran 

5. History of Mental Health Care: 
Outpatient  Inpatient 

Describe: 

Medication History: _____________________________________________________________  
Prescribing Physician:___________________________________________________________  
Family History of Mental Illness: ___________________________________________________  

6. Relevant Medical History: 
Primary Care Physician: ________________________________________________________  
Current Conditions/Allergies: ____________________________________________________  
Current Medications: ___________________________________________________________  

7. Alcohol / Substance Use History  Yes  /  No  /   None Reported (Please Specify Below) 
Substance First use Peak usage Amt Current Use Last Use 
          
          
          
          

 
8. Mental Status: 

A. Communication Barriers: 
 No Yes 

B. Behavior, Attitudes, and Activities: 
General Behavior  Unremarkable  Other ____________________________  
Dress / Appearance  Unremarkable  Other ____________________________  
Voice  Unremarkable  Other ____________________________  
Motor Activity Unremarkable Other _____________________________  
Orientation  Unremarkable  Other ____________________________  

C. Physiological Functioning and Initiative: 



Disturbance of Sleep Absent  Present ___________________________  
Eating Disturbance Absent  Present__________________________ 
Sexual Disturbance  Absent  Present ___________________________  
Muscle Tension Absent Present ___________________________  

      Sweating                              Absent                         Present __________________________  
Quick to Startle  Absent  Present ___________________________  
 

D. Mental Activity, Speech and Thought: 
Form of Speech  Absent  Present __________________________  
General Content  Absent  Present __________________________  
Hypochondriasis  Absent  Present __________________________  
Phobias  Absent  Present ___________________________  
Delusions  Absent  Present____________________________ 
Loose Associations  Absent  Present ___________________________  
Thought Insertion  Absent  Present ___________________________  
Intrusive Thoughts  Absent  Present ___________________________  
Obsessions  Absent  Present ___________________________  
Flight of Ideas  Absent  Present ___________________________  

E. Disorders of Perception: 
Depersonalization  Absent  Present ___________________________  
Derealization Absent  Present ___________________________  
Illusions  Absent  Present ___________________________  
Visual Hallucinations  Absent  Present ___________________________  
Auditory Hallucinations Absent  Present ___________________________  

F. Mood /Affect: 
Predominant Mood: ________________________________________________________________  
Predominant Affect: ________________________________________________________________  

G. Cognitive functioning (estimate): 

 Below average  Average  Above Average 
9. . Mood and Emotional Symptoms: 
Depressed Diminished Energy  Diminished Concentration 
Anxious Guilt / Self-blame  Diminished Interest / Pleasure 
Hopelessness Helplessness  Persistent / Unrealistic Worries 
Suicidal Ideation Homicidal Ideation 

10. Risk Assessment: 
Suicidality: 

None present  Ideation Plan  Intent to Act Available Means to Act Previous Attempts 
Level of Risk: Low  Moderate  High  ECP attached 
NOTE: Moderate to High risk requires attached Emergency / Crisis Plan (ECP) 

Describe in Detail: 

Homicidality: 
 None Present  History of Assaultive Behavior  Access to Weapons 

 Plan to Use Weapons  Intended Victim Identified (Please not duty to warn victim and police) 

Level of Risk:  Low  Moderate  High  ECP attached 
NOTE: Moderate to High risk requires attached Emergency / Crisis Plan (ECP) 
Describe in Detail: 



 
 

South Shore Behavioral Health Clinic 
DIAGNOSTIC TREATMENT PLAN 

 
Client Name: __________________________ DOB:___________________ 

 

Clinician: __________________________ Date Completed:____________ 

 

 

9. Client Strengths/Protective Factors: Academic Behavioral Cognitive Communicative Community 
Family Financial Hopeful for Recovery Motivated for Treatment Physical Relationships Social Spiritual 
Other:  

10. Client Leisure/Meaningful Activities: 

 

11. Client Social Supports: 

 

12. Client Religious/Spiritual Beliefs and Cultural Identification: 

 

13. Client’s Identified Goals: 

 

14. Language Ability 
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