Brevard Outpatient Alternative Treatment, Inc.
Adult Substance Abuse Program Registration
Full Name Click or tap here to enter text.                                           

Date of Birth Click or tap here to enter text.
Social Security Number Click or tap here to enter text.
Full Address Click or tap here to enter text.
Phone Number Click or tap here to enter text.
Can we text appointment reminders to the above number?    YES ☐    NO ☐
Reason for seeking help Click or tap here to enter text.
Are you taking any prescription medications?    YES ☐    NO ☐
If yes, please list Click or tap here to enter text.
Do you have a medical marijuana card?    YES ☐    NO ☐

If yes, please provide a copy to our office

Emergency Contact (Name, phone, relationship) Click or tap here to enter text.
Brevard Outpatient Alternative Treatment, Inc.
Insurance Information
Insurance Provider Click or tap here to enter text.
Member ID Click or tap here to enter text.
Are you the policy holder?    YES ☐    NO ☐  


If NO, name and date of birth of policy holder Click or tap here to enter text.
Insurance Authorization

I authorize the release of any medical information necessary to process claims, and I authorize payment of medical benefits to be paid directly to Brevard Outpatient Alternative Treatment, Inc.  I understand that although B.O.A.T. will file claims with my insurance provider, I am still responsible for all charges assessed if insurance fails to pay.

Please check box to agree to the above statement  ☐
Client Signature (type name) Click or tap here to enter text.
Date Signed Click or tap here to enter text.
Brevard Outpatient Alternative Treatment, Inc.
Fee Schedule
Payment in full is required at the time of service

Initial Evaluation






$150*

Individual or Family Therapy





$125*

Group Therapy






$60*

Court Letter of Assessment





$40

Other Letters







$30

13-Panel Drug and Alcohol Urinalysis Test



$35

Breathalyzer 







$5

*If using insurance, fee will be determined by insurance provider

There will be a $50 fee for not showing up to a scheduled appointment; or canceling an appointment with less than 12 hours’ notice. Confidential voice mail is available 24/7. Excessive cancellations and/or reschedules will be reported to the Probation Officer or other referring agency if applicable. For clients who are Pre-DUI Referral, missing three consecutive sessions will be cause for termination from the program.

There will be a $30 fee for any returned checks. We accept Visa and MasterCard credit and debit cards. Telehealth clients will be required to keep a credit or debit card on file with us.

I have read and understand the above costs. I understand that I am responsible for all co-payments and deductible amounts and if my insurance provider does not reimburse B.O.A.T. I am responsible for all charges assessed.

Please check box to agree to the above statement  ☐
Client Signature (type name) Click or tap here to enter text.
Date Signed Click or tap here to enter text.
Brevard Outpatient Alternative Treatment, Inc.
 Consent for Treatment
Informed Consent: We ask that clients sign the following general consent for treatment. The client may at any time decline specific recommendations.

I give my consent for services with Brevard Outpatient Alternative Treatment and associated professional staff to include evaluation, psychotherapy, testing (if indicated), and involvement in the treatment planning process. I also acknowledge that treatment consists of both individual and group therapy on a weekly basis.

Please check box to agree to the above statement  ☐
Client Signature (type name) Click or tap here to enter text.
Date Signed Click or tap here to enter text.
Brevard Outpatient Alternative Treatment, Inc.
Medical History
Full Name Click or tap here to enter text.
Date of Birth Click or tap here to enter text.
Height Click or tap here to enter text.
Weight Click or tap here to enter text.
Are you currently under the care of a physician?    YES ☐    NO ☐

If yes, what for Click or tap here to enter text.

Name of Physician Click or tap here to enter text.
Medications currently taking Click or tap here to enter text.
Family Medical History – Has anyone in your family had (or presently have) any of the following?


Tuberculosis    YES ☐    NO ☐
High Blood Pressure    YES ☐    NO ☐

Diabetes    YES ☐    NO ☐

Kidney Disease    YES ☐    NO ☐

Epilepsy    YES ☐    NO ☐

Mental or Nervous Disorder    YES ☐    NO ☐

Chemical Dependency    YES ☐    NO ☐
Brevard Outpatient Alternative Treatment, Inc.
Client Privacy
Overview:  The first-ever federal privacy standards to protect patients’ medical records and other health information provided to health plans, doctor, hospitals, and other healthcare providers took effect on April 14,2003.  These standards provide patients with access to their medical records and more control over how their personal health information is used and disclosed.  State laws providing additional protections are not affected by this new rule.
PATIENT PROTECTIONS
The privacy regulations ensure a national floor of privacy protections for patients by limiting the way that health plans, pharmacies, hospitals, and other covered entities can use patients’ personal medical information.  The regulations protect medical records and other individually identifiable health information whether it is on paper, in computers, or communicated verbally.  Key provisions of these new standards include:

Access to medical records.  Patients generally should be able to see and obtain copies of their medical records and request corrections if they identify errors and mistakes.  Health plans, doctors, hospitals, clinics, and other covered entities generally should provide access to these records within 30 days and may charge patients for the cost of copying and sending the records.

Notice of privacy practices.  Covered health plans, doctors and other healthcare providers must provide a notice of how they may use personal medical information and their rights under the new privacy regulation.  Patients generally will be asked to sign, initial, and otherwise acknowledge that they received this notice.  Patients may also ask covered entities to restrict the use or disclosure of their information beyond the practices included in the notice, but the covered entities would not have to agree to the changes.

Limits on use of personal medical information.  The privacy rules set limits on how health plans and covered providers may use individually identifiable health information.  To promote the best quality care for patients, the rule does not restrict the ability of doctors, nurses and other providers to share information needed to treat their patients.  Personal health information generally may not be used for purposes not related to healthcare, and covered entities may use or share only the minimum amount of protected information needed for a purpose.  In addition, patients would have to sign a specific authorization before a covered entity could release their medical information to a life insurer, a bank, or another outside business for purposes not related to their healthcare.

Prohibition on marketing.  The final privacy rule sets new restrictions and limits on the use of patient information for marketing purposes.  Pharmacies, health plans, and other covered entities must first obtain an individual’s specific authorization before disclosing their patient information for marketing.  At the same time, the rule permits doctors and other covered entities to communicate freely with patients about treatment options and other health-related information, including disease management programs.

Confidential communications.  Under the privacy rule, patients can request that their doctors, health plans, and other covered entities take reasonable steps to ensure that their communications with the patient are confidential.  For example, a patient could ask a doctor to call his or her office rather than home, and the doctor’s office should comply with that request if it can be reasonably accommodated.

Complaints.  Consumers may file a formal complaint regarding the privacy practices of a covered health plan or provider.  Such complaints can be made directly to the covered provider or health plan or to HHS Office for Civil Rights (OCR), which is charged with investigating complaints and enforcing the privacy regulation.  Information about filing complaints should be included in each covered entity’s notice of privacy practices.  Consumers can find out more information about filing a complaint at http://www.hhs.gov/ocr/hipaa or by calling 866-627-7748.

HEALTH PLANS AND PROVIDERS
The privacy rule requires health plans, pharmacies, doctors, and other covered entities to establish policies and procedures to protect the confidentiality of protected health information about their patients.  These requirements are flexible and scalable to allow different covered entities to implement them as appropriate for their businesses or practices.  Covered entities must provide all the protections for patients cited above, such as providing a notice of their privacy practices and limiting the use and disclosure of information as required under the rule.  In addition, covered entities must take some additional steps to protect patient privacy:

Written privacy procedures.  The rule requires covered entities to have written privacy procedures, including a description of staff that has access to protected information how it will be used, and when it may be disclosed.  Covered entities generally must take steps to ensure that any business associates who have access to protected information agree to the same limitations on the use and disclosure of that information.
Employee training and privacy officer.  Covered entities must train their employees in their privacy procedures and must designate an individual to be responsible for ensuring the procedures are followed.  If covered entities learn an employee failed to follow these procedures, they must take appropriate disciplinary action.

OUTREACH AND ENFORCEMENT
Information line. To help covered entities find out information about the privacy regulation and other administrative simplification provisions of the Health Insurance Portability and Accountability Act of 1996, OCR and HHS Centers for Medicare and Medicaid Services have established a toll-free information line.  The number is 866-627-7748.

☐    I acknowledge receipt and understanding of the Client Privacy Rules provided.
Client Signature (type name) Click or tap here to enter text.
Date Signed Click or tap here to enter text.
Brevard Outpatient Alternative Treatment, Inc.
HIV Risk Assessment Form
Full NameClick or tap here to enter text.          DateClick or tap here to enter text.
Please read each of the following questions and select your answer.

Have you ever used a needle to take drugs, including steroids (intravenously-IV, intramuscularly – IM, or skin popping)?    YES ☐    NO ☐
Have you ever shared needles or works with anyone?     YES ☐    NO ☐
Did you ever forget what you did when you were high?    YES ☐    NO ☐
Have you ever had sex when you were high?    YES ☐    NO ☐
Did you engage in sex (willingly or unwillingly) while you were in jail or prison?    

YES ☐    NO ☐
Have you ever exchanged money or drugs for sex?    YES ☐    NO ☐
Have you had more than one sex partner in the past year?    YES ☐    NO ☐
Did you receive a blood transfusion between 1977 and 1985?    YES ☐    NO ☐
Have you ever had Herpes B, Syphilis, Gonorrhea, Chlamydia or sores on the genital area (sex organs)?    YES ☐    NO ☐
Have you ever shared works or a needle, or had sex with someone you now know is HIV positive or has AIDS?    YES ☐    NO ☐
(Men Only) Have you ever had male-to-male sex?    YES ☐    NO ☐
Have you ever had sex with anyone who would answer yes to any of the above questions? 

   YES ☐    NO ☐
Client Signature (type name) Click or tap here to enter text.
Date Signed Click or tap here to enter text.
Therapist Signature (type name) Click or tap here to enter text.
Date Signed Click or tap here to enter text.    Referred for HIV testing?    YES ☐    NO ☐
Brevard Outpatient Alternative Treatment, Inc.
Consent for Release of Confidential Treatment Information
I, Click or tap here to enter text. Authorize B.O.A.T. to disclose information about my treatment to the following:    

Name Click or tap here to enter text.
Company Name Click or tap here to enter text.
Phone No. Click or tap here to enter text.
Fax No. Click or tap here to enter text.
Information included in this release is limited to (check all that apply):

Initial Evaluation ☐    Progress Notes ☐    Attendance ☐    Drug Screen Results ☐
OR
I, Click or tap here to enter text. authorize the person or entity named below to disclose information  about my treatment to B.O.A.T.

Name Click or tap here to enter text.
Company Name Click or tap here to enter text.
Phone No. Click or tap here to enter text.
Fax No. Click or tap here to enter text.
I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2, and cannot be disclosed without my written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically when one or more of the following occur (please check all that apply):

Completion of Treatment ☐       Specific Date Click or tap here to enter text.☐
The client/counselor relationship is terminated by either party ☐
Client Signature (type name) Click or tap here to enter text.
Date Signed Click or tap here to enter text.
Brevard Outpatient Alternative Treatment, Inc.
Credit/Debit Card Authorization
Progressive Counseling Centers, Inc. dba Brevard Outpatient Alternative Treatment (B.O.A.T.) has the authority to electronically receive payment for my individual sessions, group sessions, drug/alcohol tests, and no-show/no-call cancellation fees.

Credit/Debit Card Type Click or tap here to enter text.
Name on Card Click or tap here to enter text.
Card Number Click or tap here to enter text.
Expiration Date Click or tap here to enter text.
Security Code Click or tap here to enter text.
Billing Zip Code Click or tap here to enter text.
Client Signature Click or tap here to enter text.
Date Signed Click or tap here to enter text.
