
Genesis/Holistic Solutions Center of Baton Rouge 
778 Chevelle Dr. Baton Rouge, LA 70806 

Patient Information 

Patient’s Name: ___________________________________________________________________ 
    (Last)                                      (First)                                              (M) 

Parent/Guardian: _________________________________________________________________ 
(Last)     (First)              (M) 

Home Address: _____________________________________________________________________ 
(Street)                                         (City)                      (State)               (Zip Code) 

Parent/ Guardian Cell Phone Number: _________________________________    

Client Phone Number: ___________________________________________ 

Parent/Guardian Email: _________________________________________ 

Client Date of Birth: _________________________ Age:__________ Sex:_____________ 

Parent Employer:________________________________________  Work Phone:___________________ 

Widowed  Marital Status: Married      Single  Divorced 

Emergency Contact: _______________________________ Phone:___________________________ 

Relation:_________________________________________ 

Responsible Party; If different from above:_________________________________________________ 

Relation: ___________________________________________ 

Address: _____________________________________________________________________________ 
(Street)                                         (City)                      (State)               (Zip Code) 

Referral Sources:____________________________________________________________ 



Notice of Privacy Practices (Brief Version) 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 

HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY 

Our commitment to your privacy 

Our practice is dedicated to maintaining the privacy of your persona! health information as part of providing professional 

caie. We are also required by law to keep your information private. These laws are complicated, but we must give you this important 

information. This is a shorter version of the attached. full, legally required notice of privacy practices. Please talk to our privacy officer 

(see the end of this form) about any questions or problems. 

How we use and disclose your protected health information with your consent 

We will use the information we collect about you mainly to provide you with treatment to arrange payment for our services. and for 

some other business activities that are called. in the law. health care operations. After you have read this notice we will ask you to sign a 

consent form to let us use and share your information in these ways If you do not consent and sign this form, we cannot treat you If we 

want to use or send. share, or release your information for other purposes. we will discuss this with you and ask you to sign an 

authorization form to allow this 

Disclosing your health information without your consent 

There are some times when the laws require us to use or share your information For example: 

1. When there is a serious threat to your or another's health and safety or to the public. We will only share information with persons who

are able to help prevent or reduce the threat 

2 When we are required to do so by lawsuits and other legal or court proceedings 

3 If a law enforcement official requires us to do so 

4. For workers· compensation and similar benefit programs.

There are some other rare situations. They are described in the longer version of our notice of privacy practices 

Your rights regarding your health information 

1. You can ask us to communicate with you in a particular way or at a certain place that is more private for you. For example, you can

ask us to call you at home. and not at work. to schedule 01· cancel an appointment We will try our best to do as you ask. 

2 You can ask us to limit what we tell people involved in your care or the payment for your care, such as family members and friends 

3. You have the right to look at the health rnformation we have about you such as your medical and billing records. You can get a copy

of these records. but we may charge you for it Contact our privacy officer to arrange how to see your records. See beiow. 

4 If you believe that the information 1n your records 1s incorrect or missing something important, you can ask us to make additions to 

your recrnds to correct the situation. You have to make this request in writing and send it to our privacy officer. You must also tell us the 

reasons you want to make the changes 

5. You have the right to a copy of this notice. If we change this notice. ·we will post the new version in our waiting area. and you can

always get a copy of it from the privacy officer 

6. You have the right to file a complaint if you believe your privacy rights have been violated You can file a complaint with our privacy

officer and with the Secretary of the U S Depa1tment of Health and Human Services. All complaints must be in writing. Filing a 

complaint will not change the health care we provide to you in any way Also. you may have other rights that are granted to you by the 

laws of our state. and these may be the same as or different from the rights described above. We will be happy to discuss these 

situations with you now or as they arise If you have any questions regarding this notice or our health information privacy policies. 

please contact our privacy office:. who 1s and can be reached by phone at or by e-mail at 

Name: Date:_ 



STATEMENT OF CONFIDENTIALITY 

By participation in a program and/or by your presence at this facility, you will be privileged to 
certain confidential information regarding clients involved in the program. 

Confidentiality, a right entitled to each client, begins at admission to a program or upon the 
making of a request for admission. Any and all information imparted to you during the time that 
you are at this facility and/or your knowledge of any person or persons here is strictly 
confidential. The privacy of our clients and their rights are to be treated with total confidentiality 
is protected by law. This disclosure of any information pertaining to a client and their treatment 
may be in direct violation of Federal Regulations and may be punishable by fine or 
imprisonment or both. By signing this statement of confidentiality, you are acknowledging that 
you have read, understand and agree to the terms stated above and that all information and the 
presence of others at this facility will remain confidential. 

Client Signature Date 

Parent/Guardian Signature 

CONFIDENTIALITY OF PATIENT RECORDS (42 CFR PART 2) 

Your insurance company requires that patient consent be obtained by the provider including 
consent to disclose information to your insurance company for claims payment purposes and for 
the provision of healthcare operation activities as provided for in 42 CFR part 2. Part 2 
regulations cover any information, including information on referral and intake about patients 
receiving diagnosis, treatment or referral for treatment for a substance use disorder, created by a 
part 2 program. By signing below, you are acknowledging you have read, understand and 
consent to have your information shared with your insurance company. 

Client Signature Date 

Parent/Guardian Signature Date 



Genesis Behavioral Health Services 

Patient -Therapist Telehealth Video Conferencing Information and 

Agreement 

This agreement adds to the information and agreements from the Patient-Therapist 
Agreement which you have previously read and signed during your initial intake, 

Virtual "face-to-face" sessio� or VC (Video Conferencing) is a real-time interactive 
audio and visual technology that enables a clinician to provide mental health services 
remotely. Treatment delivery via VC may be a preferred method due to convenience, 
distance, or other special circumstances. The VC system used in my practice doxy.me 
meets HIP AA standards of encryption and privacy protection. You will not have to 
purchase a plan when you "join" an online meeting. 

Instructions to sign in will be given to each client by their therapist or a staff 
member. 

Please read and note that: 

• There are many benefits and some risks of video-conferencing that differ

from in-person sessions.
• Confidentiality agreements that are always integral to your care, are the

same for telepsychology services.

• Recording of sessions is NOT permitted.

• A webcam or a smartphone needs to be used during the session.

• It is important to be in a quiet, private space that is free of distractions

(including cell phone or other devices) during the session.

• It is imperative that no family member or friend is in hearing or visual

proximity to you or to your electronic device during the session.

• It is important to have a secure internet connection rather than

publidfree Wi-Fi.



• In order to be punctual please set up for the appointment at least 5

minutes before it is due to begin. You will be admitted to a virtual

waiting room.

• A back up plan in the event of technical problems may include restarting

the ses.gon, or more likely supplementing with a phone for audio.
• Our safety plan includes at least one emergency contact and the closest ER

to your location, in the event of a crisis situation.

• If you are not an adult, the permission and contact information of your
parent or legal guardian is required for you to participate in
telepsychology sessions.

• It is recommended that you confirm with your insurance company that
video sessions will be reimbursed; if they are not reimbursed, you are
responsible for full payment.

• As your therapist, I may determine that due to certain circumstances,
tele�chology is no longer appropriate for you, and that we should
resume our sessions in-person.

By signing this document, you are stating that you are aware that I may contact 
the necessary authorities in case of an emergency. You are also acknowledging 
that if you believe there is imminent harm to yourself or another person, you 
will seek care immediately through your own local health care provider or at 
the nearest hospital emergency department or by calling 911. 

Below, please include the names and telephone numbers of your local 
emergency contacts (including local physician; crisis hotline; trusted family, 

friend, or confidant). 

Physician or Psychiatrist Name & Contact Info: 

Crisis Hotline or Crisis Center Phone #s: 



Family Member Name & Relationship Contact Info:

Friend's Name and Contact Info:

Thank you

Your signature here below indicates that you have read and understood 
this Telehealth Informed Consent Agreement.

Client name: Date of birth

Client signature           Date

If you are a minor:

Parent's name:

Parent's signature Date 



OUT OF NETWORK 

Genesis Holistic Solutions is in network with the following insurance companies: 

Blue Cross Blue Shield 
Beacon Health Options 

Any insurance outside of        the listed companies above will NOT be billed by the 
facility. Genesis will provide a-superbill, for services rendered and paid, in order for 
the policy holder to submit through insurance. Genesis will NOT be responsible for the 
determination of decision for reimbursement. It is the responsibility of the card holder 
to contact their insurance company and clarify if  an authorization is needed to file  an 
out of    network claim.

This is agreed upon with the policy holder that it will be their responsibility to seek 
reimbursement and/or coordinate with their claims department. 

Genesis Representative

 Date:



INFORMED CONSENT FOR PROGRAM EVALUATION 

Genesis Behavioral Health Services, LLC is interested in developing the highest quality 
programming possible, therefore, we are interested in evaluating program activities and services. 

We are asking for your permission to include some or all of the following information in our 
evaluation efforts: 

• Statements or comments that you may offer in response to interventions or programming
• Diagnosis, assessment measures, and/or evaluation forms
• Treatment goals
• Surveys or interviews about the program
• Overall satisfaction with the IOP experience

Your participation in program evaluation is completely voluntary. If you give your permission, 
you may withdraw your participation at any time without penalty. Your name or identifying 
information will not be attached to any report of program evaluation and all data used for 
program evaluation will be de-identified. 

Your permission to include your responses in our evaluation of programming will assist us in 
providing you and subsequent clients with the highest quality programs and services. We do not 
anticipate that your participation in this program evaluation will include any greater risk than 
regular participation in an Intensive Outpatient Program. If you have any questions or concerns 
about program evaluation or would like to withdraw from program evaluation at any point (either 
completely or partially), please contact Tanya Stuart at tanstuart@gmail.com or notify a member 
of the Genesis clinical team. 

By signing below, you are giving permission for your information as outlined above to be used 
in program evaluation for Genesis Behavioral Health Services, LLC. 

Client Signature Date 

Parent/Guardian Signature Date 



I am aware that Genesis Behavioral Health Services will submit the drug 
screen for payment on my behalf through my insurance company. I 
understand that it is my responsibility to understand what my insurance 
policy covers in reference to lab work. 

I acknowledge that I am responsible for any payments owed to CPL Labs.  

Drug Screening Payment Information

Client/Guardian Date

DateWitness



What is the reason you are seeking therapy? Why now? 

When did your symptoms start? And how have they worsened? 

Medical History: 

Surgical History: 

Describe how you cope with stressful situations: 

What hobbies do you enjoy? 

Have you experienced any losses past or present? 

Name:
Gender: Date of Birth:     /  /
Marital Status: Race/Ethnicity:



Family/Social History 

Born/raised 
Siblings      # of brothers      # of sisters 
What was the birth order?         of      children 
Who primarily raised the patient?  
Describe marriages or significant relationships: 

Number of children:
Current living situation: 
Military history/type of discharge:
Support/social network:  
Significant life events: 

Family History of Mental Illness (which relative and which mental illness): 

Employment 

What is the current employment status? 
Does the patient like their job? 
Will this job likely be done on a long-term basis?
Does the patient get along with co-workers?
Does the patient perform well at their job? 
Has the patient ever been fired?  Yes No If yes, explain. 

How many jobs has the patient had in the last five years? 

Education 

Highest grade completed:
Schools attended:
Discipline problems:



Current Legal Status 

__   No legal problems 
__ Probation 
__ Previous jail

 Developmental History 

__ Parole 
__ Charges pending 
__ Has a guardian 

Describe the childhood:     Traumatic  Painful Uneventful 
Describe the childhood in relation to personality, school, friends, and hobbles): 

Describe any traumatic experiences in the childhood: (List the age when they occurred) 

What is the patient's sexual orientation? 
__ Bisexual 

Spiritual Assessment 

Heterosexual Homosexual 

Religious background: 
Does the patient currently attend any religious services?       Yes      No      If yes, where.

Cultural Assessment 

List any important issues that have affected the ethnic/cultural background. 

Financial Assessment 

Describe the financial situation. 



In the past year has the patient been hit, kicked, or physically hurt by another person? 

Is the patient in a relationship with someone who threatens or physically harms them? 

Has the patient been forced to have sexual contact that they were not comfortable with? 

Has the patient ever been abused?   Yes No If yes, describe by whom, when and how. 

           Lethality of plan

 Lethality of plan

        Self injurious behaviors    

Suicidal/Homicidal Ideation

Is there a suicide risk?        No       Yes
        Previous attempt When:
        Current plan         Means to carry out plan          Intent
Is the patient dangerous to other?      Yes      No
Does the patient have thoughts of harming others?      Yes      No 
If yes, target:
Can the thoughts of harm be managed?     Yes      No
        Current plan         Means to carry out plan          Intent 
High risk behaviors

   None       Cutting       Anorexia/Bulimia       Head Banging 

Abuse Assessment 

Other:



Current Medication List 

Medication Dose Frequency Prescriber Reason 

Past Medication List 

Drug/ Alcohol Assessment 

Method of Amount Frequency Time Which substances 
are currently used use (oral, of use of use period 

inhalation, (times/ of 

Which substances 
have been used in 
the past 

intranasal, 
injection) month) use 

Alcohol Alcohol 
Caffeine 
Nicotine 
Heroin 
Opiates 
Marijuana 
Cocaine/Crack 

Caffeine 
Nicotine 
Heroin 
Opiates 
Marijuana 
Cocaine/Crack 
Methamphetamines Methamohetamines 

Inhalants 
Stimulants 

Inhalants 
Stimulants 
Hallucinogens Hallucinogens 

Other: Other: 

Medication Dose Frequency Reason Started Reason Stopped







I  residing at: 

Hereby give my consent for  to: 
           (Name of Provider) 

1. Talk with and/or
2. Release written documentation

Regarding my treatment with 
(Person or Agency receiving information) 

I understand that my records are protected under HIPAA and Federal Regulation 42 CFR. Confidentiality 
of mental health and substance use, under the general laws of my state, cannot be redisclosed without my 
written consent, except when: 

1. There is indication of child abuse or abuse of disabled adults,
2. Given the best clinical judgment, there is indication of danger to self or to others (suicidal or

homicidal), or
3. Required to present records to comply with a court order.

I understand that federal and state laws and regulations do not protect any information about suspected 
child abuse or neglect from being reported to appropriate state or local authorities. I understand that state 
laws and regulations may require disclosure of information if there is indication of danger to myself or to 
others (suicidal or homicidal).  

This authorization expires one year from today’s date. I understand that I may revoke my authorization to 
release information at any time verbally or in writing, and such revocation will be effective on the date the 
revocation is received. In the event action has already been taken prior to said revocation, such prior 
actions are covered by the pre-existing release.  

Client Signature Date 

Signature of Witness Date 

Consent to Release of Information 

Genesis Behavioral Health Services



	
	

Credit Card Authorization Form 
 **The card will be charged in accordance with our office and cancellation policies.** 

Today’s date_______/______/______  
 
Patient Name:___________________________________ 
 

Credit Card Information 
 

Name as is appears on the card: __________________________________________ 
 

Type of Card: □ VISA □ MASTERCARD □ DISCOVER □ AMERICAN EXPRESS 
 

Credit Card Number_____________________________________________ 
 
Expiration Date____/_____ 
 
Security Code BACK of Visa OR Master Card: (3 digits) ________________________ 
 
Security Code FRONT of Amex Card: (4 digits) ________________________ 

 
Credit Card Billing Address: 

 
Street: ___________________________________________ 
 
City: _____________________________ State:_________________                    
 
Zip Code: ___________       Telephone: __________________________________ 

 
 

**I hereby authorize this card to be used for payment of services rendered. 
 
 

Cardholder’s Signature:______________________________________ Date: _____/_____/_____ 
  
 

I hereby authorize this card to be used for payment of future services rendered (please sign again for 
future authorization): 

 
 

Cardholder’s Signature:______________________________________ Date: _____/_____/_____ 
	

	



Please note the email is not an entirely secure or confidential form of communication. 
Submitting this form via email to Genesis Behavioral Health Services DBA Holistic 
Solutions Center of Baton Rouge, constitutes understanding and implied consent of 
the risks of electronic communication. 

**If using Adobe to submit this form, simply click Submit Form and send using your default email 
application or webmail preference. If not using Adobe to submit this form, please save the completed form, 
attach it to a new email, and send to genesisoffice9@gmail.com. After either option, please check your sent 
email folder to confirm it has been sent.
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