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CHILD INTAKE PACKET 
 

Welcome to Provident Behavioral Health! Please complete the attached forms to begin services with our team of behavioral health 
professionals.   
 

You have been scheduled with: _______________________________________________ 
Clinician Name & Credentials 

________________________________________________________________________________________ 

Crisis Services 
 

At Provident, you have access to a team of clinicians 24/7/365. During regular office hours, please call the office where you receive services and ask 
to speak to your provider if you are in crisis or need immediate assistance. If available, a member of your treatment team will speak with you and 
assist you. Should your provider be unavailable, another staff will assist you or you will be linked with a Provident Crisis Clinician.  
 

After-Hours Crisis Calls for Child Clients: Please call 314-446-2874 for Provident’s Crisis Clinicians for support at any time. Services are available 24 
hours a day. In the event that the nature of the emergency is such that you require immediate attention, please go to the emergency room nearest 

you or call 911 for assistance. 
 

Consent to Treatment 
 

 I have chosen to receive behavioral health services from Provident. Services include, but are not limited to, Psychiatric Evaluation, 

Mental Health Assessment, Medication Management, Case Management, Psychoeducation, and Individual, Family, and Group 

Therapies. 

 I understand that there are both risks and benefits associated with treatment, including side effects from medications that are 

prescribed. 

 I understand that treatment may deal with painful or problematic emotions and experiences. Discussing these experiences may be 

uncomfortable. However, avoiding the feelings prolongs the discomfort that already exists. During treatment, painful emotions may 

become more intense, which can be a sign that desired changes are about to occur. I agree to discuss any and all noticeable 

differences with my child’s treatment team.  

 I understand that participation in therapy requires an openness and honesty between the therapist and my child. I understand that 

confidentiality is essential to children experiencing difficulties. I understand that confidentiality is extended to children in treatment 

and that only under certain circumstances is confidentiality broken. 

 I understand that treatment is a collaborative process and progress depends on willingness to actively participate in the change 

process. I understand that my participation and support of treatment is related to the benefits my child will receive. 

 I understand there is no guarantee that progress will occur. 

 I have the right to be informed about issues such as, but not limited to, the following: the purposes, goals, techniques, procedures, 

limitations, potential risks, and benefits of services; the clinician’s qualifications, credentials, and relevant experience; continuation 

of services if the clinician is unable to continue providing treatment; and other pertinent information.  

 I understand that there are fees associated with services and that inability to pay these fees may interrupt the course of treatment.  

 I understand that I may stop treatment at any time. I will be responsible for payment of services myself or my child has received. I 

understand that there may be consequences to ending treatment, such as when treatment is court ordered. 

 I understand that Provident may terminate treatment if the needs of myself or my child cannot be met by the agency.  I understand 

that agency staff will refer me to an appropriate alternate provider should this occur. 

 I understand that I or my child may not be allowed to continue participating in treatment if I or my child: engage in acts of physical 

violence or verbal abuse; possess a weapon; are under the influence of alcohol or drugs; or engage in illegal behavior on Provident 

premises.  

 I understand that my child’s right for informed consent may be waived in the event that my child is at risk of harm to himself/herself 

or others and professional intervention is necessary.  

 I understand that a surrogate decision maker may provide informed consent on my child’s behalf in the event that I and/or my child 

is in the event that a physician, psychiatrist, and one other mental health professional determine that I and/or my child has lost 

the capacity to make informed decisions. A surrogate decision maker can only consent to specific mental health services permitted 

by the Mental Health and Developmental Disabilities Code. 
 

After reading the Consent to Treatment, initial the corresponding section of the Signature Page. 
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Client Rights and Responsibilities 
 

 

As a Provident client, you are entitled to the following rights:  

 To be treated with respect, consideration, and dignity, including consideration of social, psychological, spiritual and cultural needs 

without discrimination including race, color, religion, sex, age, national origin, disability, veteran status, gender identity, gender 

expression, sexual orientation (real or perceived), or any other characteristic protected by applicable United States federal or state law. 
 To be informed about issues such as, but not limited to, the following: the purposes, goals, techniques, procedures, limitations, potential 

risks, and benefits of services; the clinician’s qualifications, credentials, and relevant experience; continuation of services if the clinician is 
unable to continue providing treatment; and other pertinent information. 

 To be treated by professionals who uphold the highest ethical standards and to receive services in a safe, clean environment. 

 To participate in decisions involving your treatment and suggest changes to treatment. 

 To involve family members and other significant others in your treatment and decision making. 

 To be informed about the limits of privacy and confidentiality, and to approve or refuse the release of your treatment records, except 
when release is required by law. 

 To receive information concerning your diagnosis, treatment, and prognosis; and to accept or refuse treatment after full information is 
given.  

 To know what services are available within Provident and the availability of after-hours and emergency coverage. 

 To be referred to other professionals when additional services not available through Provident are needed or resources outside of 
Provident can more appropriately serve my needs. 

 To be informed of any change in provider providing my services during treatment. 

 To be assisted in obtaining an interpreter in cases of communication barriers (for example, language or hearing impairment)  

 To be assisted in obtaining an advocate to represent you when appropriate. 

 To have assistance in accessing protective services in instances of abuse or neglect. 

 To access a copy of your medical record and request amendments, when appropriate.  

 To know the fee for services provided, the policies regarding payment of fees, and to be informed when fees change.  

 To discuss dissatisfaction with services provided with your provider by filing a grievance and by participating in the complaint resolution 
process. Formal grievances are to be submitted in writing to the supervisor at the office at which you receive services or to the Clinical 
Director. The Clinical Supervisor or Clinical Director will speak with the client and investigate on behalf of the griever, if necessary. A 
written statement of results will be given to the griever/client within five business days and will include: date grievance received, 
summary of grievance, overview of investigation process, timetable for completing investigation and notification of resolutions. You can 
contact the Clinical Director at 314-371-6500. Furthermore, you can contact Missouri Department of Mental Health (800-364-9687 or 
constituentsvcs@dmh.mo.gov) or The Joint Commission (800-994-6610 or complaint@jointcommission.org) to report any concerns or 
register complaints about Provident. 

As a Provident client, you have the following responsibilities:  

 To provide, to the best of your knowledge, accurate and complete information about present concerns, past treatment, hospitalizations, 
medications, and other matters relating to both your physical and mental health. 

 To follow the treatment plan developed with your provider and to be responsible for the consequences of refusing treatment or not 
complying with treatment recommendations.  

 To ask questions when you do not understand treatment recommendations or services that are recommended to you or what is 
expected of you as a client. 

 To share your expectations of Provident and to provide feedback on your satisfaction with services received. 

 To pay the established fees for services provided. 

 To attend your appointments and, when unable to do so, to notify the office at least 24 hours in advance.  

 To provide current information regarding any insurances you have as well as any changes in insurance coverage that occur during the 
course of treatment at Provident. 

 To follow Provident’s Policies and Procedures 

 To be considerate and respectful of Provident clients, staff, and property. 
 

   

After reading the Client Rights & Responsibilities, initial the corresponding section of the Signature Page. 

 

Subpoena Policy 
 

The role of Provident staff is to provide behavioral health treatment and support for our clients and their families. It is not our role to go to court, to be an 
expert witness, or to make custodial or other legal decisions on behalf of our clients. In the event that a Provident employee is subpoenaed by a judge 
regarding your treatment, you will be responsible for all fees incurred, including but not limited to: time reviewing and compiling your medical records, time 
spent writing reports or treatment summaries, travel time to and from court, and time spent waiting in court and on the stand. The fee for services 
provided in response to subpoenas is $150.00 per hour and must be paid out of pocket by the client, client’s parent or guardian, or legal counsel. As 
always, we are happy to provide any documentation regarding your treatment in writing once you have signed a Release of Information allowing us to do 
so.  

mailto:constituentsvcs@dmh.mo.gov
mailto:complaint@jointcommission.org
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Notice of Privacy Practice 
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. 
 

Introduction: Provident has adopted this Privacy Practice Policy to comply with the Health Insurance Portability and Accountability Act (HIPAA, 1996), the 
Health Information Technology for Economic and Clinical Health Act (HITECH, 2009), the Omnibus Rule (2013), and the Department of Health and Human 
Services (DHHS) security and privacy regulations, as well as to fulfill our duty to protect the integrity, confidentiality, and availability of confidential medical 
information as required by law, professional ethics, and accreditation requirements. All personnel of Provident Behavioral Health (Provident) must comply 
with this policy. Familiarity with this policy and demonstrated competence in the requirements of the policy are an important part of every employee’s 
responsibilities. 
 
Assumptions: This Notice of Privacy Practice Policy is based on the following assumptions: 

 Individually identifiable health information or protected health information (PHI) is sensitive and confidential. Such information is protected by law, 
professional ethics, and health care accreditation requirements. 

 HIPAA requires Provident to protect PHI and to ensure that Provident’s Business Associates also protect PHI. 

 Provident must enter into Business Associate contracts to protect PHI. 

 A Business Associate shall have the meaning specified in the HIPAA Privacy Rule, HIPAA Security Rule, the HITECH Act, and the Omnibus Rule. 

 Provident can best perform its duties through the adoption and enforcement of a Privacy Practice Policy. 

 Provident workforce members and Business Associates are all bound by this policy, including, but not limited to, any individual who is involved with 
Provident for the following purposes: employees, volunteers, billing, practicum/internship, and other roles and relationships where access to PHI & ePHI is 
required. 

 
Provident, its Workforce Members, and Business Associates will: 

 Collect, use, and disclose individual medical information only as authorized. Provident’s workforce members and Business Associates will not use or supply 
such information for any purpose other than those expressly authorized by law, professional ethics, and accreditation requirements. 

 Implement administrative, physical, and technical safeguards to protect PHI from unauthorized access or disclosures. 

 Ensure that medical information must be accurate, timely, complete, and ensure that authorized personnel can access this data when needed. 

 Not alter or destroy an entry in a record, but rather designate it as an error while leaving the original entry intact and create and maintain a new entry 
showing the correct data. 

 Implement reasonable measures to protect the integrity of all data. 

 Recognize that our clients have a right of privacy and respect clients’ individual dignity at all times. Privacy will be respected to the extent that is consistent 
with performing required services and with the efficient administration of our business. 

 Act as responsible information stewards and treat all individual PHI (including medical record data and related financial, demographic, and lifestyle 
information) as sensitive and confidential.  

 Use or disclose only the “minimum necessary” health information to accomplish the particular task for which the information is used or disclosed. 

 Disclose information only when there is written authorization for uses or disclosures of psychotherapy notes (if psychotherapy notes are maintained), for 
uses or disclosures for marketing purpose, and for uses and disclosures that involve the sale of Protected Health Information. 

 In the case of fundraising, we may contact you for fundraising efforts, but you can tell us not to contact you again. 

 Not divulge PHI unless the client (or his/her authorized representative) has properly consented to the release or the release is otherwise authorized by 
law. 

 When releasing PHI, take appropriate steps to prevent unauthorized re-disclosures, such as specifying that the recipient may not further disclose the 
information without client consent or as authorized by law. 

 Implement reasonable measures to protect the confidentiality of medical and other information. 

 Recognize that some medical information is particularly sensitive, such as HIV/AIDS information, mental health and developmental disability information, 
alcohol and drug abuse information, and other information about sexually transmitted or communicable diseases and that disclosure of such information 
could severely harm clients, such as by causing loss of employment opportunities and insurance coverage, as well as the pain of social stigma. 

 Treat particularly sensitive information with additional confidentiality protections as required by law. 

 Recognize that the client has a right of access to information contained in the medical record owned by Provident. 

 Permit clients to access and copy their PHI in accordance with the requirements of the privacy regulation, including their electronic medical record and 
hard-copy medical record. 

 Provide clients an opportunity to request correction of inaccurate data in their medical records in accordance with the requirements of the privacy 
regulation. 

 Allow clients to restrict disclosures of PHI to a health plan when the individual pays out of pocket in full for services received.  

 Document and provide clients an accounting of uses and disclosures other than those for treatment, payment, and health care operations in accordance 
with the requirements of the privacy regulation. Breaches of confidentiality will be documented via Incident Report forms.  

 Verify that uses and disclosures not described in the Notice of Privacy Practices will be made only with authorization from the client. 

 Provident will inform you if a breach occurs that may have compromised the privacy or security of your information. 

 
Enforcement: All employees, volunteers, and Business Associates of Provident must adhere to this policy. Provident will not tolerate violations of this policy. 
Violation of this policy is grounds for disciplinary action, up to and including termination of employment, professional discipline, and criminal prosecution, in 
accordance with Provident sanction policy and personnel rules and regulations. 
 

After reading the Notice of Privacy Practice, initial the corresponding section of the Signature Page. 
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Statement of Confidentiality 
 

As a client at Provident, we want you to be informed of your rights and the limits of confidentiality. The confidentiality of personal 
information shared with your provider(s) is the cornerstone of a therapeutic relationship. In most circumstances, information shared 
is considered privileged communication and will not be shared with anyone, unless the client first provides signed written consent to 
do so. 
 
There are, however, some limitations of confidentiality which require the disclosure of information. These include, but are not 
limited to, the following: 

 When there is a serious threat of physical harm to yourself or another person (e.g., suicide or homicide); 

 When mandated by state or federal law (e.g., in cases of known or suspected physical or sexual abuse or neglect of 

children, the elderly, or developmentally disabled);  

 When specifically ordered by a court of law; 

 For the purpose of professional supervision. Cases at Provident are reviewed regularly with a Clinical Supervisor to ensure 

quality of the care you are receiving; 

 When collaborating with or consulting with your treatment team, including but not limited to: case managers, clinicians, 

psychiatric mental health nurse practitioners, medical assistants, collaborating psychiatrists, supervisors, practicum 

students/interns, and others that are Provident clinical and administrative workforce members involved in your treatment 

program. These individuals are bound by confidentiality requirements. A Release of Information is required to share 

information with individuals outside of your treatment team at Provident; 

 When services are provided out in the community where confidential space is not available or interventions are conducted 

in public settings, such as in school settings or community based programs. In such circumstances, it may be possible for 

confidential information to be overheard or clients to be seen by others present in the setting. Please note that Provident 

staff are to exercise discretion to limit and prevent confidential client information from being disclosed in these settings.  

 Information gathered from questionnaires, assessments, and surveys that are used for the purpose of data collection, 

outcome measurement, or research. Please note that any identifying information will be removed from data used; 

 The use of insurance or third-party funding source implies consent by the client that information regarding diagnosis, 

treatment plan, and clinical information may be disclosed to your insurance company or funding source in order to facilitate 

insurance claim filing or management of care with your insurance or managed care company. 

 
If it becomes necessary to release information, it will be done in such a way as to protect the confidentiality of clinical information, 
as much as possible. We want to assure all clients of our commitment to maintain confidentiality and that their case will be handled 
professionally and with the highest degree of confidentiality possible. 

 
After reading the Statement of Confidentiality, initial the corresponding section of the Signature Page. 

 

Client Fee Information 
 

 

1. Children residing in St. Louis County are provided services with no out of pocket costs from Provident via the Children’s 
Service Fund grant. 

2. Children residing within St. Louis City limits or residing outside of St. Louis County must contact their school to determine how 
fees will be paid for services provided by Provident in the school.  

 

After reading the Client Fee Information, initial the corresponding section of the Signature Page. 


