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NETS TELEPHONE INTAKE FORM

                                                                                                    Client #_________
Date of Intake Call  ________________     Call Taken By ______________________

*** Anyone under the age of 18 must be accompanied by a custodial parent/guardian for intake.  
****Services NOT provided at NYFS:  Psychiatry without ongoing therapy with one of NYFS therapists; Custody or visitation evaluations; Chemical Dependency Treatment.  
Has Client Previously Been Seen at NYFS:  _______________  Previous File #  _____________

Family Members Currently or Previously Seen at NYFS:  __________________________________________________

Client's Name:  _____________________________________________________________________________________________

Street Address:  _____________________________________________________________________________________________    
City:  _______________________________  State:  ______   Zip Code:  _________________  County:______________________

AGE:  ______
DOB:  _____________   Gender:  __________  Preferred Pronoun:  _____________  Marital Status:  ______
Caller:  ____________________________________________    Relationship to Client:  _____________________

Telephone Number:  Cell  ____________________    Home:  ___________________     Work:  __________________

Appointment Notifications:  No        Yes         Text (cell)        Email:  ___________________________

School  District & School:  _______________________________________________________
Grade:  _________

Referred by (School/Agency):  _______________________________
Referral Category:  ___________________

Person:  _____________________________________________
Phone:  ___________________

Race Identified With:  
____ White    ____African     _____ African American    ____Native American    ____Asian    

____Pacific Islander    ____Hispanic/Latino    ____Other    _____Declines to specify
Request culturally specific provider:  _____________  Preferred Gender:  ___________________________________

Request language other than English (note language requested):  ___________________________________

Reason for referral or appointment:  _______________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

MAY CONSIDER SELF HARM:  _____

MAY CONSIDER HARM TO SOMEONE ELSE:  _____

Scheduled with:  ____________________________   Appointment Date:  ____________________  Time:  _________
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SUBSCRIBER INSURANCE INFORMATION

Name:  ______________________________________________

Address:  _____________________________________________
  DOB of insured:____________________
                ______________________________________________

Employer:  __________________________________________
Relationship to Client:________________

EAP  _______________
AUTHORIZATION:  _______________ VISITS ALLOWED:  ____________
Insurance Information - Primary
Name of Insurance:  ____________________________________________ Phone #: ___________________    
Group #_________________________  Member ID#___________________________________________

Deductible:  ________________
Copay:  _______________  Coinsurance %:  ____________________

Insurance Information - Secondary

Name of Insurance:  _______________________________________________   
Group #  _________________________ Member ID#___________________________________________
Deductible:  ________________   Copay:  __________________
Coinsurance %:____________________

DO YOU HAVE A HEALTH SAVINGS ACCOUNT:      Yes    ______
        No  _________
*If you do, the HSA will automatically be billed before your secondary insurance as it is attached to your primary insurance. You have an option to inactivate this until your secondary insurance has an opportunity to assess payment.  Please contact your employer/human resources department for more information.  
Crisis/Emergency Procedure:

If a crisis is regarding a current client:  


a.  Refer the call to the therapist if the therapist is in the office. If that therapist does not answer, please 
try another therapist until one answers (Explain to the client "I am transferring you to "XYZ's" office. 


b.  If the therapist is NOT in the office, refer to urgent care therapist of the day.  Talk with the therapist 
first and give them as much information as you are able before transferring the call.

c.  If the crisis call involves possible danger, the therapist will consult with Jill Buckingham, Director of Day Treatment Services. She will direct Intake Specialist or NETS Program Assistant to schedule if  immediate appointment is needed.  If Jill is not available, contact Rachel Cain for direction.

d.  If there are no therapists in the office:  Refer to National Suicide Prevention Hotline:  

1-800-273-8255

e.  If client is not willing to wait for National Suicide Hotline, refer them to their local emergency room.  
