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FIRSTAdvantage

EAP Paperwork* Tips
Client™ completes Pages 2: Clinician completes Pages 5-10
{Be sure to write legibly)

Step 1- Schedule the 1% Appointment:

e Ask the client(s) to arrive 15 minutes early.

e Call First Advantage (FADV) with the
appointment date & time {(800-935-9552 ext.1)

* Remember, each individual client can be seen
face-to-face the allotted number of EAP
sessions, Example: For a 3 session model, a
client may be seen once individually and twice
with a family member.

* You should have a separate case number for
each client.

Step 2- 15 Minutes Before the 1st Appointment:
e« Each client should complete:

o Statement of Understanding (p.2} (a
parent/guardian should sign each
child’s)

o Client Data Form (p. 5)

o Client Satisfaction Survey (p. 2b) (hand
to client to be completed after services;
this form can onfy be mailed to you)

» [If a client does not sign the Statement of
Understanding, the session should be
terminated.

Step 3- Assessment: {f the client is allowed to
have at least 3 sessions, you may use all 3 for the
assessment. Complete the following:
» Session Documentation & Invoice Form (p.8) —
document each session here,
¢ Individual Assessment Form {p.6) or the Child
Health Form {p.10) for children.
Begin Case Summary Form (p.7)
Release of informatien (RO} {p. 9} - bhave
client sign this if the case is a supervisory
referral (in order for First Advantage to speak
with the supervisor. If the client refuses to sign,
document this in the case record.)
e  Brief Symptom Inventory (BSI) — copies are
available upon request.
FADV's clinical supervisor is always available
for consuitation. Please call to discuss any
case.

* &

Step 4- Short-Term Counseling OR Referral

+ Short-Term Counseling: if the case is
appropriate for short-term counseling, any
allotted EAP sessions beyond those used for
the assessment can be used for short-term
caunseling.

» Referral: If appropriate, refer the client either
within his/her insurance or to a community
resource. Document discussion with the client
about the need for a referral and the
appropriate resources.

o Have the client sign an ROI to contact
the referral resource to discuss the
potentiat referral.

Step 5- Follow-up and Case Closing / Billing

e Note: If the client fails to attend the 1* session,
First Advantage will reimburse you for a half-
session.

» Contact the client to assess progress within 2
weeks of the last session.

o Verify that the client is connected with
the referral resource, if appropriate.

o Determine if s’/he needs further
assistance.

o If unable to reach glient, attempt 2 more
times and document these attempts.

s Complete:

o Session Documentation & Invoice Form
o Case Summary Form

« Bill for the number of sessions, not the number
of clients seen in a session.

+ Do not send an invoice {even a $0 statement)
to the client.

» Submit all original forms to First Advantage
for reimbursement (Statement of
Understanding, Client Data Form, Individual
Assessment Form, Case Summary Form,
Session Documentation and invoice Form, and
any necessary ROIs.) Please mail to: P.O. Box
1670 Bethesda, MD 20827.

* Additional paperwork packets or copies of individual forms can be obtained by cafling 800-935-9552x 1 or from our website
(www.fadv.comseapsap; go fo the Affiliates section; Username: affiliates Password. fadv — then click on "EAP Cases.”)

**Client is defined as anyone who attends the session

it is never First Advantage's intent to hold or deny payment to any counselor. Failure to follow-through clinically with a client or to

properly document your work can result in a defay in payment until the necessary forms are received. Cases closed beyond 60 days of

the last follow-up call wilf be reimbursed in accordance with vour contract with First Advantage. We thank you in advance for your
cooperation and look forward to a long working relationship.

First Advantage Workplace Servicese PO Box 1670 « Bethesda, MD 20827 « 800.935.9551 « fax: 301.571-0146
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FIRST Advantage
STATEMENT OF UNDERSTANDING

The First Advantage Employee Assistance Program (“EAP™) provides problem-solving services to employees and their eligible family members
(“clients”) threugh Local Network Affiliates (*LNAs.”) These services include interventions relating to stress management, substance abuse, family
issues and other interventions that the EAP deems necessary for problem resohution, Other services provided include childielder care information and
referral, legal and financial counscling and other non-health related services.

FEES

Services provided by the EAP are offered at no direct cost to clients. The employee’s company has already paid for the services. If assistance beyond the
scope of services directly available through the EAP is needed, the LNA will help tocate appropriate community resources. If the employee’s company
policy allows the client to continue seeing the LNA beyond the allotted EAP sessions, the clicnt may choose to remain with this practitioner/practice.
The client will be provided with other options. If the client cheoses to remain with the LNA, the client will be financially responsible for all scrvice
provided beyond the allotted EAP scssions. A client’s insurance may defray some of the cost of services beyond those provided by the EAP, but it is the
client’s responsibility to assume costs not covered by this insurance.

FEEDBACK/RELEASE OF INFORMATION
Information cencerning use of the EAP services will not be part of the cllent s personnel record and will not be disclosed except as described below:

Selt-Referrals: if any employee or family member voluntarily comes in for assistance, no information caoncerning a person’s counseling with the
EAP will be discusscd or released to anyone other than the LNA without the client’s written permission.

Supervisor Referrals/Medical Referrals/Mandatory Referrals: 1f an employee is referred by his/her supervisor, medical or human resources
department of hissher company, and signs a release of information, the EAP will only discuss with the compary’s personnel designated to
monitor such referrals, () the reasons for the referral, (b) its recommendations, {c) the client’s participation in the program, and (d) the client’s
compliance with the EAP’s recommendations. Without a release of information, the EAP will only contirm EAP participartien, i.e. the scheduled
appointment was kept. In addition, the EAP will not discuss the employee’s personal problems with the supervisor/medical/HR personnel
without the employee’s written permission,

Worker’s Compensation Claims; In accordance with company policy, if after a company-initiated referral the employee brings legal action of
any kind (including a gricvance or worker’s compensation claim against histher company) which makes the employee’s mental or emational
condition or substance misuse an element of the claim, the EAP will release the employee’s records to the company if requested to do so by the
company.

Internal Operations of the EAP: From time to time, the EAP may need to review clients’ confidential medical information for its internal
operations, such as eligibility for the program, quality assurance/quality control, evaluating its LNAs, and for determining its cost basis or other
internal operations that are necessary to meet its contractnal and business obligations. To the extent practicable, the EAP will not disclose any
confidential medical information that can be identified as belenging to a particular client, and will use the minimum necessary information in
clients’ records to complete the tasks required.

CONFIDENTIALITY

By signing this agreement, | understand that the EAP’s Corporate Office and the LNA will be sharing confidential infermation regarding my
participation in the EAP. I also understand that the EAP owns and will maintain the case record. With the exception of the above or hsted below,
The EAP and the LNAs will keep alt confidential medical information relating to or about the client strictly confidential, cxcept as described herein,
altowed by law or in situations deemed potentially life threatening. Federal and state laws and regulations may also protect the confidentiality of each
client’s participation in this program. The violation of federal regulations is a crime and suspected violations may be reported. Federal regulations do not
protect from disclosurc of information related to a client’s commission of a crime against the EAP property or personnel, or reports under state law of
suspected child abusc or negleet. {See 42 U. 8. C. 290dd-3 and 2%ee-3 for federal laws and 42CFR Part 2 for federal regulations). Additional
information regarding client confidentiality and rights may be found in the EAP Confidentiality Naotice.

YOLUNTARY PARTICIPATION

Participation in the scevices offered by the EAP is voluntary. If you have a complaint, believe your rights to privacy have been violated or question about
EAP services or the LNA, including questions relating to your confidential medical information, contact the EAP Workplace Services Supervisor at
1.800.935.9551. You may also contact the Department of Health and Human Services with any concems about your rights to privacy.

TELEPHONIC FOLLOW-UP
I understand that [ will receive a follow-up call from the EAP fo]lowm%complelion of my EAP sessions. Please initial all that apply.
I give permission for the LNA to call me at: Work_ Home f do not give permission for the LNA to call me for follow-up

I have read this form and I understand and agree to its contents. I have read and was given a copy of the EAP Confidentiality Notice.

Soamn Sputh ﬁmﬁm 2/10 foG
Name of Client Signature of Clientdl egal Guardian Datd 1

Z/Ir)//og

Witness Datl

If you desire a copy of this Statement of Understanding, please inform the LNA.
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FIRSTAdvantage :
STATEMENT OF UNDERSTANDING

The First Advamage Employee Assistance Program (“EAP’") provides problem-solving services to employees and their eligible family members
(“clients”) through Local Network Affiliates (“LNAs.”) These services include interventions relating 1o stress management, substance abuse, farily
issues and other interventions that the EAP deems necessary for problem resolution. Other services provided indude child/elder care information and
referral, legal and finaricial counseling and other non-health related services.

FEES

Services provided by the EAP are offered at no direct cost to clients. The employee’s company has already paid for the services. If assistance beyond the
scope of services directly available through the EAP is needed, the LNA will help locate appropriate community resources. If the employee's company
policy allows the chient to continue seeing the LNA beyond the allotted EAP sessions, the chient may choose to remain with this practitioner/practice.
The client will be provided with other options. If the client chooses to remain with the LN A, the chent will be finzncially responsible for all service
provided beyord the allotied EAP sessions. A client's insurance may defray some of the cost of services beyond those provided by the EAP, but it is the
client's responsibilily lo assume costs not covered by this insurance.

FEEDBACK/RELEASE OF INFORMATION
Information concerning use of the EAP services will not be part of the client’s personnel record and will not be disclosed except as described below:

Seff-Relerrals: if any employee or family member voluntarily comes in for assistance, no information concerning a person’s counseling with the
EAP will be discussed or released to anyone other than the LNA without the client’s writien permission.

Supervisor Refermals/Medical Referrals/Mandatory Referrals: If an employee is referred by hisher supervisor, medical or human resources
department of histher company, and signs a release of information, the EAP will only discuss with the companty's personnel designated to
monitor such referrals, (a} the reasons for the referral, (b) its recommendations, (c) the client’s participation in the program, and (d) the client’s
compliznce with the EAP’s recommendations. Without a release of information, the EAP wil} only confirm EAP participation, i.c. the scheduled
appeintment was kept. In addition, the EAP will not discuss the employee’s personal problems with the supervisor/medical/HR personnel
without the employee’s written permission.

Worker's Compensation Claims: In accordance with company peticy, if after a company-mitiated referral the employee brings legal action of
any kind (including a gricvance or worker’s compensation claim against his/her company) winch makes the employee’s mental or cmotional
condition or substance misuse an element of the claim, the EAP will release the employee’s records to the company if requested to do so by the
company.

Internat Operations of the EAP: From time to time, the EAP may need to review clients’ confidental medical information for its internal
operations. such as eligibility for the program, quality assurance/quality control, evaluating its LNAs. and for determining its cost basis or other
internal operations that are necessary 1o meet its contractual and business obligations. To the cxient practicahle, the EAP will not disclose any
confidential medical information that can be identified as belonging to a particular client. and will use the minimum necessary information in
clients’ reconds Lo complete the tasks required.

CONFIDENTIALITY

By signing this agreement, 1 understand that the EAP’s Corporate Office and the LNA will be sharing confidential information regardmg my
participation in the EAP. [ also understand that the EAP owns and will maintain the case record. With the exception of the above or listed below,
The EAP and the ENAs will keep all confidential medical information relating to or about the clicnt stricty confidential, except as described herein,
aliowed by faw or in situations deemed potentially lifc threatening. Federal and state laws and regutanons may also protect the confidentiahty of each
client’s partcipation in this program. The violation of federal regulations is a crime and suspected violations may be reported. Federal regulations do not
protect from disclosure of information related to a client’s commission of a crime against the EAP property or personnel. or reports under state law of
suspected cluld abuse or neglect. (See 42 U. 5. C. 290dd-3 and 290ee-3 for federal laws and 42CFR Part 2 for federal regulations). Additional
information regarding client confidentiality and rights may be found in the EAP Confidentiality Notice.

YOLUNTARY PARTICIPATION

Panticipation in the services offered by the EAP is voluntary. If you have a complaint, believe your rights to privacy have been violated or question about
EAP scrvices or the LNA, including questions relating to your confidential medical information, contact the EAP Workplace Services Supervisor at
1.800.935.9551. You may also contact the Department of Health and Human Services with any concens about your rights to privacy.

TELEPHONIC FOLLOW-UP
Iunderstand that [ will receive a follow-up call from the EAP followjng completion of my EAP sessions. Please initial all that apply.
I give permission tor the LNA to ¢all me at: Work 5 Home I do not give permisston for the LNA to call me for follow-up

I have read this form and I understand and agree to its contents. I have read and was given a copy of the EAP Confidentiality Notice.

\i SM\tbf S ngu 'Legal Guardian T Zh 0 ! 0 tj

Ndme of Clie

:

Witness Date

If you desire a copy of this Statement of Understanding, please inform the LNA.
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' * This document SNOJ\ to cliend.
FIRSTAdvantage CONFIDENTIALITY NOTICE

First Advantage Employee Assistance Program {* the EAP™) provides problem-solving services to emplovees and their eligible family members {“clients”) through Local
Network Affiliates (*“LNAs.”) These services include interventions relating to sress management, subsiance abuse, family issues and other interventions that the EAP deems
necessary for problem resolution. Other services provided include child/elder care information and referral, legal and financial counseling and other non-health related
services.

STATEMENT OF PURPOSE

This Notice describes how information about you that is créated for or by the EAP may be used and disclosed. It is the EAP's policy to pretect and refrain from disc]osjng )
confidential information that may be obtained from our ¢lients that relates to our clients’ medical condition or health. Laws and/or ethical standards. however, may limit thig
confidentiality. In particular, it is the EAP’s policy to protect and maintain the confidentiality and privacy of any information that may be deemed identifiable, confidential
medical information relating to problem resolution ¢hereinafter “confidential medical nformation” or “CMI™).

While the EAP does not believe itsell to be a ““covered entity” obligated 1o meet the requirements of the HIPAA Privacy Standards {see definitions and references which
follow), with respect tu a client’s CMI, the EAP wishes to protect all clients’ confidential medical information from improper use and disclosure, and agrees to use and
disclose all elients’ CMI, o the extent consistent with law and the purposes for which this informatson has been obtained as described 1n this document

FEEDBACK/RELEASE OF INFORMATION
Information concerning use of the EAP services will not be a part of the client’s personnel record and will not be disclosed except as described below:

Self-Reterrals: If any employee or family member voluntarily comes in for assistance, ne information concerning a person’s counseling with the EAP will be discussed or
released to anyone other than the LNA withowt the chient’s written pemmission.

Superyisor ReferralsiMedical Referrals/Mandatory Referrals: If an employee is referred by his/her supervisor, medical or human resources department of histher
company, and signs a release of information, the EAP will only discuss with the company’s personne] designated to monitor such referrals, {a) the reasons for the referral,
() its recommendations, (¢} the ¢lienl’s participation in the program, and (d) the client’s compliance with the EAP’s recemmendations. Without a release of information,
the EAP will only confirm EAP participation. i.¢. the scheduled appointment was kept. [n addition, the EAP will not discuss the employee’s personal problems with the
supervisar/medical/HR personnel without the employee’s written permission.

Worker’s Compensation C laims: In accordance with company policy. if after a company-initiated referral the employee brings legal action of any kind (including a
grievance or worker’s compensation claim against his/her company) which makes the employee's mental or emotional condition or substance misuse an element of the
claim, the EAF will release the empleyee's records to the company if requested to do so by the company.

Internal Operations of the EAP: From time to time. the EAP may need to review the clicnt's CMI for its internal operations, such as eligibility for the program, quality
assurance/quality control, evaluating its LNAs. for determining its cost basis or uther intemal operations that are necessary to meet its contractua! and business
obligations. To the extent practicable, the FAP will not disclose any CMI that can be identified as belonging o a particular ¢lient, and wiik use the minimum necessary
information in clients’ records to complete the tasks required. (In addition, unless specifically authorized by the client in writing, we will not disclose case record
information to anyone, except for purpose of treatment or for the EAP intemal operations as described in this paragraph.)

CONFIDENTIALITY

With the exception of the above or listed below, the EAP and the LNAs will keep all CMT relating to or about the client strictly confidential. excepi as described herein,
allowed by law or in situations deemed potentially hife threatening. Federal and state laws and regulations may also protect the confidentiality of each client’s participation in
this program. The violation of federal regulations is a crime and suspected violations may be reported. Federal regulations do not protect from disclosure of information related
10 a elient's commission of a crime aganst the CAP property or personnel, or reports under state law of suspected child abuse or neglect. (See 42 [ . . C. 290dd-3 and 290ge-
3 for federal laws and 42CFR Part 2 for federal regulations). In addition, a ctient’s CMI may be used as follows:

s As Required by Law. A client’s CMI may be discinsed when required to do sc by law.
s Public Health Activitics. A client's CM[ may be disclosed to public health agencies for reasons such as preventing or controlling disease. injury or disability. These
generally include the followinyg:
* To prevent or control disease, injury or disability.
* To report births and deaths.
To report child abuse or neglect or elder abuse. _
To report reactions to medications, problems with products or other adverse events.
To notify people of recalls of products they may be using.
* Tonetily a person who may have been exposed 1o a disease or may be at risk for contracting or spreading a discase or condition.
¢ To notify the appropriate government authority if we believe a patient has been the victim of abuse (including elder abuse), negiect or domestic viclence. [Note: we
will only make this disclesure it the client agrees or when reguired or authorized by law ]
® Health Oversight Activities. A clicnt’s CMI may be disclosed to government oversight agencies (e.g., state insurance departments) for activities authorized by law.

e Judicial and Administrative Proceedings. A client’s CMI may be disclosed in response to a court or administrative order and in certain cases in response to a subpoena,
discovery request or other lawtul precess.

¢ Law Enforcement. A client’'s CMI may be disclosed under limited circumstances to 2 law entorcement official in response to a warrant or simalar process; 1o identify or
locate a suspect; or to provide information about the victim of a crime.

* Individuals Invelved in Client Care. I necessary, a client’s CMI may be disclosed to members of the client's family designated as representatives or who are involved
in care so that a chent’s family can be notified in case of an emergency /life threatening situation.

OTHER USES OR DISCLOSURES ONLY UPON CLIENT AUTHORIZATION

Other uses or disclosures of a client's CMI will be made only with client written authorization, unless otherwise permitted or required by law. Specific authorization is needed
for certain activities. This inchudes if an employee asks anvone in histher company or other person (such as a spouse) 10 help with the EAP services that relate 1o problem
reselution (including denizl of services) where the EAP may need to provide CMI to Lthat person so that s/he may assist the employee. A client may revoke an authorization at
any Lime in writing, except to the extent that the EAP has already taken action on the information disclosed or permitted by law to use the information. In accordance with
standards set forth by the Counc on Accreditation, the EAP maintains neutrality with our ¢lient companies with respect to employee/employer relations.

CLIENT RIGHTS

Right to Inspect and Copy EAP Information

If a client wishes to obtain a copy of histher “designated record set,” this request must be made in writing to the EAP. In limited situations, the EAP may deny the request
and give a written statement that explains why the request was denied. If a client wishes to appeal the decision, this must be done in writing and sent to the Quality
Assurance Committee for review, The LAP will abide by the decision of the Quality Assurance Commitiee. Clients do not have aright to inspect or obtain copies of
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psychotherapy notes (The EAP’s Employee Assistance Program session note does not contain the type of information that constitutes a psychotherapy note) or
information compiled for civil. criminal or administrative proceedings. The information to be released upon written request to the EAP may include:
Statement of understanding
Telephonsc mtake form
Client data form
Assessment
Any standardized tests which may have been administered
Case summary
. Session documentation form
RIGHT TO AMEND YOUR EAF INFORMATION
Clients have the right to request in writing to the EAP that the EAP amend intormation that a client believes te be incorrect or incomplete. In order to request an
amendment, a client must:
1.  Submit the intended amendment and reason for the amendment;
2. Amendment must be dated and signed by chent; and
1 Amendment must be notarzed.
The EAP mav deny a request for amendment under any of the following cenditions:
1. Request is not in writing,
Request does not include a reason to support the amendment.
The information that the client is requesting to amend was not created by the EAP or its affiliates.
The information is not part of the CMI information kept by or for the EAP.
The information is net part of the information which a ¢lient would he permitted 1o inspect and copy.
The requested amendment is inaccurate or incomplete.

MOV R e —

S e

RIGHT TO AN ACCOUNTING OF DISCLOSURES

Clients have the right to request an “accounting of disclosures.” This is a list of certain disclosures the EAP has made of CMI information about the client to others. The

EAP will notify the client of the cost involved and the client may c¢hoose 1o withdraw or modify the request prior to the incurrence of any costs. In order to requestan

accounting of disclosures, a client must:

1. Submit the request in writing to the EAP, and
2. Therequest must state a time period no longer than six (6) years back and may not include any date before April 14, 2003 (or the actual implementation date of
the HIPPA Privacy Regulations).

Clients do not have the right to veceive an accounting of any disclosures made:

1. Fortreatment. pavment, or health care operations.

Ta the client about histher own health information.

Incidental to other permitted or required disclosures.

Where authorization was provided.

Ta family members o7 friends involved in client care {where disclosure 15 permitted without authorization).

For nat:onal securty or mtelhgence purposes.

To corectional institutions or law enforcement officials in certain circumstances,

As part of a “himited data set” {health information that excludes centain wentifying information).

Suspected cases of adult abuse: When abuse or neglect of an adult is suspected, confidential information may be released in order to protect and ensure the safety

of the adult.

10. Suspected danger te self or others: When a client is a danger to himvherself. Confidential information may be released in order to protect and ensure the szfety of
the client, When a client is a danger to others, actions will be taken according to state and federal law, including netifying the pelice and the intended victim
{Tarasolf v Regents 551 P 2d 334(1976}}. When a client’s impzirment on the job places him/herself, coworkers, and/or the employer in a potentially dangerous
situation, disclosure may be made to the employer or the person threatened.

hal e Rl

RIGHT TO REQUEST RESTRICTIONS ON CERTAIN USES AND DISCLOSURES OF CONFIDENTIAL HEALTH INFORMATION AND THE EAP’S RIGHT
Clients have the tight to restrict the use and disclosure of health information for treatment. Clients also have the right to restrict use and disclasure of health information
to family member. close friends, or other persons she identifies as being involved in hissher healih care. Clients also have the right to restrict use and disclosure of health
information to notify those persons of his/her location. general condition or death. or to coordinate those efforts with entities assisting in disaster relief etforts. 1fa client
wants 1 exercise his right, this must be done in writing to the EAP.

The EAP is not required to agree to a requested restriction. 1f the EAP does agree, a restriction may later be terminated by written request, by agreement between the
client and the EAP (including an oral agreement) or unilaterally by the EAP for health information created or received after the chient has been notified that the EAP has
removed the restrictions. The EAP may also disclose health information about a client if a client needs emergency treatment, even if the EAP has agreed to a restriction.

RIGHT TO RECEIVE CONFIDENTIAL COMMUNICATIONS OF HEALTH INFORMATION

If a client believes that disclosure of health information by usual means could endanger the client in some way, the EAP will accommodate reasonable requests to receve
cammunications of health information from the EAP by aitemative means or at allerative locations.

11 a client wants to exercise this right, the client must make the requestin writing t the EAP and a statement must be included that disclosure of all or part or the
information could endanger the chent.

RIGHT TO A PAPER COPY OF THE PRIVACY NOTICE

Clients have a right to a paper copy of the privacy notice. The privacy notice is attached to every EAP brochure and given to all ¢lients at the time of the initial EAP
appointment.

If you have a complaint, believe your rights to privacy have been violated or question about EAP services or the LNA, including questions relating to your CMI contact
The First Advantage Workplace Services Supervisor at 1.800.935.9551. You may also centact the Depariment of Health and Human Services with any concerns about
your rights 10 privacy.

DEFINITIONS RELATED TO CONFIDENTIALITY OF MEDICAL AND PERSONAL CLIENT INFORMATION

“Privacy Standards™ shall mean the Standards for Protection of Individually Edentifiable Health Information at 45, C.F.R. Parts 160 & 164,

“Confidental Medical Information™ or “CMI" for purpose of this Notice shall include any information, whether oral or recorded in any form or medium, that relates
1o (a) the past, present or future physical or mental health or condition ot an individual, (b} the provision of hezlth care to an individual, or {c) the past. present or
future payment for the provision of health care 1o an individual, and which can be identified to an individual, Hmited 1 information created or received by the EAP
from or en behait of a Group Health Plan or other covered entity under the Privacy Standards.

“Covered entity™ shall have the same meaning as that termn is defined in the Privacy Standards and shall mean a (a) healih plan, {b) health care clearinghouse, or {c)
heaith care provider who transmits any health information in ¢lectronic {form in connection with a transaction covered by the Privacy Standards.
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Case# 2.5 zb 0

CLIENT DATA FORM

FIRSTA dva,nmge Completed by client”
CONFIDENTIAL

NOTE: The information on this form is presented only for use by First Advantage, EAP. Copying or distribution of this information for any other
purpose violates laws regarding confidentiality.

Name: .S ha,\, \ u Sv‘\(\,\Hfl GENDER EMERGENCY CONTACT

Address: '; 'IO(’ EJ_SQ,L{ R(\ STV Name: E’ob SW“\‘HfI

E or I(SV \ Hﬂ I;' D Z‘ O% 3 Te'ﬁphone—Number: ( LHD) L3 -50

LIVING STATUS AGE INSURANCE
Please specify:
0 Single "1 Divorced O Under 13 0 40-49 ' XM R
arried it Widowed J13-19 0 50-59
M Separated [ Co-habitating 020-29 [160-69 3*
L1 Cther K30-39 0 oyer B9 ID “i 2 ‘-}‘3 598 1
Date of Birth: lQlIl_.[ Ij{) FMDV(Q/BBB - qq-{’ 677‘
ETHNICITY (Optional) EDUCATION COMPLETED RELATIONSHIP TO EMPLOYEE
i {1 Elementary School xEmployee (selfy
Mwhite 1 American Indian {1 Some High School [ Spouse of Employee
{1 Black L Asian/Pacific Istander 0 HS Graduate or Equivalent i ISen/Daughier of Employee
O HispariciLating | Alaskan MNative 0 Trade or Vocation School [~ Parent of Employee
Dother X Completed 1-4 Yrs College I Retired Employee
Flease specify country of arigin: [ College Degree [1 Spouse of Retired Employee
0 Graduate Degree ['1 Other
' [

What do you hope to accomplish at the EAP? l [‘[]‘Z] ]NQ [u;&f ‘SOE l . S thggl\Of\ ;&Jk S&m‘
How long has this been a concern? # Years # 2 Months  # Weeks #_ Days

Do you have any significant medical problems? 0 Yes JNo If yes, please descibe:

Who lives in the home with you? M

AV A
T THIS SECTION ONLY IF YOU

ARE AN EMPLOYEE

SALARY JOB CATEGORY JOB LEVEL
[ Under $26,000 0 $70,000 - $99,999 0 Administrative [] Gperations {1 Executive/ 3enior Management
[ $20,000 - $29,99¢ 11$100,000 - $149.999 {1 Technical O Marketing/Sates {] Supervisory
B 530.000 - 539,999 O $1506,000 - $196,999 K Clericai/Office O Personnel L1 Non-Supenvisory — (receives overtime)
L} $40.0C0 - $49.999 0O Qver $200,000 ﬂNon—Super\nsory — {Exempt —no overtime}
J $50.000 - $69,999

EMPLOYMENT: Length of employment with Company L" years 5') months.  Company Name Pl KQ‘ 1:[ K ;-
. r
Please describe your employment position. O'FFLQQ aASS \5‘\'&!’1 \'

Has a Manager/Supervisor discussed your work performance with you in the past 12 months? 71 Yes X No If yes, please describe discussions.

Have you been involved in any on the job accidents in the past 12 months? 0 Yes & No If yes, describe nature of accident.

Do you have any problems with the following? Your Supervisor 0 Yes X No: Co-workers [1 Yes X No: Thejobitself ® Yes O Mo

If yes to any of the above, please describe.
——
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. 2526V
CLIENT DATA FORM Case
FIRST Advamage Completed by client

CONFIDENTIAL

NOTE: The intormation on this form is presented only for use by First Advantage, EAP. Copying or distribution of this information for any other
purpose violates laws regarding confidentiality.

Name: Sam Srvuiia GENDER EMERGENGCY CONTACT

Address: 567‘1 ELS‘Q‘U m EM aF Name: 80b SW\.l‘H(\
Clorkswuilte, MD 21043 Toephone tureer ) =GR~ 5OG G

LIVING STATUS AGE INSURANGE
Please specify:

¥ Single 0 Divorced HuUnder 13 3 40-49 .

O Married O Widowed 0 13-19 050-59

[ Separated [ Co-habitating 20-29 060-69

her 30-3 oyer 2-‘ ?q' 95'1@
oot | Dateungirth:M_ P‘/\QY\Q 8@% qq,] (o_!_”

ETHNICITY (Qptional} EDUCATION COMPLETED RELATIONSHIP TC EMPLOYEE

X Elementary Schaot [ Employee (self)

Wlwhite U American Indian 0 Some High School 0 Speuse of Employee

O Black [ AsianiPacific slander 0 HS Graduate or Equivatent MsonDaughter of Employee

O Hispanic/Lating () Maskan Native [ Trade or Vacation Schoal (] Parent of Employee

Oower_____ 0 Completed 1-4 ¥rs College O Retired Employee

Please specify country of arigin: 0 College Degree 0 Spouse of Retired Employee
0 Graduate Degree 01 Other:

What do you hope to accomplish atthe EAP? E :\-&my G., bgk t_'Q! ﬁ k ,S € l[ | ﬁj ﬂ .

How long has this been a concern? # Years # 2- Months  # Weeks # Days

Do you have any significant medicat problems? (1 Yes %No If yes, please describe:

WL @ L )y

T THIS SECTION ONLY IF YOU ARE AN

Who lives in the home with you? M

SALARY JOB CATEGORY JOB LEVEL
U Under $20,000 Z $70,000 - $99,999 0 Administrative [ Operations ] Executive/ Senior Management
U $20,000 - $29,099 Z $100,000 - $149,999 0 Technical [ Marketing/Sales [ Supervisory
1530,000 - $39,999 C7 $150.000 - $199,999 0 Clerical/Gffice {1 Personnel O Non-Supenvisory — (receives avertime)
L1 $40,000 - $49,999 T Over $200,000 [ Non-Supervisory — (Exempt —no avertime)
[1550,000 - $59,999

EMPLOYMENT: Length of employment with Company yoars months.  Company Name

Flease describe your employment position.

Has a Manager/Suparvisor discussed your work performance with you in the past 12 months? 0 Yes 3 No If yes, please describe discussions.

Have you been involved in any on the job accidents in the past 12 months? 0 Yes [ No I yes, describe nature of accident.

Do you have any problems with the following? Your Supervisor 0 Yes [ Mo, Co-workers 0 Yes [0 No; Thejobitself O Yes O No

If yes to any of the above, please describe.

EAP-Pg. 5



CLIENT’S NAME CASE #

Sh@,ll\! Snuthh 25250

FIRSTAdvantage ' INDIVIDUAL ASSESSMENT FORM

*Completed by Affiliate: Complete a copy of thus form for cach client seen in the session.
1f more space is needed, use the back of this form. For clients 10 years old or younger, use the Child Health Form*

HIGH RISK FACTORS: Assess the client on each factor {write n/a or date factor was

Suicidai Domestic Violence  Sexual Abuse Homicidal Child Abuse Current Threat of Violence
Ideation/Plan Risk i ldeation/Plan Risk

C t No Obwious indicators
rren N / A N / A N A N / A J Chvious Indicators, Intent Denied
2 Cbvicus Indicators, intent Reported

Past N/A N/A N[A N/A 3 victim

Describe any high risk factors present (If abuse. indicate when a report was made and the outcome): N A

MENTAL HEALTH STATUS

Gen. Appearance: B appropriate O inappropriate Insight: % present O partially present 1 absent

Orientation: & oriented X3 0 disoriented Meod: [1 normal [ depressed B anxious [t other
Thought Content: B appropriate O inappropriate Attitude: B appropriate 0 uncooperative 71 guarded

Thought Process: 'R logical 0 tlogical 0O tangential Speech: O appropriate & rapid/pressured i slowed

Describe any inappropriate responses: W%ﬁw&% \,eﬁ_mbm
I SCUSS| e chunid

Current Alcohol Use
P Mo use of alcohol within past 30 days. Reason:
[ Use of alcohol within past 30 days {If so. answer quﬁuons below; f no, proc

< to “Current Drug Use™)

Flease answer the following questions about the client’s drinking. (Using the scale on the right, record the appropriate response lo the left of the question.)”

1. How often do you 0 = Never 2. How many drinks 0=1or2
have a drink 1 =Monthly or less containing alcahol do 1=30r4
containing alcohol? 2 = 2-4/month you have on a typical 2=50r6
3 = 2-3/week day when you are 3=7109
4 = 4 or morefweek drinking? 4 =10 or more
I
3. How often do you have 6 or mare drinks on one occasion? Rating Scale:
4. How often during the past year have you feund it difficult to get the thought of alcohol out of your mind? 0 - Never
. T 1 = Less than monthly
5.Haw often during tha last year have you found that you were unable to stop drinking once you had started? 2 = Monthly
6. How often during the last year have you been unable to remember what happened the night hefore 3 = Weekly
because you had been drinking? 4 = Daily or almost daily
7. How often during the last year have you needed a 1* drink in the morning to get yourself going after a
heavy drinking session?
8. How often during the last year have you had a feeling of guilt or remorse after drinking?
9. Have you or someane else been injured as a result of your drinking? 0= No
10. Has a relative or afriend or a dactor or other health worker been concerned about your drinking or 1 =Yes, notin the last year
suggested you cut down? 2 =Yes, during the last year

*Note: Questions have been reprinted from the Alcohel Use Disorders |dentification Test* /
**A score of 8 or above indicates an alcohal problem and should be addressed in the treatment plan™ TOTAL SCORE**: N A

CURRENT DRUG USE
W No use of other drugs
0 Use of other drugs- Indicate substance (e.g. ecstasy, marijuana, Rx drugs) & desaibe present use (i.e. amount, frequency, date of last use):

MENTAL HEALTH & ALCOHOL/DRUG HISTORY
Has there been a noticeable change in consumption of alcohol or drugs in the last 5 years? 0 Yes ‘KNO

How?
Prior Treatment: Mentai Health I\lgnq_' Drug/Afcobhol ! QOV'\Q.
PROBEEM IMPACT: Check areas of life affected by the assessed problems and describe below:
Il Legal O Physical ﬂ.Family 1] Marital e ?ocial 1 Financial . Leisure‘ ,E(Emotional ScWork (1 Scheol [ Spintual

1
Describe: _ Qg Aly A nard YVie 4 5 %1 J (A QO[] PLLS  ANXIGUAS

. ’ . 1 1 . ]

’40 ; A%E SO PO N ONAOK, (AL ARG AN d
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: Case #: ;525‘_
’ Client's Name{s): SOJT\ SW\'\-*‘Q

FIRSTAdvantage

Child Health Form

(**Complete this form for clients 10 years old and under in place of the Individual Assessment Form**)

1. Presenting Problem: Behgmmmbm;_o;t_&d\%\ .

2. Pediatrician & Facility Name: DC . Jonies , Clarkagle PCPrhoncs: tHO - R1S-A666
Fax #: “HO -8 |K- 16_6_7 Date of last appointment: \ LZ'Z I 105 (Obtain an ROI to speak with pediatrician)

3, Significant health history:  INONE

4. School history and results of ast report card:MMMMHV Cs.

5. Method of discipline:

6. Activities/Interests of child:

HIGH RISK FACTORS: Assess the client on each actor (writc n/a or date factor was present).

B LE] Domestic Viclence Sexual Homicidal Child Abuse Current Threat of Viclence
ideation/Plan Risk Abuse Risk Ideation/Plan Risk

Current N / A N l A N l A N A N / A gob\gg:;()llr‘lZil::tErast?;:lent Denied

0 Obvious Indicators, Intent reported

Past ] N/A NIA NiA N}A N{A Q Victim

Describe any high risk factors present {If abuse, indicate when a report was madc and the outcome): _ NfA

8. Describe drug and/or alcohol issues (For Child and/or Familyy:  NONE,

9. PROBLEM IMPACT: Check areas of life affected by the assessed problems and describe belaw:
Physical ~ XFamily, - Parent/Child Social Hobbies ¥ Emotionak X School Spititual
r

Dcscribe:ND_‘t”_ o :
Date Z-'/IO/OGJ

Al o hokR ok sk ok kR ORI R R R R Rk (O P epe R Rk ok ok sk sk R R R o ok s R R R ok e ok ko ok o ok ok ok o

. . . .
% See ndivi Ao 0ssesSment parent Short Form parent e, Dhelly Sty
rm\, '
Although we encourage you to meet with each parent individually for a complete assessment {documented on the Individual
Assessment Form), we recognize that some parents are not willing to come in without their child for a full assessment. If the parent
declines such an appointment, please complete the below in place of the Individual Assessment form on the paren!. Remember to
obtain a separate Statement of Understanding and Client Data form for each parent & each child.

ity

Signature /

1. Primary Assessed Problem: U Parent/Child .1 Family t. Other: *

2. Threat of Viclence: ! No Threat [ Obvious Indicators, intent Denied* i” Obv. Ind., Intent Reported* [ Victim*
Describe:

3. Use of Illegal drugs: ! Yes* [ No

4. Isthe parent concemed or has anyone else expressed concern regarding the parent’s use of alcohol? [ Yes* [ No

Signature o Date
**If you selected any answer marked with an asterisk (*), you must schedule a time to meet with the parent for a full
assessment & complete the Individual Assessment Form & develop a separate case plan.**

Addendum
EAP-Pg. 10



