
Dear Parent/Guardian,

***Please fill out forms and return to your child’s teacher or principal ​or email forms to LCFS at reception2@lcfswi.org.  Forms must be completed in order for counseling to begin for your child.  
In School Youth Counseling Program –2021/2022

Lutheran Counseling and Family Services of WI (LCFS) is a non-profit social ministry organization which has offered in school youth counseling since 1996.

A counselor from LCFS will be coming to your school to meet with students as needed and as requested by teachers and parents.

The counselor will be talking to your child about such things as building self-esteem and self-confidence, school concerns, behavior concerns, and to be present to listen to whatever may be troubling to the student.  The counselor will be teaching problem solving skills, anger management, stress management, assertiveness training and communication skills as needed.

Your child will meet with the counselor for a block of time (40-53 minutes) weekly to start.  Future frequency of meetings and amount of time will be determined by the counselor.

This In School Youth Counseling is billed through your insurance.  Please fill out the intake form with all insurance information OR call (414) 536-8333 to provide your child’s insurance information to us.  
I have read and understand this form and realize that by signing this form I am giving permission for my child to meet with the counselor.

The LCFS In School counselor can be reached at (414) 536-8333.  If counselor is unavailable, you can leave a detailed message with your name, days and times you are available and your phone number.

Parent/Guardian (print): ____________________________________________________

Signature: _______________________________________________________________

Child’s Name:  ___________________________________________________________

Phone Numbers: Home _____________ Work _______________ Cell ______________

Email: _________________________

In School Youth Counseling Program – 2021/2022
Please fill out form and give it to your child’s teacher or Prinicipal.  If additional space is needed you can write on the back.

Child’s Name: ___________________________________________________

School: ______________________________ Grade: ____________________

Teacher: ________________________________________________________

Child lives with: (name, address, if the child lives in two homes what is the schedule?)

Members of the family living with you: (if second household, please list the members of that household separately).

Family background information: (divorce, deaths, health issues of family members, etc.)

Past school concerns.  List different schools with school years attended and reasons left.

What would be helpful for me to know about your child?

How do you hope counseling will help your child?

What do you hope your child will learn through this experience?

Thank you for your time in completing this for me.  I look forward to working with your child!
Carol Flanary, LPC, School Counseling Coordinator (414) 536-8333 cflanary@lcfswi.org 

Andrea Alfke, LPC, Counselor - (414) 536-8333 or aalfke@lcfswi.org 

Sheryl Dean, LCSW, CSAC, ICS, Counselor (414) 536-8333 sdean@lcfswi.org 

Carol Flanary, LPC, Counselor (414) 536-8333 cflanary@lcfswi.org 

Rory Gaouette, LPC, Counselor (414) 536-8333 or rgaouette@lcfswi.org 
Christina Popp, LPC-IT, Counselor (414) 536-8333 cpopp@lcfswi.org 

Christina Williams, LPC-IT, Counselor (414) 536-8333 cwilliams@lcfswi.org
EMERGENCY RESOURCES

LCFS after hours: 877-521-5677

Lutheran Counseling & Family Services of Wisconsin
Client Intake Form

AODA _____ or MH_____COMPLETE YELLOW AREAS
Today’s date_______________  Provider:____________________________________  Location:_________________

Days/Times available:______________________(      ) Morning   (      )  Afternoon  (      )  Evenings 

Patient Name:__________________________________________ Patient DOB:________________

Parent / Legal guardian:______________________________________________

Patient Address: _______________________________________________________________



 ________________________________________________________________

Patients SS#_________________________________   Email _______________________________________________
Home phone _______________________   Cell phone______________________ Work phone _____________________

Is it ok to leave a message at your Home_______     Cell phone_________            Work__________

Insured Name____________________________Insured DOB:____________Employer_________________________

Name of Insurance Company_____________________________ PPO___________________

Address of Insurance Company for Mental Health Claims___________________________________________________

__________________________________________________________________________________________________

Phone Number of Insurance Company________________________________________

Insured SS# _____________________  Insured ID #________________________ Insured Group #__________________

Description of problem: 













Referred by: (pls.clearly specify-example: Pastor/ x-client, etc.)










Have you used therapy benefits this Year?











Spoke with:  ___________________________ 

Benefits run:  Calendar Year________________  Policy Year:  __________________    Month: ___________________

Do Visits have to be pre-authorized?  YES   or    NO

With Whom?  ________________________________________    Phone #  ______________________________

Does Provider need to be in network?   YES   or   NO          Effective Date of  Policy:  _____________________

Effective Date of Authorization _________Authorization # _____________________ # of  Sessions Authorized _______

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ If an EAP can it be billed on a HICFA 1500 Form?  YES   or      NO

Must services be billed or supervised by a MD?  Or is a Ph.D. ok? ____________________________________________

Is there any provider restriction? ______________________________________________________________________

Deductible_______________________   Has it been met? YES  or  NO    Does it apply?    YES   or    NO

Benefits used this year:______________________Benefits applied to Deductible_____________________

Estimated co-pay due by client:________________________________________________________________
CONSENT FOR RELEASE

OF CONFIDENTIAL INFORMATION

I hereby request and authorize:

Name                      Lutheran Counseling and Family Services of Wisconsin_____

Address                    3800 N Mayfair Road___________________

City/State/Zip         Wauwatosa, WI 53222-2213_____________

To Disclose to/from:

Name                ___School_-________________________________________
Address           ___________________________________________________

City/State/Zip   __________________________________________________

From the file     _______________________________________________________________

                                             Client Name                                                          Date of Birth

The following specific information:

____Intake information                                                               ____Discharge Summary

____Psychiatric Evaluation/Consultation                                 ____Psychological Assessments

____Psychological Evaluation/Consultation                            ____Treatment Plan

____Diagnosis                                                                               ____Aftercare/Referral Plan

Other   _____________________________________________________________________________

The purpose of such disclosure is   _______________________________________________________

I understand that I have the right to inspect and receive a copy of the material to be disclosed as requited under SS. HHS 92.05 and 92.06.This consent is given voluntarily and I understand that treatment services are not contingent upon my decision concerning this release of information. I may revoke this authorization at any time except to the extent that information already released pursuant to this consent cannot be recalled. Authorization of disclosure to Criminal Justice Agencies will remain in effect and cannot be revoked by me until formal and effective treatment or revocation of my release from confinement, probation, parole or other proceedings under which I was mandated into treatment. (42 CFR Part 2.35)

This Authorization is effective for 12 months form the date of signing or a specified by the condition stated.

____________________________________________________                                         __________________

 Signature of Client and/or Guardian                                                                                                       Date

____________________________________________________                                        ___________________

Signature of Client and/or Guardian                                                                                                        Date

____________________________________________________                                        ___________________

Witness                                                                                                                                                          Date

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by (42 CFR Part 2). A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate any alcohol or drug abuse of patient/client.

Administrative Office: 3800 N. Mayfair Road, Wauwatosa WI 53222-2213
Phone: 414-536-8333 or 800-291-4513 Fax: 414-536-8348

E-Mail: lcfs@lcfswi.org  Website: www.lcfswi.org
Mental Health, Alcohol & Drug Abuse Counseling

Family Life Education, Adoption Services


CLIENTS RIGHTS AND INFORMED CONSENT ACKNOWLEDGEMENT
Please read and sign below

Lutheran Counseling & Family Services of WI, pursuant to DHS 94, Wisconsin Administrative Code wants you to be aware of your rights as a client, and asks for your informed consent to receive treatment.  Included with this form is a pamphlet explaining your rights and the grievance procedure available to you.  Please read it and keep it with your records.

The following are general points of information about the therapy process and treatment which will be reviewed orally and in writing. If you have specific questions, please ask your therapist

· The purpose of therapy is to help alleviate the problems and symptoms that you present.

· Therapy is conducted in sessions between you and your therapist talking about the problems and symptoms presented.

· Review the LCFS Welcome brochure and review emergency services how to contact provider or office outside of normal business hours.

· The provider shall inform the client or client’s legal representative of the results of the assessment if client is appropriate for receiving outpatient mental health services.

· If there are any expected side effects, or risks of side effects from therapy, they will be discussed with you as well as possible outcomes.

· Treatment recommendations and benefits of the treatment recommendations will be discussed.

· Approximate duration and desired outcome of treatment recommended in the treatment plan will be discussed.

· A client receiving outpatient mental health services has the rights and responsibilities in the development and implementation of an individual treatment plan.

· LCFS has the right to involuntary discharge a client for refusal to pay as agreed upon or for behavioral disruption of the treatment.

· Your therapist will suggest alternative treatment modes and assist in referrals when appropriate and necessary.

· The probable consequences of not receiving therapy or of ending therapy can be discussed.

· The content of all sessions will be held confidential and can be disclosed outside this program only with your signed approval, unless a specific statutory exception applies or a duty to warn exists.

· Your signature below indicates you are giving consent to participate in therapy sessions and you understand your rights.

· You have the right to withdraw informed consent at any time in writing.  Otherwise this consent will be valid for 12 months.

I have read the above information and have been notified of my rights and the grievance procedure available to me.  I hereby give my informed consent to receive treatment.

________________________________________
__________________

Client Signature (Initial Session)


Date

________________________________________


Please Print Name (Initial Session)



_________________________________________
__________________

Parent or Guardian (if applicable) (Initial Session)
Date

_________________________________________
__________________

Client Signature (Annually if applicable)

Date
_________________________________________
__________________

Client Signature (Annually if applicable)

Date
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