
















Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

Billing Information 
FTA inc billing rate for an initial intake assessment session is $375.00. Sessions thereafter start at 
$250.00 per 50 minute session with our senior clinician or $180 for 50 minute session _with a junior 
clinician. Our billing rate is based on the reasonable and customary charges billed by other counseling 
services in the Fairbanks area. Our goals ate to (1) assure the highest quality of services and (2) ensure the 
provision of counseling services to all of those in need. FT A Inc. offers a number of options regarding the 
payment of your bill. Below is a list of third-party billers. If you are in need of special assistance 
regarding payment of services, please check with the appropriate program listed below directly. 
_ Self Pay: I will pay in full at time of service. 
_ Insurance: Please bill my insurance company( s ). (If my insurance company does not pay for the 
entire amount of the cost of services, I understand I am responsible for the remainder of the charge.) 
_ TriCare client: Dependents do not need pre-authorization; Active Duty Seryice Members require a 
referral from their PCM. 
_ Chief Andrew Isaac Center Referral: You must have an authorization voucher from TCC. (If you 
have insurance, your insurance company must be billed before CAIC is billed.) 
_ Office of Children's Services: A Purchase Authorization must be sent directly to FT A from your case 
worker. Appointments will be canceled if a proper authorization is not received in time. 
_ Division of Vocational Rehabilitation: A Purchase Authorization must be sent directly to FTA from 
your case worker. Appointments will be canceled if a proper authorization is not received in time. 
_ Fairbanks North Star Borough School District: A Purchase Authorization must be sent directly to 
FTA from your case worker. 

**Appointments will be canceled if a proper authorization is not received in time. 
_ Credit Card Payment: Please charge my credit card at the time of service. 

VISA MasterCard 
Acct.# ___________ Exp. Date: 3 Digit Code: __ _ 
I authorize the release of relevant information to my insurance carrier or other provider as required to 
establish benefits, and I agree to assign those benefits to FTA Inc. this authorization is valid unless I 
revoke it in writing. It may be revoked or renewed as desired by both parties. 

Printed Name _________ Signature ____________ Date ______ _

This Notice Describes How Treatment Information About You May Be Used And Disclosed And 
How You Can Get Access To This Information. Please Review It Carefully. 

When you receive treatment from the FTA Inc. we will obtain and/or create health information about you. 
Health information includes any information that relates to ( 1) your past, present, or future physical 
and/or mental health or condition; (2) the health care provided to you; and (3) the past, present, or future 
payment for your health care. 

The following notice tells you about our duty to protect your health information, your privacy rights, and 
how we may use or disclose your health information. 
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Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

Consent to Treat a Minor 

I, give my permission to ______________ to (Parent/Guardian) 
(Counselor) see my child for counseling or assessment, with or _ _________ _ 
(name of minor child) without my presence during sessions (initial_). I understand that I 
have the right to control the disclosure of private counseling information about my child. 
However in the interest of resolving the issues we have brought to the counselor, I give the 
counselor permission to reveal to or withhold from me or others information that, in the 
counselor's judgment, is necessary to best help and protect my child (initial_). Beyond my 
signing an Authorization for Release of Protected Health Ieformation, the only exception to this 
would be in the case of: 

(Parent/guardian should write "not applicable" in the previous space if appropriate) 
My signature below asserts and confirms my legal authority to sign on behalf of the minor 

Parent/Guardian Date 
------ - ------ -------- -- ----

Counselor Date 
------------ --------------
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Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

Therapy Intake Child/ Adolescent 
Child's Name: __ _ _ ____ _ _ ____ Date ofBirth: _ ___ --'Age: _______ _
Child's Address: ______ _ _ _ _ _ ________ ...,cHome Phone: ___ _______ _ 
Child lives with: Both biological parents __ Mother __ Father __ Mother & Stepfather __ _ 
Father & Stepmother __ Other (specify): ____ ______________ _ 
If parents are divorced, describe custody arrangements: _________ __ _ _____ ____ _ 

INFORMATION ABOUT CHILD'S MOTHER: 

Mother's Name: ______ _ ______ Age: _____ Race: __________ _ 
Employer: ____________ Occupation: _ _ _ _ _ _____ Hrs/wk: _____ _ 
Can you be contacted at work by phone? Yes_-__ No ___ Work Phone: Ext. ___ _ 
Religious Denomination: __________ ____ __ Church: _____ _ ____ _ 
Member?Yes No Active?Yes No 
Describe any physical problems you have that require medication or physical care: 

Are you currently receiving medical treatment? Yes ___ No ___ -Physician: _________ _ 
Medication(s) currently using: 

Previous Counseling/Therapy? Yes ___ No ___ If yes, when? _ _ _ _ ___ _ _ ____ _  _ 
With whom and for how long? 

INFORMATION ABOUT CHILD'S FATHER: 

Father's Name: _____________ Age: ______ Race: _ _______ _ 
Employer: Occupation: ________ Hrs/wk: _____ _ 
Employer's Address: 

Can you be contacted at work by phone? Yes ___ No_-__ Work Phone: ____ ___ E_xt. __ _ 
Religious Denomination: ________ _______ Church: ___________ _ 
Member? Yes No Active? Yes No 
Describe any physical problems you have that require medication or physical care: 

Are you currently receiving medical treatment? Yes ___ No ___ Physician: ___ ____ __ _  _ 
Medication(s) currently using: 

Previous Counseling/Therapy? Yes ___ No ___ If yes, when? _ __ ____ _______ _ 
With whom and for how long? 

FAMll.. Y MEMBERS: 

List all people now living in the household, then draw a line and list others who have lived there during the child's lifetime: 
Name - Relationship to Child - Age - Highest School Grade Completed - Occupation 
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Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

Using the scale below, please indicate choose a number that reflects the extent of your concern about each of 
the issues listed below. Please rate every item. (You may add written comments after areas checked. 
__ Angerffemper __ Talks of Suicide __ Depression __ Unhappy Most of the Time 
__ Divorce/Separation of Parents __ Use of Alcohol __ Adjustment to Parent's Remarriage 
__ Use of Other Drugs __ School Performance __ Work __ Family Problems __ Worry 
__ Fearfulness __ Self-esteem __ Physical Problems __ Poor Appetite 
__ Problems with Social Relationships __ Overeating __ Problems Sleeping __ Bedwetting 
__ Sexual Concerns __ Soiling __ Religious/Spiritual Concerns __ Cruelty to Animals 
__ Nightmares __ Other (specify): _ __ __ _ _ _ _  _ 

Have there been any previous psychological, psychiatric, neurological, or E.E.G. evaluations? Yes __ No_. __ 
If yes, please list names, addresses, and dates of 
contact: ___________________ __ _ _ _ _ _ _________ _ 

Has child had previous counseling? Yes ___ No __ If yes, list names(s) of counselor(s), addresses, and dates of 
contact(s):. ______________________ _ _ _ _ ________ _ 

Reason for contact: 

MEDICAL IDSTORY: 

Where her any complications surrounding the child's birth? Yes __ No __ If yes, 
describe:. ___________________________ _ _ _ _ _ __ _ 

List child's sicknesses, operation, and injuries. Indicate age when occurred, and describe how severe. Pleas pay special attention 
to head injuries and any time when your child was unconscious, had convulsions, a high fever, or was delirious: 

List current 
------ --------------------------------

medic al problems:----------------------------------

Is child currently taking any prescription drugs? Yes __ No __ If yes, please list: ________ _ 

When did your child last have a physical 
examination? __ _ _ _ __________________ _ _ _ _ _ ____ _
Name of Physician: ______ _ _ _ __ Address: __ _ _ _ _______ ____ _

How is the child's vision? _____________ --'Hearing? ____________ _
ACADEMIC/SCHOOL INFORMATION: 

Name of school: __ ___________ Grade: ____ Teacher: ________ _
List previous schools attended with dates: 

Has child ever repeated a grade? _____ If so, which one(s)? ____________ __
How does your child get along at school? 

Describe difficulties in learning at school: 

Have other family members have learning difficulties? 
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Fairbanks Therapy Associates Inc. 
helping navigate life's journey 

PLEASE COMPLETE THE FOLLOWING: (To be completed by child/adolescent) 
1. I would like

2. Ifl were older

3. Girls

4. My friends think

5. What makes me mad is

6. My father

7. I miss

8. I am scared

9. I often think of myself as

10. My only trouble

11.I dream of

12. Being younger would

13. I hate

14. Ifl don't get what I want at home

15. What worries me is

16. When I grow up

17. Nothing bothers me more than

18. Other people think I'm

19. I feel unhappy sometimes because

20. Boys

21. There are times when I

22. Being my age is

23. I don't think I can

24. It's tough when

25.At home

26. Teachers are
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27. Ifl am left behind

28. Sometimes I think about

29. If I were smarter

30. Sometimes I feel like

31. It is more important to

32. I wonder if I should

33. My mother

34. If my parents had only

35. I would be happier if

36. I'm glad Tm

37. I wish I were

38. If I could choose my family

39; If only I were not so 

40. It would be funny if

Fairbanks Therapy Associates Inc. 
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ALASKA SCREENING TOOL 

SECTION Ill - Please answer the following questions based on your lifetime. (D/N = Don't Know) 

22. I have had a blow to the head that was severe enough to make me
lose consciousness ............................................................................................. 0 Yes 0 No 0 D/N

23. I have had a blow to the head that was severe enough to cause a concussion . 0 Yes 0 No 0 D/N

If you answered "Yes" to 22 or 23, please answer a-c:

a. Did you receive treatment for the head injury? ..................................... 0 Yes 0 No 

b. After the head injury, was there a permanent change in anything? ...... 0 Yes 0 No 0 D/N

C. Did you receive treatment for anything that changed? .......................... 0 Yes 0 No 

24. Did your mother ever consume alcohol? ........................................................... 0 Yes 0 No 0 D/N

a. If Yes, did she continue to drink during her pregnancy with you? ......... 0 Yes 0 No 0 D/N 

SECTION IV - Please answer the following questions based on the past 12 months. 

25. Have you had a major life change like death of a loved one, moving, or loss of a job? .... 0 Yes O No 

26. Do you sometimes feel afraid, panicky, nervous or scared? ............................................. 0 Yes O No 

27. Do you often find yourself in situations where your heart pounds and you feel
anxious and want to get away? ......................................................................................... 0 Yes O No 

28. Have you tried to hurt yourself or commit suicide? .......................................................... 0 Yes O No 

29. Have you destroyed property or set a fire that caused damage? ...................................... 0 Yes O No 

30. Have you physically harmed or threatened to harm an animal or person on purpose? ... 0 Yes O No

31. Do you ever hear voices or see things that other people tell you they don't see
or hear? ............................................................................................................................. 0 Yes O No 

32. Do you think people are out to get you and you have to watch your step? ...................... O Yes O No 

SECTION V - Please answer the following questions based on the past 12 months. 

33. Have you gotten into trouble at home, at school, or in the community, because of
using alcohol, drugs, or inhalants? .................................................................................... 0 Yes O No 

34. Have you missed school or work because of using alcohol, drugs, or inhalants? ............. 0 Yes O No 

35. In the past year have you ever had 6 or more drinks at any one time? ............................ 0 Yes O No 

36. Does it make you angry if someone tells you that you drink or use drugs, or
inhalants too much?: ......................................................................................................... 0 Yes O No 

37. Do you think you might have a problem with alcohol, drug or inhalant use? ................... O Yes O No 

THANK YOU for providing this information! Your answers are important to help us serve you better. 

DHSS/Division of Behavioral Health Performance Management System Version Date: June 21, 2010 
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