
INSTRUCTIONS:  
       You must fill out all pages of the questionnaire below in order to apply for therapeutic services at the C.G. Jung Institute of New York Low-Fee Referral Service.  The cost of low-fee therapy is based on financial need, therefore all applications must include a copy of the first page of your most recent tax return. 
       If you are currently receiving mental health or substance-abuse treatment elsewhere, including the prescribing of psychotropic medication, you must print and sign the release form at the end of this questionnaire and send it to your outside provider, who must send us a treatment summary at the address below. 
      You can print, fill and mail the completed questionnaire to:
LOW-FEE REFERRAL SERVICE
CG Jung Institute of New York
28 E. 39TH ST
NY NY 10016

Thank you!  You will be contacted by the Low-Fee Intake Coordinator to schedule an electronic intake interview. 


















QUESTIONNNAIRE
C.G. Jung Institute Low-Fee Referral Service
28 East 39th Street  New York, NY 10016  (212) 867-8461

DATE:_________________

1.  NAME ____________________________________________________________

2.  ADDRESS _________________________________________________________

3.  PHONE: ________________________ EMAIL _____________________________

4.  DOB:______________AGE: __________GENDER: __________________________

5.  PLACE OF BIRTH:____________________________________________________

6.  EMERGENCY CONTACT:  NAME:________________________________________ RELATIONSHIP:_____________________PHONE:___________________________

7.  OCCUPATION TRAINED FOR:___________________________________________

8.  CURRENT JOB:_______________________________________________________
(if self-employed, or unemployed, please indicate)

9.  CURRENT EMPLOYER: ________________________________________________
FULL TIME: ___________________   PART TIME:____________________________

10.  YOUR AVERAGE TOTAL WEEKLY INCOME: _______________________________

11. HOW MUCH DO YOU FEEL YOU CAN PAY FOR THERAPY WEEKLY?____________________________________________________________

12.  PARTNER’S AVERAGE WEEKLY INCOME_________________________________

13.  OTHER INCOME: _____________________________________________________

14.  VALUE OF RESOURCES (savings, property, investments, etc.)
____________________________________________________________________
____________________________________________________________________

15.  NUMBER OF PEOPLE FINANCIALLY DEPENDENT ON YOU: ________________

16.  YOUR MONTHLY RENT _______________________________________________

17.  PLEASE LIST ANY UNUSUAL DEBTS, EXPENSES AND/OR FINANCIAL OBLIGATIONS YOU HAVE, AND THE AMOUNT YOU PAY MONTHLY TOWARD THEM:     
____________________________________________________________________
____________________________________________________________________

18.  DO YOU HAVE INSURANCE THAT COVERS OUT-OF-NETWORK PSYCHOTHERAPY ______________________________________________________________________
IF 'YES' PLEASE ATTACH PHOTOCOPY OF INSURANCE CARD, FRONT AND BACK.

REMINDER:  TO ESTABLISH YOUR ELIGIBILITY FOR LOW-FEE THERAPY, YOU MUST ALSO ATTACH A COPY OF THE COVER PAGE OF YOUR MOST RECENT TAX RETURN TO THIS APPLICATION. 

19.  EDUCATION: (please list highest level of schooling/training completed:  
_________________________________________________________________________

20.  ARE YOU CURRENTLY ATTENDING SCHOOL 
FULL TIME:________________________  PART TIME:_________________________
Name of school:_________________________________________________________






21. CURRENT MARITAL STATUS (DATE):
Single____________	Partnered___________
Married___________	Separated___________
Divorced__________	Widowed____________
Remarried____________
Partner’s age and occupation: ________________________________________________________________________
How many children do you have?  _________
How many live with you? ________________

22:  ANY OTHER PERSONS LIVING IN YOUR HOUSEHOLD: ________________________________________________________________________

23.  PARENTAL INFORMATION:

					        FATHER		MOTHER
Place of birth (country)		         _______		_______	
Parents’ age, if living		        _______		_______
If deceased, age at death	                   _______		_______

If applicable, how old were you at the date of parent’s death
                                                              _______		_______

PARENTS EVER SEPARATED?________DIVORCED?___________
Your age when your parents separated/divorced:_________________
Did/do you have a step-parent _______________________________

24.  NUMBER OF YOUR SIBLINGS & THEIR AGES: ____________________________________________________________________

25.  HAS ANY MEMBER OF YOUR FAMILY HAD TREATMENT FOR PSYCHOLOGICAL ISSUES?  If yes , who, and for what issues?
_____________________________________________________________________

26.  HOW DID YOU FIND OUR LOW-FEE REFERRAL SERVICE?
_____________________________________________________________________

27.  DAYS AND TIMES YOU ARE ABLE TO COME FOR TREATMENT:
________________________________________________________________________

28.  WOULD YOU BE WILLING TO SEE EITHER A MALE OR FEMALE THERAPIST? _____________________________________________________________________
State reasons if you have a preference.  __________________________________________________________________________________________________________________________________________

29.  PLEASE DESCRIBE YOUR REASONS FOR SEEKING TO WORK SPECIFICALLY WITH A JUNGIAN THERAPIST, INCLUDING ANY CURRENT DIFFICULTIES YOU HAVE AND HOW LONG THEY HAVE EXISTED. (Use back of application if you need more space).
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signed: ______________________________________________ Date:__________
PLEASE CONTINUE WITH THE REQUIRED HEALTH QUESTIONNAIRE ON NEXT PAGES:


C.G. Jung Institute Low-Fee Referral Service
28 East 39th Street  New York, NY 10016  (212) 867-8461

HEALTH INFORMATION

DATE:	

1. NAME___________________________________________________________________
2.  DOB:_________________AGE: _____________GENDER_________________________

3. PLEASE LIST ANY CURRENT PHYSICAL ILLNESSES AND/OR DISABILITIES:____________________________________________________________________________________________________________________________________________________________________________________________________________

4. PLEASE LIST ANY PAST PHYSICAL ILLNESSES, HOSPITALIZATIONS, AND/OR DISABILITIES:____________________________________________________________________________________________________________________________________________________________________________________________________________

5. ARE YOU CURRENTLY TAKING MEDICATION FOR ANY PHYSICAL PROBLEMS; IF SO, PLEASE LIST DIAGNOSES:_________________________________________________
___________________________________________________________________________
Name/dosage of medication: _________________________________________________
Name and contact info for treating physician _____________________________________


6. DATE OF YOUR LAST PHYSICAL EXAM________________________________________



7.  ARE YOU NOW OR HAVE YOU EVER BEEN TREATED FOR A PSYCHIATRIC CONDITION? ___________
If so, describe the condition/diagnosis and dates:
________________________________________________________________________
________________________________________________________________________

Are you taking medication for this condition; if so, give name of medication and dosage: ________________________________________________________________________

Name and contact info for diagnosing/medicating physician: 

________________________________________________________________________
________________________________________________________________________

8.  Are you receiving psychotherapy now elsewhere?______
Name and contact info for treating therapist: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

9.  PLEASE ANSWER ALL OF THE FOLLOWING: 
* Have you ever attempted suicide? ______________________________________________
* If yes, when and how did you make the attempt? __________________________________
* Have you ever been hospitalized for a psychiatric condition? _________________________
* If yes, give year of hospitalization, location and reason for it: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

* Have you been in psychotherapy before? ________________________________________
* If yes, how many years? _____________________________________________________
* What condition(s) brought you into psychotherapy in the past?  ________________________________________________________________________________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

10.  HAVE YOU EVER BEEN DIAGNOSED WITH OR MEDICATED FOR ANY OF THE FOLLOWING?  (please circle)

Schizophrenia 
Schizoaffective disorder
Bipolar disorder
Major depressive disorder
Panic disorder
Obsessive-compulsive disorder
Attention-Deficit Disorder or Attention Deficit Hyperactivity Disorder
Autism
Eating disorder 
Substance addiction

11. SUBSTANCE USE

How often do you:
* Drink alcohol ______________________________________________________________
* Use cannabis _____________________________________________________________
* Use any other substances (please specify, eg heroin, cocaine, hallucinogens, pain meds, etc, and how frequently you use them) ________________________________________________________________________________________________________________________________________________________________________________________________________________________

* Have you ever considered yourself addicted to a substance, or been diagnosed with an addiction or dependency; if so, to what substance? 

__________________________________________________________________________
Is this a current problem? (please describe) ______________________________________
_________________________________________________________________________




Have you received treatment for an addiction; where and when? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you attend a12-Step program? Which one, and how often? ________________________________________________________________________

APPLICANT SIGNATURE AND DATE:

________________________________________________________
Name                                                             Date


IMPORTANT!  PLEASE READ THE FOLLOWING:

         IF YOU ARE CURRENTLY RECEIVING MEDICATION MANAGEMENT, PSYCHOTHERAPY OR SUBSTANCE-ABUSE TREATMENT FROM OTHER PROVIDERS FOR A MENTAL HEALTH CONDITION, YOU MUST PRINT, FILL AND MAIL THE RELEASE FORM BELOW TO ALL OF YOUR  PROVIDERS.   A SEPARATE COPY OF THIS SIGNED CONSENT FORM SHOULD ALSO BE SENT TO THE JUNG INSTITUTE WITH THIS APPLICATION FORM.   PLEASE NOTE THAT THIS IS A REQUIREMENT FOR TREATMENT AT OUR LOW-FEE REFERRAL SERVICE.
       YOUR SIGNATURE IS ALSO REQUIRED ON THE TELEHEATH CONSENT FORM, ALSO ATTACHED BELOW.  THANK YOU. 









C.G. JUNG INSTITUTE OF NEW YORK LOW-FEE REFERRAL SERVICE
 
Standard Authorization
For Disclosure Of Mental Health Treatment Information


I, _______________________________[Name of Patient/Client], whose DOB is 

________________________________________________________________________

authorize The C.G. Jung Low-Fee Referral Service to disclose to and/or obtain from: 

_________________________________________________________________________ 

the following information: 

Description of Information to be Disclosed (client: please initial those you want disclosed) 
_____ Assessment 
_____ Diagnosis 
_____ Psychosocial Evaluation 
_____ Psychological Evaluation 
_____ Psychiatric Evaluation 
_____ Treatment Plan or Summary 
_____ Current Treatment Update 
_____ Medication Management Information 
_____ Presence/Participation in Treatment 
_____ Nursing/Medical Information 
_____ Educational Information 
_____ Discharge/Transfer Summary 
_____ Continuing Care Plan 
_____ Progress in Treatment 
_____ Demographic Information 
_____ Psychotherapy Notes* 
(*Cannot be combined with any other disclosure) 
______Other_______________________ 
______Other_______________________ 


Purpose 
This information may be used or disclosed in connection with mental health treatment, payment, or healthcare operations. 
If the purpose is other than as specified above, please specify: 
______________________________________________________________________________________________________________________________________________________







Revocation 
I understand that I have a right to revoke this authorization, in writing, at any time by sending written notification to _____________________[Insert Name] at _______________________________________________[Insert Contact Information]. I further understand that a revocation of the authorization is not effective to the extent that action has been taken in reliance on the authorization.
 
Expiration 
Unless sooner revoked, this authorization expires on the following date: ________________ or as otherwise indicated:__________________________ 
___________________________________________________________________________

Conditions 
I further understand that The Jung Low-Fee Referral Service can deny treatment if I refuse to give authorization for the requested disclosure.  

Form of Disclosure 
Unless you have specifically requested in writing that the disclosure be made in a certain format, we reserve the right to disclose information as permitted by this authorization in any manner that we deem to be appropriate and consistent with applicable law, including, but not limited to, verbally, in paper format or electronically. 

Redisclosure 
I understand that there is the potential that the protected health information that is disclosed pursuant to this authorization may be redisclosed by the recipient and the protected health information will no longer be protected by the HIPAA privacy regulations, unless a State law applies that is more strict than HIPAA and provides additional privacy protections. 

I will be given a copy of this authorization for my records. 
________________________________________________________________

Signature of Patient/Client Date 

_________________________________________________________________________


Signature of Parent, Guardian or Personal Representative Date 

________________________________________________________________________

If you are signing as a personal representative of an individual, please describe your authority to act for this individual (power of attorney, healthcare surrogate, etc.). 

Check here if patient/client refuses to sign authorization ____________________________ 

Signature of Witness Date

_________________________________________________________________________





TELEHEALTH INFORMED CONSENT

I, ________________________________________ (patient name) understand that evaluations and/or treatment will be conducted via telehealth. 
I understand that telehealth involves sharing my medical/mental health information electronically and that there are potential risks with this technology. These risks include but are not limited to:
The video connection may not work or that it may stop working during the consultation. 
The video picture or information transmitted may not be clear enough to be useful for the consultation, making it harder to complete an accurate assessment. 
Computer, tablet or phone may not be private and/or secure, especially if it is used by other people. It is my responsibility to make sure that my internet system is private and secure and to ensure that I am in a private physical space during the visit.  
The benefits of a telehealth consultation are: 
I do not need to travel to the consult location. 
I agree that information shared during my telehealth visit will be kept by providers involved in the referral and /or treatment process.
I understand that I will be required to confirm my identity and location.
I have the right to confirm the identity and credentials of the provider who will be seeing me.
I agree to follow the provider’s recommendations, which may include being seen in the office or going to the emergency department for an evaluation.
I have read this document and understand the risks and benefits of the telehealth consultation and have had my questions regarding the procedure explained and I hereby consent to participate in a telehealth visit.
Patient Signature: __________________________________Date_______
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