Northland Counseling Center


INITIAL CONTACT SUMMARY (ICS)
900 5th Street, Suite 305
International Falls MN 56649


Date of Service: _______________________






Time of Service: _______________________







Face to Face: ____   Telephone: ____







Client Name: _______________________________________________






Previous Name: _______________________________________





Address: __________________________________________________





              ___________________________________________________





County of Residence: _________________________________________





Telephone: _________________________________________________





Date of Birth: _______________________________________________






Parent/Spouse: ______________________________________________






Person/Agency Calling: _______________________________________






Soc Sec # (Required): ________________________________________


New __________
Reopen ___________  
Client Number _________________

INSURANCE






  
TELL CLIENT TO BRING 
Company Name: ____________________________________
          
-  Insurance Information
ID Number: ________________________________________
         
-  List of Medications for Health History
Group Number: _____________________________________             
-  Name & Address of any Agency that 
Verified Date: ______________________ By: ____________
                 we will need a Release of Information
Company Name: ____________________________________

ID Number: ________________________________________

Group Number: _____________________________________

Verified Date: ______________________ By: ____________
PRE-REGISTRATION DATE: ________________  TIME: _______________

APPOINTMENT SET: ______________________________  DATE _______________ TIME _____________





Clinician

Northland Counseling Center

INITIAL CONTACT SUMMARY (ICS)
900 5th Street, Suite 305



International Falls MN 56649

Client Number: _____________________________________________
1. PRESENTING PROBLEM (What is the reason that you are seeking services?):  
2. Do you feel that you may be a danger to yourself or others, or that you may be hurt by someone else?   

Yes  FORMCHECKBOX 
  (go to 3) 

 No  FORMCHECKBOX 
 (go to 4e)     


3. Do you want me to have a clinician talk to you immediately or call before the end of the day? Or, do you need to be seen within 48 hours, or could you safely wait until next week?


Immediately   FORMCHECKBOX 
 (go to 4a)


Before end of day  FORMCHECKBOX 
 (go to 4b)


Within 48 hours   FORMCHECKBOX 
 (go to 4c)


Can safely wait   FORMCHECKBOX 
 (go to 4e)

4. 
a. Interrupt a therapy session and have the therapist talk to the person.
    
b. Squeeze in an open slot today or ask a therapist to cancel a session.


c. Work with therapists to find or create an opening within 24 to 48 hours.


d. Work with therapists to find or create an opening within 1 week.


e. Regular scheduling.

Signature: _________________________________
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