
Application For Services 

Applicant Name (Full Legal Name): _______________________________________________________________ 

Preferred Name/Pronouns: ___________________________ Date of Birth: _____________________________ 

Social Security Number: __________________ Race: _______________ Gender: ___________ Age: ________ 

Address: ________________________________________________________________________________________ 

Phone Number(s): (Home/Cell): _______________________________ (Work):_______________________________ 

Marital Status: □ Married □ Widowed □ Divorced □ Never Married      □ Separated 

School: □ HS Diploma       □ GED     □ Certificate of Completion      □ None 

Highest Level of Education Completed: __________________________________________________________ 

Military Status: □ Never Served □ Presently Serving/Active Duty □ Veteran □ Reserves  

Are You Currently Working?         □ Yes □ No   

How Many of the last six (6) months have your worked? (Circle One) 0  1  2  3  4  5  6   

Do You Have Insurance? □ Yes    □ No If Yes, What Type of Insurance? ___________________________ 

How Many Individuals Live in Your Home? __________________ How Many Are Under 18? _____________ 

Emergency Contact: 

Name: __________________________________________________ Relationship: __________________________ 

Address: ________________________________________________________________________________________ 

Phone Number(s): (Home/Cell): _______________________________ (Work):_______________________________ 

Have you ever received treatment/counseling for a mental health, emotional or substance abuse 
concern?  □ Yes          □ No 

Who Referred You to ALPHA? _____________________________________________________________________ 

Reason For Referral in Your Own Words: __________________________________________________________ 

_________________________________________________________________________________________________ 

Medical Information: 
Y N  Pregnant or Potentially Pregnant Y N Epilepsy or Past Seizure History 
Y N  Current IV Drug Use Y N  Diabetes 
Y N History of IV Drug Use Y N  High Blood Pressure 
Y N Thoughts of Killing Yourself or Someone Y N Heart Disease 
Y N  Tuberculosis or Exposure to TB Y N  Hepatitis or Liver Disease 
Y N Seeing things that are not there Y N  Cancer 
Y N Hearing things that are not there Y N Open Sores or Wounds 
Y N Withdrawals from alcohol or other drugs Y N Other: _______________________________________________________ 



Tobacco Use: (Circle One) Current Smoker Former Smoker Never Smoked 
(Cigarettes, E-Cigarettes/Vaping, Dip, Chew) 

Do you have any special needs that we should know about that would help your success in 
services?  □ Yes    □ No If yes, please share in detail your needs: __________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

Consent for Billing: 
I authorize ALPHA to disclose to or receive from:  Insurance Company/Medicaid/MCO or Other Party for billing the following 

information: Billing Information or Other ____________________________________________.  The purpose of the disclosure authorization in 

this consent is to enable ALPHA to bill for and the other agency to evaluate my claim for insurance coverage and/or reimbursement of 

services.  I understand that my alcohol and/or drug treatment records are protected under the federal regulations governing 

Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the HIPAA of 1996, 25 C.F.R. Part 160 and 164, and can 

not be disclosed without my written consent unless otherwise provided in the regulations.  I also understand that I may revoke this 

consent in writing at any time except to the extent that action has already been taken in reliance on it, and that in any event this 

consent expires automatically as follows:  one year from date of discharge.  I also understand that, generally, ALPHA may not condition 

my treatment on whether I signa a consent form, but that, in certain circumstances, I may be denied treatment if I do not sign the 

consent form. 

__________________________________________________ _________________________________________ 
Client Signature Date 

__________________________________________________ _________________________________________ 
Parent/Guardian Signature (15 yrs. old or younger required) Date

Consent for Treatment: 
I consent for treatment to be rendered by ALPHA Behavioral Health Center for MYSELF or 

_____________________________________________ (Relationship to client: ______________________________________).  I understand 

that the release of information will be given only with a valid Release of Information Consent unless immediate medical 

attention is required in which my emergency contact may be notified.  I acknowledge I have received a copy of the HIPAA 

Privacy Notice and the Confidentiality Law 42 C.F.R., Part 2. 

__________________________________________________ _________________________________________ 

Client Signature Date 

__________________________________________________ _________________________________________ 
Parent/Guardian Signature (15 yrs. old or younger required) Date 



 

NOTICE OF PRIVACY PRACTICES 

Effective April 2017 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION.   

PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices is provided to you as a requirement of the Health Insurance Portability and Accountability Act (HIPAA) and 
Federal Regulation 42 C.F.R. Part 2.  This Notice describes how we may use or disclose your protected health information and with whom we 
may share that information.  “Protected health information” is individually identifiable health information.  Such information may include, for 
example, your age, address, or e-mail address, and it relates to your past, present, and future physical or mental health or condition and 
related health care services.  It is information that you have given to us or that we have learned about you when you were a patient.  This Notice 
also describes your rights and our legal duties related to this information. 

I. Acknowledgement of Receipt of this Notice.  You will be asked to provide a signed acknowledgement of your receipt of this Notice to 
ensure that you are aware of the possible uses and disclosures of your protected health information and privacy rights.  Delivery of your 
health care services is not conditioned upon your signature.  If you decline to provide a signed acknowledgement, we will continue to 
provide treatment to you, and will use and disclose your protected health information for treatment, payment, and health care operations 
as necessary. 

II. Uses and Disclosures of Protected Health Information for Treatment, Payment, and Health Care Operations.   

A. Treatment, Payment, and Health Care Operations.  The following describes different ways we use and disclose your 
protected health information for treatment, payment, and health operations, including examples of each.  

i. Treatment.  We may use or disclose your health information to provide you with medical and behavioral health 
services, including substance abuse prevention, treatment, and intervention.  You must sign a written consent 
before we can share your information for treatment purposes.  If you consent, we may disclose your information 
to people providing, managing, and coordinating your care.  This includes the coordination or management of your 
care with a third party.  For example, we may disclose your protected health information to a counselor or case 
manager so he or she can make decisions related to your care.  We may also disclose information to a pharmacist 
about other drugs you have been prescribed to avoid potential adverse interactions.  According to South Carolina 
Code section 40-75-190, a licensed counselor cannot disclose information acquired during the course of 
treatment except in these circumstances: 

1. To report suspected child abuse, neglect, or exploitation of a vulnerable adult;  

2. To prevent a clear and immediate danger to a person or persons;  

3. If the counselor is a defendant in a civil, criminal, or disciplinary action arising from the course of 
treatment;  

4. If you are a party in a criminal or civil proceeding, including a commitment proceeding;  

5. If you introduce your mental condition as an element of a claim or defense in a criminal or civil 
proceeding; 

6. If you provide a waiver of confidentiality in writing, and then only in accordance with the terms of the 
waiver.  

ii. Payment.  We may use or disclose your health information so that we can bill and collect payment from you, an 
insurance company, or someone else for the health care services you receive from us.  We may also tell your 
health plan about a treatment you are going to receive to obtain prior approval or to determine whether the plan 
will pay for the treatment.  For example, we may need to give your health plan information about a planned drug 
screening so your health plan will pay us or reimburse us for the screening. 

iii. Health Care Operations.  We may use or disclose your health information, if you sign a written consent, to run 
necessary administrative, business management, quality assurance, internal audit, and educational functions.  



 

For example, we may use or disclose your health information to conduct competence and qualification 
evaluations of our staff that care for you.  We may use health information to help us decide what additional 
services we should offer, how we can improve efficiency, or whether certain treatments are effective.   

iv. Fundraising Activities.  As part of our health care operations, we may use and disclose a limited amount of your 
health information to contact you for fundraising efforts.  The health information released for these fundraising 
purposes can include your name, address, other contact information, gender, age, date of birth, dates on which 
you received service, health insurance status, the outcome of your treatment with us and your treating physician’s 
name.  Any fundraising communications you receive from us will include information on how you can elect not to 
receive any further fundraising communications.  You can tell us not to contact you again. 

B. Other Uses and Disclosures of Health Information Without Authorization.  In addition to uses and disclosures of your health 
information for treatment, payment, and health care operations, we may also use or disclose health information without 
authorization in the following circumstances: 

i. To you, the patient; 
ii. If ordered by a court;  

iii. For health oversight activities such as, for example, internal and external investigations, inspections, or licensure 
actions. 
 

III. Permitted Uses and Disclosures of Protected Health Information under 42 C.F.R. Part 2. 

A. The confidentiality of alcohol and drug abuse patient records maintained by this Agency is protected by Federal law and 
regulations which, in some circumstances, may offer more or different protection than HIPAA.  The Agency may not say to 
a person outside the Agency that a person is a patient of the Agency, or disclose any information identifying a patient as an 
alcohol or drug treatment patient, except in the following instances permitted by Federal law: 

i. The patient consents in writing; 
ii. The disclosure is allowed by a court order;  

iii. The disclosure is made to medical personnel in a medical emergency or to qualified personnel for research, audit, 
or program evaluation; 

iv. To report a crime committed on the Agency’s premises or against Agency personnel; or 
v. Pursuant to an agreement with a qualified service organization/business associate.   

 

B. For example, the Agency can disclose information without your consent to obtain legal or financial services, or to another 
medical facility to provide health care to you, as long as there is a qualified service organization/business associate 
agreement in place. 

C. Violation of the Federal law and regulations by the Agency is a crime.  Suspected violations may be reported to the United 
States Attorney’s Office for the District of South Carolina 1-803-734-3970 and the U.S. Substance Abuse and Mental Health 
Services Administration, Center for Substance Abuse Treatment at 1-240-276-1660. 

D. Federal law and regulations do not protect any information about a crime committed by a patient either at the Agency or 
against any person who works for the Agency or about any threat to commit such a crime. 

E. Federal laws and regulations do not protect any information about suspected child abuse or neglect from being reported 
under State law to appropriate State or local authorities. 

(See 42 U.S.C. 290dd-3 and 42 U.S.C. 290ee-3 for Federal laws and 42 CFR part 2 for Federal Regulations.) 

IV. Uses and Disclosures of Protected Health Information Only With Authorization.   

A. Except for the purposes defined and listed above, we will not use or disclose your health information for any purpose unless 
you give us your written authorization.  Circumstances that may require written authorization include use or disclosure of 
psychotherapy notes, for marketing purposes, and for the sale of your health information.   

B.  Revocation of Authorization.  If you give us an authorization, you can withdraw or amend this written authorization at any 
time.  To withdraw your authorization, deliver or fax a written revocation to ALPHA Center or fax: 803-432-6890  attention: 
Corporate Compliance Officer.  If you revoke your authorization, we will no longer use or disclose your health information 
as allowed by your written authorization, except to the extent that we have already relied on your authorization. 



 

V. Your Rights Regarding your Protected Health Information. 

A. You have certain rights regarding your health information, which are listed below.  If you want to exercise any of your rights, 
you must do so in writing by completing a form that you can obtain from ALPHA Center or on our website at 
www.alphabehaviorahealthcenterorg.  In some cases we may charge you for the costs of providing materials to you.  You 
can get more information about how to exercise your rights and about any costs that we may charge for materials by 
contacting ALPHA Center Corporate Compliance Officer. 

i. Right to Inspect and Copy.  With some exceptions, you have the right to inspect and get a copy of the health 
information that we use to make decisions about your care. For the portion of your health record maintained in an 
electronic health record, if any, you may request we provide that information to or for you in an electronic format. 
If you make such a request, we are required to provide that information for you electronically (unless we deny your 
request for other reasons). We may deny your request to inspect and/or copy in certain limited circumstances, 
and if we do this, you may ask that the denial be reviewed. 

ii. Right to Amend. You have the right to amend your health information maintained by or for us, or used by us to 
make decisions about you. We will require that you provide a reason for the request, and we may deny your request 
for an amendment if the request is not properly submitted, or if it asks us to amend information that (a) we did not 
create (unless the source of the information is no longer available to make the amendment); (b) is not part of the 
health information that we keep; (c) is of a type that you would not be permitted to inspect and copy; or (d) is 
already accurate and complete. 

iii. Right to an Accounting of Disclosures. You have the right to request a list and description of certain disclosures by 
us of your health information. 

iv. Right to Request Restrictions. You have the right to request a restriction or limitation on the protected health 
information we use or disclose about you (a) for treatment, payment, or health care operations, (b) to someone 
who is involved in your care or the payment for it, such as a family member or friend, or (c) to a health plan for 
payment or health care operations purposes when the item or service for which we have been paid out of pocket 
in full by you or someone on your behalf (other than the health plan).  For example, you could ask that we not use 
or disclose information about a laboratory test ordered or a medical device prescribed for your care.  Except for 
the request noted in iv(c) above, we are not required to agree to your request. Any time we agree to such a 
restriction, it must be in writing and signed by our Privacy Officer or his or her designee. 

v. Right to Request Confidential Communications. You have the right to request that we communicate with you 
about health matters in a certain way or at a certain place.  We will accommodate reasonable requests. For 
example, you can ask that we only contact you at work or by mail. 

vi. Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice, whether or not you may have 
previously agreed to receive the Notice electronically. 

vii. Right to be Notified of a Breach.  You have the right to be notified if there is a breach – a compromise to the security 
or privacy of your health information – due to your health information being unsecured.  We are required to notify 
you within 60 days of discovery of a breach. 

VI. Revisions to this Notice.  We have the right to change this Notice and to make the revised or changed Notice effective for health 
information we already have about you, as well as any information we receive in the future.  Except when required by law, a material 
change to any term of the Notice may not be implemented prior to the effective date of the Notice in which the material change is 
reflected.  We will post the revised Notice at clinical locations and on our website and provide you a copy of the revised notice upon 
your request. 

VII. Questions or Comments.  If you have any questions about this Notice, please contact us at 803-432-6902.  If you believe your 
privacy rights have been violated, you may file a complaint with us or with the Secretary of the Department of Health and Human 
Services.  To file a complaint with us, contact us at 803-432-6902 Corporate Compliance Officer.  You will not be penalized for filing 
a complaint.  This Notice tells you how we may use and share health information about you. If you would like a copy of this Notice, 
please ask your health care provider. 

 

 

 

 

 



 

INFORMED CONSENT FOR THE USE OF UPHEAL TECHNOLOGY 

ALPHA Behavioral Health Center uses Upheal, an artificial intelligence (AI) platform, to assist clinicians with 
documentation. Upheal empowers counselors to concentrate on their services by offering automated session 
notes. 
ALPHA Behavioral Health Center has signed a Business Associate Agreement (BAA) to protect data that is shared 
with Upheal. Under the BAA, Upheal adheres to regulations such as the HIPAA Security Rule and Privacy Rule as 
well as 42 CFR Part 2. This ensures that electronic health information (ePHI) is safeguarded through appropriate 
administrative, physical, and technical measures, ensuring its confidentiality, integrity, and security.  

Privacy, Security, and Data Handling 
Your privacy is our highest priority. In strict compliance with our legal agreements, Upheal employs rigorous 
security measures to protect your information: 

• Data Processing: Audio recordings are processed automatically by AI algorithms. No human at Upheal 
listens to your sessions. 

• Storage: Once a clinical note is generated and verified by your clinician, the raw audio recording is 
permanently deleted from Upheal’s servers unless the Provider intentionally saves it for supervision 
purposes to aid in providing you the best care. For US-based care providers, your PHI and PII is processed 
within the US by Upheal. See https://www.upheal.io/privacy for more information, or contact 
support@upheal.io. 

Your Rights as a Client 
• Voluntary Participation: Your consent to use Upheal is entirely voluntary. 
• Right to Withdraw: You can revoke this consent at any time, verbally or in writing, without affecting your 

right to receive treatment at Alpha Behavioral Health Center. 
• Right to Pause: You can request that your clinician turn off Upheal at any point during a specific session. 
• Alternative Options: If you decline, your clinician will use traditional, manual note-taking methods. 

Choosing not to use Upheal will not negatively impact your therapy. 
• Notification: In the event of a breach of your confidential information, ALPHA Behavioral Health Center will 

send a formal written notification via first-class mail to the home address currently on file. 

Client Acknowledgement and Consent 
By signing below, I acknowledge that I have read, understood, and agree to the terms of this Informed Consent 
document. I grant permission to my clinician at ALPHA Behavioral Health Center to use Upheal during my 
treatment sessions. 
 

 
Printed Client Name 
 

 
Client or Legal Guardian Signature      Date (MM/DD/YYYY) 
 

 
Agency Witness Signature  
 
 
   

 

mailto:support@upheal.io


PATIENT HEALTH QUESTIONNAIRE (PHQ-9)DATE:NAME:Over the last 2 weeks, how often have you beenbothered by any of the following problems? Not at all Severaldays More thanhalf thedays Nearlyevery day(use "ⁿ" to indicate your answer) 0 1 2 3Little interest or pleasure in doing things1. 0 1 2 3Feeling down, depressed, or hopeless2. 0 1 2 3Trouble falling or staying asleep, or sleeping too much3. 0 1 2 3Feeling tired or having little energy4. 0 1 2 3Poor appetite or overeating5. 0 1 2 3Feeling bad about yourself   or that you are a failure orhave let yourself or your family down6. 0 1 2 3Trouble concentrating on things, such as reading thenewspaper or watching television7. 0 1 2 3Moving or speaking so slowly that other people couldhave noticed. Or the opposite    being so figety orrestless that you have been moving around a lot morethan usual8. 0 1 2 3Thoughts that you would be better off dead, or ofhurting yourself9. add columns + +TOTAL:(Healthcare professional: For interpretation of TOTAL,please refer to accompanying scoring card). Not difficult at allIf you checked off any problems, how difficulthave these problems made it for you to doyour work, take care of things at home, or getalong with other people?10. Somewhat difficultVery difficultExtremely difficultCopyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD© is a trademark of Pfizer Inc.A2663B 10-04-2005
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