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Informed Consent Agreement for Healthcare Professional Evalua9ons    
   
Pa9ent Service Agreement   
This document contains important informa9on about my professional services and business policies. It also contains 
summary informa9on about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides 
privacy protec9ons and client rights about the use and disclosure of your Protected Health Informa9on (PHI) for the 
purposes of treatment, payment, and health care opera9ons. Signing this document represents your understanding of -and 
agreement to -my terms.  
   
The Evalua9on and Your Responsibili9es   
I am an approved evaluator for the Pennsylvania Professional Health Monitoring Program (PHMP), the Pennsylvania 
Nurses’ Health Program (NHP), and the Pennsylvania Physicians’ Health Program (PHP). You have hired me to provide an 
independent professional evalua9on about your safety to prac9ce as a healthcare professional (HCP), including 
recommenda9ons for treatment of any substance use or mental health disorder. 
  
The evalua9on has mul9ple components:  

• I will review your completed intake form and screening forms.  
• We will meet for a virtual interview for approximately 60 minutes. I might contact you to obtain addi9onal 

informa9on aPer we meet.  
• I will speak with your NHP/PHP case manager as well as the PHMP if you have been/are involved with the PHMP.  
• I will speak with your collateral contacts and might ask to speak with addi9onal people. If I am unable to reach your 

contacts within five business days, I will ask for replacements.  
• The NHP/PHP will arrange for you to have drug and alcohol tes9ng. The NHP/PHP will send me the results, and I 

will contact you with any concerns.  
  
My report and recommenda9ons will be based on all of the above, my professional experience and judgment, and the 
criteria for mental health and substance use disorders found in the Diagnos9c and Sta9s9cal Manual of Mental Health 
Disorders 5th edi9on, Text Revision (DSM-5-TR)  - American Psychiatric Associa9on, 2022. 
  
My turn-around 9me on reports is typically 10-14 days. Timing depends upon how quicky I receive your lab results and 
speak with your contacts and whether I need addi9onal labs or informa9on. I will send my report directly to the NHP/PHP; 
you are en9tled to a copy aPer the NHP/PHP has reviewed it with you. 
  
Deadlines  

• You must go for drug and alcohol tes9ng within 10 business days of our mee9ng. Depending on the results, I might 
have you get repeat and/or addi9onal tes9ng; I expect you to get any repeat/addi9onal tes9ng done as soon as 
possible and no later than two business days aPer the lab offers you an appointment.  

• If I request replacement and/or addi9onal collateral contacts, you must provide them within 24-hours of my 
request. I expect to speak with those replacement/addi9onal contacts within three business days of my request.  
 

If you do not comply with the responsibili9es and deadlines outlined above, I reserve the right to delay submission of your 
report un9l I have received all required informa9on and payment in full or to submit your report with incomplete 
informa9on. An incomplete evalua9on report will necessitate another evalua9on with a new NHP/PHP-approved evaluator 
at your expense.  
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Payment and Fees  
• You are responsible for payment in full at the 9me of the assessment unless we made other arrangements ahead of 

9me.  I charge $425.00 for an HCP evalua9on and report.   
• I accept Zelle, Venmo, Cash App, and credit/debit cards. Insurance does not cover HCP evalua9ons, though I can 

provide you a statement for tax purposes.  
• If you refuse to pay your debt, I reserve the right to use an a`orney or collec9on agency to secure payment. I also 

reserve the right to adjust fees and update this document as needed.  
  
Professional Records   
I must keep proper records of the services that I provide in a secure loca9on in my office. I keep a copy of my final report, 
as well as any suppor9ng documenta9on, for at least seven years aPer I have submi`ed the report. You have the right to 
request that a copy of your report be made available to any other health care provider at your wri`en request and upon 
receipt of a signed release of informa9on.  
 
Confiden9ality   
My policies about confiden9ality, as well as other informa9on about your privacy rights, are fully described in a separate 
document en9tled No9ce of Privacy Prac9ces. You have been provided with a copy of that document. Please know that 
you may reopen the conversa9on about confiden9ality at any 9me.  
  
Other Rights   
You have the right to considerate, safe, and respeccul care, without discrimina9on as to race, ethnicity, color, gender, 
sexual orienta9on, age, religion, or na9onal origin. You have the right to ask ques9ons about any aspect of the evalua9on 
process as well as my training and experience.  
   
Consent     
Your signature below indicates that you have read this Agreement and the No9ce of Privacy Prac9ces and agree to their 
terms.  
   
 
 
HCP name (print) 
 
 
 
HCP signature           Date 
            
 
 
 
Witness name   (print)    
 
 
   
Witness signature     Date 
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Release of Confidential Information 

 
 
Name                Date of Birth  
 
I grant Amy E. Brown, MS, CADC, LPC, CCTP explicit permission to release my protected health 
information (PHI) to (circle one) The PA Nurses’ Health Program/The PA Physicians’ Health Program 
(includes telephone contact as needed for consultation, evaluation, and treatment). 
 
Purpose of information release: Healthcare Professional (HCP) Evaluation      
 
Information to be released : Evaluation results and recommendations    
  
 

This release of information includes Psychiatric/Psychological, Educational, Drug/Alcohol/Substance Abuse, AIDS/HIV, Social 
Work, Medical, and Legal records and information unless specifically excluded. 

This release will expire after one year unless otherwise revoked.   
 
 
 
 
HCP printed name  
 
 
 
HCP signature           Date 
            
 
 
 
Witness printed name       
 
 
 
   
Witness signature     Date 
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CONFIDENTIAL 

Healthcare Professional Evaluation Intake 

Please put your name on each page, print neatly or type, and add extra pages as needed 

 
Date: 
Name:  
 
DOB/age: 
Address: 
Email address: 
Cell phone number: 
 
License type:  
Reason for evaluation:   
 
Case manager: 
Date of lab work: 
Date of evaluation: 
 
Have you been previously referred to NHP/PHP/PHMP? If so, please provide details. 

 

Substance Use History:  

Please include every substance you’ve ever tried (even once), including nicotine and marijuana 

Substance               Age of first use        Initial pattern           Recent pattern    Date of last use    Consequences 

Example: Alcohol      age 16              2-3 beers on weekends      8-10 beers daily            May 2024      Blackouts, lost job, DUI 
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Counseling History:  

Have you ever been in counseling for any reason? 

Dates                                 Provider and location                      Reason                    Outpatient/ inpatient?    

    

    

    

 

Recovery: 

Do you identify as a person in recovery? 

Have you ever attended recovery meetings?  

Did/do you have a sponsor? 

Family/Social History:  

• Are you adopted? 
• Where were you born and raised? 
• Who did you grow up with? 
• Do any blood relatives have mental health and/or substance use issues? 
• Were you raised in a particular religion?    Do you practice a religion now? 
• How are your current relationships with family members? 
• Have you been married or in long-term relationships? If so, please provide details. 
• Where do you currently live with and with whom? 
• Gender/ages of children and stepchildren: 
• Who do you talk to if you’re upset or stressed? 
• What activities do you enjoy in your free time? 

Educational/Military History: Name of school, city and state, years attended/graduated, degree/ license earned 

• High school:  
• College: 
• Post-college education:  
• Initial licensure year: 
• If you are a veteran, please provide years of service, which branch, and nature of discharge. Please also 

note if you saw combat/were stationed in a war zone. 
 

Employment History: (Please account for the last five years) 
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Release of Confidential Information 

 
 
Name                Date of Birth  
 
I grant Amy E. Brown, MS, CADC, LPC, CCTP explicit permission to release my protected health 
information (PHI) to (circle one) The PA Nurses’ Health Program/The PA Physicians’ Health Program 
(includes telephone contact as needed for consultation, evaluation, and treatment). 
 
Purpose of information release: Healthcare Professional (HCP) Evaluation      
 
Information to be released : Evaluation results and recommendations    
  
 

This release of information includes Psychiatric/Psychological, Educational, Drug/Alcohol/Substance Abuse, AIDS/HIV, Social 
Work, Medical, and Legal records and information unless specifically excluded. 

This release will expire after one year unless otherwise revoked.   
 
 
 
 
HCP printed name  
 
 
 
HCP signature           Date 
            
 
 
 
Witness printed name       
 
 
 
   
Witness signature     Date 
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 For each employer: Name, location, dates, position, attendance/performance issues, reason for leaving 

• Current employer:  
 

• Previous employers: 
 

Legal History:  

• Have you ever been arrested? If so, please provide details: 
• Do you have a pending court date? 
• Are you currently on probation or parole? If so, please provide details and the name and contact 

information for your PO: 

Medical History:  

Please list any medical problems: 

 

Current Medications: 

 Name, dose, frequency, reason, and prescriber (i.e.: psychiatrist, PCP, etc.) 

1. 

2. 

3. 

4. 

 

Mental Health History: 

If you have any past/current mental health diagnoses, please provide the year of initial diagnosis and any 
current symptoms. 

1. 

2. 

3. 

• How is your sleep? Appetite? General energy level? 
• Have you ever considered or attempted suicide? If so, please provide details. 
• Have any of your family members attempted or completed suicide? If so, please provide details. 
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• Have you ever considered or attempted to seriously harm someone else? If so, please provide details. 
• Did/do you ever do anything to deliberately harm yourself? If so, please provide details. 
• Did/do you ever hear or see things that other people don’t (when not intoxicated)? If so, please provide 

details. 
• Did/do you struggle with disordered eating and/or purging? If so, please provide details. 
• Please describe your mood and stress level over the past few months: 
• Please mention any past/current mental health issues not covered above: 

 

Collateral Contacts: Please list names and cell phone numbers for at least one friend, a work superior and/or 
co-worker (past or present), and a family member. I will be contacting them to obtain additional information for 
this evaluation and will not release any of your personal information. Please let your contacts know I’ll be 
texting them soon. Thank you. 

   Name and relationship                                  Cell phone number       

1. 

2. 

3.         

 
Comments/concerns about your upcoming evaluation? 
 
 
 
 

 
Please scan all completed forms back to me at least 24-hours before our appointment: amyebrown.LPC@gmail.com 

 
Thank you! 

 
 
 
 
 
Rev 04.26 



Michigan Alcohol Screening Test (MAST) 
 
This test is nationally recognized by alcoholism and drug dependence professionals.  You may substitute the 
words “drug use” in place of “drinking”.   

 
1. Do you feel you are a normal drinker? ("normal" - drink as much or less than most other people) 
Circle Answer:  YES   NO 
 
2. Have you ever awakened the morning after some drinking the night before and found that you could 
not remember a part of the evening? 
Circle Answer:  YES   NO 
 
3. Does any near relative or close friend ever worry or complain about your drinking? 
Circle Answer:  YES   NO 
 
4. Can you stop drinking without difficulty after one or two drinks? 
Circle Answer:  YES   NO 
 
5. Do you ever feel guilty about your drinking? 
Circle Answer:  YES   NO 
 
6. Have you ever attended a meeting of Alcoholics Anonymous (AA)? 
Circle Answer:  YES   NO 
 
7. Have you ever gotten into physical fights when drinking? 
Circle Answer:  YES   NO 
 
8. Has drinking ever created problems between you and a near relative or close friend? 
Circle Answer:  YES   NO 
 
9. Has any family member or close friend gone to anyone for help about your drinking? 
Circle Answer:  YES   NO 
 
10. Have you ever lost friends because of your drinking? 
Circle Answer:  YES   NO 
 
11. Have you ever gotten into trouble at work because of drinking? 
Circle Answer:  YES   NO 
 
12. Have you ever lost a job because of drinking? 
Circle Answer:  YES   NO 
 
13. Have you ever neglected your obligations, your family, or your work for two or more days in a row 
because you were drinking? 
Circle Answer:  YES   NO 
 
14. Do you drink before noon fairly often? 
Circle Answer:  YES   NO 
 
15. Have you ever been told you have liver trouble such as cirrhosis? 
Circle Answer:  YES   NO 
 
16. After heavy drinking have you ever had delirium tremens (D.T.'s), severe shaking, visual or auditory 
(hearing) hallucinations? 
Circle Answer:  YES   NO 
 
17. Have you ever gone to anyone for help about your drinking? 
Circle Answer:  YES   NO 
 
 



18. Have you ever been hospitalized because of drinking? 
Circle Answer:  YES   NO 
 
19. Has your drinking ever resulted in your being hospitalized in a psychiatric ward? 
Circle Answer:  YES   NO 
 
20. Have you ever gone to any doctor, social worker, clergyman or mental health clinic for help with 
any emotional problem in which drinking was part of the problem? 
Circle Answer:  YES   NO 
 
21. Have you been arrested more than once for driving under the influence of alcohol?  
Circle Answer:  YES   NO 
 
22. Have you ever been arrested, even for a few hours because of other behavior while drinking? 
(If Yes, how many times ________) 
Circle Answer:  YES   NO 
 
 

SCORING 

Please score one point if you answered the following: 
1. No 
2. Yes 
3. Yes 
4. No 
5. Yes 
6. Yes 
7 through 22: Yes 

 
Add up the scores and compare to the following score card: 
0 - 2 No apparent problem 
3 - 5 Early or middle problem drinker 
6 or more Problem drinker  

  

 



GAD-7 Anxiety 

 

                Column totals       _____   +   _____   +     _____   +   _____    =  

                Total score   _______ 

 
Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was 
developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr. 
Spitzer at ris8@columbia.edu.  PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999 Pfizer Inc. All rights reserved. 
Reproduced with permission 
 

 
Scoring GAD-7 Anxiety Severity  

 
This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively,  
of “not at all,” “several days,” “more than half the days,” and “nearly every day.”  
GAD-7 total score for the seven items ranges from 0 to 21.    
 
0–4: minimal anxiety  

5–9: mild anxiety  

10–14: moderate anxiety  

15–21: severe anxiety  

 
Over the last two weeks, how often have you 
been bothered by the following problems?   

 
Not  
at all  

 
Several 

days  

 
More 

 than half 
the days 

 
Nearly 
every  
day  

1. Feeling nervous, anxious, or on edge  
 

 
0  

 
1  

 
2  

 
3  

2. Not being able to stop or control worrying  
 

 
0  

 
1  

 
2  

 
3  

3. Worrying too much about different things   
0  

 
1  

 
2  

 
3  

4. Trouble relaxing  
 

 
0  

 
1  

 
2  

 
3  

5. Being so restless that it is hard to sit still  
 

 
0  

 
1  

 
2  

 
3  

6. Becoming easily annoyed or irritable  
 

 
0  

 
1  

 
2  

 
3  

7. Feeling afraid, as if something awful 
might happen  

 
0  

 
1  

 
2  

 
3  

If you checked any problems, how difficult have they made it for you to do your work, take care of 
things at home, or get along with other people?  
 
Not difficult at all                    Somewhat difficult            Very difficult             Extremely difficult  

     □                        □                   □                  □  

mailto:ris8@columbia.edu


P A T I E N T  H E A L T H  Q U E S T I O N N A I R E - 9   
( P H Q - 9 )  

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
(Use “✔” to indicate your answer) Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself — or that you are a failure or 
have let yourself or your family down 0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television 0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed?  Or the opposite — being so fidgety or restless 
that you have been moving around a lot more than usual 

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting 
yourself in some way 0 1 2 3 

                                                                                                              FOR OFFICE CODING     0      + ______  +  ______  +  ______ 

=Total Score:  ______ 

 
     

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult  
at all 
� 

Somewhat  
difficult 
� 

Very  
difficult 
� 

Extremely  
difficult 
� 

 
 
 
 

 
 
 
 
 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc.  No permission required to reproduce, translate, display or distribute. 

 
     


