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Dear Associate,

Thank you for agreeing to provide services to the “Self-Referral EAP Client” on our behalf.  Attached is an initial authorization for services.  It is always our goal to provide the utmost in client satisfaction.  In the event that you believe additional services are warranted (within the scope of traditional EAP offerings – short term, solution focused therapy), please contact us to staff the case.  Our case managers can be reached Monday-Friday, 8:30am-3:30pm CST, at 800.832.8302.

Please hold all paperwork until case closure.  At that time, scan/email to counsel@hhhealthassociates.com or by fax to 314.845.8087.
First Appointment:

· Have the client complete the following:

1)  EAP Intake Information (Please hold until case closure).
· Please provide the client with the “Statement of Understanding,” “Notice of Privacy Practices,” and “Client Satisfaction Survey”.
Closing: 

· Please send us the following:

1) EAP Intake Information (completed by the client)

2) Discharge Summary (completed by the therapist)
3) Authorization of Service (List the dates of service for reimbursement).
At case closure, please scan/email to counsel@hhhealthassociates.com or by fax to 314.845.8087.
Payment:

· Once all paperwork is received, reimbursement will be processed within one week.  Incomplete/missing information may substantially delay payment.

Thank you again!  Please feel free to contact us with any questions or comments.

H&H Health Associates, Inc.
EAP Intake Information
	CLient INFORMATION

	Last name
                                                                               
	First name
                                                                          
	Middle
     
	DOB

                                         

	Contact phone number:                                                                                        
	Okay to leave message:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Emergency Contact:                             

                                                                       
	Relationship to you:                                   
                                                                       
	Contact phone number:                 
                                                                       

	EAP Services are available to me through:   
	Company name:                                                                                                         

	This is my employer  FORMCHECKBOX 

	This is my spouses employer  FORMCHECKBOX 

	I am a dependent  FORMCHECKBOX 

	Other  FORMCHECKBOX 
  Explain:                                

	GENERAL BACKGROUND

	What brings you to the EAP today?                                                                                                                                                     

                                                                                                                                                                                                                      


	PErsonal assessment:

	Recently I have had job performance difficulties:
	None  FORMCHECKBOX 

	Slightly  FORMCHECKBOX 

	Moderately  FORMCHECKBOX 

	Frequently  FORMCHECKBOX 


	Recently I have had difficulty with normal 

social activities:
	None  FORMCHECKBOX 

	Slightly  FORMCHECKBOX 

	Moderately  FORMCHECKBOX 

	Frequently  FORMCHECKBOX 


	My current physical health is:
	Excellent   FORMCHECKBOX 

	Good  FORMCHECKBOX 

	Fair  FORMCHECKBOX 

	Poor  FORMCHECKBOX 


	

	How many days of work have you missed or been tardy in the past month?                                                                                 

	What is your occupation:                                                                                                                                                                                        

	Married/Separated/Divorced (dates):                                                                                                                                                                   

	Dependent(s) Name(s)/age(s):                                                                                                                                                                               

	Medical Conditions and Medications:                                                                                                                                                     

	Dates, duration, and providers of all past counseling:                                                                                                                                     

	

	Only if applicable:
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I (we) give consent to H&H Health Associates to provide counseling services for:                                                                                                                                                                                                               
                                                                                                                                                                                        (Minor child)
Guardian(s) Signature:                                                                                                                                                                                                  

	

	I acknowledge that a “Statement of Understanding-Employee Assistance Services” was provided to me and any questions I had were answered to my satisfaction.
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Initial

	I acknowledge that a “Notice of Privacy Practices H&H Health Associates, Inc.” (HIPAA Policy) was provided to me and any questions I had were answered to my satisfaction.      
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Initial

	Signature:                                                                                                                  
	Date:                                                                       


 SEQ CHAPTER \h \r 1Statement of Understanding

Employee Assistance Services

I understand the following:

The decision to receive services from the Employee Assistance Program (EAP) is strictly voluntary even though clients are sometimes referred to the program by family members, supervisors, union officials, medical staff, and/or other health care professionals.

Our Services:

All services provided by the EAP are at no cost to you or your family members.  The EAP contract with your employer allows for a specified number of sessions; however, the number of sessions necessary to assist you is a clinical decision which will be made by your EAP counselor.  Cancellations of appointments should be made 24 hours in advance.  Only in the case of emergency will the session be interrupted.

The services offered by the EAP include problem assessment, short-term counseling, referral as deemed necessary, and follow-up.  Formal medical diagnoses or on-going treatment services are not provided.  Such services are provided by qualified professional agencies and individuals in the community.

The EAP services provided to you may include referring you to independent medical or mental health resources for on-going assistance.  If a referral is made, the EAP will usually provide two or three resource options.  The final choice will be your responsibility.  These referrals are made in consideration of our assessment of your needs.  The EAP receives no reimbursement from any referral source.

If a referral for on-going treatment services is required, your EAP counselor will consider your insurance benefits and ability to pay, and will discuss these matters with you.  However, you are responsible for final verification of insurance coverage and any co-payments or charges not covered by your insurance.

Confidentiality/Access to Privileged Information:

All case records and information about clinical services provided to you by the EAP will be maintained in the strictest confidence possible under law.

Specific information contained within your case records will not be released to any party without your written authorization except pursuant to the privacy regulations under the Health Insurance Portability and Accountability Act of 1996 and Missouri state or Federal law.  These include reporting abuse, neglect and domestic violence; addressing serious threats to health or safety; and law enforcement purposes.
If you wish to contact us for further information or to file a complaint, please contact Tim Hobart, Privacy Officer, 314.845.8302 – 3660 South Geyer Road, Suite 100, Laumeier III, St. Louis, MO  63127.
Your initials submitted on the enclosed “EAP Intake Information” form acknowledge consent to this policy.
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Client Satisfaction Survey

Thank you for completing the Client Satisfaction Survey.

We would like to know your level of satisfaction with H&H Health Associates’ services.  Please take a few minutes to share your opinions.  Your responses are confidential and individual ratings will not be reported.

By mail: 
H&H Health Associates, Inc.


3660 South Geyer Road


Suite 100, Laumeier III


St. Louis, MO  63127

By fax:
314.845.8087
By email:
 www.hhhealthassociates.com and click on the contact tab or to counsel@hhhealthassociates.com
Please rate your satisfaction level with each of the following statements.

1 = completely satisfied/agree

2 = mostly satisfied/agree

3 = dissatisfied/disagree

4 = N/A

	Services


1. Counseling was at a convenient time and location for me.
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2. Help-line staff were courteous, professional, and knowledgeable.
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3. I was served in a confidential manner.
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4. I recommend that the service continue to be made available.
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5. I would use the service again.
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	My counselor was:


6. Helpful.
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7. A good listener.
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8. Understanding of my concerns.
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9. Professional.
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Counselor’s name:  [image: image39.wmf]






	Company


10. Overall, how satisfied are you with H&H Health Associates, Inc. as a company?
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11. How can H&H Health Associates, Inc. improve your customer experience?

[image: image44.wmf]


Your feedback helps us continually improve H&H Health Associates’ services to you.

If you’d like to speak with someone from H&H, you may contact Tim Hobart, CEO at 314.845.8302, ext. 207

DISCHARGE SUMMARY
	Client Name(s):                                                                                        
                                                                                                              
	Closing Date:                                                                                          
                                                                                                           

	Resolution/Closing Recommendation:

	Goals/Objectives:

(From treatment plan)
	                                                                                                                                                                                      
                                                                                                                                                                                         

	Outcome and/or

Recommendations:
	                                                                                                                                                                                        
                                                                                                                                                                                           

	Issue resolved through the EAP and/or referral source.   FORMCHECKBOX 

	Progress achieved through the EAP.  FORMCHECKBOX 

	Issue not resolved.  FORMCHECKBOX 


	Does client present a threat to self or others?
	Yes: FORMCHECKBOX 
                                                    
	No: FORMCHECKBOX 
                                                              

	Risk Notes:                                                                                                                                                                                                     
                                                                                                                                                                                                                                             


	Personal Assessment (Based on Client’s responses):

	Recently I have had job/school related difficulties:
	None  FORMCHECKBOX 

	Slightly  FORMCHECKBOX 

	Moderately  FORMCHECKBOX 

	Frequently  FORMCHECKBOX 


	Recently I have had difficulty with social activities:
	None  FORMCHECKBOX 

	Slightly  FORMCHECKBOX 

	Moderately  FORMCHECKBOX 

	Frequently  FORMCHECKBOX 


	My current physical health is:
	Excellent   FORMCHECKBOX 

	Good  FORMCHECKBOX 

	Fair  FORMCHECKBOX 

	Poor  FORMCHECKBOX 


	How many days of work/school have been missed or tardy in past month?
	                                                                               

	

	Clinician Signature:                                                                                              
                                                                                                                                  
	Licensure:                                                                                   
                                                                                              

	Clinician Name (Print):                                                                               
                                                                                                                                   
	Clinician Direct Phone:                                                           
                                                                                              

	Email Address:                                                                                                                                                                                                           


� CONTROL Forms.TextBox.1 \s ���





� CONTROL Forms.TextBox.1 \s ���








H&H Health Associates, Inc.






                           counsel@hhhealthassociates.com

3660 South Geyer Road ( Suite 100 ( Laumeier III ( St. Louis ( MO ( 63127                                                                                FAX: 314.845.8087
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