NORTHERN

PINES

Mental Health Center

Date:

Dear )

Welcome to Northern Pines Mental Health Center. Recently you requested an
appointment at our location. This appointment is scheduled on
at

**We ask that you arrive 30 minutes prior to your scheduled appointment to
complete/sign any paperwork, and to meet with a care coordinator to obtain vitals.

If you need to change the date or time of this appointment, or if you need to cancel,
please call the office 24 hours in advance.

Please bring your insurance card, Social Security card and a picture ID to this first
appointment.

If you have a family member working at Northern Pines, please contact the Director of
Outpatient Services at (218)829~3235, to discuss the appropriateness of being a client at
our agency.

If you have any other questions or concerns, please feel free to call 320-639~2025 or 1~
833-316~0698, and we will be happy to assist you.

Thank you for choosing Northern Pines Mental Health Center. We look forward to
meeting you.

Sincerely,

NPMH Outpatient Offices







Name:

NORTHERN

PINE S Date:

Mental Health Center

Please list all of the prescribed and over the counter medications that you are taking. This includes Eye
Drops, Inhalers/Nebulizer, Creams/Ointments, Oxygen, Contraceptives, Patches that contain
medication, Aspirin, Antacids, Vitamins, Laxatives, etc.

Medication Name and Dosage Prescriber Name

10.







CAGE-AID Questionnaire

Patient Name Date of Visit

When thinking about drug use, include illegal drug use and the use of prescription drug use

other than prescribed.

|
Questions: YES NO
1. Have you ever felt that you ought to cut down on your drinking
or drug use? [ [
3. Tiave people annoyed you by cficzing your drinking or drug use? [ [1
3 Viave you ever felt bad or guilty about your drinking or drug use? 0 o
2 Have you ever had 2 cink or sed dngs fst thing nthe morning. 4

to steady your nerves or to get rid of a hangover?

Permission for use granted by Richard Brown, MD.







PHQ-9: Modified for Teens

_ Clinician:

Date:

Name:

Instructions: How often have you been bothered by each of the following symptoms during the
past two weeks? For each symptom put an “X” in the box beneath the answer that best

describes how you have been fegling.

(7] (1)

2

@,

Not AtAll | Several | More Than Nearly
Days - (- Half the | EveryDay
Days

1. Feeling down, depressed, irritable, or hopeless?

1.2 Little interest or pleasure in doing things?

‘3. Trouble falling asleep, staying asleep, or sleeping too
much? '

4. Poor appetite, weight loss, or overeating?

9. Feeling tired, or having fittle energy?

6. Feeling bad about yourself - or feeling that you are a
failure, or that you have let yourself or your family
down? .

7. Trouble concentrating on things like school work,

~__reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

Or.the opposite ~ being so fidgety or restless that you
were moving around a ot more than usual? '
9. . Thoughts that you would be better off dead, or of
hurting yourself in some way?
In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
[] Yes [JNo =~ - : '
If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
do your work, take care Qf things at home or get along with other people?

[ ] Somewhat difficult [ ] Extremely difficult

[ ]Not difficult at all [ ] Very difficult

Has there been a time in the past month
[] Yes [] No v
ou EVER, in your WHOLE LIFE, tried to kill yourself or made a‘suicide attempt?-
[] Yes [] No

“If you have had thoughts that you would be better off dead or of hurting yourself in some way,
please discuss this with your Health Care Clinician, go fo a hospital emergency room or call 911.

when you have had serious thoughts about ending your life?

Havey

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A (Johnson,
2002), znd the CDS (DISC Development Group, 2000) :

R ~uidalinee far Adolescent Debression in Primary Cane Vonrdinn 2 20410







VOV AALALLY A
1)

Strengths and Diffienlties Questionnaire S 17

For each item, please mark the box for Not True, Somewhat True or Certainly True,
best you can even if you are not absolutely certain . Please give Your answers on the

the last six months,

Yourname....,..., '

Date of bitth o

Ttwould help us if you answered ]l iterns as
basis of how things bave been for You over

Male/Female |

_Not  Somewhat Certainly
True  True True

|

I try to be nice to other people. I care zbout their Teelings

]
|

Tam resﬂéss, 1 cannot stay still for fong -

Igetalotof headachcs, stomach-aches or sickness

T usually share with others, for example CD’s, games, food

I get very angry and often lose my temper

I'would rather be alons than with people of my age

Tuswally do ag I am told

I woﬁ'y 2 jot

Tam hell-nful if someone is hurt, upset or feelingill ~ -

Tam constantly fidgeting or squirming

I'have one good friend or'mm.'e :

" I'fighta lot. T can make other people do what I want

L]
L

I am often unhappy, depressed or tearful

Other people my age generally like me

T em easily distracted, I find if difficult to concentrate

FDQED%DDDWDDDDD

T am nervous in new situations, I easily lose confidence

!

I am kind fo younger children

T am oftent aceused of lying or cheating

Other children or young people pick on me ot bully me

- Toften offer to help others (parents, teachers, children)

Ithink before I do things

Ttake things that are ot mine fiom home, school or elsewhera

i o o e

I get along better with adults than with peopls my own age

I Kave many fears, I am casily scared

I finish the work I'm doing, My attention is good
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Do you have ary other comments or concermns?

Please turn over - there are a few more guestions on the other side




Overall, do you think that you have difficulties in any of the following areas:
emotions, concentration, behavior or being able to get on with other people?

Ves- . Yes- Yeg_
minor definiie SEVELS
No difficnlies ~ difficulties difficulties

O o o . Qg

1 you have answered wyeg", please answer the following questions about fhese difficulties:
« How long have these difficultes been present?
_ Less than s - 612 Over
amonth months months - ayear

0 | o O al

.+ Do the diffionlties upset or disfress you? .
o ‘ Not Onlyia Quite A great
atall little ~ alot deal

o, O o O

rDo_thé difficulties interfere witﬁ?éur everyday life in the following areas?
. " Not' - “Onlya = QAﬂitG" A preat
e atall figle . alt deal
movgrre . o - O
FRIENDSHIPS - - o o 0 |
CLASSROOM LEARNNG [ o O
psuREAcTVIES . [1- - O O

oOoatd

+ Do the difficulties make it harder for those around you (faﬁlily, friends, {eachers, etc)?
Not . Only a Quite o A great,
atall - litile alot -~ deal

oo OO

Your Signature ... PR, e bt Today's Date suwmisesrmsrmmsmsssssencrine

Thank you very much for your hefp o nobereGaodiman 200



Strengths and Difficulties Questionnajre ‘ P 410

"Not Somewhat Certainly

Considerate of other people's feelings

Restless, Overactive,

what adnls request

Many worrjes oroften sesms worried

Helpful if someone is hurt, upset or feeling i1
Corzstantly fidgefing or Squirming
- Hes at Ieast ope good fHend

Thinks things oit hafors acting
Steals ﬁqm. home, schog) or._-ls

Goad atiention span, gess chores or bomeworl thraugh 1 the end D

Bo you have any other comments op concerns?

Please turp Over - there are g fap mere questions on the other side




QveralL do you think that your child has difficulties in one or mose of the following areas: -
en;}otions, concentration, behavior or being able to gét on with other people?

~ Yes- Yes- Yes:
) minor definite severe
No difficulties difficulties difficulties

O o [ |

If you have answered "Yes", please answer the following questions about these difficulties:

« How long have these difficulties been present?

Less than 1-5 6-12
-a month months . months ayear

g o o b

Over -

* . o Do the-difficulties upset or disfress your child?- :
o "~ Not - Onlya Quite A great

atall little ~ - .. alot ~ deal

O O D_.:‘D

« Do the difficulfies interfere with your child's everyday life-in the foﬂowing'éréas?

Not ~  Onlya Quite | Agat

| - atall litle alof, deal
HOMELIFE - e O il g2l |
FRIENDSHIPS O 1 A o
" CLASSROOM LEARNING [ 1 L. U
LESUREACTIVITES  [1 . [ml o L

. Dq‘the diﬁigﬁﬂtics ‘pﬁt a burden on you or the family as awhole?

‘Not " Oplya  Quits A
atall little alot deal

g o o o

Mother/Father/Other (please specify:)

,,Tha,rjik you very much for your help : | oRobersGooderan, 208



