
Referral paperwork required from Social Services: 
 

 1. Demographic Form (pg. 2-5) 

 2. KIND Center Consent for Treatment (pg. 6-7) 

 3. MHS Notice of Privacy Practices Receipt (pg.13) 

 4. KIND Center Youth Intake Form (pg. 14-15) 

 5. Katie A. Subclass Eligibility Verification (pg. 16) 

 6. MHS Release of Information for Foster Parent/Guardian (pg. 17-18) 

 7. MHS Release of Information for Kings County HSA (pg. 19-20) 

 8. Recent/Valid Court Order or Detention Report 

 9. JV220 (required for medication services)  

Youth Mental Health Referrals to KIND Center From HSA 
 
 
 
 

Consumer Name:   Date   

CPS Social Worker:    
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KIND Center 
Youth Intake Form 

 

Welcome to the KIND Center!  To better serve your, please 
assist us by reviewing and responding to all questions below.  
We look forward to working with you to achieve your goals!  

 

Client Demographic Information 
Name       DOB       
SSN       Gender       
Phone Number       Place of Birth       
Parent/Guardian       Language       
Relationship to Client  Biological Parent    Foster Parent    Legal Guardian   Social Worker  Other  

Address       
Referral Source       Name/Referral       

Phone/Referral       Race       
Email/Referral       Ethnicity   Hispanic  non-

Hispanic 
Living Situation       Placement  None   300   

601/602 
Legal/Responsible Party       
Emergency Contact       Phone Number       

School       Grade       
Primary Care Physician       Medical Clinic       
Insurance       Medi-Cal Number       
Medical Issues?  Yes     No Allergies?  Yes     No 
Medical Issues/Allergies:       
Taking Medication?  Yes     No Prescriber:       
List all Medications:        

Previous MH History?  Yes     No Where?       
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Presenting Problem (check all that apply) 

 Anxiety  Depression  Trauma  Substance Use 

 Irritability  Anger/Aggression  Oppositional  Sexualized Behaviors  

 Hyperactivity  Concentration  Eating Problems  Sleeping Problems 

 Suicidal Ideation  Self-Injury  School Problems  Family Problems 
 Obsessions &Compulsions  Delusions  Hallucinations  Paranoia 
  Other:       

Substance Use Concerns (check all that apply) 
 Tobacco  Alcohol  Cannabis  Meth 
 Opioids  Cocaine  Crack  Hallucinogens 

 PCP  Benzos  Pills  OTC 

 Other       

 

Thank you for your responses! 
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Name:        Date of Birth:       

Address:        Last 4 of SSN: xxx-xx-      

City, State, Zip:        Phone #:       
 

Completion of this document authorizes the release and use of your health information.   
Failure to provide all information requested may invalidate this authorization.   

PURPOSE OF DISCLOSURE 

I authorize Mental Health Systems- KIND Center to release to: 

              
Name, Title or Entity (Multiple Persons within Same Entity May be Listed)  Phone Number 

                    
Street Address  City, State, Zip  Fax Number 

I specifically authorize the release of:  

 Mental Health Information        Substance Use Disorder Tx Information      
           Initials             Initials** 

**Client/representative must initial for request to be processed 

 

I authorize the release of the following health information: 

 Summary of Services  Assessment  Client/Treatment Plan 

 Attendance  Progress Notes  Discharge Summary 

 Medical History  Medication  Laboratory Results 

 Diagnosis               

 (Optional) For the following dates of treatment:        to       
 

(OR) 
 

 All health information pertaining to medical history, mental health condition, SUD treatment  
(if initialed above) for the following dates of treatment (required):       to       

 
 

The specific purpose of this disclosure:         
 

 
 
I understand that I may revoke this authorization at any time, but I must do so in writing by 
submitting my request for revocation to the program I authorized to release my information.  

PURPOSE OF DISCLOSURE 

REVOCATION / EXPIRATION 

USE AND DISCLOSURE OF HEALTH INFORMATION 

All of my social workers and supervisors at Kings County HSA
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My cancellation of this authorization will take effect upon receipt and no further information 
will be released.  I understand MHS will not be able to retrieve any information that has already 
been released prior to the revocation.  Unless I revoke my consent earlier, this authorization will  
remain in effect until (insert exact date):       
 

 
 

Regarding My Mental Health Treatment Information:  
• I may refuse to sign this authorization. My refusal to sign will not affect my ability to get 

treatment or affect my eligibility for benefits.  
• I have the right to receive a copy of this authorization.  
• To the extent permitted by law, I may inspect or obtain a copy of the health information 

that I am being asked to allow the use or disclosure.  
• I understand the information authorized to release can be re-disclosed by the person or 

entity I designated to receive the information. I understand MHS cannot prevent my 
information released by this authorization from being re-released by whoever received it.  

• I understand in some cases California (CA) law does not prohibit the re-release of my 
information and my information may no longer be protected by federal confidentiality law. 

• I understand CA law prohibits whoever received my health information from making 
additional disclosures until authorization is obtained from me or unless such disclosure is 
specifically required or permitted by law.  

 
 

I have read, and I understand the terms of this authorization, had the opportunity to ask 
questions, and I hereby, knowingly and voluntarily, authorize the MHS program listed to use or 
disclose my health information in the manner described above for the purpose outlined. 

             
Client Signature, Including Minors Age 12 & Up Having Legal & Mental Capacity  Signature Date 

             
Legal Representative of Client Signature       Signature Date 

If signed by someone other than the client, print name and legal relationship to the client: 
      

Name and Relationship to Client 

 Authorization revoked in writing: 
             

Date Revoked  Reason for Revoking 

MY RIGHTS 

SIGNATURES 
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