











S5A:6 App. A MILITARY AND VETERANS' AFFAIRS

CONTRACT SERVICES AUTHORIZATION

I. CONTRACTOR INFORMATION
A, Name of Contractor to provide services: B.  Provider #:

C. Address of Service Provider and Phone Number:

2. VETERAN INFORMATION
D.  Name of Veteran (Last, First, Middle) E. Social Security #:

F. Veterans Administration (VA) File Number:
G. This Veteran/Client has been determined cligible for the following:
H. T'We have informed the Veteran/Client of the following:

(1) He or she is eligible for an initial four (4) visits for assessment.
(2) It additional services are indicated, a treatment plun must be provided. to authorize continued contract services.

5. RELEASE STATEMENT/INFORMATION
I. The Provider shall treat all personal records of applicants for. and the recipients of, contract services in accordance with all
applicable Federal and State legislation und regulations, including Exccutive Orders. governing access to and confidentiality of
records. With exceptions specified below, the Provider shall not release or disclose records except to authorized personnel of
the Provider. the State Agency or another appropriate unit. agency. or agent of State or Federal government which is approved
by the State Agency for receipt of the information. Exceptions are as follows:

(1) When release or disclosure is court-ordered: or
(2) When the applicant or recipient gives prior written approval as to the information to be released or disclosed and the
person(s) and/or agency(ies) to receive the information.

4. AUTHORIZATION INFORMATION
1. County: K. Signature: L. Title: M. Date: N. Telephone No.:
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ORIGINAL: Central Office; YELLOW: VSO: PINK: Contractor: GOLD: Client

APPENDIX B

NEW JERSEY DEPARTMENT OF MILITARY AND VETERANS' AFFAIRS
DIVISION OF VETERANS PROGRAMS

QUARTERLY REVIEW

Administrative Information:

Patient’s Name ID# Age Sex (M/F)
Address City State Zip Code
Education status (check one):
pre-school —— c¢lementary school  _______ high school — some college
undergraduate degree ______ graduate degree — post-graduate degree ______ other

Date of onsct of difficulty:
Date of initial consultation:

Sessions
Date/Character-anticipated number of sessions (frequency):

individual  —_____group  Fee(s) persession$____
Diagnosis; AXRIS T e RIS = AXISTT
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NO ______ YES
Status of the patient: — Voluntary — Involuntary
Inpatient —— Outpatient

Reason for continuing mental health services

The reason for continuing mental health services. limited to an assessment of the patient’s current level of impairment and level of
distress (both described by the term mild. moderate. severe or extreme):

Level of impairment: — mild — moderate —  severe — X

Level of distress: —  mild — moderate — _severe ==__extreme

Prognosis: (limited to the estimated minimal time during which treatment might continue):

Date Request Received:
Name of Treating Therapist:
Date Information Sent: Signature:
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