Competency Consultation Group
James W. Caron, Ed.D., Mary E. Provencher, LICSW/Kerry McDonnell, LICSW
(781) 863-5555 / (508) 574-6970/ (508) 468-8394
caronjw@aol.com/meobpro@verizon.net/kmc318@gmail.com

Client Information Form	

Today’s date____________________			

(The person being evaluated is referred to as “client” or “respondent”)

Client’s First, Middle, Last name ______________________________________________________________
Client’s date of birth	
Client’s Address (Number, Street)		
City/State/Zipcode	
Parent/guardian #1 name:_____________________________________________________________________
Parent/guardian #2 name:_____________________________________________________________________
Parent #1 address	
Parent #2 address (if different)	
Mobile Phone #1	Mobile phone #2	
E-mail #1	E-mail #2	
School or work place information:  Name		
Address:		
Contact person (name, title)		 
Phone/email/fax for contact person:					
Attorney and contact info (if you are currently working with an attorney on guardianship issues): ___________________________________________________________________________________


Mailing address: Dr. Jim Caron / P.O. Box 795 / Great Barrington MA 01230

Medical and Assessment Information 

Has client had a neuropsychological evaluation within the past 3 years?  If not, when was the most recent evaluation?  Please indicate approximate date of testing and enclose/attach a copy of the most recent evaluation:
		
Current medical issues	
	
	
	
	
Current medications________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Are any major medical or dental procedures anticipated within the next year?__________________________ ________________________________________________________________________________________
________________________________________________________________________________________
If there are assets (real estate, business, pension funds, etc.) in the individual’s name, for which a conservatorship may be indicated, please describe the nature of the assets, and whether other provisions are in place for managing the assets on the individual’s behalf (e.g. Special Needs Trust): 
________________________________________________________________________________________
________________________________________________________________________________________
Please list any additional concerns, questions or information that would be relevant to assessing your son/daughter’s needs for assistance with decision-making:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.
Please use additional pages as needed.
Please send a copy of neuropsychological evaluation, psychological evaluation, or other assessment documenting cognitive, social, and functional capacities and limitations at least 2 weeks before your scheduled assessment.  We will need to review this information before conducting the assessment.
Fees for Clinical Team Report: Psychologist’s competency assessment based on hourly rate of $225/hour.  Social Worker’s competency assessment based on hourly rate of $175/hour.  A typical assessment requires 5 hours for each evaluator, and may require more or less time, depending upon the complexity of the assessment.  Please make separate payments to each evaluator, using the payment options that are described in our invoices.  Payment is due prior to sending out the signed CTR.  We will provide you with a receipt if you would like to submit this to your own insurance or flexible spending account.

Fees for Medical Certificate: Assessment typically requires 4-6 hours or more for each clinician, depending on complexity of issues, review of other specialists’ assessment, discussion with other providers/specialists, and time to prepare paperwork.  Although the social worker’s signature is not required, both clinicians work together in conducting the evaluation and writing the report.  The hourly rate is the same as the Clinical Team Report rate.

Confidentiality: Our team maintains strict confidentiality for all information about our clients.  All information provided, including what is included on this form, from other evaluations sent to us, or from conversations or correspondence with providers that we contact via a release form you have signed, will be shared only among team members of the Competency Consultation Group, for the sole purpose of conducting the evaluation, preparing reports, and maintaining quality control in our protocols.

We appreciate the importance of this evaluation and we are committed to providing you with high quality service, including responding to your questions and needs.  Please feel free to call or email with questions.

Pediatrician or Primary Care Physician	
	Address 	
	Phone/e-mail/fax	
Current psychotherapist	
	Address 	
	Phone/e-mail/fax	
Current psychopharmacologist or prescribing physician	
	Address 	
	Phone/e-mail/fax	
Other provider or specialist	
	Address	
	Phone/e-mail/fax	
If psychological or neuropsychological evaluations have been done within the last three years, name of evaluator	
	Address	
	Phone/e-mail/fax	
If it would helpful/necessary to contact any of the above before the evaluation, we will need a signed Authorization for Release of Information form for each provider.
