


Hope Springs Behavioral Health

Client Consent to Treatment

Criteria for Admission,

In order to be admitted to Hope Springs Behavioral Health an individual must have a
substance abuse-and/or mental health issue and agree to treatment under policies and
regulations of the agency. Anyone seeking treatment must be at least twelve (12) years of age.
No one who is actively psychotic or has severe hearing or speech impairment will be admitted.

Treatment Approach:

Completion of Treatment

1. Mutual agreement of the therapist and client that the person accomplished
all or most clinical goals and maximum clinical benefit has been achieved in
the outpatient setting.

2. Therapist and client agree to transfer to another program

3. Ifaclientis stipulated as a condition of probation, completion of treatment
will be coordinated with the referring of agency.

Involuntary Discharge/Termination Criteria:

Any acts of physical violence, selling or using drugs on premises, continued once as an
assessment of the client is completed, the therapist will develop an individualized treatment
plan. This will include an action plan and goals. This will be accomplished through all the
modalities of treatment offered at Hope Springs Behavioral Health, including individual, group
and family therapy unexcused absences, not following the on-going agreed upon treatment and
non- payment of services are causes for termination for the agency.

Hours of Operation:

10:30 AM- 9PM Monday through Thursday
10:30 AM- 5PM Friday

Saturday hours are by appointment only




Fee Schedule For Out of Pocket Clients:

$400.00 Psychiatric Evaluation
$150.00 Medication Management
$100.00 Initial Evaluation

$100.00 per individual Therapy Session
$50.00 per Group Session

Insurance payments are handled on an individual policy basis. We accept cash, check, debit
(VISA, MasterCard and Discover Cards).

Consent to Outpatient Treatment

l, , agree to and understand the policies
and procedures of Hope Springs Behavioral Health. | further understand that anything shared
by other group therapy members in the program is to be kept confidential.

Client’s Signature Date

Therapist’s Signature _ Date

Copy Accepted { } Copy Refused { }




Hope Springs Program Policy

As per continuum of care, our
MD/Psychiatrist must sign off on all
treatment plans. This means that all clients
are required to meet with our Psychiatrist
for this purpose on a 4 week basis. This is
not related to medications or
Psychotherapy sessions, it is merely to
assess treatment goals.

Thank you for your cooperation!

Client Signature / Date




Hope Springs Behavioral Health Policy on Noncompliance

As a facility that takes a holistic approach to treatment, we will continue to
monitor your attendance for psychotherapy and medication management. If you
are not consistent with therapies recommended, you will receive a resource list
and immediately be discharged from our program.

I understand and consent to the above policy. | will not hold Hope Springs
Behavioral Health liable for ceasing treatment due to noncompliance.

Client Signature Date




HOPE SPRINGS PROGRAM POLICY

Anyone receiving medications from our psychiatrist
must also be in therapy. If you already have an
outside therapist please sign a consent form. If not,
please make an appointment at the front desk with
our receptionist prior to meeting with the
psychiatrist.

Client Signature/ Date




Client Rights and Limits of Confidentiality
and Acknowledgment

As a client at our clinic, you have the right to the following:

Be informed of your rights verbally and in writing.

Give informed consent acknowledging your permission for us to provide treatment.

Receive prompt and adequate treatment and refuse treatment that you do not want.

Receive written information about fees, payment methods, co-payment, length and

duration of sessions and treatment.

5. Be free from unnecessary or excessive medications; to receive clear information
pertaining to any recommended medication, its possible benefits, side effects, and
alternative medications.

6. Be provided a safe environment, free from physical, sexual, and emotional abuse.

7. Receive complete and accurate information about your treatment plan, goals,
methods, potential
risks, and benefits and progress. ‘

8. Receive information about the professional capabilities and limitations of any
clinician(s) involved
in your treatment.

9. Be free from audio or video recording without informed consent.

10. Have the confidentiality of your treatment and treatment records protected. ,
Information regarding your treatment will not be disclosed to any person or agency ¢
without your written permission except under circumstances where the law requires’
such information to be disclosed. You have the right to know the limits of !
confidentiality and the situations in which the therapist/agency is legally required
to disclose information. ’

11. Have access to information in your treatment records:

a. With the approval of the clinic director during your treatment.

b. To have information forwarded to a new therapist following your treatment at this
facility.

¢. To challenge the accuracy, completeness, timeliness, and/or relevance of
information in your record, and the right to have factual errors corrected and
alternative interpretations added.

12. File a grievance if your rights have been denied or limited. You can initiate a

complaint either verbally or in writing to the grievance officer. You have the right to

. receive information about the grievance procedure in writing.

B

Client Confidentiality

Hope Springs Behavioral Health has a commitment to keeping the information you
provide and your clinical record confidential. Beyond our commitment to Ethical
Standards, HIPAA and state law require it. You can give permission to our clinic in
writing if you wish your information to be shared with specific persons outside our
“agency. There are exceptions when we can/must release information without your
written permission. Your clinical information will be released without your written
consent if: (1) it is necessary to protect you or someone else from imminent physical
harm; (2) we receive a valid court order or subpoena that mandates we release your
information; or (3) you are reporting abuse of children, the elderly, or persons with

disabilities.




Clinicians within the agency may, at times, consult with each other regarding your
treatment in order to provide you with the best possible services to meet your needs.

If your child is in treatment with our facility and is a minor, we ask that
| parents/guardians agree that most details of what their child or adolescent tells the

therapist be kept confidential. However, parents/
guardians do have the right to general information about progress in treatment. The
therapist may also have to share information that indicates the child/adolescent is in

danger.

This is to acknowledge that I have feéd, understood, and agreed with the above
information.

Signature of Client/Parent/Guardian Date

This acknowledges that I have reviewed and answered questions about the client’s rights
and confidentiality as well as our services.

Signature of Clinician Date




HIPAA Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get
access to this information. Please review this notice carefully.

Understanding Your Protected Health Information (PHI)

When you visit us, a record is made of your symptoms, examinations, test results, diagnoses, treatment
plan, and other mental health or medical information. Your record is the physical property of the medical
health care provider. The information within belongs to you. Being aware of what is in your record will
help you to make more informed decisions when authorizing disclosures to others. In using and disclosing
your PHI, it is our objective to follow the Privacy Standards of the Federal Health Insurance Portability
and Accountability Act (HIPAA) and requirement of state law.

Your Mental Health and/or Medical Record Serves as:

e A basis for planning your care and treatment.

» A means of communication among the health professionals who may contribute to your care.

¢ A legal document describing the care you received.

+ A means by which you or a third-party payer can verify that services billed were actually provided.

« A source of information for public health officials charged with improving the health of the nation.

« A source of data for facility planning and marketing.

« A tool with which we can assess and continually work to improve the care we render and the outcomes
we achieve.

Responsibilities of (Hope Springs Behavioral Health)

We are required to:

+  Maintain the privacy of your PHI as required by law and provide you with notice of legal duties and
privacy practices with respect to the PHI that we collect and maintain about you.

+ Abide by the terms of this notice currently in effect. We have the right to change our notice of privacy
practices and to make the new provisions effective for all protected health information that we
maintain, including that obtained prior to the change. Should our information practices change, we will
post new changes in the reception room and provide you with a copy.

«  Notify you if we are unable to agree to a requested restriction.

»  Use or disclose your health information only with your authorization except as described in this notice.

Your Protected Health Information (PHI) Rights
You have the right to;

+ Review and obtain a paper copy of the notice of information practices and your health information
upon request. A few exceptions apply. Copy charges may apply.

* Request and provide written authorization and permission to release PHI for purposes of outside
treatment and health care. This authorization excludes psychotherapy notes and any audio/video tapes
that may have been made with your permission for training purposes.

+ Revoke your authorization in writing at any time to use, disclose, ot restrict health information except
to the extent that action has already been taken.




»  Request a restriction on certain uses and disclosures of PHI, but we are not required to agree to the
restriction request. You should address your restriction in writing to the Privacy Officer by asking for
name of Privacy Officer, address, and phone. We will notify you within 10 days if we cannot agree to
the restriction.

+  Request that we amend your health information by submitting a written request with reasons
supporting the request to the Privacy Officer. We are not required to agree with the requested
amendment.

+  Obtain an accounting of disclosures of your health information for purposes other than treatment,
payment, health care operations, and certain other activities for the past six years but not before
April 14, 2003.

Request confidential communications of your health information by alternative means or at alternative
locations.

Disclosures for Treatment, Payment, and Health Operations
(Name of clinic) will use your PHI, with your consent, in the following circumstances:

Treatment: Information obtained by a nurse, physician, psychologist/counselor, dentist, or other member
of your health care team will be recorded in your record and used to determine the management and
coordination of treatment that will be provided for you.

Disclosure to others outside of the agency: If you give us written authorization, you may revoke it in
writing at any time but that revocation will not affect any use or disclosures permitted by your
authorization while it was in effect. We will not use or disclose your health information without your
authorization, except to report a serious threat to the health or safety of a child and/or vulnerable adult.

For payment, if applicable: We may send a bill to you or to your insurance carrier. The information on or
accompanying the bill may include information that identifies you, as well as your diagnosis to obtain
reimbursement for your health care or to determine cligibility or coverage.

For health care operations: Members of the mental health staff or members of the quality improvement
team may use the information in your health record to assess the performance and operations of our
services. This information will be used in an effort to continually improve the quality and effectiveness of
the mental health care and services we provide.

We may use or disclose your PHI in the following situations without your authorization: as required by
law, public health issues as required by law, communicable diseases, health oversight, abuse/neglect,
Food and Drug Administration requirements, legal proceedings, law enforcement, coroners and organ
donation, research, or workers’ compensation. Under the law, we must make disclosures to you when
required by the Secretary of the U.S. Department of Health and Human Services to investigate or
determine our compliance with the requirements.

For More Information or to Report a Problem

If you have questions and would like additional information, please ask your clinician. He/she will
provide you with additional information or put you in contact with the designated Privacy Officer. If you
are concerned that your privacy rights have been violated or you disagree with a decision we have made
about access to your health information, you may contact the Privacy Officer. We respect your right to
privacy of your health information. There will be no retaliation in any way for filing a complaint with the
Privacy Officer of our agency or the U.S. Department of Health and Human Services.




HIPAA Privacy Authorization for Use and
Disclosure of Personal Health Information

This authorization is prepared pursuant to the requirements of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) and its implementing regulations as amended from time to time.
You may refuse to sign this authorization.

By my signature below, I acknowledge that T have received and read the Notice of Health Information
Privacy Practices. I have been provided a copy of, read and understand (agency name) HIPAA Privacy
Notice containing a complete description of my rights, and the permitted uses and disclosures of my
protected health information under HIPAA. Further, I acknowledge that any information used or disclosed
pursuant to this authorization could be at risk for re-disclosure by the recipient and is no longer protected

under HIPAA.

Name:
Last First MI
Address:
Street City State Zip
Date of Birth:

Today’s Date:

For office use only

I attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but
acknowledgment could not be obtained.

Reason:

Clinician Signature Date

Individual HIPAA Provider Number of Clinician Completing Form:

HIPAA Organization Number of Clinician Completing Form:







Hope Springs Behavioral Health

Policy on Prescriptions for Benzodiazepines and
Amphetamines/Stimulants

Any patients entering into this office were told that this treatment facility does
not, as a general practice prescribe Benzodiazepines and/or |
Amphetamine/Stimulants. However, we will not turn away new or referred
patients who are willing to taper down and ween off of these medications.

! accept treatment
recommendations made by staff psychiatrist to taper down and ween off of my
medications. | was informed that, in order to continue treatment, | must comply
with the medication policy stated above. | will not hold Hope Springs Behavioral
Health liable if | refuse treatment recommendations. During the period of time to
taper my medications, | will take them as prescribed.

Patient Signature/Date Staff Signature/Date

Witness Signature/Date



















