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Consumer Name:  
	Record #:  
	Medicaid #: 
	D.O.B: 
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	ECHELON CONSUMER FACE SHEET


               CONSUMER PHOTO

	


            CONSUMER NAME:_________________
        RECORD NUMBER: _______________
        ADMISSION DATE: _______________

        DISCHARGE DATE: __________
        D.O.B.: ______________
        DIAGNOSIS:_______________________                                                          

        ___________________________________
        ___________________________________
        SOCIAL SECURITY#: _______________
MEDICAID NUMBER: _____________
ALLERGIES: ___________________
CASE MANAGER: _______________       AGENCY: _______________
ADDRESS: ______________________________ PHONE: ____________
LEGAL GUARDIAN: ________________ ADDRESS: _________________
PHONE: ________________       

PHYSICIAN (PCP) NAME/PRACTICE: ______________________________
ADDRESS: _______________________________________________________
PHONE: ___________________
IDENTIFYING MARKS OR SCARS: __________________________
SEX: _____ RACE: _____ WEIGHT: _______  HAIR COLOR: _______
EYE COLOR: _______

Marital Status:  ______________ 
Medical Conditions: SEIZURES: ______ HEPATITIS B______ DIABETES______HYPERTENSION: ______ HYPERTHYROID: ______ ASTHMA _____  TUBERCULOSIS: _____
MEDICATIONS: ___________________________________________________                           

__________________________________________________________________
SPECIAL DIET: ______________________________________________
BEHAVIORIAL ISSUES: PHYSICAL AGGRESSION: _____
                                              VERBAL AGGRESSION: _____
                                              PROPERTY DESTRUCTION: _____
OTHER BEHAVIORS: _________________________________________
SUBSTANCE ABUSE: ______ PSYCHOTIC: _____ BEH: _____ 

SUICIDAL: _____  

COMMUNICATION: (GOOD/POOR)     METHOD: (VERBAL/WRITTEN)

VISION: (GOOD/POOR)       HEARING: (GOOD/POOR)   
IN CASE OF EMERGENCY:

CONTACT: _____________________  RELATIONSHIP:__________________
PHONE: ___________________
Date of Admission:  _________________

Emergency Information Sheet

Client Name:  





  Record #:  
____ _____  D.O. B: ________________
Contact Person:

Name:  











Address:  







Home Phone Number:  



Work Phone Number:  
N/A




Fax Number:  
N/A



Pager Number:  

N/A




Preferred Physician or Emergency Care Provider:

Name:  
_________________________
Address:  
 ______________________________________________________________________________

Phone Number:  











Fax Number:  




Pager Number:  





*Authorization for Emergency Treatment is found in the agency's Admission Agreement.

**Emergency Information form must accompany staff and clients on all trips away from the home.  The documents must be secured in a locked glove compartment or truck of the vehicle.

	Echelon Care Emergency Contact and Medical Information for a Child

	

	
	
	
	M
	F

	Consumer’s Name                     Social Security
	
	Date of Birth
	Sex

	
	
	

	Parent’s/Guardian’s Name            Legal___yes___no
	
	Parent’s/Guardian’s Name                   Legal___yes___no

	
	
	
	
	
	
	

	Home Phone
	
	Work Phone
	
	Home Phone
	
	Work Phone

	
	
	

	Address
	
	Address

	
	
	

	City, ST  ZIP Code
	
	City, ST  ZIP Code

	
	
	

	Additional Information

	

	
	
	

	Axis I                                         Axis II
	
	Case Manager’s Name

	
	
	
	
	
	
	

	Axis III
	
	Axis IV
	
	Cell Phone
	
	Work Phone

	
	
	

	Consumer Record Number
	
	Agency Name and Address

	
	
	

	Medicaid Number
	
	City, ST  ZIP Code

	
	
	

	Medical Information

	

	

	Height               Weight                Race             Hair              Eye

	
	
	

	Preferred Physician’s Name & Address
	
	Phone Number

	
	
	

	Insurance Company
	
	Policy Number

	

	Allergies/Special Health Considerations

	


*Authorization for Emergency Treatment is found in the agency's Admission Agreement.

Screening/Admission Assessment

Consumer Name: _____________________________           Consumer ID Number: _____________

DOB:______________     Age:_______  Gender:________   Race/Ethnicity:__________

Date of Assessment:___/___/____   Admission Date: ___/___/____(fill in once authorized) 

Parent(s)/Guardian Name(s):____________________________ Relation to Consumer: ____________

Other services and/or community resources used prior to referral: ___________________________________________________________________________________

Source of Information (Individuals present for Assessment & Documents):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Presenting Problem(s)/Needs: (Describe the issues bringing the consumer to treatment and factors contributing to these problems as perceived by the consumer or other persons in the consumer’s life.  Clinician input can be added as well)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Diagnosis: Axis I: ____________________________________________________________________

                               Axis II: ___________________________________________________________________

                               Axis III: ___________________________________________________________________

                               Axis IV: ___________________________________________________________________

                               Axis V: GAF: ___________          CAFAS (if applicable): ____________

Self-Assessment of Needs/Consumer’s view of Problem and Services Currently Received: (Give a brief summary of consumer’s own assessment of needs and current services)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family/Social History: (Identify family problems.  Include significant relationship histories.  Describe family involvement and Natural supports outside of family.  How does person view his/her relationship with others?)  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Military History or Background:  ____Yes  ____No  Family Member, if yes explain:_________________________________________________________________________________

Guardian Expectations for Involvement:________________________________________

Socialization: _________
No Friends  ___________ Few Friends  ____________ Many Friends

Prefers:  ______ Adults
_____ Younger Children
_____Older Children

Sexual History: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Sexual Orientation:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Behavioral/Current Functioning: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Neurotic–like behaviors  _____No
____Yes (explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Manic-like behaviors  _____No
____Yes (explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Danger to self (past or present) _____No
____Yes (explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Antisocial Behaviors  _____No
____Yes (explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Depressive symptoms  _____No
____Yes (explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Mental Status Profile:
Appearance:


___Neat/Clean ___ Disheveled ___ Casual 

Sociability:


___Average___ Engaging___ Aloof___ Negative

Eye Contact:


___Good
___ Fair
___ Poor
___ Variable

Orientation


___Place
___ Time
___ Person___ Situation

Motor Activity


___Normal___ Hyperactive___ Agitated___ Restless


___ Hypactive___ Tics___ Mannerisms___ Posturing

Speech:


___Coherent___ Incoherent___ Normal

Affect:


___Appropriate___ Inappropriate___ Labile___Blunted


___ Flat
___ Intense___ Constricted

Moo


___Appropriate___ Relaxed
___ Anxious___ Agitated___ Angry


___ Depressed___ Euphoric___ Guarded___ Suspicious


___ Manic___ Indifferent___ Demanding

Impulse Control:


___Adequate___ Inadequate


Self-concept:


___Adequate___ Poor___ Unrealistic

Memory:


___ Intact___ Not Intact___ Selective

Thought:


Associations___Logical___ Loose___ Incomprehensible


Content
___ Obsessions
___ Phobias
___ Somatic Complaints 
___ Hallucinations




___ Ideas of Persecution/Reference
___ Grandiosity
___ Self-Depreciation




___ Depreciation of Others

___ Non-Psychotic


Perceptions
___ Normal
___ Hallucinations (auditory, visual, olfactory, tactile, other_______)


Concentration
___ Good
___ Fair
___ Poor

Judgment:


___Good
___ Fair
___ Poor-but-intact
___ Not Intact

Insight:


___Good__ Fair___ Poor___ None

Eating Patterns:


___Appropriate___ Appetite Loss___ Binge

Sleep Patterns


___Appropriate___ Excessive___ Sleeplessness

Suicide Risk


Ideation
___ Past
___ Present___ N/A


Current Intent___ No___ Yes (Plan? ___No  ___ Yes:____________________________)


Prior Attempts  ___ No
___ Yes (Circumstances: _____________________ Date(s)___________)

Harm To Others:

Ideation
___ Past
___ Present___ N/A


Current Intent___ No___ Yes (Plan? ___No  ___ Yes:____________________________)


Prior Attempts  ___ No___ Yes (Circumstances: _____________________ Date(s)___________)
Mental Health History:(Include agency involvement, hospitalizations, dates)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mental Health Needs: (including psychiatric, psychological, medication) Family History of Mental Illness

 ___ Yes ___No   If yes, identify family members, diagnosis, and medications.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Childhood/Developmental History:

Developmental milestones within Normal Limits?  ____Yes
___No If not describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Speech within Normal Limits?  ____Yes
___No If not describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Explain Any Major Life Events of Childhood:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications/Dosages/Instructions:  ________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Medical History: (Include allergies, past medications, current medications)   History of Seizure ____ Yes ___No

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical Needs: (including physical, dental, eye)
 Date of Last Physical Exam:_______  

Date of Last Eye Exam: _______________
Date of Last Dental Exam:_______________  
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Living Situation/Description of Environment/Home: (include current daily routines, family members)
Family’s Satisfaction with Environment:  _____Dissatisfied  ____ Neutral  _____Satisfied

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Living Needs: (include housing, food, clothing, transportation)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Educational/Vocational History:  Current School Placement:__________________________________   Grade Level:_________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Special Education Certified?  ________ Yes  _____ No 
Legal History: (include involvement with the law, guardianship, etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Legal Needs: (Guardianship?)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Substance Abuse History:     History of Substance Abuse  _____No
____Yes (explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Financial Resources/Status: (include SSI, Disability, Food Stamps)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Religion and Spirituality: 
Religion and Spirituality Orientation:________________________________________

Level of Importance to person  _______ Low  _______ Moderate  _______ High

Level of Activity:  _____Daily 
_____ Weekly

_____ Monthly
_____Annually

Questions:

Is Life Fair?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What does it means when you do bad things?

________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What happens to others when they do bad things?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
What helps you get through a bad day?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Have you ever had a loved one or a pet die?  What did this mean to you?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________
Identified Strengths: (include strengths of child and family)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Identified Consumer Preferences: (Include specifically what the consumer would like from services. Include leisure interest and resources available to the consumer at home and in the community)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Identified Needs: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Further Evaluations Needed:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Assessment Summary/Recommended Interventions: Please circle the service(s) that is/are currently most appropriate for consumer: Res Tx., IIHS, Outpatient Individual, Family, Group and/or Medication Management (if none, please reference below) 

(Document below the consumer’s current needs for services and needed interventions)  
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommended Initial Goals: (include goals to develop, referrals to be made)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Completed and Reviewed by:

_______________________________________

_____________________________

Name/Credentials





Date

_______________________________________                  _____________________________

Clinical Supervisor  Name/Credentials                                   Date
Residential Tx. Level III Application for Admission
	Date of Application_________  Time_______
	Record#_______________


	Name: First: ______________ Middle____________ 
Last: ___________________
Also Know as Nickname:____________________

Address:___________________________________
_________________________________________
City/Town: _____________ State________
Zip Code: ____________________________
Phone#(704) _____________/_________________
                 (home)                              (work/cell)
Date of Birth:___/___/_____
Social Security #:_________________
County of Residence:_______________
Male:_____ Female:_____ Marital Status________

Race:

____ White

___    Black

____ American Indian, Alaskan Native

____ Asian

____ Pacific Islander

____ Other;________________________________

Ethnicity:

____  Not Hispanic

____ Hispanic, Mexican American

____ Hispanic, Puerto Rican

____ Hispanic, Cuban

____ Hispanic, Other

Primary Language:  English_____ Spanish______
Other (specify)_____________________________

Interpreter Needed: Yes____  No____

Insurance Company: Medicaid______________

Policy Number:______________________
Expiration Date:____________________________
________________________________________

Applicant or Parent/Guardian /Legally Responsible Person for Minors Signature/Date
	Highest Grade Completed:_________
Current School:____________________________
School Contact Person: ______________________
Legally Responsible Person: 
Guardian______  Next of Kin:_____(please check)
Relationship: ______________________________
Name:____________________________________
City/Town: ________________________________
State/Zip Code: _____________________________
Phone#_________________/____________________
                 (home)                              (work/cell)
Who referred you to our agency? (check one)

Private Physician______ Community Support_____
Family/Friends    ______ Court (DJJDP)         _____

Self                      ______  School                     _____

DSS/YFS             ______  Other (walk-in)       _____

Preferred Physician to contact in case of emergency: ___________________________________________
Address:_ __________________________________
City/Town: _________________________
State:______________________________
Phone#___________________

Reason for Coming to our Agency: __rehabilitative and recovery for at risk and serious emotional disturbances issues.______________________

List any known food allergies/hypersensitivities or drugs you cannot take:_________________________
____________________________________________

List any Current Medical Issues/Concerns: N/A _____

____________________________________________

____________________________________________
In Case of Emergency, contact:__________________
Relationship: ______________________________
Phone Number: ______________/________________

Address: ____________________________________

____________________________________________
City/Town: _________________________________
State/Zip Code: ______________________________ 


Verification of Consumer Choice

Consumer Name: __________________

Record Number: __________________ 

I have received information regarding services which I am eligible to receive.  I have been informed of providers from whom I am eligible to receive such services.  Based on this information, I have made an informed choice of the services and providers.

I, ____________________, in completing his/her form is selecting Echelon Care, as my provider of choice for one of the following Services:

 FORMCHECKBOX 
  Comprehensive Clinical Assessments 

 FORMCHECKBOX 
  MH/SA Targeted Case Management

 FORMCHECKBOX 
  Medication Management

 FORMCHECKBOX 
  Outpatient Therapy: Individual/ Family/ Groups 

 FORMCHECKBOX 
  Intensive In-Home

 FORMCHECKBOX 
  Residential Tx Level III

It has been explained that I may continue to receive services through my current provider or I may select another provider to deliver these same services.

Please note:  It is the policy of Echelon Care to uphold the integrity of the issue of choice for consumers.

Consumer/Legally Responsible Person

Signature/Date:______________________________________________________________________

Telephone request by:_________________________________________ Date:___________________

Staff Signature/Date____________________________________________________________

Dear Care Giver:

Thank you considering Echelon Care, as a potential option to help your child, grow toward their potential.

As you know, our youth face challenges today that we would never have faced, or even imagined in the past. At Echelon Care, it is our sincere endeavor, to work relentlessly, to help youth to make more positive choices, which lead directly, to more positive outcomes.

With the support of all involved, we are more than certain, we can accomplish this goal.

Once your packet is complete, please contact us at our office, (704) 594-9119, and one of our staff, will assist you from there.

Sincerely,

Echelon Care

Executive Staff

ADMISSION AGREEMENT

Name of Consumer: ___________________________________________
Date of Birth: _______ Record #:_____________
Date of Admission:  _________________
1. I (we) have been provided with a copy of the Echelon Care “Consumer Rights”, and I (we) understand the rights to which consumers in Echelon Care are entitled. Any questions concerning the consumer’s right should be addressed to the Executive Director.

2. I (we) give consent for the above named consumer to be a consumer of Echelon Care’s Residential Treatment program and in doing so agree to abide by the terms as outlined in this agreement.

3. I (we) agree to allow Echelon Care’s staff to implement regular and accepted methods of therapeutic intervention as indicated by the consumer’s mutually agreed upon treatment goals/plan.

4. I (we) consent to information exchange between Echelon Care and the agencies for which we have signed release, but only to the extent necessary for the planning and implementation of individualized services for this consumer.  I (we) understand that this information will include historical, psychological, medical, social, vocational, educational and behavioral data.  The Confidentiality/Exchange/Release of Information policy has been explained to me (us) and I (we) understand that my (our) consent is voluntary and may be revoked by me (us) at any time.  I (we) understand that Echelon Care has policies protecting the confidentiality of this consumer.

5. We understand under the following are some but not all conditions that confidential information may be disclosed without consent:

· Echelon Care may disclose the fact of admission or discharge of a consumer to the consumer’s next of kin whenever the responsible professional determines that the disclosure is in the best interest of the consumer, and

· A consumer may have access to confidential information in his consumer record, except for information that would be injurious to the consumer’s physical or mental well-being, as determined by director

· To certain consumer advocates 

· To attorneys and in certain court proceedings

· When requesting by the Department of Correction for an inmate
Name of Consumer: ___________________________________________

Date of Birth: _______ Record #:_____________

Date of Admission:  _________________
ADMISSION AGREEMENT
· A responsible professional may disclose confidential information when, in his opinion these is imminent danger to the health or safety of the consumer or another individual or there is a likelihood  of the commission of a felony or violent misdemeanor and

· A responsible professional may exchange confidential information with a physician or health care provider who is providing emergency services to a consumer to the extent necessary to meet the emergency need, and

· For certain statistical reporting and research.


· Other situations as allowed by confidential and HIPAA rules


6. I (we) grant permission for this consumer to participate in community outings as outlined in his/her treatment plan.  I (we) agree not to hold Echelon Care liable in the event of an accident or injury. 

7. I (we) authorize Echelon Care to transport this consumer to medical, dental, and mental health appointments at the services listed below, and to obtain treatment there for this consumer.  I (we) agree to be responsible for charges that may incurred from this service if otherwise not funded.

Treatment may include medication, special diets, and special medical procedures.

___________________________________     _______________________________

___________________________________     _______________________________

___________________________________     _______________________________

8. I (we) agree to allow this consumer to be photographed and audio taped or videotaped, but only for treatment or training/supervision purposes and only for use by Echelon Care staff and members of the consumer’s Treatment Team.  I (we) understand that photographing and audio taping or videotaping of this consumer for any purpose or audience other than those defined above shall require my (our) additional written consent.  Finally, I (we) understand that confidentiality will be guaranteed in the use of this material.

9. I (we) have been provided with a copy of the Echelon Care “Consumer Grievance Procedure”, and I understand that the consumer and I may use the procedure to file a grievance if we are dissatisfied with the program services or feel that the consumer’s rights have been violated. 
10. The consumer’s service plan will specifically document any special conditions or client rights restrictions.
                                                                                                                                                                                                                 Page 2 of 3
Name of Consumer: ___________________________________________

Date of Birth: _______ Record #:_____________

Date of Admission:  _________________
ADMISSION AGREEMENT

11. I (we) agree that this document may be amended on an as-needed basis, and that any such amendment will require the signature of the consumer, consumer’s parent and/or guardian.

12. I (we) understand that on this date a copy of the Admission Agreement, the Consumer Rights, and the Consumer Grievance Procedure will be made available to the consumer.

13. We understand that consents will be reviewed and signed annually.

Individual/Guardian Signature:_____________________________
Date:_____________

Witness:______________________________________________
Date:______________

Echelon Care     

                                                                                                                                                                                                                Page 3 of 3
Name of Consumer: ___________________________________________

Date of Birth: _______ Record #:_____________

Date of Admission:  _________________

                                                 PROGRAM AGREEMENT
I, the consumer, parent or legal guardian of ______________________ gives my consent and authorization to participate in Residential  Tx & Outpatient services, and be allowed to travel in the community and work towards his/her person centered goals.

I agree to cooperated with and participating in monthly treatment planning meeting, and to be involved with therapy as recommended by treatment and the child's Treatment Plan.  I agree to provide transportation to any appointments related to my child’s mental health needs, and ensure that he/she is available for treatment. 

Client/Legally Responsible Person Signature




Date
Echelon Care Witness



                                                Date
Name of Consumer: ___________________________________________

Date of Birth: _______ Record #:_____________

Date of Admission:  _________________

Consent For Services/Emergency Care Consent

Consent For Services:  I authorize Echelon Care, to provide care and treatment of services to me.  This may include screening/assessment/evaluation, psycho education, mentoring, adaptive skill training, therapeutic interventions, community integration, support counseling behavior management, crisis intervention, etc.   

Emergency Care Consent: I give Echelon Care permission to obtain emergency care.  Every effort will be made to honor the individual/parent/guardian choice of physician/hospital/dentist.  However, should an emergency arise that requires immediate assistance, the Echelon Care Inc. employee will either call for emergency assistance through 911 or transport the client to the nearest emergency room or urgent care center. 

I authorize all medical and surgical treatment, X-ray, laboratory, anesthesia, and other medical and/or hospital procedures as may be performed or prescribed by the attending physician and/or paramedics for my child and waive my right to informed consent of treatment. This waiver applies only in the event that neither parent/guardian can be reached in the case of an emergency.
	I release Echelon Care and individuals from liability in case off accident during activities related to Echelon Care, as long as normal safety procedures have been taken.



 I understand the consent may be withdrawn at anytime.

My signature below indicates that I have read and understand this release.

Individual/Guardian Signature:_____________________________
Date:_____________

Witness:____________________________________________
Date:______________
CONSENT TO RELEASE/EXCHANGE INFORMATION

I, _______________________________, legally responsible person of ________________________, hereby authorize ECHELON CARE to release protected health information when necessary from the medical record of: 

_______________________________    ______________________________
_____________________

Last Name (please print)


First Name (please print)


Date of Birth

______________________________      _____________________________          _____________________

Client Record Number                                       Medicaid ID#


            Social Security #

FOR THE PURPOSE OF:  Treatment Coordination
This authorization is freely given to Echelon Care with the understanding that:

1. I may revoke the authorization at any time, except where information has been released. This authorization is valid for a one (1) year period from the date it is signed, or for less time if revoked, if noted below. The revocation must be in writing (form is available from ECHELON CARE). 

2. All records, written, oral, or in electronic format, are confidential and cannot be disclosed without my prior written authorization, except as otherwise provided by law. 

3. A photocopy or fax of this authorization is as valid as this original. 

4. ECHELON CARE its employees are hereby release from legal responsibility or liability for disclosure or the above information to the extent indicated and authorized herein. 

5. Treatment, payment, enrollment or eligibility for benefits may not be conditioned upon obtaining the Authorization. 

6. Information use or disclosed pursuant to the Authorization may be subject to re-disclosure by the recipient and is no longer protected. 

7. I understand that the records released may include information relating to Human Immunodeficiency Virus (HIV) infection or Acquired Immunodeficiency Syndrome (AIDS) and treatment for or history of drug or alcohol abuse.

8. Echelon Care’s Consumer Rights Committee shall have access to my confidential consumer information. 

 FORMCHECKBOX 
 Yes. I authorize ECHELON CARE to re-disclose information that was generated by another agency separate from ECHELON CARE.

 FORMCHECKBOX 
 No. I do NOT authorize ECHELON CARE to re-disclose information that was generated by another agency separated from ECHELON CARE. 

________________________________________

______________________________________

Client Signature





Date

________________________________________     
______________________________________

Legally Responsible Person’s Signature


Date

________________________________________
            _______________________________________
Witness Signature




   
Date      
ECHELON CARE BEHAVIORAL & MENTAL HEALTH SERVICES

             AUTHORIZATION FOR USE AND DISCLOSURE OF






                                               PROTECTED HEALTH INFORMATION; 45 CFR Parts 160 and




                                                                                               164; 42 CFR Part 2; NCGS 122C
	Customer Name:


	Med Rec #:
	DOB: 
	Insurance ID #:                                     


I, ________________________________________ authorize      Echelon Care and affiliates coordinating care   
      Customer or Customer’s Legal Representative                     Agency or person authorized to use, disclose or exchange the information

____________________________________________________________________________________________________________________


                                        Address of agency or person authorized to use, disclose or exchange the information

to use, □ disclose  □  redisclose  □ exchange with ______________________________________________________________________________

                                     

                Agency or Person to whom the requested use, disclosure or exchange will be made

___________________________________________________________________________________________________________________________




  Address of agency/person to whom the requested use, disclosure or exchange will be made

the following protected information: 

□ Authorization for Services
□ Evaluation/Psychological
□ LOE (includes CAFAS/GAF)     □ Service Plan/Revision     □ Screening/Assess.

□ Cost Summary

    dated: ___________
□ Med Sheet/Med history
         dated: __________               dated: _________

□ Court Documents

    by ______________
□ MR2/FL2

     □ Service Order 
                     by: ___________
□ Crisis Plan

□ Informed Consent

□ NC SNAP

     □ Social History
            
□ Standing Order
□ Diagnostic Assessment
□ IEP dated:________
□ Provider Choice
        
         dated: __________
□ Vol. Placement
□ Other (Be specific)___________________________________________________________________________________________________
□ I wish to receive communications by e-mail.  I have received a copy of the guidelines for electronic communication and understand the risks of            this form of communication.
I understand information disclosed regarding my treatment may include information pertaining to psychiatric or psychological treatment, drug abuse and/or alcohol abuse, or Acquired Immunodeficiency (AIDS) or Human Immunodeficiency Virus (HIV).

The purpose of the disclosure is __________________________________________________________________________________________

                                                                        Describe purpose of the requested use or disclosure

____________________________________________________________________________________________________________________________

REDISCLOSURE:  Once information is disclosed pursuant to this signed authorization, I understand that the federal health privacy law (42CFR Part 164) protecting health information may not apply to the recipient of the information and therefore, may not prohibit from redisclosing it.  Other laws, however, may prohibit redisclosure.  When this agency disclosed mental health and developmental disabilities information protected by state law (NCGS 122C) or substance abuse treatment information protected by federal law (42 CFR Part 2), we must inform the recipient of the information that redisclosure is prohibited except as permitted or required by these two laws.  Our Notice of Privacy Practices describes the circumstances where disclosure is permitted or required by these laws.

REVOCATION AND EXPIRATION:  I understand that, with certain exceptions, I have the right to revoke this authorization at any time.  If I revoke this authorization, I must do so in writing.  The procedure for how I may revoke this authorization, as well as the exceptions to my right to revoke, are explained in Echelon Care’s Notice of Privacy Practices, a copy of which has been provided to me.

If not revoked earlier, this authorization expires upon: ____________________________________________________

                                                                                                      Not to exceed one year from date of signature

NOTICE OF VOLUNTARY AUTHORIZATION:  I understand that I may refuse to sign this authorization form.  If I choose not to sign this form, I understand that Echelon Care cannot deny or refuse to provide treatment, payment, enrollment in a health plan, or eligibility for benefits on my refusal to sign unless the provision of health care is solely for the purpose of creating protected health information for disclosure to a third party on provision of an authorization for the disclosure of the protected health information to such third party.
____________________________________________



______________________________________

Signature of Customer





Date
____________________________________________

Please Print Name

____________________________________________



______________________________________

Signature of legally responsible person/personal representative

Date

__________________________________________

Please Print Name






               
CONSENT TO ADMINISTER MEDICATION

CONSUMER NAME: ___________________________   RECORD NUMBER:__________________

D.O.B.: ____________________                     Medicaid #:_________________________________

SPECIFIC MEDICAL PROBLEMS (IF ANY):_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PRECAUTIONS TO BE TAKEN:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICATION TO BE ADMINISTERED:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________

AUTHORIZATION FOR ADMINISTRATION OF MEDICATIONS:
I AUTHORIZE THE STAFF OF ECHELON CARE TO ADMINISTER THE ABOVE LISTED 
MEDICATIONS AS PRESCRIBED TO: ________________________________________

________________________________                                        ___________________

Signature of Parent/Legal Guardian                                                                    Date
PHYSICIAN’S STANDING ORDERS FOR PRN OVER-THE-COUNTER MEDICATIONS

Consumer __________________________________
DOB ______________
Record # ______________________      Medicaid #: _________________________

Please check the PRN over-the-counter medications listed below which may be administered to this consumer for minor illnesses or first aid purposes, when appropriate, by a medically certified para-professional.  The on-call RN will be notified prior to the administration of all medications on the list.  All over-the-counter medications will be administered according to pharmaceutical directions unless otherwise specified below by the consumer’s physician.  Good for one year from the date of signing.  

____
Tylenol or generic equivalent-for fever, headaches, and pain

____
Motrin, Advil or generic equivalent-for headaches, fever, muscle cramps or aches, menstrual cramps
            and pain

____
Benadryl or generic equivalent-for allergic reaction (runny nose or eyes, sneezing, and itching)

____
Sudafed or generic equivalent-for nasal and/or sinus

____
Tylenol Sinus (non-drowsy) or generic equivalent -for sinus

____
Dimetapp or generic equivalent-for coughs due to colds

____
Robitussen DM or generic equivalent-for coughs due to colds

____
Antacid Tablets-for bloating, heartburn

____
Pepto-Bismol or generic equivalent-for heartburn, upset stomach, and indigestion

____
Maalox or generic equivalent-for indigestion

____
Koapectate or generic equivalent-for diarrhea

____
Imodium AD or generic equivalent-for diarrhea

____
Milk of Magnesia or generic equivalent-for constipation

____
Citrucel or generic equivalent-for chronic constipation

____
Chloraseptic spray or generic equivalent-for sorethroat

____
Sucrets throat lozenges or generic equivalent-for sore, scratchy throat

____
Campho-Phenique or generic equivalent-for cold sores or blisters on the lips

____
Lip Balm-for dry, chapped lips

____
Oxy-for acne

____
Tenactin Cream or generic equivalent-for jock itch

____
Tenactin Powder or generic equivalent-for athlete’s foot

____
Visin or generic equivalent-eye redness and dryness

____
Neosporin Ointment-for wound care

____
Benadryl Cream (1% or generic equivalent)-for rash

____
Hydrogen Peroxide (3% solution)-for cleaning scrapes and scratches

____
Other-_________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Parent or Legal Guardian Signature and Date

Name of Clinic or Hospital

_____________________________________________________________________________

Physician’s Signature and Date
CONSENT FOR TRANPORTATION

Consumer Name: ______________________ Record #: _______________

Medicaid #:________________________
    DOB: __________________
I have read and understand the transportation rules listed below for Echelon Care I hereby voluntarily give consent for transportation by Echelon Care

Transportation Guidelines/Rules:

· Consumer or legally responsible person must read and sign Consent for
Transportation prior to receiving services.
· No weapons, drugs, alcohol, or smoking, use of profanity, inappropriate touching anyone,
leaving trash in the vehicle or throwing objects from the windows.
· Hands and objects are to stay inside, and windows and doors are to remain
closed unless driver gives permission to open.
· Do not exit the vehicle until the driver gives permission.
· Seat belts are to be worn at all times
· The appropriate child restraint device/procedure will be used in accordance with North Carolina State law.
**Emergency Information form must accompany staff and clients on all trip away from the home.  The documents must be secured in a locked glove compartment or truck of the vehicle.

My signature below indicates that I have read and understand this release.

Consumer Signature: ___________________________________ Date: ______________

Parent/Legal Guardian Signature: ____________________________ Date: ____________

Echelon Care 


8520 Cliff Cameron Drive, Suite 460


Charlotte, N.C. 28269
                                         Transportation Addendum

Dear Parent/Guardian:

At all times it is our utmost concern for the safety of your child, and also to remain with the state guidelines and regulations, as clearly defined in the statute (10A NCAC 27G. 1704), in regards to the amount of personnel required to supervise consumers. This addendum however, will grant permission for us to, when necessary transport your consumer to an appointment, school, etc. with only one staff when necessary. We appreciate your assistance in this matter, and thank you in advance.

Consent statement:

We, the team agree to allow staff members of Echelon to when necessary, transport consumer______________________.

_________________________                                            _________

Signature/ Relationship to Consumer                                   Date

_________________________                                            _________

Signature/ Relationship to Consumer                                   Date

_________________________                                            _________

Signature/ Relationship to Consumer                                   Date
Name of Consumer: ___________________________________________

Date of Birth: _______ Record #:_____________

Date of Admission:  _________________
A MATTERS OF RIGHTS

 “Your Rights and Responsibilities as a Consumer"

ECHELON CARE
October 2012
When you receive services through Echelon Care you have certain rights. We are here to serve you as a consumer, to provide you with needed help and to support you with respect and acceptance.
DEFINITIONS

What is a right?  Something you can do by law

What is a responsibility?  Something you agree to do to the best of your ability.

What is a rule?  Something set up in a program unit so things will run smoothly.
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What are rights restrictions?  Rights restrictions limit or take away a person’s right to do something. A person’s rights can not be taken away without safeguards in place to protect the person. This does not mean that a person’s rights can never be restricted. BUT (with the exception of real emergency situations), before a person’s rights are restricted in any way, a way of reviewing the situation must be in place.

A person’s rights should not be taken away because of the behavior of others, the lack of adequate staff or resources, for the convenience of staff, or to ensure the smooth operation of the home, workplace, or community.
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YOU HAVE THE 

RIGHT TO AN 

INDIVIDUALIZED SERVICE

PLAN

Your problem or disability is only part of who you are. You have the right to have hopes and dreams for yourself. Echelon Care  is here to treat your disability or problem and to help you become the best person you can be.

You have the right to take part in the development and periodic review of your individualized service plan. You have the right to receive services in the least restrictive environment possible, which is appropriate to your age and situation.

You also have the right to request a change in your treatment or provider. This request will be considered at a team staffing. 

You have the right to make recommendations regarding Echelon Care’s rights and responsibilities policies.

At every reason opportunity, consumers have the right to make choices about the services they receive.
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YOU HAVE THE
RIGHT TO BE INFORMED

ABOUT MEDICATIONS and right not have medication used for punishment, discipline or staff convenience.

If medication is part of your agreed upon individualized service plan, only a physician will prescribe necessary medication based on accepted medical standards.  You have the right to ask your doctor to explain what your mental illness or emotional problem is and why he or she may put you on medication to help treat your illness. You have the right to know the risks and benefits and alternatives to medication. You may refuse to take medications, but you will be informed of the risks of doing this.

YOU HAVE THE RIGHT 
TO CONFIDENTIALITY

Your records and other information about you will not be released without your written permission. There are some situations, when we may be required by law, to share information about the services you receive. These situations are listed here:

Echelon Care in regards to maintaining confidential information shall give written notice to the consumer or legally responsible person at the time of admission that disclosure may be made of pertinent information without his/her expressed consent in accordance with G.S. 122C-52 through 122C-56. Echelon Care’s Executive Director and/or Qualified Professional are the delegated persons who are designated to disclose confidential 
information. This notice shall be explained to the consumer or legally responsible person as soon as possible.  The giving of notice to the consumer or legally responsible person shall be documented.  Following are situations but not limited to:

1. Echelon Care  may disclose the fact of admission or discharge of a consumer to the consumer’s next of kin whenever the responsible professional determines that the disclosure is in the best interest of the consumer, 

2. A consumer may have access to confidential information in his consumer record, except for information that would be injurious to the consumer’s physical or mental well-being, as determined by the executive director and/or designee

3. To internal consumer advocates and/or client advocate, may have access to confidential information and his/her responsibility for safeguarding the information

4. Under Court Order

5. Any time there is cause to suspect abuse, neglect or communicable diseases.

6. When a client has left a 24 hr facility and appropriate individuals need to be notified

7. To consumer’s attorney, court and attorney representing the State if consumer is facing court hearings and/or under Court Order.
8. To Echelon Care attorney and in certain court proceedings to accordance with 122C-54.  Echelon Care may disclose confidential information to an attorney who represents an employee of Echelon Care if such information is relevant to litigation, to the operations of Echelon Care or to the provision of services by Echelon Care.  An employee may discuss confidential information with his attorney or with an attorney representing Echelon Care in which he is employed.

9. For a non-CAP-MR/DD consumer, when requesting by the Department of Correction for an inmate, and from the DOC to a facility who is treating a present of former inmate and/or if  client is or has been imprisoned, Echelon Care may furnish confidential information in its possession to the Department of Correction when requested by the  department regarding any client of  that facility when the inmate has been determined by the Department of Correction to be in need of treatment for mental illness, developmental disabilities, or substance abuse.  The Department of Correction may furnish to facility confidential information in its possession about treatment for mental illness, developmental disabilities, or substance abuse that the Department of Correction has provided to any present or former inmate if the inmate has been involuntarily committed to the requesting facility for the inpatient or outpatient treatment.  
10. Under the circumstances described in this subsection, the consent of the client or inmate shall 

11. be not required  in order for this information to be furnished and the information shall be furnished despite objection by the client or inmate.  Confidential information disclosed pursuant to this provision.

12. For purposes of filing petition for involuntary commitment or adjudication of incompetence
13. Upon the request of a consumer who is an adult and who has not been adjudicated incompetent, or the legally responsible person for any other consumer, Echelon Care may disclose to an attorney confidential information relating to that consumer

14. Upon a determination by Echelon Care’s Executive Director and/or designee that disclosure is in the best interests of the client, Echelon Care may disclose confidential information for purposes of filing a petition for the adjudication of in competency of the client and the appointment of a guardian or an interim guardian under Chapter 35A of the General Statutes

15. If an individual is a defendant in a criminal case and a mental examination of the defendant has been ordered by the court as provided in G.S. 15A-1002, Echelon Care shall send the results or the report of the mental examination to the clerk of court, to the district attorney or prosecuting officer, and to the attorney of record for the defendant as provided in G.S. 15A-1002(d)

16. Certified copies of written results of examinations by physicians and records in the cases of clients voluntarily admitted or involuntarily committed and facing district court hearings and rehearing pursuant to Article 5 shall be furnished by Echelon Care to the client’s counsel, the attorney representing the State’s interest, and the court.  The confidential of client information shall be preserved in all matters except those pertaining to the necessity for admission or continued stay in the facility or commitment under review.  The relevance of confidential information for which disclosure is sought in a particular case shall be determined by the court with jurisdiction over the matter.
17. A district court judge may issue an order to disclose the confidential information sought if he/she finds the order is appropriate under the circumstances and if he/she finds that it is in the best interest of the individual admitted or committed or of the public to have the information disclosed

18. A state facility and the psychiatric services of the University of North Carolina Hospitals at Chapel Hill may disclose confidential information to staff attorneys of the Attorney General’s office whenever the information is necessary to the performance of the statutory responsibilities of the Attorney General’s office or to its performance when acting as attorney for a State facility or the psychiatric services of the University of North Carolina Hospital at Chapel Hill

19. Any area or State facility or the psychiatric services of the University of North Carolina Hospitals at Chapel Hill may share confidential information regarding the client of that facility with any other area or State facility or the psychiatric services of the University of North Carolina Hospital at Chapel Hill when necessary to coordinate appropriate and effective care, treatment, or habilitation of the client.  For the purposes of the subsection, coordinate means the provision, coordination, or management of mental health, developmental disabilities, and substance abuse services and related services by one or more facilities and includes the referral of a client from one facility to another
20. Any area or State facility or the psychiatric services of the University of North Carolina Hospitals at Chapel Hill may share confidential information regarding the client of that facility with Secretary, and the Secretary may share confidential information regarding any client with an area or State facility or the psychiatric service of the University of North Carolina Hospitals at Chapel Hill when the responsible professional or the Secretary determines that disclosure is necessary to coordinate appropriate and effective care, treatment or habilitation of the client

21. Hospitals at Chapel Hill when necessary to conduct payment activities relating to an individual served by the facility.  Payment activities are activities undertaken by a facility to obtain or provide reimbursement for the provision of services and may include, but are not limited to, determinations of eligibility or coverage, coordination of benefits, determinations of cost-sharing amounts, claims management, claims processing, claims adjudication, claims appeals, billing and collection activities, medical necessity reviews, utilization management and review, pre-certification and preauthorization of services, concurrent and retrospective review of services, and appeals related to utilization management and review

22. An area authority or county program may share confidential information regarding any client with any area facility, and any area facility may share confidential information regarding any client of that facility with the area authority or county program, when the area authority or county

23. Echelon Care determines the disclosure is necessary to develop, manage, monitor, or evaluate the area authority’s or county program’s network of qualified providers as provided in G.S. 122C-115.2(b)(1) b., G.S. 122C-141 (a), the State Plan, and rules of the Secretary.  For the purposes of this subsection, the purposes or activities for which confidential information may be disclosed include, but are not limited to, quality assessment and improving activities, provider accreditation and staff credentialing, developing contracts and negotiating rates, investigating and responding to client grievances and complaints, evaluating practitioner and provider performance, auditing functions, on-site monitoring, conducting consumer satisfaction studies, and collecting and analyzing performance data
24. A facility, physician, or other individual responsible for evaluation, management, supervision, or treatment of respondents examined or committed for outpatient treatment under the provisions of Article 5 of this Chapter may request, receive, and disclose confidential information to the extent necessary to enable them to fulfill their responsibilities

25. A responsible professional may disclose confidential information when, in his opinion these is imminent danger to the health or safety of the consumer or another individual or there is a likelihood  of the commission of a felony or violent misdemeanor 

26. A responsible professional may exchange confidential information with a physician or health care provider who is providing emergency services to a consumer to the extent necessary to meet the emergency need, to another NC MH facility, provider of support services, Secretary, physician, 
department or other individuals  may furnish client identifying information for the purpose of 
maintaining an index of clients served in State facilities which may be used by State facilities only if that  information is necessary for the appropriate and effective evaluation, care, and treatment of the client

27. A responsible professional may disclose an advance instruction for mental health treatment or confidential information from an advance instruction to a physician, psychologist, or other qualified professional when the responsible professional determines that disclosure  is necessary to give effect to or provide treatment in accordance with the advance instruction

28. Echelon Care may disclose confidential information to a provider of support services whenever the facility has entered into written agreement with a person to provide support services and the agreement includes a provision in which the provider of support services acknowledges that in receiving, storing, processing, or otherwise dealing with any confidential information, he/she will safeguard and not further disclose the information.

29. Whenever there is reason to believe that the client is eligible for financial benefits through a governmental agency, Echelon Care may disclose confidential information to State, local, or feral government agencies.  Except as provided in G.S. 122C-55(a3), disclosure is limited to that confidential information necessary to establish financial benefits for client.  After establishment of these benefits, the consent of the client or his legally responsible person is required for further release of confidential information under this subsection.

30. Within a facility, employees, student, consultants or volunteers involved in the care, treatment, or habilitation of a client may exchange confidential information as needed for the purpose of carrying out their responsibility in serving the client.

31. For certain statistical reporting and research/planning and audits such as non-identifying aggregate information.

32. Upon specific request, a responsible professional may release confidential information to a physician or psychologist who referred the client to the facility.

33. Upon request of the next of kin or other family member who has a legitimate role in the therapeutic services offered, or other person designated by the client or his/her legally responsible person, the responsible professional shall provide the next of kin or other family member or the designee with notification of the client’s diagnosis, the prognosis, the medications prescribed, the dosage of the medications prescribed, the side effects of the medications prescribed, if any, and the progress of the client, provided that the client or his legally responsible person has consented in writing, or the client has consented orally in the presence of a witness selected by the client, prior to the release of this information.  Both the client’s or legally responsible person’s consent and the release of this information shall be documented in the client’s medical record.  The consent shall be valid for a specified length of time only and is subject to revocation by the consenting individual.

34. Not withstanding the provisions of G.S. 122C-53(b) or G.S. 122C-206, upon request of the next of kin or other family member who has a legitimate role in the therapeutic services offered, or other person
designated by the client or his/her legally responsible person, the responsible professional shall provide the next of kin, or family member, or the designee, notification of the client’s admission to the facility, transfer to another facility, decision to leave the facility against medical advice, discharge from the facility, and referrals and appointment information for treatment after discharge, after notification to the client that this information has been requested.

35. In response to a written request of the next of kin or other family member who has a legitimate role in the therapeutic services offered, or other person designated by the client for additional information not provided for in subsections (j) and (k) of this section, and when such written request identifies the intended use for this information, the responsible professional shall, in a timely manner: (1) provide the information requested based upon the responsible professional’s determination that providing this information will be to the client’s therapeutic benefit, and provided that the client or his legally responsible person has consented in writing to the release of the information requested; or (2) refuse to provide the information requested based upon the responsible professional’s determination that providing this information will be detrimental to the therapeutic relationship between client and professional; or (3) refuse to provide the information requested based upon the responsible professional’s determination that the next of kin or family member or designee does not have a legitimate need for the information.

36. Echelon Care may disclose confidential information to person responsible for conducting general research or clinical, financial, or administrative audits if there is a justifiable documented need for this information.  A person receiving the information may not directly or indirectly identify any client in report of the research or audit or otherwise disclose client identity in any way.

It is the policy of Echelon Care that this notice of such disclosures shall be explained to the consumer or legally responsible person as soon as possible and documented in the consumer record.  The giving of notice to the client or legally responsible person shall be documented in the client record.

YOU HAVE THE RIGHT 

TO REFUSE TREATMENT

Before you agree to your individualized service plan, you will be informed of the benefits or any risks involved in the services that you will receive. You have the right to consent to your individualized service plan and may withdraw consent at any time. You will be informed of the risks of refusing treatment/service. There are situations (i.e. risks to yourself or others) when you may be legally required to receive services.

YOU HAVE THE RIGHT
TO SEE YOUR OWN RECORD

If you wish to see your record, you have the right to do so except under certain circumstances specified by law and according to agency procedures. You have the right to have those circumstances and procedures explained to you.

YOU HAVE THE

RIGHT TO PRIVACY

You have the right to be free from any unwarranted search of your person or property. Some service programs of Echelon Care Inc. have special procedures about Search and Seizure, which will be explained to you if you receive services from these programs.

                          YOU HAVE THE

                          RIGHT TO KNOW THE

                              COST OF SERVICES
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Fees for services should be discussed with you at your first visit. If this does not occur please let our staff know. A listing of charges for services is available to you upon request. You may appeal the fee set for services by completing a request for reduction of fees.

If you are covered by private health insurance you will need to contact the insurance company for specific information regarding your particular coverage (i.e. co-payments, covered services and other terms and conditions that may affect your reimbursement.)  You may ask the staff working with you to assist you with questions or concerns you may have.

YOU HAVE THE
RIGHT TO BE FREE FROM

UNNECESSARY 

PHYSICAL RESTRAINT AND

PHYSICAL ABUSE

Echelon Care may use special behavioral interventions (i.e. an approved restraint) to control dangerous behaviors. You will be informed about any approved interventions. You have the right to refuse any planned interventions. To protect our consumers, there are very strict rules governing staff conduct when a behavioral intervention is used. 

At no time is physical punishment allowed. Staff must protect clients from harm in the treatment setting and must report any form of abuse, neglect, or exploitation.

In an emergency situation, if your behavior is dangerous to yourself or others, or property, or if we determine (based on very strict rules) that it is necessary for your care, authorized staff may use restrictive interventions. A number of special safeguards must be in place when these interventions are used and you or your guardian have a right to request that a designated person be notified.  Some emergencies may require law enforcement assistance or initiation of involuntary commitment procedures.   These interventions may never be used as retaliation, for the convenience of staff, or in a manner that may cause harm or undue discomfort.

YOU HAVE THE
RIGHT TO BE Informed of ECHELONCARE’s rules and penalties for violation.

YOU HAVE THE
RIGHT TO BE Informed of the Procedures for Search and Seizure

YOU HAVE THE
RIGHT TO BE Informed of the Procedures for Suspension and Expulsion.

YOU HAVE THE
RIGHT TO BE Informed of the Procedures for search and Seizure

YOU HAVE THE
RIGHT for Consumers who Treatment may include Restrictive Interventions 

· Purposes, goals, and reinforcement structure of the behavior management system allowed

Notification provisions regarding emergency use of restrictive interventions.

YOU HAVE THE
RIGHT TO Opportunities that enable him/her to mature physically, emotionally, intellectually, socially, and vocationally.

YOU HAVE THE
RIGHT TO:

· Efforts shall be made to provide areas accessible to the consumer for personal privacy, at least period of times, unless determined inappropriate by the treatment/habilitation team.
· Bathtubs or showers and toilets which ensure individual privacy shall be available.
· Adequate toilets, lavatory and bath facilities equipped for use by the consumer with mobility impairment shall be available.
RULES RELATED 

TO CONSUMERS

The following rules apply to all Echelon Care services:

1. All programs and buildings are maintained as smoke-free environments. Also, there is no smoking in the program vehicles.

2. As in all public buildings, no weapons, drugs, or alcoholic beverages are permitted on the premises.

3. Sometimes clients who are eligible for transportation services are transported in program vehicles. In such cases, adults must wear seat belts. Children, depending on age, must be seated according to state and federal law.

DEPENDING ON THE CIRCUMSTANCES, YOUR FAILURE TO FOLLOW RULES MIGHT RESULT IN SUSPENSION OR DISMISSAL FROM A PROGRAM.

You will receive a list of any other Rules other than those listed above.

ADVANCED INSTRUCTION
In North Carolina, an Advanced Instruction for Mental Health Treatment is a legal document that tells doctors and health care providers what mental health treatments you would want and what treatments you would not want if you later become unable to decide for yourself. The designation of a person to make your health care decisions, should you be unable to make them yourself, must be established as part of a Health Care Power of Attorney. Further information can be requested from the person in charge of your care.
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RESPONSIBILITIES

As we work to protect your rights, we ask that you work to live up to these responsibilities. You are a responsible consumer when you:

· Give us all the facts about the problems that bring you to us for help, along with a list of all other doctors providing care for you.

· Follow your treatment/individualized service plan, once you have agreed to it.

· Tell us if you have any concerns following your treatment/individualized service plan meeting.

· Keep appointments or call 24 hours before an appointment if you cannot come in.

· If you have Medicaid or Medicare bring in your card each time you come for an appointment.

· Let us know about changes in your name, insurance, address, telephone number or your financial status.

· Pay your bill or let us know about problems you have in paying.

· Treat staff and other clients with respect and consideration.

· Follow the rules of the program where you receive services.

· Let us know when you have a complaint so we can help you find a solution to the problem.

· Do not leave your children unattended in the waiting area.

· Respect the confidentiality of other consumers.

· Participate in the development and periodic review of your individualized service plan.

YOU HAVE THE RIGHT

TO MAKE A COMPLAINT

If you are unhappy with a service or feel you have not been treated fairly, you have the right to state a complaint or grievance at any time.  We urge you to first discuss the matter with the staff providing your service and allow them the opportunity to help resolve the problem. If you continue to be dissatisfied, you can contact the employee’s supervisor. If after talking with both the staff and their supervisor you do not feel that your issue has been resolved, you may contact the QM Director at 704-594-9119.

This procedure ensures that key staff has an opportunity to hear your concerns and respond to them. If you are not satisfied with the response of our staff, we will help you file a formal grievance that will be presented to our Client Rights Committee. After reviewing your grievance, the Client Rights Committee will make a final decision or resolution. 

You have the right to appeal decisions about care provided at Echelon Care.  

If you feel you need assistance in making your complaint/grievance known, you may contact your assigned Area Program Client Rights Coordinator and you will be assisted through this process.

You may also contact the N.C. Division of MH/DD/SA Advocacy Branch at (919) 420-7927.

At your request or at the time you submit a written complaint, you will receive a copy of the policy and procedure for making a complaint/grievance.

Our staff is committed to a timely response to your questions, concerns, or grievances. Every effort will be made to address your concerns as quickly as possible.

Groups Who Offer Support and Advice
An advocate is someone who is not directly involved with your treatment but who has the knowledge and ability to speak with you about your rights. The advocates listed below provide their services free and all phone calls are free. The hours are from 8:00 a.m. to 5:00 p.m., Monday through Friday.

1-800-821-6922

Governor’s Advocacy Council for Persons with Disabilities is a statewide agency established to protect and advocate for the rights of persons with disabilities.

1-800-326-3842

NC Mental Health Consumer’s 

Organization, Inc. is a non-profit, non-governmental, organization made up of mental health consumers who provide peer support and advocacy for mental health clients.
1-800-662-8706

NC Association for Retarded Citizens (ARC) is a non-profit organization advocating for rights of person with developmental disabilities.

1-800-451-9682

NC Alliance for Mentally Ill (NAMI) is a non-profit, non-governmental organization made up of families of mental health consumers.
(704) 333-8218

Alliance for Mentally Ill, Charlotte Branch
(704) 372-7961

Council for Children, Inc.
IMPORTANT INFORMATION YOU

MAY WANT TO KEEP

Assigned Case Manager:

Address: ___________________________________________

Phone: ____________________________________________

*************************************************************************

ECHELON CARE  

Phone: _(704)5 94-9119____________________________

Facility Service Coordinator: __________________________________

Executive  Director: _______________________________________________
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ECHELON CARE
NOTICE OF PRIVACY

PRACTICES

This Notice is effective on January 1, 2004

THIS NOTICE DESCRIBES HOW HEALTH CARE INFORMATION 

ABOUT YOU MAY BE USED AND

DISCLOSED AND

HOW YOU CAN GET ACCESS TO THIS

INFORMATION.

PLEASE REVIEW IT CAREFULLY.

WE ARE REQUIRED BY LAW

TO PROTECT HEALTH CARE

INFORMATION

ABOUT YOU.

    WE ARE REQUIRED BY LAW

       TO PROTECT HEALTH CARE

    INFORMATION

ABOUT YOU.
We are required by law to protect the privacy of health care information about you and health care information that identifies you.  This may be information about health care services that we provide to you or payment for health care provided to you.  It may also be information about your past, present, or future health care condition.

We are required by law to provide you with this Notice of Privacy Practices explaining our legal duties and privacy practices with respect to health care information.  Echelon Care and other health care providers are legally bound to follow the terms of this Notice. 

Echelon Care has executed a Business Associate Agreement with the Area Program/LME which for the purpose of treatment and operations we may be required to disclose protected health information, except when prohibited pursuant to State and Federal laws.   We may disclose to these Business Associate entities information without your consent to obtain legal or financial services, or to another medical facility to provide health care to you, as long as there is a Business Associate Agreement in place.  In connection with our Business Associates, they have an independent responsibility to comply with all HIPAA Privacy regulations as it relates to disclosure of protected health information.
In other words, we are only allowed to use and disclose health care information in the manner that we have described in this Notice.

We may change the terms of this Notice in the future.  We reserve the right to make changes and to make the new Notice effective for all health care information that we maintain.  If we make changes to this Notice, we will:

· Post the new Notice in our main office or other prominent location

(3)

· Have copies of the new Notice available upon request (you  may also contact our QM Director and/or designee at 704-594-9119 to obtain a copy of the current Notice)

The rest of this Notice will:

· Discuss how we may use and disclose health care information about you

· Explain your rights with respect to health care information

· Describe how and where you may file a privacy-related complaint

If, at any time, you have questions about information in this Notice or about our privacy policies, procedures or practices, you may contact our QM Director and/or designee at 704-594-9119.

WE MAY USE AND DISCLOSE HEALTH CARE INFORMATION

 ABOUT YOU IN SEVERAL CIRCUMSTANCES

We use and disclose health care information about consumers everyday.  This section of our Notice explains in some detail how we may use and disclose health care information about you in order to provide health care, obtain payment for that health care, and operate our business efficiently.  This section then briefly mentions several other circumstances in which we may use or disclose health care information about you.  For more information about any of these uses or disclosures, or about any of our privacy policies, procedures or practices, you may contact our Executive Director and/or designee at 704-594-9119.
1.  Treatment

Echelon Care may use and disclose health care information about you to provided health care treatment to you except as prohibited by State and Federal law.  In other words, we may use and disclose health care information about you to provide, (4)

coordinate or manage your health care and related services.  This may include communicating with other health care providers regarding your treatment and coordinating and managing your health care with others.

We will use your health information for treatment.
Example:  Information obtained about you by a clinical staff member of your health care team will be recorded in you record and used to determine the course of treatment that should work best for you.  Members of your healthcare team will also record goals that you established and the interventions used to help you reach your goals.  Your assigned psychiatrist will also record information about medications they have prescribed for you as well as your response to these medications.

We may use and/or disclose health care information about you in order to inform you of or recommend new treatment or different methods for treating a health care condition that you have or to inform you of other health related benefits and services that may be of interest to you.

Example:  Jane is a consumer at our group home and she has been diagnosed with oppositional defiant disorder.  The group home has developed an educational program to help consumers manage their lifestyle.  The group home sends Jane’s legal responsible person a flyer with information about the program.

We may also use and/or disclose health care information about you to send you and/or legal responsible person reminders about your appointment.

2. Payment

Echelon Care except as prohibited by State and Federal law, may use and disclose health care information about you to obtain payment for health care services that you received.  This means that, within the agency, we may use health care information about you to arrange for payment (such as preparing billing and managing accounts).  We also may disclose health care information (5)

about you to others (such as insurers, collection agencies, and/or consumer reporting agencies) except as prohibited by State and Federal regulations.  In some instances, we may disclose health care information about you to an insurance plan before you receive certain health care services because, for example, we may 

want to know whether the insurance plan will pay for a particular service.

We will use your health information for payment.

Example:  A bill will be sent to you and/or a third-party payer.  Information on or accompanying the bill may include information that identifies you as well as your diagnosis, your treating clinician and the type of services you have received.
3.  Health care operations

Echelon Care except as prohibited by State and Federal law, may use and disclose health care information about you in performing a variety of business activities that we call “health care operations”.  These “health care operations” activities allow us to, for example, improve the quality of care we provide and reduce health care costs.  For example, we may use or disclose health care information about you in performing the following activities:

· Reviewing and evaluating the skills, qualifications, and performance of health care providers taking care of you;

· Providing training programs for students, trainees, health care providers or non-health care professionals to help them practice or improve their skills;

· Cooperating with outside organizations that evaluate, certify, or license health care providers, staff, or facilities in a particular field or specialty;

· Reviewing and improving the quality, efficiency and cost of care that we provide to you and our other consumers;

(6)

· Improving health care and lowering costs for groups of people who have similar health problems and helping manage and coordinate the care for these groups of people.

· Cooperating with outside organizations that assess the quality of the care provided, including government agencies and private organizations;

· Planning for our organization’s future operations;

· Resolving complaints, grievances, and appeals within our organization and/or contract agencies;

· Reviewing our activities and using or disclosing health care information in the event that control or our organization significantly changes;

· Working with others (such as lawyers, accountants, or other providers) who assist us to comply with this Notice and other applicable laws.

We will use your health information for health care operations.
Example:  Members of the treatment team(s) and Quality improvement staff may use information in you health record to assess the care and outcomes in your case.  This information will then be used in an effort to continually improve the quality and effectiveness of the services we provide.  We will use your health information to enter data for billing and documentation purposes.  We may also contact you via telephone or letter to provide appointment reminders.
4.  Persons Involved in Your Care

Echelon Care Inc. except as prohibited by State and Federal law, may disclose health care information about you to a relative, close personal friend or any other person you identify if that person is involved in your care and the information is relevant to your care except as mandated by State and Federal regulations.  If the consumer is a minor, we may disclose health care information about the minor to a parent, guardian or other person responsible for the

 (7)

minor except in limited circumstances.  For more information on the privacy of a minor’s information, contact our Executive Director and/or designee at 704-594-9119.

We may also use or disclose health care information about you to a relative, another person involved in your care or possibly a disaster relief organization (such as the Red Cross) if we need to notify someone about your location or condition.

You may ask us at any time not to disclose health care information about you to persons involved in you care.  We will agree to your request and not disclose the information except in certain limited circumstances (such as emergencies) or if the consumer is a minor.  If the consumer is a minor, we may or may not be able to agree with your request.

Example:  Jane’s husband regularly comes to the mental health center with Jane for her appointments and he helps her with her 

medication.  When the nurse is discussing a new medication with Jane, Jane invites her husband to come into the private room.  The nurse discusses the medication with Jane and Jane’s husband.

5.  Required by law.

We will use and disclose health care information about you whenever we are required by law to do so.  There are many State and Federal laws that require us to use and disclose health care information.  For example, State law requires us to report suspected communicable disease to the health department and to report known or suspected child abuse or neglect to the Department of Social Services.  We will comply with those State laws with other applicable laws.

6.  National priority uses and disclosures

When permitted by law, we may use or disclose health care information about you without your permission for various activities that are recognized as “national priorities.”  In other words, the government has

determined that under certain circumstances 

(8
(described below), it is so important to disclose health care information that it is acceptable to disclose health care information without the individual’s permission.  We will only disclose health care information about you in the following circumstances when we are permitted to do so by law.  For more information on these types of disclosures, contact our Executive Director and/or designee at 704-594-9119.

· Threat to health or safety:  We may use or disclose health care information about you if we believe it is necessary to prevent or lessen a serious threat to health or safety.
· Public health activities:  We may use or disclose health care information about you for public health activities.  Public health activities require the use of health care information for various activities, including but not limited to, activities related to investigating diseases, reporting child abuse and neglect, monitoring drugs or devices regulated by the Food and Drug Administration, and monitoring work-related illnesses or injuries.  For example, if you have been exposed to a communicable disease (such as a sexually transmitted disease), we may report it to the State and take other actions to prevent the spread of disease.
· Abuse, neglect, or domestic violence:  We may disclose health care information about you to a governmental authority (such as the Department of Social Services) if you are an adult and we reasonably believe that you may be a victim of abuse, neglect, or domestic violence.
· Health oversight activities:  We may disclose health care information about you to a health oversight agency-which is basically an agency responsible for overseeing the health care system or certain governmental programs.  For example, a government agency may request information from us while they are investigating possible insurance fraud.
· Court proceedings:  We may disclose health care information about you to a court or an officer of the court (such as an 
(9)

· attorney) with an appropriate order from a judge.  For example, we would disclose health care information about you to a court if a judge orders us to do so.
· Law Enforcement:  We may disclose health care information about you to law enforcement officials for specific law enforcement purposes.  For example, we may disclose limited health care information about you to the police officer if the officer needs the information to help find or identify a missing person.
· Coroners and others:  We may disclose health care information about you to a coroner, medical examiner, or funeral director or to organizations that help with organ, eye, and tissue transplants.
· Worker’s compensation:  We may disclose health care information about you in order to comply with workers’ compensation law.
· Certain government functions:  We may use or disclose health care information about you for certain government functions, including but not limited to military and veteran’s activities and national security and intelligence activities.  We may also use or disclose health care information about you to a correctional institution in some circumstances.
7.  Authorization

Other than the uses and disclosures described above (#1-6), we will not use or disclose health care information about you without the “authorization” by you or your legally responsible person.  In some instances, we may wish to use or disclose health care information about you and we may contact you to ask you to sign an authorization form.  You may contact us to ask us to disclose health care information and we will ask you to sign an authorization form.

(10)

If you sign a written authorization allowing us to disclose health care information about you, you may later revoke (or cancel) your authorization in writing (except information which has already been released, or in very limited circumstances, related to obtaining insurance coverage).  If you would like to revoke your authorization, you may write us a letter revoking your authorization or fill out an Authorization Revocation Form.   Authorization Revocation Forms are available from our Executive Director or assigned staff member.  If you revoke your authorization, we will follow your instructions, except to the extent that we have already relied upon your authorization and taken some action.
YOU HAVE RIGHTS WITH RESPECT 

TO HEALTH CARE INFORMATION ABOUT YOU
This section of the Notice will briefly mention each of these rights.  If you would like to know more about your rights, please contact our Executive Director and/or designee at 704-594-9119.

1.  Right to a copy of this Notice

You have a right to have a paper copy of our Notice of Privacy Practices at any time.  In addition, a copy of this Notice will always be posted in our waiting area or other prominent locations.  If you would like to have a copy of our Notice, ask the receptionist for a copy or contact our Executive Director and/or designee at 704-594-9119.

2.  Right of access to inspect and copy

You have the right to inspect (which means see or review) and to receive a copy of health care information about you that we maintain in certain groups of records.  If you would like to inspect or receive a copy of health care information about you, you must provide us with a request in writing.  Our agency must act on this request no later than 30 days after receipt of this request.

We may deny your request in certain circumstances.  If we deny your request, we will explain our reason for doing so in writing.  We will (11)

also inform you in writing if you have the right to have our decision reviewed by another person.

If you would like a copy of the information, we may charge you a fee to cover the costs of the copy.  We may be able to provide you with a summary or explanation of the information.  Contact our Executive Director and/or designee for more information on these services and any possible additional fees.

3.  Right to have health care information amended

You have the right to have us amend (which means correct or add) health care information about you that we maintain in certain groups of records.  If you believe that we have information that is either inaccurate or incomplete, we may amend the information to indicate the problem and make reasonable efforts to notify others who have copies of the inaccurate or incomplete information.  Our agency must act on this request no later than 60 days after receipt of the request.

We may deny your request in certain circumstances.  If we deny your request, we will explain our reason for doing so in writing.  You will have the opportunity to send a statement explaining why you disagree with our decision to deny your amendment request and we will share your statement whenever we disclose the information in the future.

4.  Right to an accounting disclosures we have made
You have the right to receive an accounting (which means a detailed listing) of disclosures that we have made for the previous six (6) years (beginning January 1, 2004).  If you would like to receive an accounting, you may send us a letter requesting an accounting.  Our agency must act on this request no later than 60 days after receipt of the request.

The accounting will not include several types of disclosures, including disclosures for treatment, payment, or health care operations.  It will also not include disclosures made prior to January 1, 2004.
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If you request an accounting more than once every twelve (12 months), we may charge you a fee to cover the costs of preparing the accounting.

5.  Right to request restrictions on uses and disclosures

You have the right to request that we will limit the use and disclosures of health care information about you for treatment, payment, and health operations.

We are not required to agree to your request.

If we do agree to your request, we must follow your restrictions (except if the information is necessary for an emergency situation or unless it is a situation with mandates by State and Federal law).  You may cancel the restrictions at any time.  In addition, we may cancel a restriction at any time as long as we notify you of the cancellation and continue to apply the restriction to information collected before the cancellation.

6.  Right to request an alternative method of contact

You have the right to be contacted at a different location or by a different method.  For example, you may prefer to have all written information mailed to your work address rather than your home address.

We will agree to any reasonable request for alternative methods of contact.  If you would like to request an alternation method of contact, you must provide us with a request in writing. 
(13)

YOU MAY FILE A COMPLAINT 

ABOUT OUR PRIVACY PRACTICES

If you believe that your privacy rights have been violated or if you are dissatisfied with our privacy policies or procedures, you may file a complaint either with us of with the Federal government.  We will not take any action against you or change our treatment of you in any way if you file a complaint.

To file a written complaint, you may bring your complaint to your clinician, his/her supervisor, the QM Director or you may mail it to the following address:

ATTN:
Quality Management Director, Echelon Care

8520 Cliff Cameron Drive, Suite 460

Charlotte, North Carolina, 28269
To file a complaint with the Federal government, you may send you complaint to the following address:



Office of Civil Right



US Department of Health & Human Services

200 Independence Avenue, SW

Room 509 F, HHH Building

Washington, DC  20201

(14)

SAMPLE ONLY
Privacy Notice Acknowledgement Form

· I acknowledge that I have been provided a copy of the Notice of Privacy Practices for Echelon Care
· I understand that the Notice of Privacy Practices discusses how my personal health care information may be used and/or disclosed, my rights with respect to health care information, and how and where I may file a privacy-related complaint.

· I may review a copy of the Notice in the main office of Echelon Care 
· I may review a copy of the Notice in the main office of Echelon Care 
· I understand that the terms of this Notice may be changed in the future, and theses changes will be posted in the main office of Echelon Care.  I may also request a copy of the new Notice by contacting the Executive Director and/or designee at 704-594-9119.

____________________________

____________________________

Signature of Client


Date Signed

_____________________________
____________________________

Signature of Legally


Date Signed

Responsible Person, If Required

FOR RECEIPT AND REVIEW OF CLIENT RIGHTS

Name of Consumer: ___________________________________________

Date of Birth: _______ Record #:_____________

Date of Admission:  _________________

I, _______________________________, have read or had explained to me information concerning client rights as presented in ECHELON CARE’s Policy and Procedure Manual.

I further acknowledge that I have been presented a copy of the Client Handbook, which contains rules each consumer is expected to follow and possible penalties for their violation.

A.    Information regarding the disclosure of confidential information.

B.
How to obtain a copy of the client's treatment/habilitation plan,

C.
Grievance procedure including the appropriate staff person to contact,

D.
Information regarding policy for discharge services,

E.
Information regarding policy for search and seizure,

F.
Fees and Collection Practices,

G.
Right to contact the Governor's Advocacy Council for Persons with Disabilities

       (GACPD).

H.   Permitted restrictive interventions, protective devices will not be used.

I.    The purpose, goals and reinforcement structure of any behavior management system used by ECHELON CARE’s staff has been explained.

J.
Information that the legally responsible person of a minor or incompetent client has been informed that he/she may request a notification after each use of a restrictive intervention and any request to be notified is documented (if restrictive intervention is permitted by ECHELON CARE’s staff)

K.
I have been informed that a legally competent adult client may designate an individual to be notified after any use of a restrictive intervention or rights restriction, and that any for notification is documented.

___________________________________

_________________________

Consumer Signature                                         

Date
___________________________________

_________________________

Witness Signature                                         

            Date

ECHELON CARE

Name of Consumer: ___________________________________________

Date of Birth: _______ Record #:_____________

Date of Admission:  _________________

PRIVACY NOTICE ACKNOWLEDGEMENT FORM

· I acknowledge that I have been provided a copy of the Notice of Privacy Practices for Echelon Care

· I understand that the Notice of Privacy Practices discusses how my personal health care information may be used and/or disclosed, my rights with respect to health care information, and how and where I may file a privacy-related complaint.

· I may review a copy of the Notice in the main office of Echelon Care 

· I may obtain a copy of this Notice from Echelon Care   

· I understand that the terms of this Notice may be changed in the future, and these changes will be posted in the main office of Echelon Care.  I may also request a copy of the new Notice by contacting the Executive Director and/or designee at 704-594-9119.

____________________________



______________________________

Signature of Client




Date Signed

_____________________________


______________________________

Signature of Legally 
Responsible 


Date Signed

Person, If Required
OFFICE USE ONLY

Explanation if signature of client or legally responsible person is not obtained: _______________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________
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Consumer Orientation Booklet
8520 Cliff Cameron Drive, Suite 460

Charlotte, NC 28269

704.594.9119-office/704.594.9915-fax

www.echeloncare.com

AGENCY HOURS OF OPERATION

Echelon Care maintains business hours from Monday through Friday 9:00 a.m. to 5:00p.m. 

HOLIDAYS:

· New Years Day

· Independence Day

· Thanksgiving Day

· Christmas Day

AFTER HOUR SERVICES

Services are available on an emergency basis 24 hours a day 7 days per week with the capacity for 24-hour face-to-face services.

CRISIS NUMBER:

Echelon Care has an after hour’s crisis number that is monitored by a qualified staff.  The number is (704)266-0301-Community Based, 704.266.0475-Residential Tx.

A staff member will be available at all times to accept referrals and accept clients during regular business hours

CLIENT ORIENTATION FORM

As a client of Echelon Care upon admission I have been instructed in or given written materials regarding:

· Rights and responsibilities of the person served

· Grievance and appeal procedures

· Ways n which input is given regarding:

a. The quality of care

b. Achievement of outcomes

c. Satisfaction of the person served

· An explanation of the organization’s:

a. Services & activities

b. Expectations

c. Hours of operation

d. Access to after-hour services

e. Code of ethics

f. Confidentiality 

· An explanation of any and all financial obligations, fees and financial arrangements for services provided by the organization

· Familiarization with the premises, including emergency exits and/or shelters, fire suppression equipment and first aid kits

· The program’s policies regarding:

· The use of restraint

· Smoking

· Illicit or licit drugs brought into the program

· Weapons brought into the program

· Abuse and Neglect

· Identification of the person responsible for service coordination

· A copy of the program rules to the person served that identifies the following:

a. Any restrictions the program may place on the person served

b. Events, behaviors or attitudes that may lead to the loss of rights or privileges for the person served

c. Means by which the person served may regain rights or privileges that have been restricted

· Education regarding advance directives, if appropriate

· Identification of the purpose and process of the assessment

· A description of how the individual plan will be developed and the person’s participation in it

· Information regarding transition criteria and procedures

· When applicable, an explanation of the organization’s services and activities include:

1. Expectations for consistent court appearances

2. Identification of therapeutic interventions, including:

a. Sanctions

b. Intervention

c. Incentives

d. Administrative discharge criteria

_____________________/___________/___________/_____________

Client Name:                    Record #             DOB                 Medicaid #

__________________________________________________________

Signature of Client

________________________________________________________

Print Name

__________________________________________________________

Signature of Parent/Guardian

___________________________________________________________

Date

CLIENT RIGHTS & RESPONSIBILITES
To ensure the process that a client will be an active, informed participant in his/her plan of care, the client will be empowered with certain rights and responsibilities as described in the Client Rights and responsibilities.  A client may designate someone to act as his/her client representative.  This representative, on behalf of the client may exercise any of the rights provided by the policies and procedures established by the agency.

Before or upon admission, the staff will provide each client and/or their representative with a copy of the client rights and responsibilities.

The client rights and responsibilities will be explained and distributed to the client prior to the initiation of the agency services and annually.  This explanation will be in a language he/she can reasonably understand.  Communication of these rights and responsibilities can occur through:

Verbal

Written

For non English speakers, all related information will be translated

CLIENT RIGHTS

The client is informed at admission and annually of:

· Confidentiality of all personal and treatment related information

· The right to privacy, security and respect of property

· The right for protection from abuse, neglect, retaliation, humiliation, exploitation

· The right to have access to, review and obtain copies of pertinent information needed to make decisions regarding treatment in a timely manner

· The rights to informed consent or refusal or expression of choice regarding participation in all aspects of care/services and planning of care/services to the extent permitted by law including: 1.  Service delivery, 2.  Release of information, 3.  Concurrent services, 4.  Composition of the service team.

· The right to access or referral to legal entities for appropriate representation

· The right to access to self help and advocacy support services

· The right to investigation and resolution of alleged infringements of rights

· The right to provision of care in the least restrictive environment

· The right to adequate and humane care

· The right to evidence based information about alternative treatments, medications and modalities

· The cost of services that will be billed to his/her insurance and or self (verbally in and in writing)

· The value or purpose of any technical procedure that will be performed, including the benefits, risks and who will perform the task or procedure

· The right to protection from the behavioral disruptions of the person served

· The right to 24 hour crisis intervention

· The right to equal access to treatment for all persons in need regardless of race, ethnicity, gender, age, sexual orientation or sources of payment

· The right to a grievance procedure that includes the rights to be informed of appeal procedures, initiate appeals, have access to the grievance procedures posted in a conspicuous place, receive a decision in writing and appeal to an unbiased source

If any restrictions are placed on a client rights, the clinical supervisor will meet with the client to inform them of any and all restrictions and regularly evaluate the restrictions placed on the persons served through client interviews, case notes, staffing minutes, incident reports and any formally filed grievance reports.  Only clinical supervisors are able to make medical/clinical decisions that will place limits or return the restricted rights and privileges of the persons served.

CLIENT RESPONSIBILITES

Client agrees to meet the following guidelines for successful completion of treatment:

· After intake all clients will attend all sessions with their assigned staff member who will then set up the treatment schedule

· It is required that you arrive on time for all group and individual sessions

· Failure to meet scheduled appointments will be defined as non-compliance

· Participation in any illegal or suspicious activity or acting out or defacing property, will not be tolerated.  Any threat or act of violence directed toward staff, other clients or visitors to the clinic is grounds for immediate dismissal from the program.  Any individual dismissed under these circumstances will be bared from reentry for one year and must have approval from clinical supervisor and/or executive director

· Selling, giving away or using drugs on premises will be defined as non-compliance and will result in an immediate discharge

· Stealing for the organization, its staff or other clients will result in an immediate discharge

· Known or suspected abuse or neglect will be reported immediately

· Spouses, family members or significant others will be permitted to participate in your treatment with your expressed permission and consent

· You are encouraged to discuss with your assigned counselor sexual and/or physical abuse, with expectation of a referral to the most appropriate service provider for assistance

· You will be expected to dress appropriately whenever entering any office of Echelon Care

· Echelon Care is not responsible for loss or theft of any personal property

· You will be expected to honor the Federal Confidentiality Law

CLIENT GRIEVANCE

ECHELON CARE provides a formal method of documenting and reporting any and all client grievances or complaints.  It is imperative that clients have a means to openly discuss and document issues that are interfering in the recovery process.  ECHELON CARE wants to be informed of any client grievances and will resolve all issues to the best of their ability.  Client’s actions will not result in retaliation or barriers to services.

1. We have an obligation to provide a method of address any grievance for which the client may feel that we have done to any of his/her rights.
The agency shall provide the client with a written statement on the “grievance procedure.”

The client will sign the Receipt of Client Orientation       

Packet form to document his or her receipt and understanding of the rights and responsibilities of each client.

Client Grievance forms are readily available at all locations upon request.

All grievances shall be made in writing to the Clinical Supervisor at the local office of ECHELON CARE. If the complaint is made by telephone, ECHELON CARE personnel will connect the client or family member with the appropriate Clinical Supervisor.  The Clinical Supervisor will document the compliant either by phone or at a scheduled meeting to assure an understanding of the nature of the grievance.  If the grievance involves the agency Clinical Supervisor, the staff will contract the Administrator to complete the grievance report.

· The Clinical Supervisor is required to investigate, 

· Review and make a written determination of his/her findings including action to be taken to address the complaint within forty-eight (48) hours of the completion of the written report.  

· A copy of the written report will be given to the client upon its completion

· Should the grievance be of such a nature that it is reasonable to consider that a legal question has been raised, the administration shall refer the grievance and his/her report to the attorney of record for the agency.

On the advice of said attorney, the administrator shall make the client grievance to the appropriate law enforcement authority. 

In all cases, every attempt will be made by all parties to the Resolve grievances informally within thirty (30) working days. 

The client has a right at any step of the grievance review process to take his/her grievance direct to:


    Mecklenburg County Client Rights

             Nancy Cody


    429 Billingsley Road

             Charlotte, NC  28211

ECHELON CARE is required to comply with and adhere to the Civil Rights Act of 1964 and all subsequent amendments; including religious, age, sex, and political affiliation as all relate to any and all civil rights which are granted/or implied by stature of law.

Each new client will be given a copy of the grievance procedure and have the procedure explained at intake.

CLIENT INPUT
Clients are encouraged to meet directly with the clinical supervisor at any time that they feel there is an issue related to quality of care, achievement toward goals or satisfaction of services.  We will also have the clients complete a client satisfaction survey at the end of each quarter during their time in treatment.

SERVICES AND ACTIVITIES

Program services include the following:

Residential T. Level III: 9-18 years old 

Diagnostic Assessment: children and adults

Intensive In-Home: children 

MH/SA Targeted Case Management: children and adult

Outpatient Treatment (Therapy & Medication Management): children and adults

Motivational incentives are used within the residential facility by an established point system. In our community based services, motivational incentives are used to promote positive behavior and the relationship with staff and community (special treat, toy, spending time out in the community at a fun event)

The Qualified Professional is responsible for your case.

CODE OF ETHICS

1. Client Welfare
Primary Responsibility.   The primary responsibility of ECHELON CARE is to respect the dignity and to promote the welfare of clients.

Family Involvement.  ECHELON CARE recognizes that families are usually important in clients’ lives and strive to enlist family understanding and involvement as a positive resource, when appropriate.

2. Respecting Diversity
Nondiscrimination.  ECHELON CARE does not condone or engage in discrimination based on age, color, culture, ethnic group, gender, race, religion, sexual orientation, marital status, or socioeconomic status.

3. Client Rights
Disclosure to Clients.  When treatment is initiated, and throughout the treatment process as necessary, ECHELON CARE staff informs clients of the purposes, goals, techniques, procedures, limitations, potential risks, and benefits of services to be performed, and other pertinent information.  ECHELON CARE staff takes steps to ensure that clients understand the implications of diagnosis, the intended use of tests and reports, fees, and billing arrangements.  

Freedom of Choice.  ECHELON CARE offers clients the freedom to choose whether to enter into a therapeutic relationship and to determine which professional(s) will provide treatment. 

Inability to Give Consent.  When treating minors or persons unable to give voluntary informed consent, ECHELON CARE staff acts in these clients’ best interests.

4. Clients Served by Others

If a client is receiving services from another health care professional, ECHELON CARE with client consent, informs the professional persons already involved and develops clear agreements to avoid confusion and conflict for the client. 

5. Personal Needs and Values

            Personal Needs.  In the therapeutic relationship, ECHELON CARE is aware of the intimacy and responsibilities inherent in the therapeutic relationship, maintain respect for clients, and avoid actions that seek to meet their personal needs at the expense of clients.

6. Dual Relationships

Avoid When Possible.  ECHELON CARE is aware of their influential positions with respect to clients, and they avoid exploiting the trust and dependency of clients.  ECHELON CARE makes every effort to avoid dual relationships with clients that could impair professional judgment or increase the risk of harm to clients.  

7. Sexual Intimacies with Clients

Current Clients.  ECHELON CARE does not have any type of sexual intimacies with clients and do not counsel persons with whom they have had a sexual relationship.


Former Clients.  ECHELON CARE employees do not engage in sexual intimacies with former clients within a minimum of 2 years after terminating the therapeutic relationship.  

8. Group Work

Screening.  ECHELON CARE screens prospective group counseling/therapy participants.  To the extent possible, ECHELON CARE staff selects members whose needs and goals are compatible with goals of the group, who will not impede the group process, and whose well being will not be jeopardized by the group experience.

9. Fees and Bartering

Advance Understanding.  ECHELON CARE staff clearly explains to clients, prior to entering the therapeutic relationship, all financial arrangements related to professional services.  

Bartering Discouraged.  ECHELON CARE refrains from accepting goods or services from clients in return for therapeutic services because such arrangements create inherent potential for conflicts, exploitation, and distortion of the professional relationship.

Termination and Referral
Abandonment Prohibited.  ECHELON CARE does not abandon or neglect clients in treatment.  ECHELON CARE assists in making appropriate arrangements for the continuation of treatment, when necessary, during interruptions such as vacations, and following termination.

Inability to Assist Clients.  If ECHELON CARE determines an inability to be of professional assistance to clients, they avoid entering or immediately terminate a therapeutic relationship.  ECHELON CARE is knowledgeable about referral resources and suggests appropriate alternatives.  If clients decline the suggested referral, ECHELON CARE should discontinue the relationship.

Appropriate Termination.  ECHELON CARE terminates a therapeutic relationship, securing client agreement when possible, when it is reasonably clear that the client is no longer benefiting, when services are not longer required, when treatment no longer serves the client’s needs or interests or when agency or institution limits do not allow provision of further therapeutic services.

http://www.counseling.org/resources/ACAEthics.pdf
Confidentiality 

All clients past and present that have signed releases of information to allow Echelon Care to obtain records to determine eligibility or provide treatment.

All information, written and verbal regarding client care or services is to be treated as confidential information in accordance with local, state and federal guidelines.  Echelon Care will adhere to all HIPPA requirements regarding confidentiality of client information.  It must be understood, however, that all such information is to be discussed only with those individuals participating in the client’s care and only as necessary to meet an identified need.  

Transitioning Planning

All clients who will be transitioning services within or outside of Echelon Care

Echelon Care initiates the process of transition planning as early in a client’s treatment as possible.  Transition planning will allow clients to progress to less intensive levels of care within or outside Echelon Care programming.  Transition planning will fully involve the client and will result in a written transition plan when exiting the program.  The client will be contacted after transition or discharge to gather information about their current status to determine whether additional services are needed and to determine the effectiveness of services rendered.

Removal from programming due to aggressive behavior

A.   If a client has to be discharged or removed from a program due to aggressive or assaultive behavior, follow-up will be provided by Echelon Care to:    

                                      1.  Ensure that linkage has occurred to provide appropriate care.

                                      2.  Ensure that the follow-up has occurred within 72 hours of the                                                                

           exit from the program.




B.  Follow-up of clients discharged due to assaultive or aggressive                        behavior will be documented in the client’s record.

FOLLOW UP AFTER DISCHARGE

With approval from the client, Echelon will make contact with past clients within 60 days of discharge.  The purpose of following up is to provide continued support and referrals to the individual and or family.

FINANCIAL OLIGATIONS

When a recipient has been determined to be eligible for service in the program, a financial assessment is made on recipient’s ability to pay.  Echelon Care does not deny services due to the inability to pay.

FIRE AND SAFETY NOTIFICATION

All recipients accepted into the program are oriented to all emergency exits, fire suppressant equipment locations and how to access first aid supplies prior to beginning services.

SECLUSION

Echelon Care dos not employ the use of seclusion 

RESTRAINT, EMERGENCY INTERVENTION

ECHELON CARE does utilize restraint, emergency interventions or therapeutic holds when absolutely necessary to protect or control inappropriate behaviors from child or adolescent clients.  Local law enforcement will be contacted if a child or adolescent client becomes aggressive or violent.  Standing orders are not issued to authorize the use of restraint.  Restraint will only take place in an environment that can safely and humanely accommodate the practice of restraint.  Staff is to examine contributing environmental factors that may promote maladaptive behaviors and take actions to minimize these factors.

DETERMINING WHEN PHYSICALRESTRAINT MAY BE USED
(1)  Physical restraint may be used only when:
              (a) Non-physical interventions would be ineffective or have proven ineffective.

              (b) The client’s behavior poses a threat of imminent, serious, physical harm to                      

                     Self and/or others.

(2)  Limitations of restraint:

              Physical restraint will be limited to the use of reasonable force as is necessary to 

              Protect a client or other clients and staff members from assault or imminent

              Serious  physical harm.

(3)  Instances when restraint is not to be used:
           (a)  Physical restraint is not to be used as a means of punishment.

           (b)  Physical restraint should not be used as an intervention, if the client has

                  known health, emotional, physical or other special needs, which would 

                  knowingly exacerbate their condition.

           (c)  Restraint is not used as coercion, discipline, convenience, or retaliation by 

                  personnel in lieu of adequate programming. 

(2)  Use of force:  

               Any individual (s) administering physical restraint shall use only the amount of 

               Force necessary to protect the client or others from physical injury or harm.

Tobacco/Smoking 

In keeping with Echelon Care intent to provide a safe and healthful work environment, smoking or tobacco use in the workplace is prohibited except those locations that have been specifically designated as smoking/tobacco areas.  Smoking or tobacco use in any vehicle occupied by a client is strictly prohibited.  In situations where the preferences of tobacco users and non-tobacco user are in direct conflict, the preferences of non-tobacco users will prevail.  

Illegal Drugs:

1.  If illegal drugs are discovered on any client or personnel, Echelon Care staff members will attempt to isolate the client or personnel from the other clients and staff members.  Staff will immediately notify the Clinical Supervisor for further instructions.

2. Echelon Care personnel will call the local authorities and/or the client’s legal representative to report the findings.

3.  Echelon Care will cooperate fully with local authorities in completing all required reports and questions.

4.  A critical incident report should be completed within (24) hours of the incident.

Legal Drugs:

1.  If legal drugs are discovered on any client or personnel, Echelon Care staff members will attempt to isolate the client or personnel from the other clients and staff members.  Staff will immediately notify the Clinical Supervisor for further instructions.

2. Echelon Care personnel will call the local authorities and/or the client’s legal representative to report the finding, if appropriate.

3.  Echelon Care Clinical Supervisor will discuss with client and/or legal representative the responsibilities that are required to participate in the treatment program.  Echelon Care will not tolerate drug abuse on its premises.

4.  A critical incident report should be completed within (24) hours after the incident.

Prescription Drugs:

1.  Prescription drugs are allowed for clients and personnel when the medication is in a prescription bottle with the client’s or personnel’s name of the bottle.

2.  Clients or personnel that have prescription drugs that are not in a properly documented bottle will be asked to leave the facility and return with the medication in the appropriate prescriptive bottle.

Weapons:

1.  If any weapon is discovered on any client or personnel, Echelon Care staff members will attempt to isolate the client or personnel.  Staff will remove all other clients and personnel from the agency and immediately call the local authorities.  Staff will focus on assuring the safety of the clients and other staff members.  Staff will avoid attempting to secure the weapon and will wait for proper authorities to arrive.
2.  Echelon Care staff will immediately notify the Clinical Supervisor to receive any additional instructions on how to handle the current situation.

3. Echelon Care will immediately notify the client’s legal representative regarding the situation.

4.  Echelon Care may press charges with the local authorities and participate fully in their investigation.

5.  Echelon Care will meet with client and/or legal representative within (48) hours (if possible) of the incident to discuss the client’s 

6.  A critical incident report should e completed within (24) hours after the incident.

Reporting procedure of abuse or neglect where abuser is believed to be an employee 

A. Reporting of abuse or neglect where the abuse is believed to be an employee of Echelon Care shall be immediately reported to the administration and the proper authorities for investigation.

Reporting procedure of abuse or neglect where abuser is believed to be a parent, family member or caretaker

A. Reporting of abuse or neglect where the abuse is believed to be a parent, family member, or caretaker shall be immediately reported to the local Child Protection agency or local law enforcement agency.

SERVICE COORDINATOR
The service coordinator for each recipient will be the clinical supervisor assigned to each case.  This individual will be the person that is responsible for identifying clinical issues and designing a treatment plan that will meet the clinical needs of each recipient individually.  All questions that arise regarding goals and objectives should be brought to the attention of the assigned individual.

RESRICTION OF SERVICES

Echelon Care reserves the right to restrict services in the event that the person served demonstrates behaviors or attitudes that are detrimental to the therapeutic process for themselves or others seeking services.  Aggressive or extreme defiance, refusal to participate in treatment, denial of access to the person served or hostile or threatening gestures will result in the removal of the person served from some or all of the therapeutic services available.  

ASSESSMENT PURPOSE AND PROCEDURE

The purpose of the assessment is to gather all needed clinical data through interviews with the client, family members, essential others and other stakeholders.  The clinical supervisor will design a treatment plan that will address the identified clinical issues and develop therapeutic strategies to resolve each issue.  

DEVELOPMENT OF INDIVIDUAL PLAN OF CARE

Echelon Care develops an individualized plan of care for each person served.  The client has input into this process from the beginning of treatment.  The client has the right to change or refuse any of the goals that are developed over the course of treatment.

Approved Telephone Call List
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	Relationship
	Main #
	Alternate #
	Alternate #

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Consumer Name: ____________________   D.O.B.: ______________________ 
        Record #: _________________       Medicaid #: ___________________________

Admission/Intake Clothing Inventory List
Shirts
 FORMCHECKBOX 
  T-shirts 
______________
 FORMCHECKBOX 
  Sweaters 
______________

 FORMCHECKBOX 
  Button Ups______________

 FORMCHECKBOX 
  Other
 ______________
 FORMCHECKBOX 
  Other 
_______________
 FORMCHECKBOX 
  Other
_______________
Pants

 FORMCHECKBOX 
  Jeans
_______________

 FORMCHECKBOX 
  Jean Shorts_______________

 FORMCHECKBOX 
  Dress Pants_______________

 FORMCHECKBOX 
  Overalls
________________

 FORMCHECKBOX 
  Dress Shorts_________________

 FORMCHECKBOX 
  Other
________________

Jackets and Coats

 FORMCHECKBOX 
  Coats
__________________

 FORMCHECKBOX 
  Jackets
__________________

 FORMCHECKBOX 
  Other
__________________

Shoes

 FORMCHECKBOX 
  Dress Shoes__________________

 FORMCHECKBOX 
  Boots
__________________

 FORMCHECKBOX 
  Slippers
____________________

 FORMCHECKBOX 
  Sneakers
____________________
Undergarments

 FORMCHECKBOX 
  Boxers/Jockeys
____________________

 FORMCHECKBOX 
  Socks
_____________________

 FORMCHECKBOX 
  Undershirts_____________________

 FORMCHECKBOX 
  Other
_____________________
Other Items

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  _______________________________________

 FORMCHECKBOX 
  _______________________________________
____________________________________
_______________________

Consumer Signature




Date

_____________________________________
_______________________

Staff Signature




Date
DISCHARGE PLANNING FORM

Client: ________________________________________________

Date of Admission: ____________________ Date of Discharge:____________________

Check the appropriate type of discharge:

____ Planned Discharge____ Unplanned Discharge

Presenting Condition: ______________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Summary of Goal and Objectives achieved: ____________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Progress/Gains achieved during services: _____________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Strengths:




Needs: 

1. ________________________________
1. _________________________________

2. ________________________________
2. _________________________________

3. ________________________________
3. _________________________________

Abilities:




Preferences:

1. ________________________________
1. _________________________________

2. ________________________________
2. _________________________________

3. ________________________________
3. _________________________________

Services Provided: ________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Reason for Discharge: _____________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Status of the client at discharge: ____________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Support systems or other types of services that will assist in continuing the clients 
recovery, well-being, or community integration.

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Recommendations for Services or Supports:____________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Medications at time of discharge:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_________________________________________

_____________

Signature 






Date
TRANSITION FORM
Date of Admission: _______________
Date of Transitions:______________

Status at Last Contact: __________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Progress/Gains achieved during services: ________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Strengths:




Needs: 

1. ________________________________
1. _________________________________

2. ________________________________
2. _________________________________

3. ________________________________
3. _________________________________

Abilities:




Preferences:

1. ________________________________
1. _________________________________

2. ________________________________
2. _________________________________

3. ________________________________
3. _________________________________

Support systems or other types of services that will assist in continuing the 
client’s recovery, well-being, or community integration.

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Medications at time of transition:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Contact information for Transitioning Referral Source:_____________________

_______________________________________________________________________

If symptoms recur or additional services are needed after your transition, please feel
 free to contact the agency for assistance.
___________________________________
 __________________________________

Clinical Supervisor


Date
 Client
/Guardian


Date
Discharge Evaluation Review
	Consumer Information

	Name Of Consumer Being Reviewed:
	
	Reviewer
	

	Date:
	
	Review Period:
	

	

	Review Guidelines

	Complete this discharge review, using the following scale:
NA = Not Applicable
1 = Unsatisfactory
2 = Marginal

3 = Meets Requirements
4 = Exceeds Requirements
5 = Exceptional


	Evaluation

	(5) = Exceptional

(4) = Exceeds Requirements

(3) = Meets Requirements

(2) = Marginal

(1) = Unsatisfactory

Demonstrates Program Skills And Knowledge
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Has The Ability To Learn And Use New Skills
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Interacts well with peers
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Responds Effectively To Assigned Responsibilities 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Meets Behavioral Requirements
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Listens To Direction From Authority Figure
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Takes Responsibility For Actions
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Consistently Complies
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Demonstrates Problem Solving Skills
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Accepts Constructive Suggestions For Improvement
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Generates Creative Ideas And Solutions
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Avoids Physical Aggression
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Avoids Verbal Aggression
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Presenting Condition:

Strengths:

Needs:

Abilities:

Preferences:

Services Provided:

Current Status:

Current Medications:

Summary/Recommendations: 




Consumer Follow-Up Survey


As part of Echelon Care’s ongoing commitment to quality service, we would like to obtain some feedback regarding your current status since leaving our program.  Please take a moment to complete this survey and return it to us as soon as possible in the self-addressed/stamped envelope.

Please answer YES or NO for the following. A response line is provided after each question to provide more information.

1. Since leaving the program at Echelon Care, have you been hospitalized/incarcerated? YES or NO. If yes, Why and When?

_____________________________________________________________________________________________________________________________________________________________________________________________

2. Since leaving the program at Echelon Care, do you find that you have remained compliant in taking your medications?  YES or NO. If no, Why?

_____________________________________________________________________________________________________________________________________________________________________________________________

3. Since leaving the program at Echelon Care, do you feel that you have continued to make progress? YES or NO. IF no, Why?

_____________________________________________________________________________________________________________________________________________________________________________________________

4. Since leaving the program at Echelon Care, have you felt the need to return to the program or had a relapse? YES or NO. IF yes, Why?

____________________________________________________________________________________________________________________________________________________________________________________________

5. Would you tell someone else about the services offered by Echelon Care? YES or NO. IF no, please explain why._____________________________________________________________________________________________________________________________________________________________________________________________

***************************************************************

Office Use Only:

      Date of Survey: _________________

      Method: Mail or Phone: ______________

    Follow Up Comments:      ________________________________________________

    ______________________________________________________________________

    ___________________________________________________________________
Consumer Name: ____________________   D.O.B.: ______________________ 
        Record #: _________________       Medicaid #: ___________________________

Discharge Clothing Inventory List
Shirts
 FORMCHECKBOX 
  T-shirts 
______________
 FORMCHECKBOX 
  Sweaters 
______________

 FORMCHECKBOX 
  Button Ups______________

 FORMCHECKBOX 
  Other
 ______________
 FORMCHECKBOX 
  Other 
_______________
 FORMCHECKBOX 
  Other
_______________
Pants

 FORMCHECKBOX 
  Jeans
_______________

 FORMCHECKBOX 
  Jean Shorts_______________

 FORMCHECKBOX 
  Dress Pants_______________

 FORMCHECKBOX 
  Overalls
________________

 FORMCHECKBOX 
  Dress Shorts_________________

 FORMCHECKBOX 
  Other
________________

Jackets and Coats

 FORMCHECKBOX 
  Coats
__________________

 FORMCHECKBOX 
  Jackets
__________________

 FORMCHECKBOX 
  Other
__________________

Shoes

 FORMCHECKBOX 
  Dress Shoes__________________

 FORMCHECKBOX 
  Boots
__________________

 FORMCHECKBOX 
  Slippers
____________________

 FORMCHECKBOX 
  Sneakers
____________________

Undergarments

 FORMCHECKBOX 
  Boxers/Jockeys
____________________

 FORMCHECKBOX 
  Socks
_____________________

 FORMCHECKBOX 
  Undershirts_____________________

 FORMCHECKBOX 
  Other
_____________________

Other Items

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  ______________________________________

 FORMCHECKBOX 
  _______________________________________

 FORMCHECKBOX 
  _______________________________________
_____________________________________
_______________________

Consumer Signature




Date

_____________________________________
_______________________

Staff Signature





Date
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