Youth Mental Health Referrals to KIND Center From HSA

Consumer Name: Date

CPS Social Worker:

Referral paperwork required from Social Services:

. Demographic Form (pg. 2-5)

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

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

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

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

. MHS Release of Information for Foster Parent/Guardian (pg. 17-18)
. MHS Release of Information for Kings County HSA (pg. 19-20)

. Recent/Valid Court Order or Detention Report
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. JV220 (required for medication services)




Demographic Form
Shaded areas indicate a lookup table is available

INDEX CARD - ALL CAPS

Client #:
Sort Name:
Last, First Middle
Legal Name:
*Last Name: *First Name:
Middle: Suffix:
*DOB: Soc Sec #:

CLIENT IDENTIFYING INFORMATION - use sentence case

Effective Date: Admission Status: O Admit O Pre-Register
*(6)Referral Source: Circle One Referral Phone:
(1) Self (11) Hospital (28) Primary Care Provider
(2) Family (13) Jail (29) School/College
(3) Friends (21) Homeless Prograrm (33) MHSA
(4) Employer {24) Convalescent Hospital / SNF (34) CALWORKS
{5) Other (25) DSS (41)CPS
(8) Psych Hospital (26) Probation {42) Parole
(27) Outside AOD (99) Unknown/Not Reported

"Birth Name (if different from above):

Last Name: First Name:

Middle: Suffix:
*Physical Address: Apt. #:

*City/State/Zip: *(21)County:

*Home Phone: Work Phone: Ext.

Cell Phone:
*Mailing Address: Apt. #:

| *City/State/Zip:

*Driver’s License: OYes ONo DL No.: ] State:
*Soclal Security #; s s s (8)Reason SSN Not Provided: resusmy
*(7)Gender: Circle One *ls DOB: O Actual? O Estimated?
(F) Female (M) Male (O) Other {T) Transgender

Bornin US: O Yes O No

Born in California; O Yes O No

Place of Birth: | *(21)County: | *(22)State: | (23)Country:

*Mother's First Name

*(9)Marital Status: Circle One
(D) Divorced/Annulled (M) Married  (N) Never Married (P) Domestic Partner  (S) Separated (W) Widowed (U) Unknown

*(10)Ethnicity: Circle One

(1) Not Hispanic (3)Cuban (5) Other Hispanic / Latino

(2) Mexican / Mexican American (4) Puerto Rican {7) Unknown / Not Reparted

Client Name: Client #:

Revised: 06/28/07 KING Page 1 of 4
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Demographic Form
Shaded areas indicate a lookup table is available

*(11)Race: Circle One

(3) Mien (F) Filipino (N) Netive American (V) Vietnamese

(4) Other Paclfic Islander (G) Guamanian (O} non-White — Other (W) White

(A) Asian — Other (H) Hawaiian Native (P) Laotian (Y) Hmong

(B) Black / African American (I) Cambodian (Q) SE Asian - Other (U) Unknown / Not Reported
(C) Chinese (J) Japanese (R) Samoan

(D) Asian Indian (K) Korean (T) Eskimo / Alaskan Native

*(12)Primary Language: Circle One for client

(1) American Sign (C) Chinese Dialect (K) Korean (S) Spanish

(2) Other Sign (D) Cambodian (L) Lao (T) Turkish

(3) Samoan (E) English (M) Mien (V) Vietnamese

{4) Other Chinese (F) French (N) Thal (W) Fllipino Dialect

(5) Tagalog (G) Canlonese (O) Other non-English (X} Hmong

(6) Mandarin {H) Hebrew (P) Pallsh (Y) llocano

(A) Armenlan (1) tallan (Q) Farsai (Z) Portuguese

(B) Arabic (J) Japanese (R) Russlan (U) Unknown / Not Reported
*(13)Communication Method: Circle One

(C) Communication Device (S) Sign Language (V) Verbal

(H) Translator — Hmong (T) Translator — Spanish (X) Translator - Other

*(12)Language Preferred (Individual): Indicate Code (from prim lang above) _write one code for client

"‘*(12)Langu5ge Preferred (Caretaker): Indicate Code (from prim lang above) write one code for FP
*Interpreter Needed?: O Yes O No intempreter needed for FP?

*(14)Employment Status: Circle One Most used (8) ot (F)

(1) Comp Job 35+ hours/week (8) Full Time Student (F) Not in labor Force

(2) Comp Job <20 hours/week/ (9) Job Training (H) Resident / Inmate

(3) Comp Job 20-35 hours/wesk (A) PT School / Job Training (1) Non-Comp Job 35+ hoursiweek
(4) Homemaker (B) Volunteer {J) non-Comp Job < 35 hours/week
(5) Rehab 35+ hours/week (C) Unemployed, seeking work (K) Other

(6) Rehab < 20 hours/week (D) Unemployed, not seeking work (U) Unknown / Not Reported

(7) Rehab 20-35 hours per week (E) Retired

*(15)Living Arrangement: Circle One

(01) Family (13) House or Apt w/ Suparvision (25) Temparary Asslgnment

(02) Alone (14) Supported Housing (26) Homeless — In transit

(03) Foster Home — Child (15) Resldential Treatment Center (27) SNF / ICF / IMD for psych
(04) SRO - hotel, mote!, rooming house (18) Comm. Treatment Facilily (28) Medical Facllity — Hospltal
(05) GP Quarters — dorm, brks, mig camp (17) Adult Residential / Soclal Rehab (29) Correctional Facllity — Adult
(08) Group Home (18) State Hospita! (30) Correctional Facility — Minor
{07) CRTS LT tm house (19) VA Hospiltal (31) Homeless — no county res
(08) Satellite Housing (20) SNF / ICF / NH Physical Health (32) Other Institution

(09)AIlt Hospital 6 beds or less (21) MH Rehab Center (33) Friend / Other

{10) Alt Hospltal 7 beds or more (22) PHF / Inpatient Psychiatric (34) Board & Care

{11)House or Apariment (23) Sober Living (99) Other

(12) House or Apt w/ Support (24) Specialty Transitional (98) Unknown / Not Reported

*Number of Children under age 18 the client cares for/responsible for 50% or more of the time?: |l c'en! céres

*Number of Dependents age 18 or older the client cares for/responsible for 50% or more of the time?icien! cares
*(16)Education (highest grade completed):  write none or grade | Special Education: OYes ONofof client
*(18)Disability: Circle One if unknawn select None

(D) Developmentally Disabled (H) Hearing (O) Other Disability (not AOD) (V) Vislon

(E) Mental Health (M) Mobility (S) Speech {N) None

"“Veteran: O Yes O No | Branch:

Client Name: Client #:
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pg 3



Demographic Form
Shaded areas indicate a lookup table is available

Alias(es)/Maiden Name

Last Name: First: Middle:
Last Name: First: Middle:
Last Name: First: Middle:
Last Name: First: Middle:

EMERGENCY NOTIFICATION INFORMATION

*Name: *(17)Relationship: see page 4
Address: Home Phone:
City/State/Zip: Work Phone:

Employment Place:

LEGAL INFORMATION

*(24)Legal Consent: seepage4 G

**Responsible Person: Kings County Human Services Agency **(17)Relationship: sespage4 Q
Address: 1400 W Lacey Blvd, Bldg 8 Phone: wy
City/State/Zip: Hanford, Ca 93230

Employment Phone: | Employment Place:

Responsible Party SSN:

MEDICAL INFORMATION - okay to skip

Personal Physician: | Phone: | FAX:
Address:

City/State/Zip:

Pharmacy: | Phone: | FAX:

Hospital Preference:

Advance Directive Given?; @ Yes O No

CLIENT CONTACT INFORMATION

May we leave message athome? O Yes O No

May we leave message at work? O Yes O No

May we leave message via emergency contact? O Yes O No

May we leave message on yourcell? O Yes O No

May we contact you by mail? O Yes O No

If we cannot contact you by mail, then what is an alternative address or method of contact to
send you clinical information such as letters and billing information?

NPP Given? @® Yes O No

Form Signed Date:
Client Name: Client #:
Revised: 06/28/07 KING Page 3 of 4
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Demographi

¢ Form

Shaded areas indicate a lookup table is available

Signature of Staff Obtaining Information: who filled out the form

OYes | ONo |ON/A
*Staff ID | *Staff Name *Date *Time
Signature of Staff Entering Information (If Different from Above):

OYes |ONo | ON/A
*Staff D | Staff Name* *Date *Time
Key: *=Required Field _ **=Required if the 'Legal Stafus' selaction is Adult with Guardian or Minor with Guardian
(17) Relationship Types (24) Legal Consent

(CSI — Conservatorship/Court Status)

ID  Description
A Aunt/Uncle ID  Description
B Father 9 Not Applicable
C  Chid A Temporary Conservatorship
D  Guardian B Lanterman-Petris-Short
E Spouse C  Murphy
F Foster Parent D  Probate
G  Grandparent E PC2974
H Cousin F Representative Payee w/out
[ Caretaker Conservatorship
J Sibling G Juvenile Crt0 Dependent of Crt
L Nephew/Niece H  Juvenile Crt, Ward Status Off
M Mother | Juvenile Crt, Ward Juv Off
N Friend 0 Unknown / Not Reported
O Other Relation
P Self
Q  Legal Representative
S Step Parent
X Domestic Partner
R Unknown / Not Reported
Client Name: Client #:
Revised: 06/28/07 KING Page 4 of 4

Pg 5



mhs A

KIND Center

Consent for Treatment

Youth Name:

Youth Chart Number:

The KIND Center provides outpatient mental health services. When you receive services, you will
be asked questions about your mental health. The process of asking and answering these questions
is called an assessment. Understanding your needs helps us create a plan of care together. Our
plan is based on knowing your strengths and challenges and will include services and actions you
and important people in your life can take to feel better.

CONSENT FOR SERVICES

Consent for services means you understand the kinds of services that are available to you at this
program and you agree to receive these services. Services authorized by this Consent will be based
on your needs and what you say is important. You help decide which services you receive. The
kinds of services are:

e Assessment and screening about mental health and/or substance use
e Individual, family, and/or group counseling

e (Case Management services (finding resources to help you)

e Other services that help you to achieve your goals

Services can be provided in person (face to face), by phone or over video. Services may be
provided by a Therapist, Behavioral Specialist, Educational Specialist, Peer Support Specialist,
student intern or other staff.

I understand that I have the right:

e to have questions and answers explained about my diagnosis and care
e to get a copy of this Consent

¢ to end this Consent at any time

e to file a complaint or grievance without negative consequences

KIND Center Consent for Treatment Page 1 of 2



HEALTH
mhs SYSTEMS

Important Information:

a.

The law requires that The KIND Center notify the individual and the authorities if you have
the intention to harm another individual.

The law requires that we report any suspected child abuse and neglect to protect minors.
Also, suspected cases of dependent adult and elder abuse are reported. We will make every
effort to help you understand your situation and explain why we are required to make these
reports.

The law requires that if there are serious concerns of death by suicide, or if you become
unable to care for yourself, we have to tell the authorities to arrange for hospitalization. We
will make every effort to do this with you so that we can understand your situation and
explain why we are required to make these reports.

When health insurance pays for your services, information about your services may be
shared between your provider and the insurance company.

A minor who is 12 years of age or older may consent to behavioral health services if the
minor is mature enough to participate in mental health services.

The KIND Center believes in your total health and wellness.

Our program sites are safe and free from alcohol and illegal drugs.

We want to know what is supportive to you (like music, exercise, friends, family).
Services may not be available 7 days a week 24 hours a day. However, anyone living in
Kings County having a mental health crisis can get help 7 days a week 24 hours a day by
calling (559) 582- 4481 or 1-800-655-2553. In an emergency, call 911, or go to the nearest
emergency room. We can help you with a plan.

I have read or had this form read or explained to me. I understand this information and agree
to accept services. This consent will end when I state it should end and/or when my current

services end.

Youth Signature: Date
Parent/Guardian Signature: Date
Witness Signature: Date

KIND Center Consent for Treatment Page 2 of 2



E—— N ENTAL 9465 Farnham Street

HEALTH Sen Diago, CA 92123
th SYSTEMS (8585752600

Your Information.

. This notice describes how medical information about
Your nghts' A i you may be used and disclosed and how you can get
Our ReSponSlbllltleS. access to this information. Please review it carefully.

N

You have the right to:

* Get a copy of your paper or electronic medical record
¢ Correct your paper or electronic medical record

* Request confidential communication

* Ask us to limit the information we share

* Get a list of those with whom we’ve shared
your information

* Get a copy of this privacy notice
* Choose someone to act for you

» File a complaint if you believe your privacy
rights have been violated

» See page 2 for
more information on
these rights and how
to exercise them

A
~N
You have some choices in the way that we
use and share information as we:
» Tell family and friends about your condition > See page 3 for
* Provide disaster relief more information on
* Include you in a hospital directory these choices and
* Provide mental health care how to exercise them
* Market our services and sell your information
» Raise funds
.
A
We may use and share your information as we:
* Treat you
* Run our organization
* Bill for your services
Our * Help with public health and safety issues > See pages 3 and 4
Uses and ¢ Do research for more information

Disclosures * Comply with the law on these uses and
* Respond to organ and tissue donation requests disclosures
¢ Work with a medical examiner or funeral director

* Address workers’ compensation, law enforcement,
and other government requests

* Respond to lawsuits and legal actions

Notice of Privacy Practices » Page 1



When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you,

Get an electronic or
paper copy of your
medical record

You can ask to see or get an electronic or paper copy of your medical record and
other health information we have about you. Ask us how to do this.

We will provide a copy or a summary of your health information, usually within 30
days of your request. We may charge a reasonable, cost-based fee.

..........................................................................................................

Ask us to correct
your medical record

You can ask us to correct health information about you that you think is incorrect
or incomplete. Ask us how to do this.

We may say “no” to your request, but we'll tell you why in writing within 60 days.

..........................................................................................................

Request confidential
communications

You can ask us to contact you in a specific way (for example, home or office phone)
or to send mail to a different address.

We will say “yes” to all reasonable requests.

Ask us to limit what
we use or share

You can ask us not to use or share certain health information for treatment,
payment, or our operations. We are not required to agree to your request, and we
may say “no"” if it would affect your care.

If you pay for a service or health care item out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer. We will say “yes” unless a law requires us to share that information.

..........................................................................................................

Get a list of those
with whom we‘ve
shared information

You can ask for a list (accounting) of the times we've shared your health information
for six years prior to the date you ask, who we shared it with, and why.

We will include all the disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make), We'll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

..........................................................................................................

Get a copy of this
privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to
receive the notice electronically. We will provide you with a paper copy promptly.

..........................................................................................................

Choose someone
to act for you

If you have given someone medical power of attorney or if someone is your legal
guardian, that person can exercise your rights and make choices about your health
information.

We will make sure the person has this authority and can act for you before we take
any action.

..........................................................................................................

File a complaint if
you feel your rights
are violated

You can complain if you feel we have violated your rights by contacting us using the
information on page 1.

You can file a complaint with the U.S. Department of Health and Human Services
Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W.,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/oct/
privacy/hipaa/complaints/.

We will not retaliate against you for filing a complaint.

Notice of Privacy Practices ¢ Page 2
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For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.

In these cases, you have * Share information with your family, close friends, or others involved in your care
both the right and choice Share information in a disaster relief situation
to tell us to:

¢ Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it is in your best interest.
We may also share your information when needed to lessen a serious and imminent
threat to health or safety.

............... R L P T L

In these cases we never * Marketing purposes
share your information
unless you give us

written permission: * Most sharing of psychotherapy notes

¢ Sale of your information

In the case of fundraising: * We may contact you for fundraising efforts, but you can tell us not to
contact you again.

Our

Uses and How do we typically use or share your health information?
Disclosures We typically use or share your health information in the following ways.

Treat you ¢ We can use your health information and : Example: A doctor treating you for an
share it with other professionals who are . injury asks another doctor about your
treating you. : overall health condition.

Run our * We can use and share your health : Example: We use health information

organization information to run our practice, improve . about you to manage your treatment and
your care, and contact you when necessary. : services.

Bill for your * We can use and share your health : Example: We give information about you

services information to bill and get payment from . to your health insurance plan so it will pay
health plans or other entities. : for your services.

SrassesesssrannsnEs Bams R R R R D sssssssnsmsesnns stssasaane

continued on next page

Notice of Privacy Practices » Page 3 mhs LA
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How else can we use or share your health information? We are allowed or required to share your
information in other ways — usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public heaith ¢ We can share health information about you for certain situations such as:
and safety issues * Preventing disease

e Helping with product recalls

» Reporting adverse reactions to medications

* Reporting suspected abuse, neglect, or domestic violence

e Preventing or reducing a serious threat to anyone’s health or safety

T R A R R R I T A A R T T R

Do research * We can use or share your information for health research.

R D R I I R I ) R EE R frssss s e e nan

Comply with the law * We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we're complying with federal privacy law.

Respond to organ and * We can share health information about you with organ procurement

tissue donation requests organizations.

Work with a medical * We can share health information with a coroner, medical examiner, or funeral
examiner or funeral director director when an individual dies.

Address workers’ * We can use or share health information about you:

compensation, law * For workers’ compensation claims

enforcement, and other * For law enforcement purposes or with a law enforcement official
government requests  With health oversight agencies for activities authorized by law

* For special government functions such as military, national security, and
presidential protective services
Respond to lawsuits and * We can share health information about you in response to a court or
legal actions administrative order, or in response to a subpoena.

Note: MHS will never share any substance abuse treatment records without your written permission per 42
CFR Part 2.

— 1A
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Our Responsibilities

* We are required by law to maintain the privacy and security of your protected health information.

* We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

* We must follow the duties and privacy practices described in this notice and give you a copy of it.

* We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you.
The new notice will be available upon request, in our office, and on our web site.

Effective Date of this Notice: April 13, 2015

This Notice of Privacy Practices applies to the following organizations.

Chief Compliance Officer
lcouch@mhsinc.org
(858)573-2600 xt 1606

— AL

Notice of Privacy Practices ¢ Page 5 mhs A
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Acknowledgement of Receipt
Notice of Privacy Practices

l , hereby acknowledge that | have been offered a copy of the
MHS Notice of Privacy Practices, have been given an opportunity to review the Notice,
and am aware that if | have any questions related to the Notice | may contact the
program directly or contact the Chief Compliance Officer for clarifications.

For further information, contact:
Chief Compliance Officer
Mental Health Systems
9465 Farnham Street
San Diego, CA 92123
(858)573-2600

Client signature Date

Client’s Representative signature Date

Page 1l of1
Rev3.14
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KIND Center

Youth Intake Form

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

Client Demographic Information

Name

DOB

SSN

Gender

Phone Number

Place of Birth

Parent/Guardian

Language

Relationship to Client

[] Biological Parent [ ] Foster Parent [ ] Legal Guardian [] Social Worker [_] Other

Address

Referral Source Name/Referral

Phone/Referral Race

Email/Referral Ethnicity [_] Hispanic [_] non-
Hispanic

Living Situation Placement [ ] None ]300 []
601/602

Legal/Responsible Party

Emergency Contact

Phone Number

School

Grade

Primary Care Physician

Medical Clinic

Insurance Medi-Cal Number

Medical Issues? |:| Yes |:| No Allergies? |:| Yes |:| No
Medical Issues/Allergies:

Taking Medication? |:| Yes |:| No Prescriber:

List all Medications:

Previous MH History? |:| Yes |:| No Where?

KIND Center Intake Form (rev. 12/2021)

Page 10of2




|:| Anxiety

mhs HEALTH

SYSTEMS

Presenting Problem (check all that apply)

|:| Depression |:| Trauma

[ ] Substance Use

[] Irritability

[ ] Anger/Aggression | [_] Oppositional

[] Sexualized Behaviors

|:| Hyperactivity

[ ] Concentration [] Eating Problems

[] Sleeping Problems

[ ] Suicidal Ideation

[ ] self-Injury [] School Problems

[ ] Family Problems

[_] Obsessions &Compulsions

[] Delusions [] Hallucinations

[] Paranoia

[ ] other:

Substance Use Concerns (check all that apply)

[ ] Tobacco [] Alcohol [] cannabis [ ] Meth

[] Opioids [ ] Cocaine [ ] Ccrack [ ] Hallucinogens
[ ]pcp [ ] Benzos [ ]Pills [ JoTc

[] Other

Thank you for your responses!

KIND Center Intake Form (rev. 12/2021)

Page 2 of 2




KINGS COUNTY BEHAVIORAL HEALTH
IKATIE A. SUBCLASS ELIGIBILITY VERIFICATION

Intake] Reassessment[] Date Open to HSA:

Date Soclal Worker Initiated Referral;
Next Court Date:

Soclal Worker Name: Phone Number:

IDENTIFYING INFORMATION

Cllent Referred: Date of Birth: SSN:

Client’s Preferred Language: Ethniclty:

Current Address; ___ Phone Number:__
Individualized Educational Plan (IEP): Yeso Noo

Name of minor's current substitute care provider:
Approved to Participate In Treatment: Yeso Non
Address:

Phone: __

Names of Blological Parents: =
Approved to Particlpate In Treatment: Yeso Nono
Address:

Phone;

Medlcal/Mental Health Rlghts Held by (name): _ Xlngs Courly Human Services Agency
Approved to Participate In Treatment: Yes® Noo

Address: 1400 W LLacey 8Ivd Bldg. 3, Hanford, CA 33230

Phone (5w

SUBCLASS ELGIBILITY CRITERIA:
1, Child/youth has full scope Medi-Cal? Yeso Noo

2.[s the above-mentloned child recelving services fram or heen referred to a mental health clinjc? Yeso Noo

If yes, name of clinic:

3. Child/youth has had 3 or more placements withln 24 months due to behavioral health needs? Yesno Noo

4. Chlld/youth Is currently receiving or being consldered for any of the following services:

Service

Currently
Receiving

Being
Consldered

Full Service Partnership (FSP)/Wraparound *If consldering for Wraparou_nTi, please complete FSP
referral form and Submit

Placement in a RCL 10 or above facility

Placement in psychlatric hospital or 24 hour mental health treatment facillty

Three (3) or more placements within 24 months due to behavioral health needs

Speclallzed Care Rate (SCR) due to behavioral health needs

Therapeutic Behavioral Services (TBS)

Intensive Therapeutic Foster Care (ITFC)

Crisls Stahilizatlon /Intervention

Other Intensive EPSDT services (specify):

DO NOT WRITE BELOW THIS LINE

This eliglbillty assessment was completed by: KCBH O FSP/WRAP Provider [ Qutpatient Provider (Kv) [

A. Client Meets Medical necessity Criteria Yes(d No[
B. Child meets criteria for Katie A Subclass: Yes[J Nol  PendingOd

C. Child Referred to Mental Health Clinic? Yes[d NoO

If Yes, name of clinic: Date referred:
Signature and Credential: Date:
Co- Signature and Credential: Date:

pg 16




———— MDAEMNTAL
HEALTH
mhs &5 AUTHORIZATION FOR RELEASE OF
PROTECTED HEALTH INFORMATION (PHI)
Name: Date of Birth:
Address: Last 4 of SSN:  XXX-XX-
City, State, Zip: Phone #:

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

USE AND DISCLOSURE OF HEALTH INFORMATION

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

All of my social workers and supervisors at Kings County HSA
Name, Title or Entity (Multiple Persons within Same Entity May be Listed) Phone Number

Street Address City, State, Zip Fax Number
| specifically authorize the release of:

[ ] Mental Health Information [ ] Substance Use Disorder Tx Information

Initials Initials**

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

I authorize the release of the following health information:

[ ] Summary of Services [ ] Assessment [ ] Client/Treatment Plan
D Attendance D Progress Notes D Discharge Summary
[ ] Medical History [ ] Medication [ ] Laboratory Results
D Diagnosis D D
D (Optional) For the following dates of treatment: to
(OR)
D All health information pertaining to medical history, mental health condition, SUD treatment
(if initialed above) for the following dates of treatment (required): to

PURPOSE OF DISCLOSURE

The specific purpose of this disclosure:

REVOCATION / EXPIRATION

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

Page 1 of 2
Revised 4/19/2021 v4.1



mh HEALTH
SYSTEMS

MEMNTAI
AUTHORIZATION FOR RELEASE OF
PROTECTED HEALTH INFORMATION (PHI)

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

MY RIGHTS

Regarding My Mental Health Treatment Information:

| may refuse to sign this authorization. My refusal to sign will not affect my ability to get
treatment or affect my eligibility for benefits.

| have the right to receive a copy of this authorization.

To the extent permitted by law, | may inspect or obtain a copy of the health information
that | am being asked to allow the use or disclosure.

| understand the information authorized to release can be re-disclosed by the person or
entity | designated to receive the information. | understand MHS cannot prevent my
information released by this authorization from being re-released by whoever received it.
| understand in some cases California (CA) law does not prohibit the re-release of my
information and my information may no longer be protected by federal confidentiality law.
| understand CA law prohibits whoever received my health information from making
additional disclosures until authorization is obtained from me or unless such disclosure is
specifically required or permitted by law.

SIGNATURES

| have read, and | understand the terms of this authorization, had the opportunity to ask

guestions, and | hereby, knowingly and voluntarily, authorize the MHS program listed to use or

disclose my health information in the manner described above for the purpose outlined.

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

Legal Representative of Client Signature Signature Date

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

Name and Relationship to Client

[ ] Authorization revoked in writing:

Date Revoked Reason for Revoking
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MEMTAL

HEALTH
mhs &5 AUTHORIZATION FOR RELEASE OF
PROTECTED HEALTH INFORMATION (PHI)
Name: Date of Birth:
Address: Last 4 of SSN:  XXX-XX-
City, State, Zip: Phone #:

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

USE AND DISCLOSURE OF HEALTH INFORMATION

| authorize Mental Health Systems- KIND Center to release to:
Name, Title or Entity (Multiple Persons within Same Entity May be Listed) Phone Number
Street Address City, State, Zip Fax Number

| specifically authorize the release of:

[ ] Mental Health Information [ ] Substance Use Disorder Tx Information

Initials Initials**

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

I authorize the release of the following health information:

[ ] Summary of Services [ ] Assessment [ ] Client/Treatment Plan
D Attendance D Progress Notes D Discharge Summary
[ ] Medical History [ ] Medication [ ] Laboratory Results
[_] Diagnosis [ ] ]
[ ] (Optional) For the following dates of treatment: to

(OR)

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

PURPOSE OF DISCLOSURE

The specific purpose of this disclosure:

REVOCATION / EXPIRATION

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

Page 1 of 2
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mh HEALTH
SYSTEMS

MEMNTAI
AUTHORIZATION FOR RELEASE OF
PROTECTED HEALTH INFORMATION (PHI)

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

MY RIGHTS

Regarding My Mental Health Treatment Information:

| may refuse to sign this authorization. My refusal to sign will not affect my ability to get
treatment or affect my eligibility for benefits.

| have the right to receive a copy of this authorization.

To the extent permitted by law, | may inspect or obtain a copy of the health information
that | am being asked to allow the use or disclosure.

| understand the information authorized to release can be re-disclosed by the person or
entity | designated to receive the information. | understand MHS cannot prevent my
information released by this authorization from being re-released by whoever received it.
| understand in some cases California (CA) law does not prohibit the re-release of my
information and my information may no longer be protected by federal confidentiality law.
| understand CA law prohibits whoever received my health information from making
additional disclosures until authorization is obtained from me or unless such disclosure is
specifically required or permitted by law.

SIGNATURES

| have read, and | understand the terms of this authorization, had the opportunity to ask

guestions, and | hereby, knowingly and voluntarily, authorize the MHS program listed to use or

disclose my health information in the manner described above for the purpose outlined.

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

Legal Representative of Client Signature Signature Date

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

Name and Relationship to Client

[ ] Authorization revoked in writing:

Date Revoked Reason for Revoking

Page 2 of 2
Revised 4/19/2021 v4.1




