	Pathways Center Application

	Today’s Date:    /    /     
	MHID:      

	Payment for services according to your ability to pay is expected. The state purchases services for individuals who have been determined to meet the Core Customer eligibility requirements and who are unable to pay the maximum rate for services. However the state funds are very limited and can only be used for those with no other means to pay for services. You can arrange for payment for services through your health insurance policy, Medicaid, Medicare, or through self-payment. You must complete this application to determine the most appropriate payment amount for your current situation. You must provide proof of income by providing a copy of a recent pay stubs or your most recent tax return. If you have health insurance, you must provide a copy of proof of insurance including the group number and policy number. You will be responsible for any co-payment required by the insurance policy. Until this information is provided the organization will bill you at 100% of the State approved charges for the services you receive.

Payment for services is expected.

To apply for mental health or addictive disease services paid in full or in part by the state or to determine your fee for services, you or your guardian must complete this form. The organization has 30 days from the day you give them this signed application to act on it. If you cannot understand or complete any portion of this application or cannot adequately communicate with staff, due to a disability or difficulty in speaking, writing or understanding English, you or your representative should notify staff and assistance will be provided free of charge. This application will be considered without regard to race, color, sex, age, handicap, religion, national origin, or political belief. Please answer these questions completely and accurately. Failure to provide accurate information may result in you being charged the full charge or in the denial of services.

	Can individual read?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	Can individual write?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Lawful Presence Code:      

	 Name 
	Last:      
	First:      
	Middle:     
	Maiden/Alias:     

	 Address
	     
	City:     
	State:   
	Zip:      
	County:        

	                    Ok to contact by Mail?     FORMCHECKBOX 

	
	
	
	

	 Marital Status
	 FORMCHECKBOX 
 Single
	 FORMCHECKBOX 
 Married
	 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Separated
	 FORMCHECKBOX 
 Widowed

	SSN#      
	Birthday:     
	Age:      
	 Gender:      FORMCHECKBOX 
 Male   
	 FORMCHECKBOX 
 Female

	(       )        —      
	(       )        —      
	(       )        —      

	Home Phone: Ok to Contact?   FORMCHECKBOX 

	Pager/Cell Phone: Ok to Contact?  FORMCHECKBOX 

	Work/Other Phone: Ok to Contact?   FORMCHECKBOX 


	County Where Services Are Provided 
	
	
	

	 FORMCHECKBOX 
 Carroll
	 FORMCHECKBOX 
 Butts
	 FORMCHECKBOX 
 Lamar
	 FORMCHECKBOX 
 Pike
	 FORMCHECKBOX 
 Troup

	 FORMCHECKBOX 
 Coweta
	 FORMCHECKBOX 
 Heard
	 FORMCHECKBOX 
 Meriwether
	 FORMCHECKBOX 
 Spalding
	 FORMCHECKBOX 
 Upson

	Race
	 FORMCHECKBOX 
 American Indian/ Alaskan Native
	 FORMCHECKBOX 
 Native Hawaiian or Pacific Islander

	
	 FORMCHECKBOX 
 Black/African American
	 FORMCHECKBOX 
 Asian
	 FORMCHECKBOX 
 White/Caucasian 

	
	 FORMCHECKBOX 
 Multiracial/ Multiethnic
	 FORMCHECKBOX 
 Other Single Race
	 FORMCHECKBOX 
 Unknown 

	Ethnicity
	Hispanic/Latino Origin?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   

	English Proficiency 
	 FORMCHECKBOX 
   Proficient 
	 FORMCHECKBOX 
 Limited – Spanish 
     Primary Language 
	 FORMCHECKBOX 
 Limited – Other 
     Primary Language

	Communication 
	 FORMCHECKBOX 
 No Impairment Noted
	 FORMCHECKBOX 
 American Sign Language
	 FORMCHECKBOX 
 Single Words/Gestures

	
	Is there a need for 
Assistive technology?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Utilizes Own Language Technology


	Highest Grade Completed (Check One)
	 FORMCHECKBOX 
 Pre-Kindergarten
	 FORMCHECKBOX 
 K
	 FORMCHECKBOX 
 1st 
	 FORMCHECKBOX 
 2nd 
	 FORMCHECKBOX 
 3rd 
	 FORMCHECKBOX 
 4th 
	 FORMCHECKBOX 
 5th 
	 FORMCHECKBOX 
 6th 

	
	 FORMCHECKBOX 
7th 
	 FORMCHECKBOX 
8th 
	 FORMCHECKBOX 
9th 
	 FORMCHECKBOX 
  10th
	 FORMCHECKBOX 
 11th 
	 FORMCHECKBOX 
 12th 
	 FORMCHECKBOX 
 GED
	 FORMCHECKBOX 
 Tech School

	
	 FORMCHECKBOX 
 Some College
	 FORMCHECKBOX 
 College
	 FORMCHECKBOX 
 Graduate School
	 FORMCHECKBOX 
 Other:      

	Special Population

(Check all that apply)
	 FORMCHECKBOX 
 Vision Impairment
	 FORMCHECKBOX 
 Pregnant
	 FORMCHECKBOX 
 SSI/ Disabled
	 FORMCHECKBOX 
 HIV+

	
	 FORMCHECKBOX 
 Hearing Impairment
	 FORMCHECKBOX 
 Veteran
	 FORMCHECKBOX 
 IV Drug User
	 FORMCHECKBOX 
 None

	Referral Source
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 School
	 FORMCHECKBOX 
 General Hospital 
	 FORMCHECKBOX 
 State Hospital
	 FORMCHECKBOX 
 Criminal Court
	 FORMCHECKBOX 
 Access/Crisis Line 

	
	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 DFCS
	 FORMCHECKBOX 
 Physician
	 FORMCHECKBOX 
 Law Enforcement
	 FORMCHECKBOX 
 Juvenile Justice
	 FORMCHECKBOX 
 Clergy
	 FORMCHECKBOX 
 Other

	Employment
	 FORMCHECKBOX 
 Retired
	 FORMCHECKBOX 
 TANF
	 FORMCHECKBOX 
 SSI
	 FORMCHECKBOX 
 Social Security
	 FORMCHECKBOX 
 Student
	 FORMCHECKBOX 
 Other:
	     

	
	 FORMCHECKBOX 
 Incarcerated, If Yes, City/County:
	     

	
	 FORMCHECKBOX 
 Unemployed, 
If Yes, Last Employer Name:
	     
	Last Date Employed:
	   /    /     

	
	 FORMCHECKBOX 
 Employed; Employer Name:
	     

	Legal Guardian Contact Name

	Last:      
	First:      
	Middle:      
	Maiden/Alias:      

	Legal Guardian Contact Address

	     
	City:      
	State:   
	Zip:   
	County:      

	(       )        —      
	(       )        —      
	     

	LG Contact Home Phone
	LG Contact Work/Other Phone
	Relationship to Individual 

	Emergency Contact Name

	Last:      
	First:      
	Middle:      
	Maiden/Alias:      

	Emergency Contact Address

	     
	City:      
	State:   
	Zip:   
	County:      

	(       )        —      
	(       )        —      
	     

	ER Contact Home Phone
	ER Contact Work/Other Phone
	Relationship to Individual 


	Shaded area to be completed by Pathways Center Staff 

	DD Only
	Most In Need Designation
	 FORMCHECKBOX 
 1: MIN, Admitted
	 FORMCHECKBOX 
 2: MIN, Evaluated Only

	
	
	 FORMCHECKBOX 
 3: Not MIN, Admitted
	 FORMCHECKBOX 
 3: Not MIN, Evaluated Only

	Coverage
	 FORMCHECKBOX 
Medicaid #    
	     
	 FORMCHECKBOX 
Medicare # 
	     
	 FORMCHECKBOX 
Peach care #
	     

	
	 FORMCHECKBOX 
 Insurance Name 
	     
	Group #
	     
	Policy #
	     

	
	
	Pre-Cert Required?
	 FORMCHECKBOX 
 Y
	 FORMCHECKBOX 
 N
	Verification of Coverage Complete?
	 FORMCHECKBOX 
 Y
	 FORMCHECKBOX 
 N

	
	 FORMCHECKBOX 
 Co-Insurance Name 
	     
	Group #
	     
	Policy #
	     

	
	
	Pre-Cert Required?
	 FORMCHECKBOX 
 Y
	 FORMCHECKBOX 
 N
	Verification of Coverage Complete?
	 FORMCHECKBOX 
 Y
	 FORMCHECKBOX 
 N

	
	 FORMCHECKBOX 
 Only if Unemployed: 
Name of insurance covered by at previous employer:
	     

	
	Group #
	
	Policy #
	     

	
	 FORMCHECKBOX 
 Other: 
	     

	
	 FORMCHECKBOX 
 Self pay, verified by:

(Check all that apply)
	 FORMCHECKBOX 
W2 form 
	 FORMCHECKBOX 
Pay Stub
	 FORMCHECKBOX 
SSI determination
	 FORMCHECKBOX 
Other:     

	Income (Combined Family/Guardian)

	Are you claimed as a dependent on someone’s Federal or state Income Taxes?
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	 If YES, what is the relationship? 
	 FORMCHECKBOX 
 Parent
	 FORMCHECKBOX 
 Other Relative
	 FORMCHECKBOX 
 Legal Guardian
	 FORMCHECKBOX 
 Other

	If YES to above, the following questions apply to the household income. 

If the answer to the above is NO then report only the income earned by consumer.

	
	Initial
	Update: Csr Initials____
	Update: Csr Initials____
	Update: Csr Initials____

	
	Date: /  /
	Date:    /    /     
	Date:    /    /     
	Date:    /    /     

	Gross Monthly Income (before tax and other deductions)

	Source
	Amount
	Amount
	Amount
	Amount

	Individual Gross Wages
	$      .      
	$      .      
	$      .      
	$      .      

	Spouse Gross Wages
	$      .      
	$      .      
	$      .      
	$      .      

	Legal Guardian 1 Gross Wages

(18yrs of age or younger as a dependent on income tax)
	$      .      
	$      .      
	$      .      
	$      .      

	Legal Guardian 2 Gross Wages

(18yrs of age or younger as a dependent on income tax)
	$      .      
	$      .      
	$      .      
	$      .      

	SSI
	$      .      
	$      .      
	$      .      
	$      .      

	TANF
	$      .      
	$      .      
	$      .      
	$      .      

	V.A.
	$      .      
	$      .      
	$      .      
	$      .      

	Child Support
	$      .      
	$      .      
	$      .      
	$      .      

	Alimony
	$      .      
	$      .      
	$      .      
	$      .      

	Social Security
	$      .      
	$      .      
	$      .      
	$      .      

	Retirement/Pension Payments
	$      .      
	$      .      
	$      .      
	$      .      

	Trust Fund Payments
	$      .      
	$      .      
	$      .      
	$      .      

	Other regularly scheduled payments
	$      .      
	$      .      
	$      .      
	$      .      

	TOTAL MONTHLY INCOME
	$      .      
	$      .      
	$      .      
	$      .      


	Allowable Monthly Deductions 

	Court Ordered Obligations paid monthly 
	
	
	
	

	· Alimony
	$      .      
	$      .      
	$      .      
	$      .      

	· Child Support
	$      .      
	$      .      
	$      .      
	$      .      

	Monthly Child Care payments necessary to work
	$      .      
	$      .      
	$      .      
	$      .      

	Monthly non-court ordered Child Support Payments
	$      .      
	$      .      
	$      .      
	$      .      

	Monthly Medical Expenses in excess of 5% of Gross Income
	$      .      
	$      .      
	$      .      
	$      .      

	TOTAL ALLOWABLE DEDUCTIONS
	$      .      
	$      .      
	$      .      
	$      .      

	Adjusted Monthly Income

(Total Monthly Income Minus Total Allowable Deductions) 
	$      .      
	$      .      
	$      .      
	$      .      

	Number of 
Family Members, including self
	     
	     
	     
	     

	Based on this information and the fee scale, the determined charge(s) for services are listed below: 

	Service
	Individual Fee Amount Per Established Period

	
	Initial
	Update: Csr Initials____
	Update: Csr Initials____
	Update: Csr Initials____

	
	Date:    /    /     
	Date:    /    /     
	Date:    /    /     
	Date:    /    /     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


· I affirm that the statements above are true and accurately reflect my current financial circumstances

· I understand that I am responsible for services provided to my dependents or myself

· I understand that the organization may ask me for additional information to assist in making a final determination of my ability to pay.

· I further understand that the organization may verify the information provided and give my consent for the verification by signing this application

· I understand that my final status will be reviewed annually or as circumstances changes.

· I also understand that I have the option to review the decision by following the review process. 

Signature of Individual or Legal Representative




Date

Signature of Pathway’s Financial Representative




Date
Pathways Center

Client Rights and Responsibilities

	As a individual receiving services at Pathways Center, you have the following rights:
· The right to reasonable access to care, treatment and services regardless of race, spiritual beliefs, gender, sexual orientation, ethnicity, age, social economic status, language or disability.

· The right to personal dignity.

· The right to care, treatment, and services that is considerate and respectful of the personal values and beliefs of the individual served.

· The right to be informed of the program rules.

· The right to informed participation in decisions regarding care, treatment, and services.

· The right to participate in care, and service planning in keeping with the wishes of the individual served and the right to information important in a timely manner to help in decision making. 

· This right is applied to children and youth as appropriate to their age, maturity and clinical condition and the right of the family of individuals served, with the client’s consent to participate in such planning. (Psychiatric Advance Directives, Living Will, or Durable Power of Attorney for Healthcare)

· The right to individualized care, treatment, and services, including that is responsive to each individuals unique characteristics, strengths, needs, abilities and preferences including:

· Adequate and humane services regardless of the sources of financial support;

· Provision of services within the least restrictive environment possible;

· An Individualized Recovery/Resiliency Plan or Treatment Plan;

· Periodic review of the individualized treatment plan;

· An adequate number of competent qualified and experienced staff to supervise and carry out the individualized service plan.

· The right to participate in the consideration of ethical issues that arise in the provision of care, treatment and services, including:

· Resolving conflict including an investigation of alleged infringements of rights and resolution;

· Participating in investigational studies or clinical trials, including adherence to all guidelines and ethics.

· The right to personal privacy and confidentiality of protected health information under the Health

Insurance Portability and Accessibility Act (HIPAA) that include:

· The right to receive Notice of Privacy Practices;

· The right to access clinical records;

· The right to request amendment to clinical records;

· The right to request restriction on communications;

· The right to request confidential communications;

· The right to accounting of disclosures;

· The right to file a complaint.

· The right to designate an agent to assist in decision making if the individual served is incapable of understanding proposed care, treatment, and services or is unable to communicate his or her wishes regarding treatment, care and services.

(Psychiatric Advance Directives)

· The right of individuals served and their families to be informed of their rights in a language that they understand. The right to refuse medication or care, treatment, and services to the extent permitted by law.

· The right to be free of neglect, verbal abuse, physical abuse, sexual abuse, psychological abuse, financial or other exploitation, humiliation, retaliation, corporal punishment, fear, and /or denial of nutritionally adequate care and basic needs such as clothing, shelter, rest of sleep.

· The right to see the licensing report completed by the Department of Human Services.

· The right to the methods used to obtain authorization for services.

· The right to access referral or legal entities and to access self help and advocacy and support services.

· The right to file a complaint and appeal either through Pathways or directly to DBHDD.  Pathways encourages individuals to utilize the Pathways Complaint and Appeal process to resolve issues.

As an individual receiving services at Pathways Center, you have the following Responsibilities:

· Give us all the facts about the problems you want help with and bring a list of all other doctors providing care for you and tell us about any other problems you are getting treatment for.

· Follow your person-centered plan once you have agreed to it.

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

· If you receive medicine from us, bring in your medicine bottles and all others you have from other doctors.

· 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 finances.

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

· Treat staff and other consumers with respect and consideration.

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

· Let us know when you have a suggestion, comment or complaint so we can help you find an answer to the problem.

· Respect the confidentiality and privacy of other consumers.

· Be very involved in developing and reviewing your person-centered plan.

· Ask for information about your problems.

· Talk to your case manager, counselor or doctor and others on your planning team often about your needs, preferences and goals and how you think you are doing at meeting your goals.

If you have a complaint, feel that your rights have been violated, or have questions, you may contact one of the people listed below and/or posted in each building:



	

	
	
	

	Client Name
	Client Signature
	Date

	
	
	

	Guardian Name
	Guardian Signature
	Date

	
	
	

	Witness Name
	Witness Signature
	Date

	

	Craig Dunn
Kay Hill
Sammy Foster
Chatele Chester
DBHDD Office of External Affairs
244 Odell Road, Suite 6
120 A Gordon Commercial  Dr.
756 Woodbury Rd
122 C Gordon Commercial Dr. 
Phone:  404-657-5964

Griffin, GA 30224
Lagrange, Ga 30240
Greenville, GA 3022
Lagrange, GA
Fax:  770-408-5439
Phone:  770-223-3407
Phone:  706-845-4045
Phone:  706-672-1118
Phone:  706-845-4045
Email:  DBHDDconstituentservices@dhr.state.ga.us

Fax:  770-229-3465
Fax:  706-845-4341
Fax:  706-672-1918
Fax:  706-845-4367
or

Email:  Cdunn@pathwayscsb.org
Email:  khill@pathwayscsb.org
Email:  Sfoster@pathwayscsb.org
Email:  CChester@pathwayscsb.org
http://dbhdd.georgia.gov
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NOTICE OF PRIVACY PRACTICES

Pathways Center for Behavioral and Developmental Growth

122 C Gordon Commercial Drive

LaGrange, Ga. 30240

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

If you have any questions about this Privacy Notice, please contact our Privacy officer at 706-845-4045.

I. Introduction

This Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment, payment or health care operations and for other purposes that are permitted or required by law. This Notice also describes your rights regarding health information we maintain about you and a brief description of how you may exercise these rights. This Notice further states the obligations we have to protect your health information. “Protected Health Information” means health information (including identifying information about you) we have collected from you or received from your health care providers, health plans, your employer or a health care clearinghouse. It may include information about your past, present or future physical or mental health or condition, the provision of your health care, and payment for your health care services.  We are required by law to maintain the privacy of your health information and to provide you with this notice of our legal duties and privacy practices with respect to your health information. We are also required to comply with the terms of our current Notice of Privacy Practices.

II. How We Will Use and Disclose Your Health Information

We will use and disclose your health information as described in each category listed below. For each category, we will explain what we mean in general, but not describe all specific uses or disclosures of health information.

A. Uses and Disclosures for Treatment, Payment and Operations

1. For Treatment. We will use and disclosure your health information without your authorization to provide your health care and any related services. We will also use and disclose your health information to coordinate and manage your health care and related services. For example, we may need to disclose information to a case manager who is responsible for coordinating your care.  We may also disclose your health information among our clinicians and other staff (including clinicians other than your counselor or principal clinician), who work at Pathways Center. For example, our staff may discuss your care at a case staffing.  In addition, we may disclose your health information without your authorization to another health care provider (e.g., your primary care physician or a laboratory) working outside of Pathways Center for purposes of your treatment.

2. For Payment. We may use or disclose your health information without your authorization so that the treatment and services you receive are billed to, and payment is collected from, your health plan or other third party payer. By way of example, we may disclose your health information to permit your health plan to take certain actions before your health plan approves or pays for your services. These actions may include:

a. making a determination of eligibility or coverage for health insurance;

b. reviewing your services to determine if they were medically necessary;

c. reviewing your services to determine if they were appropriately authorized or certified in advance of your care; or

d. reviewing your services for purposes of utilization review, to ensure the appropriateness of your are, or to justify the charges for your care. (For example, your health plan may ask us to share your health information in order to determine if the plan will approve additional visits to your therapist.)

We may also disclose your health information to another health care provider so that provider can bill you for services they provided to you, for example, an ambulance service that transported you to the hospital.

3. For Health Care Operations. We may use and disclose health information about you without your authorization for our health care operations. These uses and disclosures are necessary to run our organization and make sure that our consumers receive quality care. These activities may include, by way of example, quality assessment and improvement, reviewing the performance or qualifications of our staff, training student interns, licensing, accreditation, business planning and development, and general administrative activities. We may combine health information of many of our consumers to decide what additional services we should offer, what services are no longer needed, and whether certain treatments are effective.  We may also provide your health information to other health care providers or to your health plan to assist them in performing certain of their own health care operations. We will do so only if you have or have had a relationship with the other provider or health plan. For example, we may provide information about you to your health plan to assist them in their quality assurance activities.  We may also use and disclose your health information to contact you to remind you of your appointment.  Finally, we may use and disclose your health information to inform you about possible treatment options or alternatives that may be of interest to you.

4. Health-Related Benefits and Services. We may use and disclose health information to tell you about health-related benefits or services that may be of interest to you. If you do not want us to provide you with information about health-related benefits or services, you must notify the Privacy Officer in writing at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240. Please state clearly that you do not want to receive materials about health-related benefits or services.

5. Fundraising Activities. We may use or disclose health information about you to contact you about raising money for our programs, services and operations. If you do not want us to contact you for fundraising purposes, you must notify the Privacy Officer in writing at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240. Please state clearly that you do not want to receive any fundraising solicitations from us.

B. Uses and Disclosures That May be Made Without Your Authorization, But For Which You Will Have an Opportunity to Object.

Persons Involved in Your Care. We may provide health information about you to someone who helps pay for your care. We may use or disclose your health information to notify or assist in notifying a family member, personal representative or any other person that is responsible for your care of your location, general condition or death. We may also use or disclose your health information to an entity assisting in disaster relief efforts and to coordinate uses and disclosures for this purpose to family or other individuals involved in your health care.  In limited circumstances, we may disclose health information about you to a friend or family member who is involved in your care. If you are physically present and have the capacity to make health care decisions, your health information may only be disclosed with your agreement to persons you designate to be involved in your care. But, if you are in an emergency situation, we may disclose your health information to a spouse, a family member, or a friend so that such person may assist in your care. In this case we will determine whether the disclosure is in your best interest and, if so, only disclose information that is directly relevant to participation in your care.  And, if you are not in an emergency situation but are unable to make health care decisions, we will disclose your health information to:

· a person designated to participate in your care in accordance with an advance directive validly executed under state law,

· your guardian or other fiduciary if one has been appointed by a court, or

· if applicable, the state agency responsible for consenting to your care.

C. Uses and Disclosures That May be Made Without Your Authorization or Opportunity to Object.

1. Emergencies. We may use and disclose your health information in an emergency treatment situation. By way of example, we may provide your health information to a paramedic who is transporting you in an ambulance. If a clinician is required by law to treat you and your treating clinician has attempted to obtain your authorization but is unable to do so, the treating clinician may nevertheless use or disclose your health information to treat you.

2. Research. We may disclose your health information to researchers when their research has been approved by an Institutional Review Board or a similar privacy board that has reviewed the research proposal and established protocols to protect the privacy of your health information.

3. As Required By Law. We will disclose health information about you when required to do so by federal, state or local law.

4. To Avert a Serious Threat to Health or Safety. We may use and disclose health information about you when necessary to prevent a serious and imminent threat to your health or safety or to the health or safety of the public or another person. Under these circumstances, we will only disclose health information to someone who is able to help prevent or lessen the threat.

5. Organ and Tissue Donation. If you are an organ donor, we may release your health information to an organ procurement organization or to an entity that conducts organ, eye or tissue transplantation, or serves as an organ donation bank, as necessary to facilitate organ, eye or tissue donation and transplantation.

6. Public Health Activities. We may disclose health information about you as necessary for public health activities including, by way of example, disclosures to:

· report to public health authorities for the purpose of preventing or controlling disease, injury or disability;

· report vital events such as birth or death;

· conduct public health surveillance or investigations;

· report child abuse or neglect;

· report certain events to the Food and Drug Administration (FDA) or to a person subject to the jurisdiction of the FDA including information about defective products or problems with medications;

· notify consumers about FDA-initiated product recalls;

· notify a person who may have been exposed to a communicable disease or who is at risk of contracting or spreading a disease or condition;

· notify the appropriate government agency if we believe you have been a victim of abuse, neglect or domestic violence.  We will only notify an agency if we obtain your agreement or if we are required or authorized by law to report such abuse, neglect or domestic violence.

7. Health Oversight Activities. We may disclose health information about you to a health oversight agency for activities authorized by law. Oversight agencies include government agencies that oversee the health care system, government benefit programs such as Medicare or Medicaid, other government programs regulating health care, and civil rights laws.

8. Disclosures in Legal Proceedings. We may disclose health information about you to a court or administrative agency when a judge or administrative agency orders us to do so. We also may disclose health information about you in legal proceedings without your permission or without a judge or administrative agency’s order when we receive a subpoena for your health information. We will not provide this information in response to a subpoena without your authorization if the request is for records of a federally-assisted substance abuse program.

9. Law Enforcement Activities. We may disclose health information to a law enforcement official for law enforcement purposes when:

· a court order, subpoena, warrant, summons or similar process requires us to do so; or

· the information is needed to identify or locate a suspect, fugitive, material witness or missing person; or

· we report a death that we believe may be the result of criminal conduct; or

· we report criminal conduct occurring on the premises of our facility; or

· we determine that the law enforcement purpose is to respond to a threat of an imminently dangerous activity by you against yourself or another person; or

· the disclosure is otherwise required by law.

· We may also disclose health information about a consumer who is a victim of a crime, without a court order or without being required to do so by law. However, we will do so only if the disclosure has been requested by a law enforcement official and the victim agrees to the disclosure or, in the case of the victim’s incapacity, the following occurs:

· the law enforcement official represents to us that (i) the victim is not the subject of the investigation and (ii) an immediate law enforcement activity to meet a serious danger to the victim or others depends upon the disclosure; and we determine that the disclosure is in the victim’s best interest.

10. Medical Examiners or Funeral Directors. We may provide health information about our consumers to a medical examiner. Medical examiners are appointed by law to assist in identifying deceased persons and to determine the cause of death in certain circumstances. We may also disclose health information about our consumers to funeral directors as necessary to carry out their duties.

11. Military and Veterans. If you a member of the armed forces, we may disclose your health information as required by military command authorities. We may also disclose your health information for the purpose of determining your eligibility for benefits provided by the Department of Veterans Affairs. Finally, if you are a member of a foreign military service, we may disclose your health information to that foreign military authority.

12. National Security and Protective Services for the President and Others. We may disclose medical information about you to authorized federal officials for intelligence, counter-intelligence, and other national security activities authorized by law. We may also disclose health information about you to authorized federal officials so they may provide protection to the President, other authorized persons or foreign heads of state or so they may conduct special investigations.

13. Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may disclose health information about you to the correctional institution or law enforcement official.

14. Workers’ Compensation. We may disclose health information about you to comply with the state’s Workers’ Compensation Law.

III. Uses and Disclosures of Your Health Information with Your Permission.

Uses and disclosures not described in Section II of this Notice of Privacy Practices will generally only be made with your written permission, called an “authorization.” You have the right to revoke an authorization at any time. If you revoke your authorization we will not make any further uses or disclosures of your health information under that authorization, unless we have already taken an action relying upon the uses or disclosures you have previously authorized.

IV. Your Rights Regarding Your Health Information.

A. Right to Inspect and Copy.  

· You have the right to request an opportunity to inspect or obtain a copy of your protected health information used to make decisions about your care – whether they are decisions about your treatment or payment of your care. Usually, this would include clinical and billing records.   Psychotherapy notes, information compiled in reasonable anticipation of, or for use in, a civil, criminal, or administrative action or proceeding, or that which is subject to a federal or state law prohibiting access may not be inspected. 

· You have the right to request that Pathways Center transmit a copy of your protected health information directly to another person.  

· You have the right to specify the desired format in which you would like to access your protected health information.  If your protected health information is not readily producible in such form or format, a readable hard copy form or such other format agreed upon between you and Pathways Center will be provided.

You must submit your request in writing to our Privacy Officer at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240. If this request is to have your protected health information sent to another person, the written request must specify the designated person to receive the information and the location to which the information should be sent.  If you request a copy of the information, we may charge a fee for the cost of copying, mailing and supplies associated with your request.  We may deny your request to inspect or copy your health information in certain limited circumstances. In some cases, you will have the right to have the denial reviewed by a licensed health care professional not directly involved in the original decision to deny access. We will inform you in writing if the denial of your request may be reviewed. Once the review is completed, we will honor the decision made by the licensed health care professional reviewer.

B. Right to Amend.  For as long as we keep records about you, you have the right to request us to amend any health information used to make decisions about your care – whether they are decisions about your treatment or payment of your care. Usually, this would include clinical and billing records.. To request an amendment, you must submit a written document to our Privacy Officer at 122 Gordon Commercial Drive, LaGrange, Ga. 30240 and tell us why you believe the information is incorrect or inaccurate.  We may deny your request for an amendment if it is not in writing or does not include a reason to support the request. We may also deny your request if you ask us to amend health information that:

· was not created by us, unless the person or entity that created the health information is no longer available to make the amendment;

· is not part of the health information we maintain to make decisions about your care;

· is not part of the health information that you would be permitted to inspect or copy; or

· is accurate and complete.

If we deny your request to amend, we will send you a written notice of the denial stating the basis for the denial and offering you the opportunity to provide a written statement disagreeing with the denial. If you do not wish to prepare a written statement of disagreement, you may ask that the requested amendment and our denial be attached to all future disclosures of the health information that is the subject of your request.  If you choose to submit a written statement of disagreement, we have the right to prepare a written rebuttal to your statement of disagreement. In this case, we will attach the written request and the rebuttal (as well as the original request and denial) to all future disclosures of the health information that is the subject of your request.

C. Right to an Accounting of Disclosures.  You have the right to request that we provide you with an accounting of disclosures we have made of your health information. An accounting is a list of disclosures. But this list will not include certain disclosures of your health information, by way of example, those we have made for purposes of treatment, payment, and health care operations.  To request an accounting of disclosures, you must submit your request in writing to the Privacy Officer at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240. For your convenience, you may submit your request on a form called a “Request for Accounting,” which you may obtain from our Privacy Officer. The request should state the time period for which you wish to receive an accounting. This time period should not be longer than six years and not include dates before April 14, 2003.  The first accounting you request within a twelve month period will be free. For additional requests during the same 12 month period, we will charge you for the costs of providing the accounting. We will notify you of the amount we will charge and you may choose to withdraw or modify your request before we incur any costs.

D. Right to Request Restrictions.  You have the right to request a restriction on the health information we use or disclose about you for treatment, payment or health care operations. This includes honoring your requests to restrict the disclosure of your protected health information to a health plan if the disclosure is for the purpose of carrying out payment or health care operations that is not otherwise required by law and the protected health information pertains solely to a service for which you or a person other than the health plan has paid Pathways Center in full.  To request a restriction, you must request the restriction in writing addressed to the Privacy Officer at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240. The Privacy Officer will ask you to sign a request for restriction form, which you should complete and return to the Privacy Officer. We are not required to agree to a restriction that you may request. If we do agree, we will honor your request unless the restricted health information is needed to provide you with emergency treatment.

E. Right to Request Confidential Communications.  You have the right to request that we communicate with you about your health care only in a certain location or through a certain method. For example, you may request that we contact you only at work or by e-mail.  To request such a confidential communication, you must make your request in writing to the Privacy Officer at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240. We will accommodate all reasonable requests. You do not need to give us a reason for the request; but your request must specify how or where you wish to be contacted.

F. Right to a Paper Copy of this Notice. You have the right to obtain a paper copy of this Notice of Privacy Practices at any time. Even if you have agreed to receive this Notice of Privacy Practices electronically, you may still obtain a paper copy. To obtain a paper copy, contact our Privacy Officer at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240.

V. Confidentiality of Substance Abuse Records

For individuals who have received treatment, diagnosis or referral for treatment from our drug or alcohol programs, the confidentiality of drug or alcohol abuse records is protected by federal law and regulations. As a general rule, we may not tell a person outside the programs that you attend any of these programs, or disclose any information identifying you as an alcohol or drug abuser, unless:

· you authorize the disclosure in writing; or

· the disclosure is permitted by a court order; or

· the disclosure is made to medical personnel in a medical emergency or to qualified personnel for research, audit or program evaluation purposes; or

· you threaten to commit a crime either at the drug abuse or alcohol program or against any person who works for our drug abuse or alcohol programs.

A violation by us of the federal law and regulations governing drug or alcohol abuse is a crime. Suspected violations may be reported to the Unites States Attorney in the district where the violation occurs.  Federal law and regulations governing confidentiality of drug or alcohol abuse permit us to report suspected child abuse or neglect under state law to appropriate state or local authorities.  Please see 42 U.S.C. § 290dd-2 for federal law and 42 C.F.R., Part 2 for federal regulations governing confidentiality of alcohol and drug abuse patient records.

VI. Complaints

If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of the U.S. Department of Health and Human Services. To file a complaint with us, contact our privacy officer at 122 C Gordon Commercial Drive, LaGrange, Ga. 30240 (706-845-4045). All complaints must be submitted in writing.

Our Privacy Officer will assist you with writing your complaint if you request such assistance. We will not retaliate against you for filing a complaint.
VII. Changes to this Notice

We reserve the right to change the terms of our Notice of Privacy Practices. We also reserve the right to make the revised or changed Notice of Privacy Practices effective for all health information we already have about you as well as any health information we receive in the future. We will post a copy of the current Notice of Privacy Practices at our main office and at each site where we provide care. You may also obtain a copy of the current Notice of Privacy Practices by accessing our website at www.pathwayscsb.org or by calling us at 706-845-4045 and requesting that a copy be sent to you in the mail or by asking for one any time you are at our offices.
____________________________________________________________________________________________________________________



Individual’s Signature





Date

____________________________________________________________________________________________________________________


       Pathways Representative’s Signature




Date
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Office of the Disability Services Ombudsman 

________________________________________________________________________________________
Nathan Deal                                                                                                                                                              Corinna Magelund Governor                                                                                                                                 Ombudsman and Olmstead Coordinator 
How to File a Disability Services Complaint
This procedure complies with Georgia Code that requires the disability services ombudsman to distribute a written notice describing the procedure to follow in making a complaint.   

· Service providers shall give this notice to each individual with a disability who receives disability services from such services provider and the consumer's guardian, parent of a minor consumer, or health care agent, if any, upon first providing such disability services. 

· The administrator or person in charge of such services provider shall also post this notice in conspicuous public places in the facility, premises, or property in which disability services are provided. 

· When appropriate, this notice shall be provided to the parent of a minor with a disability, the individual with disability’s guardian, or the health care agent of the individual with disability if the health care agent is authorized to make such a decision and the individual with disability is unable to do so, 

The Disability Services Ombudsman is responsible for investigating and making reports and recommendations concerning any act or failure to act by any services provider with respect to the safety, well-being, and rights of individuals with disabilities. 

If you feel that you have been discriminated against, your safety and/or well-being are at risk, or your rights have been violated, contact the Disability Services Ombudsman.  Please be prepared to provide the following information: 

· Your full name, address, and telephone number, and the name of the individual with disability. 

· The name of the individual, organization, institution, or business that the complaint is against. 

· A description of the act or acts, the date or dates, and the name or names of individuals who the complaint is against. 

· Other information you believe necessary to support your complaint. 

Sign and send your complaint to this address: 
              Office of the Disability Services Ombudsman 
              270 Washington Street Suite 
              8087 Atlanta, Georgia 30334
-—or— 

Call:  (404) 656-4261 

The Office of the Disability Services Ombudsman will consider and/or investigate your complaint and inform you of its action.  Each complaint will be determined to be resolved or unresolved.  ODSO will retain a record of all complaints.  Complaints will be summarized in the required biennial report.  Personal identifying information will not be included in the biennial report.  

Resolution of the complaint: 

a. Resolved:   If you and the ODSO staff jointly agree to a resolution of your complaint, the complaint will be closed.  The ODSO will retain a summary of the facts, a description how the complaint was resolved, the timeframe to resolve your complaint, and the date you agreed to the resolution of the complaint. 

b. Unresolved:   If you and the ODSO staff cannot agree to a resolution of your complaint, the case will be closed with comment.  The comment will include the summary of the facts, a description of why the complaint could not be resolved, the timeframe to resolve your complaint, and the date you were notified that the complaint was determined as unresolved.  

Questions regarding this procedure may be presented to the Office of Disability Services Ombudsman: (404) 656-4261. 
___________________________________________________________________________________________________________________________
Signature








                                  Date

Confidentiality Notice

Information relating to a complaint or related forms, including any attachments, are for the sole use of the staff in the Office of the Disability Services Ombudsman and may contain confidential and privileged information. Any unauthorized review, use, disclosure or distribution may be a violation of 45CFR, Part 160, and Subparts A and E of Part 164, The Privacy Rule (HIPAA) or other federal and/or state confidentiality laws. If you obtain any information regarding an ODSO action, please contact this office immediately (404-656-4261).

SERVICE CONSENTS AND ACKNOWLEDGEMENTS
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 I have reviewed, acknowledge, and consent to the following items:

	
	CONSENTING INFORMATION

	1
	Admission Authorization:  I consent to the screening process and/or evaluation process of Pathways Center to determine the most beneficial type and amount of services.  I consent to routine medical psychiatric habilitation, including diagnostic tests prescribed and/or provided during my treatment.

	2
	Agreement to Pay:  I understand that I must pay for services based on my ability to pay and other considerations including my eligibility for third party reimbursement.

	3
	Confidentiality:  I understand that record information is confidential and will only be disclosed in accordance with Federal and State Laws and Pathways Center policy.  I also understand that some information will be entered into a computer for the purposes of accountability by Pathways Center to the State of Georgia and the organization of records at Pathways Center.

	4
	Photograph Consent:  I authorize the staff of Pathways Center to make photographs for the purpose of identification.

	5
	Permission for Offsite Activities:  I agree to release Pathways Center from all liability and responsibility, including transportation liability, during off-site activities.

	6
	Acknowledgment of Abuse/Neglect Reporting Requirement:  I understand that all health and human service professionals are required by law to report issues of abuse or neglect to the appropriate authorities.

	7
	Emergency Care, Consent, and Contact Process:  In the event of a medical emergency, I understand that the staff will provide first aid.  If additional care at an emergency room, hospital, or other medical or dental facility is needed, appropriate transportation to the facility will be arranged.  If the parent/guardian/custodian (or designated emergency contact person) cannot be reached, a staff member may authorize the physician, dentist, or facility to provide emergency treatment.  Therefore, I will not hold Pathways Center liable for any emergency contact or procedure.  Furthermore, I agree to assume full responsibility for all incurred expenses.

	8
	Consent to Search:  I acknowledge that Pathways Center has the obligation to perform a search of individuals receiving services when there is a reasonable suspicion that there are illegal substances or dangerous weapons being concealed.  Intimate areas of the individual’s body will not be searched.

	9
	Nonviolent Crisis Intervention:  I understand that Pathways Center uses nonviolent crisis intervention according to the Crisis Prevention Institute, including a continuum of de-escalation techniques up to nonviolent physical crisis intervention, as an intervention of last resort in the event that an individual is deemed an imminent threat to him/herself or others.

	10
	Assignment of Right:  I hereby authorize Pathways Center to carry forward an appeal on my behalf, should they so choose, as permitted by law.  I understand that this does not obligate or require Pathways Center to carry forward any such appeal unless they so choose.


 I consent to the following individuals’ participation in my services:

	
	DATE
	NAME
	CONTACT INFORMATION
	WITHDRAW CONSENT

(Signature & Date)

	1.

	
	
	
	

	2.

	
	
	
	

	3.

	
	
	
	

	4.

	
	
	
	

	5.

	
	
	
	


These individuals may be contacted at any time regarding my services.  I am responsible for withdrawing my consent for each individual as necessary.

____________________________________________

____________________________________________


     Individual’s Signature / Date




Parent / Guardian Signature / Date

____________________________________________

____________________________________________

         Pathways Staff (Witness 1) Signature / Date

         Witness 2 (If Applicable) Signature / Date
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ORIENTATION TO SERVICES CHECKLIST

	ORIENTATION ACTIVITY
	STAFF INITIALS

	Clerical Checklist

	1. Completed and understand contents of application, including all financial obligations, fees and financial arrangements
	

	2. Copy of HIPAA Privacy Notice
	

	3. Copy of Code of Ethics
	

	4. Copy of grievance and appeal procedures
	

	5. Written statement of services, activities, expectations, hours of operations, after-hour services and requirements for follow-up
	

	6. Orientation to facility, including emergency exits and/or shelters, fire suppression equipment and first aid kits
	

	7. Policies regarding emergency safety interventions, smoking, legal/illegal drugs, and weapons
	

	8. Community Resource List
	

	Clinical Checklist

	9. Signed and understand Rights and Responsibilities, Grievance and Complaint Process, and Confidentiality Policy, including limitations to confidentiality
	

	10. Educated on advance directives in relation to mental health treatment
	

	11. Reviewed ways in which input is given regarding quality of care, achievement of outcomes and requirements for follow-up
	

	12. Given copy of program rules identifying any restrictions the program may place on persons served, behaviors and attitudes that may lead to loss of rights or privileges and means by which rights or privileges may be regained (including sanctions and/or incentives)
	

	13. Explained the organization’s services and activities in regards to expectations for consistent court appearances
	

	14. Identified the purpose, process and how the individual treatment plan will be developed with the input of the person served
	

	15. Given information on the transition, discharge (including administrative discharge) criteria and procedures
	

	16. Identified case coordinator’s name and role
	

	17. Reviewed and given copy of treatment goals, objectives and planned interventions
	


I certify that the orientation activities listed above have been reviewed and/or a copy has been provided for me on this date.

__________________________________________________________________________________



Individual’s Signature







   Date
__________________________________________________________________________________


Signature of Front Office Staff  /  Printed Name





   Date
__________________________________________________________________________________


Signature of Clinical Staff  /   Printed Name






   Date
�





�





�
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