Red Lake Chemical Health Programs
PO Box 114
Red Lake, MN 56671

Phone: (218) 679-3321 Fax: (218) 679-2727

Assessment Request Form

Date of Request: DOB:
Full Name:
Last First M.1

Address:

PO Box City State Zip Code
Address:

Physical
Home Phone: Cell Phone:
Work Phone: Message Phone:
Social Security #: Are You Employed: (Yes) (NO)
House Hold Size: Annual Income:

Are you an IV user: (YES) (NO) Are you pregnant? (# of weeks):

What is your method of use?:

Please select one: (Voluntary) (Court Ordered) (Involuntary Commitment)
Office Use
PMI #: (PMAP) (PrimeWest) (Blue Plus)

Other Insurance: Procentive Number:




0Box 114 Phone: (218) 6
ed Leke, MN 56671 FAX: (218)6

RED LAKE BAND OF CHIPPEWA INDIANS
RED LAKE CHEMICAL HEALTH PROGRAMS
RED LAKE, MINNESQOTA 56671
(218) 679-3392
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CLIENTS BILL OF RIGHTS

As a clisnt you have thess rights:
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Every client shall have the right to considerate and respectful care,

Evary client can reasonably expect to obtain from his/her counszlor of the facility complete and
current information concerning his diagnosis, treatment and prognosis in terms and 2 language
the client can reasonably bz expected to understand. In cases in which it is not medically
advisable to give the information to the client. The inf rmation may be available to th
appropriate person in his/her behalf,

Every client shall have the right to know by name and specialty, it any, the counszlor responsib|
for cogrdination of his/her care.

Every client shall have the right to every consideration of his/her privacy and individually as it
related to his /her social, religious, and psychological wellbzing.

Every client has a right to respectfulnzss and privacy as it relates to his/her treatmant program,
Case discussions, consultation, examination, and treatment are confidential and should be

conductad discreztly.
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. Every client shall have the right to obtain information as to any relationship of the facility to

other health care and relatad institutions; in so far his/her care is concerned.

Every client shall have the right to expact reasonable continuity of care that shalf include but not
be limited to what appointmant time counselors are available,

Every client shall be fully informed prior to or at the time of admission to the program, what
services are available in the facility and so relatad changes including any chargas for services not
cavered under Medicare, Medicaid or not coverad under the facilities basic rate.

Every client should be afforded the opportunity to participate in the planning of his/her
treatment and refuse to participats in experimenial rasearch.

No client shall be arbitrarily transferrad or dischargad but may be transferred or discharged only
for therapy reasons, for his/her or to her clients welfare, or for nonpayment for stay unless
prohibited by the welfare program paying for the care of the cliznt as documentad in the case
file. Reasonable advance notice of any transfer or dischargs must be given to 2 client prior to
transfer or discharge.

Every client may manage his/her personal financial affairs, or shall be given at least a quarterly
accounting of financial transactions on his/her behalf it he/she delegated this responsibility in
accordance with the laws of Minnesota to the facility for any period of tima.

(TURN PAGE OVER)
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himszlf/ herself or others
14, Every client should nd medical records

be assured confidential trzatment of his/her personal 2 a

a rrefuse their relzase to any individual outside facility EXCept as otherwise
provided by law or third party payment,

15. No client shall be required to perform szrvices for the facility that are not included for
therapeutic purposas in his/her plan of czre,

16. Every client may assaciate and cemmunicate privately with persons of his/her chaics,

17. Bvery client may mest with representativa in activiies of commercial, religions, and community
groups at his/her discretions provided howeaver that the activities shall not infringe up the right
of privacy of other cliznts,

18. Every client shall be fully informed prior to or at the time of admission and during his/her stay in
the program of the rights and responsivilities set forth in this section and o all rules governing
client conduct and responsibilities.
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4, Section 144,651 as amendzd; Complaints and/ar grisva
ights or to any other patient rights may be resolved within thi

*Cliznt Sighature £t

Red Lzke Chemical Health Program Staff Date
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POBox 114 Phone: (218) 679-3321
Red Lzke, MIN 5667 FAX: (218)679-2727

CLIENT TRANSPORTATION POLICY

Client attending outside treatment 2 cilities will only be transported by Red Lake
Chemical Health Programs to and from the facility, at the successful complation of
treatment. After being transported to outsids treatment the client must follow
that facility’s transportation policy.

Clients who leave a treatmant facility on their own, or who are asked to lzave,
must find their own transportation home. Red Lake Chemical Health Programs
will not transport clients who have not completed treatmant, Parents, guardians,
or referring agancies, i.e., Social Services, will be responsible for Juveniles.

| have read and agres with the Red Lake Chemical Haalth Programs transoportation
policy,
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“CLIENT'S SIGNATURE *DATE



CHERMICAL HEALTH PROGRAD

POBox 114 Phons: (218) 679-332
Red Lake, MIN 56571 FAX: (218)675-2727
MANDATED REPORTER POLICY
The Red Lake Chemical Healih Programs Rule
eI

25 Assessors are Mandatad
Reporters, which means th

ey are obligated by Tribal and Federal guidelines to
report the following;
1. Sexual, Physical and Emotional abuss, and neglect.
2. Ityou threaten to harm others, and
3.

In certain circumstances, If you are in danger of ha rming yourself.

| have discussed, read, and eg

ree with the Red Lake Chemical Health Program’s
Mandated Reporter Policy.
*CLIENT’S SIGNATURE *DATE

PARENT/GUARDIAN SIGNATURE

RULE 25 ASSESSOR SIGNATURE




PO Box 114 Phone: (218
ks, MIN 36671 FAX: (218
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CLIENT'S RIGHT TO APPEAL

A CLIENT HAS THE RIGHT TO A FAIR HEARING UNDER MINNESOTA STATUES,
SECTION 256.045, |F THE CLIENT:

A. Isdenizd an assessment under part 9430.6515

B. Isdenies a second assessment under subpart 1:

C. Isdenied placement;

D. Disagreas before services bagin with the |aval of chemical dspendency care of the |
placement that the tribe, county or prepaid haalth plan proposes to autnorize;
Is receiving authorizad services and i denied additional services that would extand the length of
the current placemant beyond the end tats specifiad in the placement authorization,
Is denied a placement that is appropriate to client's race, color, creed, disa
religious preference, marital status, ssxual orfentation, or sex, or
G. Objects under part 3530.6622, subpart 11 to 3 religious placement and is not giva

referral

ength of

Im

bility, national origin,

nanaltarnata

For more sarvices during the appeal of additional services and considsration in granting, or denying
additional services, please refer to 9530.655 subparts 3 and 4. For clients who wish to usa it, a form to
request Appeal, approved by the Commission of Human Sewvices, is available from the A
Coordinator ar from your asses
A CLIENT assessed under part 85306615 who disagrees with the treatment pl
D ASSESSMENT |
A. The szcond assessment |s fequested within five days of the time the results of tha first
assessment are communicated to the client.

B. The second assessment is requested in writing, and
client h

SS€ssmeant

anning decision

C. The client has not begun to receive services under the first assessment, prior to complating the
second assessment
Tne program has five days after receipt of a valid, written request for a second assessment to make that

second assessment available. If the cliant agrees with the outcome of the secong assessment, the
placing authority shall place the client in accordance with (part 9530.5622 and) the second assessment,
If the client disagrees, the placing authority must place the client according to the assessment that js
most consistent with the client’s collatera| information.

AS A CLIENT OF THE RED LAKE CHEMICAL HEALTH PROGRAMS, | HAVE READ AND | FULLY UNDERSTAND
THE STATEMENTS MADE ABOVE.

*CLIENT'S SIGNATURE *

DATE

/

RED LAKE CHEMICAL HEALTH STAFF DATE




CONSENT FOR FOLLOW UP

We would also likz your confide ential feedback on how we are doing,

>4

*[nitials or Signature

Ifyou do participate in treatment, ons thing we would like to do is have faligw up contac

tact with you aftsr
you finish treatment to continue to keep you in tauch with resources as you ne

&d them. by aut thorizing
this we can provide peer sugport or assistance accessing resaurces when You want, even wher Vou ars
no longsarin treatmant,

I agree to provide Red Laka Chemical Health Pros grams with the bes oossiblz CO"ILGF[ information for Fma
and to update that information before | leave treatment. If there 's any specific mannar to best co; ntact
me, | f

egree to inform Rad Lake Chemijcal Hzalth Prc-arrm: cars

re coordi naior;, O peer support staff or
volunteers to use this information to contact me after | lzava treatment to discuss how | am doing and
my additional needs for the Purpose of aftercare. These calls will not occur on an exact frequency, but
will be more fraquent immediately after treatment and will dacreass with ths passing of time, unless |
request more freguent calls.

lunderstand that | can also call Red Lake Chemical Health Pro rams after my treatment completion

ag

*DATE

This permission expires two years after the signature date.
tunderstand that [ can revoke this consent a

tany time, except to the extent that aftercare is included in
my Court ordared Recommendation and | h

ve agreed to this order to 0 comply with my Court Ordar,




the Chemicz| Health Programs (CHP) Notice of Privacy p
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CHEMICAL HEALTH PROG RAMS
RED LAKE, MN 56671
*SIGNATURE OF CLIENT *DATE

SIGNATURE OF CLIENT REPRESENTATIVE DATE

State Relationship to cliant or witnass
(IF signature is by thumb print or mark)

SIGNATURE AND TITLE OF CHP EMPLOYEE DATE

Lk T ) 2*2*:‘:"—:*::: BT Fhkdprn Se‘-’::::!:ia’::':x":’:"‘:& xxtif:k!.:z#x-ﬂ::::l:

For Clients unable Acknowledgs receint

i

I hereby certify that the client was unable to acknowledgs receipt of the CHP Notice of Privacy Practice
& e.

T — e SN S R : —_

Signature of CHP STAFF DATE

Questions: Contact HIPAA Coordinator at (218) 679-3395
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CHERIICAL !
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IEALTH PROGRAMS

x114 Phone: (218) 679-3321

RULE 25 CHEMICAL USE ASSESSMENT
RESULTS AND RECOMMENDATIONS

Date: ¥
To: FROM:RED LAKE CHEMICAL HEALTH
BOX 114
] RED LAKE MN 56671
FAX #(218) 679-2727
This is to verify that completed a Rule 25 Chemical
Use Assessment on . Additional Information zhout this client was
gathered from collateral contacts.

According to Minnesota’s Rule 25 Assessment Guidelines, [ find that
e i

has the following planning needs:

Dimension 1 CURRENT INTOXICATION OR WITHDRAWAL
Dimension 2 PHYSICAL HEALTH

Dimension 3 MENTAL, EMOTIONAL, OR BEHAVIORAL

Dimension 4 TREATMENT ACCEPTANCE

Dimension 5 RELASPE POTENTIAL

Dimension 6 RECOVERY ENVIRONMENT

and meets DSM [V TR criteria for Substance Usz Disorder

My treatment recommendations are:
NO TREATMENT NEEDED
DWI CLINIC

suggested initial period of )
BOARD & LODGING AT: for a
suggested initial period of

TRANSITIONAL /HALFWAY HOUSE PROGRAM AT:
OTHER RECOMMENDATION

This client is is not financially eligible for the State Consolidate Fund to pay for their
treatment.
Comments:

ASSESSOR: : CLIENT: X
PARENT'S SIGNATURE(IF UNDER 16)




AUTHORIZATION FOR DISGLOSURE oF
CLIENT INFORMATION
>>COLLATERAL << \

| T REQUEST THAT THE RED Lake
¥ *(Cliants Name}

J’\

Participation in Ruls 25 Asszssmant end r

CHEMICAL HEALTH PROGRAMS RELEASE;
information about my chemical uss and functioning ginalllitz araas

(TYPE OF INFOR r" MATION/DOCUMEN NT)
TO and FROM

*(COLLATERAL CONTACTS Naviz & PHONE N NUMEER)

FOR THE PURPOSE OF: collateral contact (o obtaining this person's Perspective on my uss)
(REASOM OR PURPOSE )

A willfully false statsman it or representation is & criminal offznse punish
umi Tpn onment of Oy—ara or both.

able by maximum fing of
mu
(US. Cods, title 18, ssction 1001, form srly sactio n 80)

*SIGNATURE OF APPLIGANT (Patia =Nt nayt
IF OTHER THAN P.—!h—\‘TiNDI’“ TED |

fkm administration of estata etc.)
ELATIONSHIP GR A WTHORITY.,

*CONTACT PHONE 0

R ADDRESS OF APELIGANT X *DATE

This consent is S subject to revocation at any time XCept 10 the extant that hemical Healh By rograms
has alrsady taken action in reliance on i, Howav , I this consant was S granisd to show satistae tion of
a legal or court ordsr, then this permission cannot be révoked unti! that order hag been satisfied,

i']]
IT
4]

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE.

NOTE: Public Health Service Act 42. U.S.C Section 290d4- 2, previously reco
protects the coemdumahg or all IﬂdN[dUan, client data. Any dis

authorized by those rcduiations, is subj
offense an 1d not more than $5,000 in th

0gnized as 42 CFR Part 2
closure of in ro ﬁa‘.ion, which is not
ect 0 a fine of not mors than $500 in th

€ Case of each subsequent offanss,



AUTHO ORIZATION FOR DISCLOSUR EOF
CLIENT INFORMATION
>>COLLATERA| << Z,

CHEMICAL HEeA LTH PROGR
information about m”cpcmfcaf uss and func-'.'

1]

ingin all lif T2 areas

RAMS RELEASE: oaﬁir*ma;:éon in Rulzs 25 Asszsaman:
ion
INFOR \JL .TION,’UOCUM iT)

TO and FROM

iVOr—EE%-E FAL € Gh 3";&-'!.5 H{Er‘

FOR THE PURPOSE OF: colizteral contac: (obtaining this person's Perspectivs on my uss)

ASON OR PURPOSE]

itac
(RE
A williully falss statam €Nt Of reprazantation is & criminal 0ffznse punishablz by magimum fing of
$10,000, ormmimumlmn fisonment of 5 years, or pot th.
(U.S. Cods, titls 18, saction n 1004, formerly ssction 8Q)

~rL|’t.:ri T (Patient, next o7 kin, administr=tio ﬂCI ssta
HAN PATIENT n NDICATED BELA TIONSHIP 07 AUTY RITY,

Consent is subjaect to fevocation at any tims e eXcept 10 the excten: t
h S glrsady taksn actia nin reliance an it - Howsver, if this con ="]t W
@ legal or court ordar, her 1 this psrmission Cannot bs

TO EXPIRE ONE YEAR FROM 1 DATE MEN NTIONED ABOVE,

NOTE: Public Health Service Act 42, U.S.C Section 290dd
n

d-2, praviously reCognizsd as 42 C.F.R Part 2,
orotects the confidential ity of 2ll indivi dual, ciient data, An; disclosure of inform mation, which is not
authorized by thosa rsg_l!mfonc is su'::ject o & fine of ot mare than $500 in the Casz of 2 first
orrens= and not mors than $5,00J In the case of each Subsaquent offansa,
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LHEMICAL BEALTH H PROGRANS

AUTHORIZATION FOR DISCLOSURE OF
CLIENT INFORMATION
>>COLLATERAL<<

CHEMICAL HEALTH PROG RAMS RELEASE: participation in Rulz 25 A
infarmation zbout my chemical uss and ¢ unctioning in iz areas
(TYPE OF INFOR AMATION/DOCIUM: ENT)

TO end FROM

FOR THE PURPOSE OF: collateral contact (ob

twr
D
(R

w

CA
=~

A wiliiully false statsmant or representation is z criminal aite
$10,000, or minimum imprisonrment of Eﬁa . or boih,
(U.S. Cods, titls 18, saction 1001, formerly saction 80)

)4
R
4 -— - = - e = e b =
*SIGNAT URZ g OF ap PLCA‘;l (Patient, next of kin, zd: ministration of estats, etc.)
IF OTHER THAN PATIENT INDICATED B=1a HOI {SHIZ 0R AUTHORITY
~CONTAGT PHONZ 08 AD APPLICANT X #DATE
S consent is subject to ravocation at any time except to tha &xient that Chemical Health Programs
h s a’ready taken action in reliance on it. Howsver, it thig corscﬂc was granied to show satisfaction of
& legal or court ordsr, then this Permission cannot ¢ 0€ revoked until that ordsr has been satisfied,

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE,

NOTE: Public Hzalth Service Act 42, U.8.C Secii ion zQOdd 2, nr—wo isly rag
profacis the confidantiality of all individual, clien Cfasﬂ A. y disc re of fnr’orr““ on, vnfcr. :s no:
authorized by thoss rsgulations, is subject to 3 fine of not mare than $50G in the casz of 2 fira:
oF nss

L

Tenss znd not mora than $5,000 in the cass

(&)

gac h subsaquant off




AUTHORIZATION FoR DISCLOSURE oF
CLIENT INFORMATION -
>>GENER|C<< \

T)

¥ *{Chisri's Nams)

CHEMICAL HEALTH PROGRAMS RELEASE:

(TYPE OF JNFORMATION/DOCUMEI\IT)

TO
*(AGENCY OR INDIVIDUAL'S NAME & PHONE NUMBER)
FOR THE PURPOSE OF=:
(REASON OR PURPOSE)

A wilifully false statermant or representation is g criminal offanss punishablz by maximum fine of
$10,000, or minimum imprisonment of Syears, or both,
(US. Cods, title 18 section 1001, formerly section 80)

*é!GNﬁTHRE OF APPLICANT (Patient, next of Kin, administration of estats, eic.)
IF.OTHER THAN PATIENT INDICATED RELATIONSH|P OR AUTHORITY.

*CONTACT PHONE OR ADDRESS OF APPL

[GANT X *DATE

This consent is subject to revocation at any time €Xcept to the axt
has already taken action in reliance on it However, it this consant y
£

nt that Chemical Health Programs
Vas grantad to show satisfaction ¢f
alegal or court order, than this permission cannot be ravoked untif hat order has been satisfied.

=

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE,

NOTE: Public Health Service Act 42. U.S.C Section 290dd-2, praviously recognizad as 42 CFR, Pant 2
protects the confidentiality of alf individual, client data. Any disclosure Of information, which is not
authorized by those regulations, is subject to a fine of not mors than $500 in the case of 3 firgt
offense and not more than $5,000 in the case of each Subsequent offanse, Violations can pe reported
to the United States Attornsy for the District of Minnesota, 300 South 4t Sirset, Number 600,
Minnsapolis, MN 95415 or to the Substance Abusa and Mental Healih Sarvice ﬁdministration, 5800
Fisher's Lane, Rackville, MD 20857 or 1-800-SAMSHA-7 (877-7268-4727 or TTY 1—800—48?-4899).
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AUTHORIZATION FOR DISCLOSURE OF

CLIENT INFORMAT [ON _
>>GENERIC<< @
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S NAME & PHONE NUMBER)

(REASON OR PURFOS SE) '
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A willfully false statemant or rSpressntation is & criminal offenss punishabla by maximum fin of
$10,000, or m".l"n monsdnmﬂmo! Sysars, or both,
titls 18, szction 1004, formerly section 80)

(U.S. Cods, tit

(ﬂ

ministration of estat &, eic,)
SHIP OR AUTHORITY.

nis consant is subject to rsvocation atany time EXCspt 0 the sxient that Cf emical Hezlth pr rograms
I:H

nas already tzksn action in reliance on it. Howsver, if this consent was granted to show safisfaction of
a legal or court order, then this Permission cannot be revoked until that order has besn satisfieq.

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE.

NOTE: Public Health Service Act 42. U.S.C Section 290d4-2, previously recognized as 42 ¢, F.R, Part 2,
protects the confideniis lity of all ingi vidual, client data, A Any disclosurs of information, W’ch is not
authorizad by thoss regulations, is subject 10 a fine of not mare than $500 in the cass of a firat
oitense and not mors than $5,000 in the cass of eqw Subssqusni offanse, Viclations can be reporisd
0 the Unitad States Attorney for ths District of Minne Sota, 300 South 4% sirsel, Number 600,
Minneapolis, MN 55415 or to the Substance Abus: =nd Mental Hzalth Service Administration, 5oOO
Fisher's Lans, Rockvills, MD 20857 0r 1-800-SANMSHA-7 (877-726-4727 or TTY 1-800-487. -4839),




AUTHORIZATION FOR DISCLOSURE OF
CLIENT INFORMATION
>>GENERIC<<
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| - REQUEST THAT THE RED LAKE
W *(Blient's Name)

CHEMICAL HEALTH PROGRAMS RELEASE:

(TYPE OF INFORMATIO N/DOCUMENT)

*(AGENCY OR INDIVIDUAL'S NAME & PHONE NUMBER)

FOR THE PURFPOSE OF:

(REASON OR PURPOSE)
A williully falss statsmant or represéntation is z criminal offenss Ppunishable by maximum fine of

$10,000, or minimum Imprisonment of 5 ysars, or bath,
(U.S. Code, titie 18, section 1001, formerly ssction 80)

*SIGNATURE OF APPLICANT (Patient, next of kin, administration of estats, etc,)
[F OTHER THAN PATIENT INDICATED RELATIONSHIP 08 AUTHORITY.

*CONTACT PHONE OR ADDRESS OF APPLICANT ¥ EDATE

his consent is subject to ravacation at any time excspt to the extent that Chemical Haalth Programs
a

T B
has already taken action in reliance on it Howsver, if this consent was granted to show satisfaction of
a legal or court order, then this permission cannot be ravokad until that order has basn satisfied.

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE.

NOTE: Public Health Service Act 42, U.S.C Section 290dd-2, previously recognized as 42 C.E.R, Part 2
protscts the confidentiality of all individual, cliznt dats, Any disclosure of information, which is not
authorized by those rsgulations, is subjsct to a fine of not morz than $500 in the case of & first
offense and not more than $5,000 in the case of each subszqient offansa, Violations can be raported
to the United States Attorney for the District of Minnesota, 300 South 4 strest, Number 600,
Minnsapolis, MN 55415 or to the Substancs Abuse and Mantal Hazlth Service Fdministration, 5600
Fisher's Lane, Rockvills, MD 20857 or 1-800-SAMSHA-7 (877-726-4727 or TTY 1-800-437-4899),




AUTHORIZATION FOR DISCLOSURE oF
CLIENT INFORMATION
>>TREATMENT and CARE COORDINATION=<<
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; REQUEST THAT THE RED LAKE

Y #{Client's Nama)
s :

e

CHEMICAL HEALTH PROGRAMS RELEASE: Ruls 25 Recommendation a
Assessment Packst. as well as cars coordination infarmation.

(TYPE OF INFORMATION/DOCU[\AENT}

nd Staiewids Uniform

TO

*(AGENCY OR INDIVIDUAL'S NAME & PHONE NUMBER)

FOR THE PURPOSE OF: Treatment olanning and Cars Coordination
(REASON O3 PURPOSE)

[also REQUEST THAT. _
*(AGENCY OR IN DIVIDUAL'S NAME)

Rslease to RED LAKE CHEMICAL HEALTH PROGRAMS weskly trsatment Progress reports and treztmant plan
revisions, attendance and status in treztment, cass managsment information, any other information ra avant to
the coordination of various aspects of my care, and termination Summary for the purposs of czse management.

A williully fzlss statzmant or representation is & criminal offansas punishable by magimum fine o $10,000, or
minimum imprisanmant of 5 Y&ars, or both,
(U.S. Cods, titls 18, saction 1001, formerly sectio:

=¥

87)

*S{GNAT'UHE OF APPLICANT(PaEient, next of kin, 2dministration of gsiats, ste.)
[F OTHER THAN PATIENT INDICATED RELATIONSHIP OR AUTHORITY.

*CONTACT PHONE OR ADDRESS OF APPLIGANT X *DATE

This consent is subject to revocztion at any time EXCeDl to the extant that Chemical Hzalth Programs has glrzady
taken action in rsliancs on i, However, if this consant was granted to show satisfaction of & legal or court order,
then this permission cannot be ravoked until that order has been sai

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE.

NOTE: Public Health Ssrvice Act 42 U.S.C Ssction 290dd-2, Fravicusly recognized as 42 C.FR, Part 2, protacis
the con'ﬁdentja!ity of &ll individuzal, clisnt data, Any disclosura of infarmation, which is not autiiorized by thoss
regulations, is subjsct to = finz of not more than $500 in the case of first offense and not more than $5,000 in
the cass of each subsequsnt ofiznsa,




(HEMICAL HEALTH PROGRAM,

PO Box 114 Phone: (218) 679-332

Red Lake, MN 56671 FAX: (218)

AUTHORIZATION FOR DISCLOSURE oF
CLIENT INFORMATION
>>RED LAKE FAMILY & CHILDREN SERVICES (Oa’*-;TBh‘;H:‘JD'uVAA)#A

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

X *{Client’s Name)

CHEMICAL HEALTH PROGRAMS éxchangs:
Information on legal history and child welfare investigations including complaints, naturs of
abuse or neglect reported, chargss and court ordsrs and

Rule 25 Recommendation, Combpliance with Results. and any Treatment Dates.

(TYPE OF INFORi‘JIATlON/DOCUMENT}

TO: RED LAKE FAMILY & CHILDREN SERVIGE (OMBIMINDWAA} AND RED LAKE NATION

COURTS _ , _
“(AGENCY OR INDIVIDUAL'S NAMIE & PRONE NUMBER)

FOR THE PURPOSE OF: Up srstand the nature of refs :
&ssessment piciurs. and demonstrata Comoliance with Court Orders
(REASON OR PURPOSE)

rral for assessment, devs

A willfully falss statsment or fepressniation is a eriminal OTEnss punishzhis by maximum fins of $10,000, or

s
minimum imprisonment oi 5 Years, or both,
(U.S. Cods, title 18, section 1001, formarly saction 80)

<

f *SIGNATURE OF APPLICANT (Patic M, n&xt of kin, administration of estats, etc.)
IF OTHER THAN PATIENT INDICATED RELATIONSHIP 0R AUTHORITY,

“CONTACT PHONE OR ADDRESS OF APPLIANT X *DATE

as already taken action in reliance on it. Howsver, if this consent was granted 1o show satisiaction of
legal or court order, then this permission can not be ravoked yntil t gt ordsr has bean satisfied,

This consant is subject to ravocation at any time except to the extent that Chemical Hezlih Programs
te

h
2

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE,

NQTE: Public Health Sarvice Act 42.U.5.C Section 2560dd-2, Previously recognized es 42 C.F.R, Part 2,

protscis the confidentiality of all individual, client data. Any disclosurs of information, which iS not

authorizsd by those regulations, is subject to 2 fine f not more than $500 in the case of 2 first
f

rense and not more than $5,000 in the czsa Of each subsequent offensa,
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AUTHORIZATION FOR DISCLOSURE OF
CLIENT INFORMATION
>>RED LAKE NATION COURTS<<

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

CHEMICAL HEALTH PROGR AMS RELE

Rule 25 Recommendstion. Combulianca with Results, and any Treatment Dates,
(TYPE OF INE OPM,-HON/DOCUM NT)

TO: RED LAKE NATION COURTS

emonstrats Corr oliance with Court Ordars
SON OR PURPOS")

A wihu!!/ ialsz staiemant or representation is 2 criminal offsnsa punishable by maximum fine of $10,000, or
minimum imprisonrment o 3 years, or both,
(U.S. Cods, titls 18, szction 1001, formerly saction 80)

He

*3IGNATUR EO: APPLICANT (Patient, naxt o7 kin, edministration ofestate, ata.)
IF OTHER THAN PATIENT IN DIC,—T D RELATIONSH|E OR AUTHORITY.

*CONTACT PHONE OF ADDRESS OF APPLICANT X *DATE

This consant is subject to révocation at any tims ax XCept to the extent that Chemical Haalth Programs
as already tzken action in reliancs on it, However ¥ t’ms consent was grantsd to show Satisiaction of
& legal or court order, than this parmission cannot b voked untif that order ha s besn satisfiag.

h

TQ EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE.,

NOTE: Public Haalth Sarvice Act 42, U.5.C Saciion 290dd-2, pra Viously recognized as 42 ¢. F.R, Part 2,
protects the confidentiality of &l individual, cliant Gata. Any disclosure of information, which i3 not
authorized by thosa regulstions, is subject to a fine of nat more than $500 in the cass of 3 first
offense and not mors than $5,000in the casa or‘ €ach subsequent offensa



(HEMICAL HEALTH PROGRAM

o
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POBox 114 Phore: (218) 679-3321
Red Lake, MIN 5567] FAX: (218)679-2727

AUTHORIZATION FOR DISCLOSURE oF
CLIENT INFORMATION
>>0THER COURTS<<

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

X #(Client's Name)
CHEMICAL HEALTH PROGRAMS RELEASE:

Rule 25 Recommandation. Comulizance with Results, and any

(TYPE OF INFORMATION/DOCUM ENT)

lrg

tment Datas.

(4]

TO:;

INDIVIDUAL'S

*(AGENCY R NAME & PHONE NDMEER)

FOR THE PURPOSE OF:_Dsmonstrata Comoliance with Court Orders
(REASON OR PURPOS-’:')

A willfully fzlsa statsment or réprssentation is 2 criminal offznss Punishable by maximum fing of Sl0,00‘O, or
minimum imprisonmant o7 5 years, or both,
(U.S. Cods, title 18, szction 1001, formerly szetion &0)

*QGNATL@E OF APPLICANT (Patient, next of kin. a¢ ministration of astats, gic.)

IF OTHER THAN PATIENT INDICATED RELATION

*CONTACT PHONE OR ADDRESS OF APFLICANT X *DATE

This consent is subjsct to revocation at zny time SXCEpt (0 the extant that Chemical Health Programs
has already taken action in reliancs on it, Howaver, if this consent was granted to show Satisfaction of
alegzal or court order, then this Permission cannot be revoked until that order has bezn satisfied.

TO EXPIRE ONE YEAR FROM DATE MENTIONED ABOVE.

NOTE: Public Hzalth Service Act 42, Usc Section 290dd-2, previously recognized as 42 C.FR, Part 2,
protects the confidentiality of &) individual, clisnt data. Any disclosurs of information, Which is not
authorized by those regulations, is subject to a fine of not more than $500 in the Case of g first
ofiense and not morz than $5,000 in the case of each subsequent offenss.




