MENTAL HEALTH SERVICES

2014

ADMINISTRATIVE
LEGAL

NOTE: All legal documents are currently on paper and are kept in the hybrid/paper
chart.



Informed Consent For Use of Psychotropic Medications

WHEN:

ON WHOM:

COMPLETED BY:

MODE OF
COMPLETION:

REQUIRED
ELEMENTS:

Whenever psychotropic medication is prescribed.

All clients receiving psychotropic medication.

M.D.

Legibly handwritten on HHSA:MHS-005 or HHSA:MHS-006
(Spanish Version)

State law defines informed consent as the voluntary consent of the
client to take psychotropic medication after the physician has
reviewed the following with him/her:

Explanation of the nature of the mental problem and why
psychotropic medication is being recommended.

The general type (antipsychotic, antidepressant, etc.) of
medication being prescribed and the medication's specific
name.

The dose, frequency and administration route of the
medication being prescribed.

What situations, if any, warrant taking additional
medications.

How long it is expected that the client will be taking the
medication.

Whether there are reasonable treatment alternatives.

Documentation of "informed consent” to take psychotropic

medication. A new form is to be completed:

- When a new or different type of medication is
prescribed.

- When the client resumes taking medication
following a documented withdrawal of consent.



INFORMED CONSENT FOR THE USE OF PSYCHOTROPIC MEDICATION

Client Information and Consent (Please read this form carefully and completely)

m You have the right to be informed; be given information about your care and to ask questions.

m You have the right to accept or reject all or any part of your care plan.

m You have the right to revoke consent verbally or in writing to any member of the treating staff for
any reason at any time.

m You have the right to language/interpreting services. Services Requested: [ ] YES [ ] NO

m You have the right to a copy of this Consent: Copy Requested? [ | YES [ ]NO

Emergency Treatment: In certain emergencies, medication may be given to you when it is
impractical to obtain consent. However, once the emergency has passed, medication will continue
with your informed consent. (An emergency is a temporary, sudden marked change requiring action
to preserve life or prevent serious bodily harm to client or others).

Your medical practitioner is prescribing the following psychotropic medication(s) for you:

Medication(s) Name Medication Info. Sheet Given
(check box) k4
LIYES [INO
[L1YES [INO
LIYES [INO
LIYES [INO
LIYES [INO
LIYES [INO

In order to be informed and give consent, your medical practitioner will discuss the following
information with you:

Verbal Information Discussed with Client

-

. Nature and seriousness of your mental illness

2. Reason(s) for medication(s) including the likelihood of improving, or not improving with or
without the medication(s)

3. Reasonable alternative treatments and why the medical practitioner is recommending this particular

treatment

4. Type, range of frequency and amount (including PRN orders), method (oral or injection), duration
of taking medication(s)

. Probable side effects known to commonly occur, and any particular side effects likely to occur

. Possible additional side effects which may occur when taking medication(s) beyond three months

7. If prescribed a conventional/typical or atypical antipsychotic medication, information will be

given to you about tardive dyskinesia, a possible side effect caused by typical/atypical

antipsychotic medication. It is characterized by involuntary movements of the face or mouth and/or

hands and feet. These symptoms are potentially irreversible and may appear after medication has

been discontinued.

o Ol

County of San Diego
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Case #:
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Client’s Consent:|

Based upon the information | have read, discussed and reviewed with my medical practitioner:
(check one of the following)

o | understand and give consent to the use of the psychotropic medication(s) on page one.
a | give verbal consent only; refuse to sign form.

o | do not approve/consent to the use of the psychotropic medication(s) listed below.

Please list:

Signature of Client/Legal Rep./Guardian Date

IMedical Practitioner Statement:

| have reviewed, discussed and recommend the medication plan (page 1) for above client and:

o Client gives consent to take these medications.

o Client gives verbal consent, but unwilling or unable to sign.

o Emergency. Given medication without consent.

o Unable to understand risks and benefits, and therefore cannot consent.

a Other Comments:

Medical Practitioner Signature Date

Printed Name

Witness Signature (if applicable): Date

County of San Diego
Client:
Case #:
INFORMED CONSENT FOR USE OF
PSCYHOTROPIC MEDICATION Program:
Page 2 of 2
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CONSENTIMIENTO INFORMADO PARA EL USO DE MEDICAMENTOS PSICOTROPICOS

Consentimiento e informacion al cliente (Por favor lea todo el formulario cuidadosamente)

m Usted tiene derecho a ser informado; a que se le dé informacion sobre la atencion que recibe y a hacer
preguntas.

m Usted tiene derecho a aceptar o a rechazar todo su plan de atencion, o cualquier parte del mismo.

m Usted tiene derecho a revocar su consentimiento verbalmente o por escrito a cualquier miembro del personal
de tratamiento por cualquier razon y en cualquier momento.

m Usted tiene derecho a servicios de intérprete. Solicito servicios: []si [JNO

m Usted tiene derecho a tener una copia de este Consentimiento: Solicito copia: [ |SI [ ]NO

Tratamiento de emergencia: En determinadas emergencias se le suministraran medicamentos cuando no sea
posible obtener su consentimiento. Sin embargo, una vez que la emergencia haya pasado, se continuara la
administracion del medicamento bajo su consentimiento informado. (Una emergencia es un cambio notable
repentino y temporal que requiere de una accion inmediata para preservar a vida o para prevenir danio
corporal grave al cliente o a otras personas).

Su médico le esta recetando el/los siguiente(s) medicamento(s) psicotropico(s):

Nombre del medicamento(s) Se entreg6 pagina informativa
del medicamento(s) (marque)

[ ]si [ INO
[ ]si [ |NO
[ ]si [ INO
[ ]si [ INO
[ ]si [ |NO

[]si []NO

Su médico hablara con usted sobre la siguiente informacion para que usted esté informado y dé su
consentimiento:

Informacion verbal que se hablé con el cliente

1. Naturaleza y gravedad de su enfermedad mental

2. Razon o razones para la administracion del medicamento(s) incluyendo la posibilidad de mejorar, o de no
mejorar, con o sin el medicamento(s)

3. Alternativas razonables de tratamiento y la razon por la que el médico recomienda este tratamiento en
particular.

4. Tipo, frecuenciay cantidad (incluyendo 6rdenes de la enfermera registrada del proyecto (PRN)), método
(oral o inyeccion), duracion de la toma de medicamento(s).

5. Efectos secundarios probables que se sabe ocurren comtinmente y cualquier otro efecto secundario en

particular que pudiera ocurrirle a usted.

Efectos adicionales posibles que pudieran ocurrir si se toma el medicamento(s) por mas de tres meses.

7. Si se recetara un medicamento antipsicotico atipico o convencional/tipico, se le proporcionara informacion
acerca de la disquinesia tardia, un posible efecto secundario causado por medicamentos antipsicoticos
tipicos/atipicos. Se caracteriza por movimientos involuntarios de la cara o boca y/o de las manos y pies.
Estos sintomas son potencialmente irreversibles y pueden aparecer después de que se ha descontinuado el
uso del medicamento.

a

County of San Diego
Health and Human Services Agency Client:
Mental Health Services
INFORMED CONSENT FOR USE OF MR/Client ID #:
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\Consentimiento del cliente:

En base a la informacion que he leido, revisado y/o hablado con mi médico:
(marque uno de los siguientes)
o Yo entiendo y doy mi consentimiento para el uso del medicamento(s) psicotropico(s) descrito
en la pagina uno.

o Solamente doy mi consentimiento verbal; me niego a firmar el formulario.

o No doy mi aprobacioén/consentimiento para el uso del medicamento(s) psicotropico(s)
enumerado(s) a continuacion.

Por favor enumere:

Firma del cliente/Representante legal/Tutor Fecha

\Declaraci()n del médico:
Yo he revisado, hablado v recomendado al cliente el plan de medicamentos anterior (pagina 1), v:

o El cliente da su consentimiento para tomar estos medicamentos.

o El cliente da su consentimiento verbal, pero se niega o no puede firmar.

o Emergencia. Se administra el medicamento sin el consentimiento.

o No puede entender los riesgos y beneficios, y por lo tanto no puede dar su consentimiento.

o Otros comentarios:

Firma del psiquiatra Fecha

Nombre (letra de imprenta)

Firma del testigo (si lo hubiera): Fecha

County of San Diego
Health and Human Services Agency Client:

Mental Health Services
INFORMED CONSENT FOR USE OF MR/Client ID #:

PSYCHOTROPIC MEDICATION
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THONG TIN VE VIEC PONG Y DUNG THUOC CO ANH HUGNG TAM THAN

Tai liéu vé than chi va Sy Pdng Y (Consent).
Ban c6 quyén dugc biét, dugc thong bdo va dudc quyén hdi cho rd vé viéc chira tri cud ban.
Ban c6 quyén chip nhan hay chdi bd tit cd hay mot phan trong chuong trinh chita tri cho ban.
Ban c6 quyén riit lai sy ddng ¥ bing 15i n6i hay viét don tdi bat cit nhan vién chita tri bat cif lic
nao va vi bat cit 1y do gi.
Ban c6 quyén xin dich vu thdng dich. Ban c6 can khong: [ ]co [ ]kKHONG
Ban c6 quyén giit mdt ban sao clia t& Pong ¥ nay: Ban c6 muon khong? |:| cO |:| KHONG

Chira Tri Khian Cap: Trong mot sd trudng hop khin cip , ban duge ding thudc dit khong thé 1y ban ddng y. Tuy
nhién, khi khdn cAp dd qua, thudc sé dugc cung cAp vé6i su ddng ¥ cud ban (Khdn cdp la mot liic cdp thoi, sy viéc xdy
ra doi héi hanh déng phdi lam dé duy tri mang séng va trdnh thuong tich cho bénh nhdn va cho cdc ngudi khdc).

Bic si cua ban di ké céc thudc c6 tdc dung tAm thin sau nay cho ban:

Tén Thudc Tén Thudc

Y4 ~ N A , 2 ~ ~ N A 2 oA 2y
Dé hiéu ro va dong y,bac si ciia ban sé ban vé cdc dit kién sau nay véi ban:

Cic diéu da thido luan bing 16i néi v6i than chi

1. Bénh trang ning nhe vé tim thin clia ban

2. Ly do diing thudc, k€ c4 co hoi sé b6t bénh, hay khong bét, cho dit ¢6 thudc hay khong.

3. Céc cdch chir tri khdc va ly do bdc si chon cdch chita tri nay

4. Loai, tinh thudng xuyén, s6 lugng (k& ci toa PRN), Phuong thitc (chich hodc udng), thdi gian diing thudc
bao lau .

5. Céc phan ting phu thudng x4y ra, va bat ci ciac phdn &ng phu c6 thé x4y ra cho ban.

6. Céc phan tng phu c6 thé xay ra khi diing thudc 1au hon ba thang.

7. N&u ké toa loai thudc theo quy uéc/thong thuong hay khong thong thuong chong réi loan tam thdn, dii
kién s& cung cip cho ban vé tardive dyskinesia, mot phan ng phu c6 thé x4y ra bdi thudc chita tri thong
thuong hay khong théng thuong . Phin (ing nay gy ra viéc tu nhién rung bdp thit mit, miéng va/hoic tay
chan. Nhitng triéu chitng nay c6 thé khong trd lai binh thudng va c6 thé xdy ra sau khi di ngirng thudc.

County of San Diego
Health and Human Services Agency Client:
Mental Health Services
INFORMED CONSENT FOR USE OF MR/Client ID #:
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Su Péng Y cita Bénh Nhan;|

Sau khi @3 doc nhitng thong tin trén, ban thio va coi lai v§i bic si cua toi :

Q

Q

(chon mot trong nhitng ciu dudi diy)

Tb6i hi€u va ddng y diing cdc thudc c6 4nh hudng tim than & trang 1.

Toi dong y bing 15i n6i ma thdi; tir chdi ky tén vio mau.

Toi khong chap thuin/ddng y d€ dung céc thudc thudc c6 4nh hudng tAim than sau day:

Xin k€ ra:

Chit kycua khdach hang/Pai dién phdp 1y/Ngudi gidm ho Ngay

Li Ghi ciia Béc Si

Téi da coi lai, ban thiao va dé nghi thudc chita tri (Trang 1) cho bénh nhan néi trén va:

0 Bénhnhan déng y diing cdc thudc .
0 Bénh nhin ddng y bing 13i n6i; nhung khong mudn ky tén vao miu
0 Khin cip, Cho ding thudc khong cé sy dong y.
0 Khong hi€u sy nguy hiém va phic 1gi ciia thudc, do d6 khong thé dong .
O Ghi chud thém:
Chit ky bédc si tim than: Ngay

Vi€t tén

Chit ky nhan ching (néu cé): Ngay

County of San Diego
Health and Human Services Agency Client:
Mental Health Services
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ADVANCE DIRECTIVE ADVISEMENT - PAPER

WHEN:

ON WHOM:

COMPLETED BY:

MODE OF
COMPLETION:

REQUIRED
ELEMENTS:

2014

Provide clients with written information concerning their rights under
federal and state law regarding Advance Medical Directives at the first
face to face contact (or when legally required based on age or
emancipation status) for services and thereafter upon request by the
beneficiary. Federal regulations put this into effect as of June 1, 2004.

All new adult clients and emancipated minors.

Any program staff member who provided the written instruction.

Legibly handwritten on Advance Directive Advisement form (MHS-
611).

Check appropriate box to reflect if client has been informed of right to
have an Advance Directive (AD); if AD brochure was offered,; if client
has an executed AD; and when applicable if AD has been placed in
medical record when provided by the client. Check box to indicate if
client has been informed that complaints concerning noncompliance with
AD requirements may be filed with the California Department of Health
Services, Licensing and Certification Division at P.O. Box 997413,
Sacramento, CA 95899-1413 or by calling 1-800-236-9747. Inform
client of right to have AD placed in Medical Record. Staff member who
advises client of AD shall sign and date the form.

T Bar shall include the client’s name, case number, and program name.



ADVANCE DIRECTIVE ADVISEMENT

Code of Federal Regulations (CFR) Chapter IV, Part 489.100 defines Advance Directives as: “a
written instruction, such as living will or durable power of attorney for health care, recognized
under State law (whether statutory or as recognized by the courts of the State), relating to the
provision of health care when the individual is incapacitated.”

CRF Section 422.128 requires that all “M+C organizations” maintain written policies and
procedures to meet the requirements of informing all adult individuals and emancipated minors
receiving medical care by or through the M+C organization about advance directives. This
information must reflect consequent changes in State law, no later than 90 days after the effective
date of the State law.

As of June 1, 2004 Federal Regulations requires that all NEW adult clients (18 years and older) and
emancipated minors be informed of their right to have an Advance Directive (AD). Therefore all
clients who turn 18 or become emancipated after June 1, 2004 shall be informed of their right to
have an AD. This physical health AD allows the individual to outline the kind of healthcare
treatment they want, and who can speak on their behalf when they are not able to communicate their
wishes. See County of San Diego Advance Directives Policy and Procedure Number 01-01-130.

Informed client of right to have an Advance Directive: [ ]Yes [ |No
Offered Advance Directive Brochure: [ JYes [ ]No

Client has been informed that complaints concerning noncompliance with AD requirements may be
filed with: California Department of Health Services

Licensing and Certification Division [ JYes [ ]No

P.O. Box 997413

Sacramento, CA 95899-1413

1-800-236-9747

Does client have an executed Advance Directive: [ JYes [ JNo [ ]Client did not disclose

Informed client of right to have AD placed in medical record: [_]Yes [ ]No
Provided AD shall be attached to this form and placed in client’s medical record in Medical Section.

Staff Signature: Date:

County of San Diego -CMHS Client:
Case #:
ADVANCE DIRECTIVE ADVISEMENT Program:

HHSA:MHS-611 (3/2005) Page 1 of 1



2014

REQUEST FOR ACCESS AND/OR COPY OF PROTECTED HEALTH INFORMATION

WHEN:

ON WHOM:
COMPLETED BY:

MODE OF
COMPLETION:

REQUIRED
ELEMENTS:

NOTE:

(County Providers)

Upon request for access and/or copy of medical record or excerpts from
medical record.

All Mental Health Clients.

Client and/or guardian.

Legibly handwritten or typed on 23-01 HHSA (04/03).

e Date.

e Client information to include last name, first name, middle initial, address,
city/state, zip code, any AKA’s, telephone number, SSN (optional), and
DOB.

e Representative information, when client/guardian wishes to have
information given to another person or entity.

e Check or listing of information that is being requested.

e Beginning and end date of search.

e Where and how information is being requested (in person, mail, specific
location).

e Signature and date of client and/or legal guardian submitting request.

e Staff member processing the request shall sign and date form as well as
complete T Bar information to include the client’s name, Case number, and
program name.

Individual who consents to treatment may submit request. Clients who are 18
years of age or older or emancipated may submit their own request.
Additionally, under some circumstances a minor 12 years and older may
submit their own request (see Welfare and Institutions Code 14010 and Family
Code 6924, 6929, 7050).

Day Programs provide an all-inclusive rate and shall capture the billing of all
clients enrolled in their program on a given day utilizing their own program’s
billing record.

This is a county form for county providers. Contracted providers are to
seek their own legal counsel. Form available on County Internet.



COUNTY OF SAN DIEGO

REQUEST FOR ACCESS AND/OR COPY OF PROTECTED HEALTH INFORMATION

You have the right to request to review your personal health information we create or
maintain. You also have the right to request copies of those records for which you will be

charged $.15 per page.

Within five (5) business days after we receive your request to

access your record, one of our staff will contact you to set an appointment for you to
review your records or we will inform you in writing that we have denied your request for
access and state the reason why. After you have completed this form, you need to mail

or return it to:

SAN DIEGO COUNTY MENTAL HEALTH
P.O. Box 85524

SAN DIEGO, cA 92186-5524
(619) 692-5700 ExT 3

DATE:

PATIENT/RESIDENT/CLIENT

LAST NAME: FIRST NAME: MIDDLE INITIAL:
ADDRESS CITY/STATE: ZIp CODE:
AKA’S
TELEPHONE NUMBER: SSN: DATE OF BIRTH:

County of San Diego Client:

REQUEST FOR ACCESS AND/OR COPY OF
PROTECTED HEALTH INFORMATION

23-01 HHSA (04/03)
Page 1 of 3

Record Number:

Program:

(04/05)



REPRESENTATIVE INFORMATION
(Complete only if you want us to give your information to another person or

entity.)

| authorize the following person to receive the requested information.

LAST NAME OR ENTITY:

FIRST NAME: MIDDLE INITIAL:

ADDRESS

CITY/STATE: Zip CODE:

RELATIONSHIP:

TELEPHONE NUMBER:

PERSONAL HEALTH INFORMATION TO WHICH YOU WANT ACCESS

History and Physical Examination
Discharge Summary

Progress Notes

Medication Records
Interpretation of images: x-rays,
sonograms, etc.

Laboratory results

Dental records

Psychiatric records including
Consultations

[ ] HIV/AIDS blood test results; any/all
references to

those results

) OO

Physician Orders
Pharmacy records
Immunization Records
Nursing Notes

Billing records
Drug/Alcohol Rehabilitation
Records

Complete Record

Other (Provide description)

() e

From what dates do you want information (period of time)

Date to begin search:

Date to end search:

County of San Diego

REQUEST FOR ACCESS AND/OR COPY OF

PROTECTED HEALTH INFORMATION

23-01 HHSA (04/03)
Page 2 of 3

Client:

Record Number:

Program:

(04/05)



ACCESS METHOD AND LOCATION

Where and when do you want to inspect or receive copies of your information:

IN PERSON: LOCATION:
[ ] YEs
CoPIES BY MAIL:
[ ] YES
YOUR SIGNATURE
SIGNATURE: DATE:
FOR OFFICE USE
VALIDATION
SIGNATURE OF STAFF PERSON VALIDATING INFORMATION: DATE:
SIGNATURE OF HEALTH CARE PROVIDER*: DATE:
County of San Diego Client:

REQUEST FOR ACCESS AND/OR COPY OF
PROTECTED HEALTH INFORMATION

23-01 HHSA (04/03)
Page 3 of 3

Record Number:

Program:

(04/05)



AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATIQON
(County Providers) 2014

WHEN: Completed to request information from other parties, and/or when
releasing information.

ON WHOM: All clients for whom exchange of information with another party is
warranted.

Applicable State and federal law allows for exchange of information
between health care providers for the purpose of treatment and payment.
Additionally, see DMH Information Notice No.: 04-07 for change in
confidentiality of Mental Health Information.

COMPLETED BY: Staff member who identifies need to request or exchange information on
behalf of the client.

MODE OF
COMPLETION: Legibly handwritten or typed on 23-07 HHSA (2014/09) form.

REQUIRED
ELEMENTS:
e Current date.
e Client information which includes: last name, first name, middle
initial, address, city/state, zip code, telephone number, SSN
(optional), DOB, and any AKA’s.
e Individual or organization authorized to make disclosure.
e Individual or organization to whom the information may be disclosed
to and used by.
e Type of information to be disclosed.
e Expiration date, event or condition (when not specified authorization
shall expire in one calendar year from the date it was signed).
e Signature of client or legal representative/guardian with date.
e Validation of form with signature and date of provider is optional.
e T Bar shall include client’s name, InSyst number, and program name.

Individual who consents to treatment is responsible for authorizations.
Clients who are 18 years of age or older or emancipated may sign for
their own authorization. Additionally, under some circumstances a
minor 12 years and older may sign for authorization (see Welfare and
Institutions Code 14010 and Family Code 6924, 6929, 7050).

Rev. 6/20/14



AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION

(County Providers) 2014
DEPENDENTS & An ex-parte or court order may be utilized to authorize use or disclosure
WARDS: of protected health information.

Authorization to Use or Disclose Protected Health Information — Parent
(number 04-24A-P and dated 06/13) is generated by the Child Welfare
Services worker for the parent / guardian to sign for the purpose of
disclosing protected health information to the Child Welfare Services
worker.

Order for Release of Protected Health and Education Information
(number 04-24A-C and dated 06/13) is generated by the Courts for the
purpose of disclosing protected health information to the Child Welfare
Services worker.

SCHOOL: Authorization for Use or Disclosure of Health Information to School
Districts. Dated 10/20/03. May be used for exchange of information
with the school.

NOTE: This is a county form for county providers. Contracted providers are to
seek their own legal counsel regarding authorization and appropriate
forms.

Assembly Bill No. 715 that was filed with Secretary of State September
29, 2003 requires that authorizations be printed in 14-point type.

Authorization as written is one-directional, allowing the authorized party
to disclose information to the party designated to receive the
information.

HIPAA forms in threshold languages are available through the County
Internet. From the County Website go to: depart/employees,
dept/program home pages, Select H (from alpha list), Health and Human
Services Agency, Documents, Forms, scroll down and you will see a
multitude of HIPAA forms.

Rev. 6/20/14



COUNTY OF SAN DIEGO

¥H

AUTHORIZATION TO USE OR DISCLOSE
PROTECTED HEALTH INFORMATION

HEALTH AND HUMAMN SERVICES AGENCY

CLIENT’S INFORMATION

LAST NAME:

FIRST NAME: MIDDLE INITIAL:

CASE NUMBER:

SSN: DATE OF BIRTH:

HOW DO WE REACH YOU?

PHONE NUMBER:

ADDRESS: CITY/STATE: Z1p CODE:

IF YOU ARE NOT THE CLIENT:

PRINT YOUR NAME:

INDICATE YOUR RELATIONSHIP TO CLIENT:

WHO MAY SHARE THE INFORMATION:

NAME OF PERSON OR ENTITY: PHONE NUMBER:

ADDRESS

CITY/STATE: Zip CODE:

PURPOSE OF REQUEST:

WHO MAY RECEIVE THE INFORMATION

NAME OF PERSON OR ENTITY: PHONE NUMBER:

ADDRESS

CITY/STATE: ZIp CODE:

WHAT INFORMATION MAY BE SHARED

Billing Records

L]
[ ] Complete Record

[ ] Diagnosis Information

[ ] Discharge Records

[ ] Drug/Alcohol Treatment Information
[ ] HIV/AIDS blood test results and

any/all references to

Immunization Records
Laboratory Results

Medication Information

Mental Health Records
Photos/Videos
Treatment/Service Information
Other:

TR

those

23-07 HHSA 2014/09
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COUNTY OF SAN DIEGO
AUTHORIZATION TO USE OR DISCLOSE
PROTECTED HEALTH INFORMATION

HEALTH AND HUMAMN SERVICES AGENCY

WHAT YOUR AUTHORIZATION MEANS

Sensitive Information: Records may include information relating to sexually transmitted
diseases, Acquired Immunodeficiency Syndrome (AIDS), or the Human Immunodeficiency
Virus (HIV). They may also include information about behavioral or mental health services
or treatment for alcohol and drug abuse.

Right to Revoke: You have the right to revoke this authorization at any time. If you
revoke this authorization, you must do so in writing. Your revocation will not apply to
information that has already been released.

Period of Disclosure: You can provide a start and/or end date (or event) for the
authorization to be in effect. This means records will only be shared between the dates
you specify.

This authorization will begin on the following Start Date:
e If no Start Date is specified, this authorization will be effective on the date signed.

This authorization will expire on the following End Date or Event:

e |f no End Date or Event is specified, this authorization will expire one (1) calendar
year from the date signed.

Redisclosure: If you have authorized protected health information to be disclosed to
someone who is not legally required to keep it confidential, it may be redisclosed and will
no longer be protected.

Other Rights:

1. Authorizing the disclosure of this information is voluntary. You can refuse to sign this
authorization. You do not need to sign this form to receive treatment. However, if
this authorization is needed for participation in a research study, enroliment in the
research study may be denied.

2. You may inspect or obtain a copy of the information to be used or disclosed, as
provided in 45 Code of Federal Regulations section 164.524.

3. You have right to receive a copy of this authorization. Would you like a copy of this
authorization? O Yes [ No

4. For more information about your privacy rights, see the Notice of Privacy Practices
on our website: www.cosdcompliance.org or contact the Privacy Officer at 619-338-
2808 or at PO Box 865524, San Diego, CA 92186-5524.

SIGNATURE

SIGNATURE: DATE:
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COUNTY OF 5AN DIEGO

AUTORIZACION' PARA USAR O DIVULGAR
INFORMACION PROTEGIDA DE SALUD

HEALTH AND HUMAMN SERVICES AGENCY

INFORMACION DEL CLIENTE

APELLIDO(S): PRIMER NOMBRE: INICIAL SEGUNDO
NOMBRE:
NUMERO DE CASO: NUMERO DE SEGURIDAD SOCIAL (SSN): | FECHA DE NACIMIENTO:

¢, COMO PODEMOS CONTACTAR CON USTED?

NUMERO DE TELEFONO: | DIRECCION: CiubAD/ESTADO: CODIGO POSTAL:

SI USTED NO ES EL CLIENTE?

ESCRIBA SU NOMBRE CON LETRA DE MOLDE: INDIQUE LA RELACION QUE TIENE CON EL CLIENTE:

QUIEN PUEDE COMPARTIR LA INFORMACION:

NOMBRE DE LA PERSONA O ENTIDAD: NUMERO DE TELEFONO:

DIRECCION: CIUDAD/ESTADO: CODIGO POSTAL:

PROPOSITO DE LA SOLICITUD:

QUE INFORMACION SE PUEDE COMPARTIR

[ ] Registros de facturacion Registros de vacunas

[ ] Todo el expediente Resultados de laboratorio
[ ] Informacion de diagnostico Informacién médica

[ ] Registros de egreso Registros de salud mental

T

[ ] Informacion de tratamiento de Fotos/videos
drogas/alcohol Informacién de tratamiento/servicios
[ ] Resultados de pruebas sanguineas Otro:

de VIH/SIDA y cualquier/toda referencia
a los mismos

23-07 HHSA 2014/09 Pagina 1 de 2




COUNTY OF SAN DIEGO
AUTORIZACION' PARA USAR O DIVULGAR
INFORMACION PROTEGIDA DE SALUD

HEALTH AND HUMAMN SERVICES AGENCY

EL SIGNIFICADO DE SU AUTORIZACION

Informacidn confidencial: Los registros pueden incluir informacion relacionada con
enfermedades transmitidas sexualmente, sindrome de inmunodeficiencia adquirida (SIDA)
o infeccion con el virus de inmunodeficiencia humana (VIH), informacidn sobre servicios
de salud mental o de comportamiento o tratamiento contra el abuso de alcohol y drogas.

Derecho alarevocacion: Usted tiene el derecho a revocar esta autorizacion en
cualguier momento. Si usted revoca esta autorizacion, lo debe hacer por escrito. Su
revocacion no se aplicara a la informacion que ya haya sido divulgada.

Plazo de divulgacion: Usted puede proporcionar una fecha de inicio y/o final (o evento)

para la cual sera valida la autorizacion. Esto quiere decir que los registros solamente se

compartirdn entre las fechas que usted especifique.

Esta autorizacion sera valida a partir de la siguiente fecha inicial:
e Sino se especifica una fecha inicial, sera valida a partir de la fecha en que se firmo.

Esta autorizacion se vencera en la siguiente fecha final o evento:
e Sino se especifica fecha final o evento, esta autorizacion se vencera en un (1) afio

civil a partir de la fecha en que se firmo.

Divulgacion por terceros: Siyo he autorizado la divulgacion de mi informacion protegida
de salud a alguien que no esta legalmente obligado a mantenerla con caracter
confidencial, puede divulgarse a terceros y ya no sera informacion protegida.

Otros derechos:

1. La autorizacion de divulgacion de esta informacion es voluntaria. Usted puede
negarse a firmar esta autorizacion. Usted no tiene que firmar este formulario para
recibir tratamiento. Sin embargo, si esta autorizacion es necesaria para participar
en un estudio de investigacion, puede que se le niegue la inscripcion al estudio.

2. Usted puede inspeccionar u obtener una copia de la informacion que se usara o
divulgara, establecido en la seccion 164.524 / cédigo 45 de las Reg. Federales.

3. Usted tiene el derecho a recibir una copia de esta autorizacion. ¢Desea una copia
de esta autorizacion? O Si [ No

4. Para obtener informacion adicional, consulte El Aviso de las Practicas de Privacidad
en nuestro sitio en linea: www.cosdcompliance.org o pongase en contacto con el
Funcionario de Privacidad llamando al 619-338-2808 o escribiendo a PO Box
865524, San Diego, CA 92186-5524.

FIRMA

FIRMA: FECHA:
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COUNTY OF 5AN DIEGO

¥H

SA

HEALTH AND HUMAMN SERVICES AGENCY
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COUNTY OF 5AN DIEGO

Faall e shaall ol oy s
lie CaiSll i dyandll

HEALTH AND HUMAMN SERVICES AGENCY
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COUNTY OF SAN DIEGO

CHO PHEP SU DUNG HOAC TIET LO
CHI TIET SUC KHOE BU'QC BAO VE

HEALTH AND HUMAN SERVICES AGENCY

CHI TIET VE THAN CHU
HO: TEN: TEN DEM TAT:
SO HO SO: SSN: NGAY SINH:

CHUNG TOI LIEN LAC VOI QUY VI BANG CACH NAO?

SO DIEN THOAL: DIA CHI: THANH PHO/TIEU SO ZIP:
BANG:

NEU QUY VI KHONG PHAI LA THAN CHU:

VIET TEN CUA QUY VI THEO KIEU CHU IN: LIEN HE CUA QUY VI VOI THAN CHU:

AI CO THE TIET LQ CHI TIET:

TEN NGUOI HOAC THUC THE: SO PIEN THOAL:
DIA CHI THANH PHO/TIEU BANG: SO ZIP:
MUC PICH CUA YEU CAU:

CHI TIET NAO CO THE PUQC PHEP TIET LQ

[ ] S6 Sach Hoa Pon [ ] Ho So Chung Ngtra

[ ] H6 So Pay bu [ ] Két Qua Thi Nghiém

[ ] Chi Tiét Chan Poan [ ] Chi Tiét Vé Thubc Men

[ ] Ho So Xuat Vién [ ] H6 So Strc Khoe Tam Than

[ ] Chi Tiét biéu Tri Ma Tay/Ruou Bia [ ] Hinh Anh/Video

[ ] Két qua thtr mau dé tim HIV/AIDS va [ ] Chi Tiét V& Chira Tri/Dich Vu
moi dé cap dén nhirng két qua do [ ] Chi Tiét Khac:
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COUNTY OF SAN DIEGO

CHO PHEP SU DUNG HOAC TIET LO
CHI TIET SUC KHOE BU'QC BAO VE

HEALTH AND HUMAN SERVICES AGENCY

QUYET PINH CHO PHEP CUA QUY VI CO Y NGHIiA GI

Chi Tiét Té Nhi: Ho so co thé bao gom chi tiét lién quan dén cac chimg bénh phong tinh, Hoi
Chung Khiém Khuyet Kha Nang Mién Nhiém Tur Ngoai (AIDS), hodc Siéu Vi Khuan  Gay Khiém
Khuyét Kha Nang Mién Nhiém O Nguoi (HIV). Hb so cling c6 thé bao gdm chi tiét vé cac dich vu
sttc khoe hanh vi hodc tdm than hodc diéu tri tinh trang lam dung rugu bia va ma tuy.

Quyén Hily Bo: Quy vi c6 quyén hay bo gidy cho phép nay bat ¢ luc nao. néu quy vi hity bo gidy
cho phép nay, quy vi phai viét thu thong bao. Viéc huy bo cua quy vi s€ khong ap dung cho nhiing
chi tiet da dugec tict 10.

Giai Doan Tiét Lo: Quy vi co the quy dinh ngay (hodc blen co) bat dau va/hodc hét hiéu luc cua
gidy phép nay. Diéu nay co nghia la ho so s& chi dugc tiét 16 cho thoi gian quy vi quy dinh.
Viéc cho phép nay sé& bat dau vao Ngay Bat Pau sau day:
e Néu Ngay Bit Pau khong duoc quy dinh, viéc cho phep nay s€ co hiéu luc vao ngay ky tén.
Viéc cho phép nay sé& hét han vao Ngay Cham Dut hodc Bién C6:
e Néu Ngay Cham Dut hoic Bién C6 khong dugc quy dinh, viéc cho phép nay s& hét han sau
mot (1) ndm tinh tir ngay ky tén.

Tiét Lo Tiép: Néu quy vi da cho phép tiét 16 chi tiét strc khoe dugc bao vé cho mdt nguodi khong bi
luat phap bat budc phai gitr kin, chi tiét do6 co6 thé dugc tiét 10 tiép va s€ khong con duoc bao vé nira.

Cic Quyén Khic:

1. Viéc cho phép tiét 16 chi tiét nay 1a tu nguyén. Quy vi co thé tir choi ky tén vao glay cho phép
nay. Quy vi khong can ky tén vao mau don nay dé dugc chita tri. Tuy nhién, néu can phai co
gidy cho phép dé tham gia trong mot cudc nghién ctru, thi viéc ghi danh tham gia cudc nghién
ctru ¢ thé bi tir khude.

2. Quy vico thé xem xét hodc xin mot ban ghi cac chi tiét duoc sir dung hodc tiét 16, nhu da
dugc quy dinh trong 45 Bo Luat vé Cac Dleu L¢ Cua Lién Bang doan 164.524.

3. Quy vico quyén giit mot ban sao cua gidy cho phép nay. Quy vi c6 mudn mot ban sao cia
gidy cho phép nay khong? 00 C6 [ Khdng

4. Mubn biét thém chi tiét vé cic quyén riéng tu ctia minh, hiy xem Thong Bao vé Nhitng Cach
Tén Trong Quyén Riéng Tu trén website ctia chiing toi: www.cosdcompliance.org hoic lién
lac vé1 Vién Phu Trach Quyén Riéng Tu & sb6 619-338-2808 hoic tai dia chi PO Box
865524, San Diego, CA 92186-5524.

CHU KY

CHUKY: | NGAY:
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COUNTY OF SAN DIEGO AWTORISASYON PARA GAMITIN O IPAHAYAG

ﬁ ANG PROTEKTADONG IMPORMASYON SA
KALUSUGAN

HEALTH AND HUMAMN SERVICES AGENCY

IMPORMASYON TUNGKOL SA KLIYENTE

APELYIDO: PANGALAN: INISYAL NG GITNANG
PANGALAN:
NUMERO NG KASO: SSN: PETSA NG KAPANGANAKAN:

PAANO KAMI MAAARING MAKIPAG-UGNAYAN SA INYO?

NUMERO NG TELEPONO: | ADDRESS: LunGsoD / ESTADO: Z1p CODE:

KUNG HINDI KAYO ANG KLIYENTE:

[-PRINT ANG INYONG PANGALAN: IPAHAYAG ANG INYONG RELASYON SA KLIYENTE:

SINO ANG MAAARING MAGBAHAGI NG IMPORMASYON:

PANGALAN NG TAO O ENTITY: NUMERO NG TELEPONO:

ADDRESS LUNGSoD / ESTADO: ZIp CODE:

LAYUNIN NG KAHILINGAN:

ANONG IMPORMASYON ANG MAAARING IBAHAGI

[ ] Mga Billing Record | ] Mga Rekord ng Bakuna

[ ] Kumpletong Rekord [ ] Mga Resulta ng Laboratoryo

[ ] Impormasyon sa Diagnosis [ ] Impormasyon Tungkol sa Medikasyon

[ ] Mga Rekord sa Pagpapalabas [ ] Mga Rekord Tungkol sa Kalusugang

[ ] Impormasyon sa Paggagamot sa Pangkaisipan
Droga/Alak [ ] Mga Litrato/Videos

[ ] Mga resulta ng blood test para sa [ ] Impormasyon sa Paggagamot/Serbisyo
HIV/AIDS at anumang/lahat ng mga [ ] Ibapa:

sumasangguni doon

ANO ANG KAHULUGAN NG INYONG AWTORISASYON

Sensitibong Impormasyon: Ang mga rekord ay maaaring may kasamang mga impormasyon na
may kaugnayan sa mga sexually transmitted na sakit, Acquired Immunodeficiency Syndrome
(AIDS), o Human Immunodeficiency Virus (HIV). Maaaring kasama rin dito ang impormasyon
tungkol sa pag-uugali o kalusugang pangkaisipan na serbisyo o paggagamot para sa pagkagumon sa
alak at droga.
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COUNTY OF SAN DIEGO AWTORISASYON PARA GAMITIN O IPAHAYAG

ﬁ ANG PROTEKTADONG IMPORMASYON SA
KALUSUGAN

HEALTH AND HUMAMN SERVICES AGENCY

Karapatan na Tanggalin: Kayo ay may karapatan na bawiin ang awtorisasyon na ito anumang
oras. Kung bawiin ninyo ang awtorisasyon na ito, kailangan ninyong gawin ito sa pamamagitan ng
kasulatan. Ang inyong pagbawi ay hindi gagamitin sa impormasyon na ipinalabas na.

Panahon ng Pagpapahayag: Maaari kayong magkaloob ng isang petsa ng pagsisimula at/o
pagtatapos (o pangyayari) kung kailan magkakabisa ang awtorisasyon. Ito ay nangangahulugan na
ang mga rekord ay ibabahagi lang sa pagitan ng mga petsa na inyong tinukoy.
Ang awtorisasyon na ito ay magsisimula sa sumusunod na Petsa ng Pagsisimula:
e Kung walang tiniyak na Petsa ng Pagsisimula, ang awtorisasyon na ito ay magkakabisa sa
petsa na ito ay nilagdaan.
Ang awtorisasyon na ito ay magwawakas sa susunod na Petsa ng Katapusan o Pangyayari:

e Kung walang tinukoy na Petsa ng Katapusan o Pangyayari, ang awtorisasyon na ito ay
magwawakas sa loob ng isang (1) taon na base sa kalendaryo mula nang malagdaan.

Muling pagbubunyag: Kung pinahintulutan ninyo ang pagbubunyag ng protektadong
Impormasyong pangkalusugan sa ibang tao na hindi legal na inaatasan na mapanatili itong
kompidensyal, maaari itong muling ibunyag at hindi na mapoprotektahan.

Iba pang Mga Karapatan:

1. Ang pagpapahintulot sa pagpapahayag ng impormasyong ito ay kusang loob. Maaatri
ninyong tanggihan na lagdaan ang awtorisasyon na ito. Hindi ninyo kailangang lagdaan ang
form na ito para makakuha ng paggagamot. Gayunman, kung ang awtorisasyon na ito ay
kailangan para sa pagsali sa isang pag-aaral na pananaliksik, maaaring matanggihan ang
enrollment sa pag-aaral na pananaliksik.

2. Maaari kayong magsuri o kumuha ng kopya ng impormasyong gagamitin o ipapahayag, ayon
sa nakasaad sa 45 Code of Federal Regulations seksyon 164.524.

3. Mayroon kayong karapatan na tumanggap ng kopya ng awtorisasyon na ito. Nais ba ninyo
ng kopya ang awtorisasyon na ito? [1 Oo [ Hindi

4. Para mga karagdagang impormasyon tungkol sa inyong mga karapatan sa privacy, tingnan
ang Paunawa sa Mga Pamamalakad sa Privacy sa aming website: www.cosdcompliance.org o
makipag-ugnayan sa Privacy Officer sa 619-338-2808 o sa PO Box 865524, San Diego, CA
92186-5524.

LAGDA

LAGDA: | PETSA:
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MENTAL HEALTH SERVICES

CHILDREN’S
PROGRAMS



CONSENT FOR MENTAL HEALTH SERVICES
(County Providers)

WHEN: Upon initial registration to Mental Health System and annually from date
of initial registration.

ON WHOM: All Mental Health Clients who are ages 0-18.

COMPLETED BY: Any program staff member who reviews the parameters of consent.

MODE OF Legibly handwritten on Consent for Mental Health Services form (MHS-

COMPLETION: 272).

REQUIRED Outline child’s full name for which the consent is being obtained.

ELEMENTS: Client and/or Parent/Legal Guardian signature with date.

Clients who are 18 years of age or older or emancipated may consent for
their own treatment. Additionally, under some circumstances a minor 12
years and older may consent for their own treatment (see Welfare and
Institutions Code 14010 and Family Code 6924, 6929, 7050).

T Bar shall include client’s name, ID Number, and program name.

DEPENDENTS & An ex-parte or court order may be utilized to authorize mental health

WARDS: treatment, as well as a form titled Consent for Treatment — Parent
(number 04-24P and dated 06/03) which is generated by the Child
Welfare Services worker for the parent / guardian to sign.

NOTE: This is a county form for county providers. Contracted providers are to
seek their own legal counsel regarding consent for treatment and
appropriate forms.



Consent For Mental Health Services

This is to authorize San Diego County Children’s Mental Health Services to
evaluate and or treat
Child’s Name:

The conditions of the treatment have been explained to me to my
satisfaction. | understand that records concerning treatment will be
retained. Such data will be kept confidential according to all applicable
State and federal laws.

Law compels the County of San Diego, Children’s Mental Health Staff, to
take action to protect you by informing appropriate person(s) and/or to
inform the other person(s) if we believe you are in imminent danger of
causing serious harm to yourself or another person(s). Additionally, we are
mandated to report any reasonable suspicion that a child, dependent adult,
and/or elderly adult have been abused. See Notice of Privacy Practices for
complete outline of allowable disclosures.

| have read the above or had it read or explained to me, understand
content, and agree to the conditions. | understand that | can withdraw my
consent and terminate from this program and its services at any time. This
consent will expire upon termination of your current treatment.

Client Signature:

Parent/Legal Guardian Signature:

Date:

County of San Diego - CMHS Client:
CONSENT FOR MENTAL HEALTH SERVICES .
InSyst #:
Program:

HHSA:MHS- 272  (3/2005)



CONSENTIMIENTO PARA RECIBIR SERVICIOS DE SALUD MENTAL

Este documento tiene como propédsito autorizar a San Diego County
Children’s Mental Health Services (Servicios de salud mental para nifios
del condado de San Diego) para evaluar o dar tratamiento a:

Nombre del nifio(a):

Se me han explicado las condiciones del tratamiento a mi satisfaccion.
Entiendo que los expedientes relacionados con el tratamiento seran
conservados por la institucion. Dicha informacion se mantendra
confidencial de acuerdo a las leyes federales y estatales correspondientes.

La ley obliga al personal de salud mental para nifios del Condado de San
Diego a tomar accién para protegerlo a usted al informar a la persona(s)
adecuada(s) y/o para informar a la otra persona(s), si nosotros creemos
que usted esta en peligro inminente de ocasionarse dafos graves a si
mismo o a otra persona(s). Ademas, se nos ordena reportar cualquier
sospecha razonable de que un nifio(a), adulto dependiente, y/o anciano ha
sufrido abuso. Vea la Notificacion sobre Practicas Privadas para completar
el resumen de las divulgaciones permitidas.

He leido lo anterior, 0 me ha sido leido o explicado, entiendo su contenido
y estoy de acuerdo con las condiciones. Entiendo que puedo retirar mi
consentimiento y terminar con este programa y sus servicios en cualquier
momento. Este consentimiento se vencera al término del tratamiento
actual.

Firma del cliente:

Firma del padre/madre/tutor legal:

Fecha:

County of San Diego - CMHS Client:
InSyst #:
CONSENT FOR MENTAL HEALTH SERVICES Program:
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Miu Thoa Thuin Chap Nhan Chita Tri Bénh Tinh Than

T6i cho phép S Chim S6c TAm Thin Tré Em Quan Hat San Diego (San
Diego County Children’s Mental Health Services) dinh bénh va chita tri cho
Em (t€n) :

Toi bing long véi cac di€u kién chita tri dudc giai thich cho toi. T6i hi€u ring
ho so chira tri s& dudc luu giit lai. Nhitng chi ti€t trong ho so sé& dugc giit kin
theo ding luat ciia Tiéu Bang va Lién Bang.

Luat bit budc S§ Chim S6¢c TAm Than Tré Em Quan Hat San Diego phdi c6
hanh dong d€ bio vé ban bing cich bio tin cho nhitng ngudi lién quan, hoic
nhitng ngudi ma ching toi tin ring s& c6 hanh ddong nguy hi€m cho ban hoic
cho ngudi khdc. Hon nita chiing t6i cling bi bit budc phdi bdo cdo khi c¢6 nghi
ngd vé viéc mot tré em, ngudi than thudc, hodc ngudi gia bi ngugc dii. Xin
tham kh3o phan ghi chid vé C4dch Bido Vé Bi Mat C4 Nhan (Notice of Privacy
Practices) d€ hi€u rd pham vi chiing tdi dudc ti€t 19.

T6i da doc, hodc ¢6 ngudi doc cho tdi nghe hodc gidi nghia cho t6i, va tdi dong
y vdi cdc diéu kién trén. Toi hi€u ring tdi c6 thé rit lai sy thod thuin ndy va
chdm dift tham gia chuong trinh va cédc dich vu lién hé bat ¢t lic ndo. Su thod
thuan nay sé hét hiéu lyc khi thdi gian chita tri nay chdm dit.

Bénh nhan ky tén:

Phu Huynh/Ngudi gidm ho ky tén

Ngay:

County of San Diego - CMHS Client:
InSyst #:
CONSENT FOR MENTAL HEALTH SERVICES Program:

HHSA:MHS- 272 (3/2005)
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Agreement For Services — Adult
(County Form)

WHEN: First Face to Face Contact

ON WHOM: All clients

COMPLETED BY: Client and the staff member registering the client

MODE OF
COMPLETION: Legibly handwritten on form HHSA-MHS-119

REQUIRED
ELEMENTS: All
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