north carolina
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Thank you for choosing North Carolina Solutions are your Applied
Behavior Analysis provider! It is our goal to help you and your family
achieve the results that last a lifetime through high quality services. To
ensure the client is receiving the appropriate level of care, a well-
trained, Board Certified Behavior Analyst, develops a comprehensive
treatment plan. This plan helps build skill level and decrease barriers to
learning. Caretakers must comply with all treatment recommendations
pertaining to the clients plan to continue to receive services at North
Carolina Solutions. This includes keeping all of your appointments as
they are scheduled. If recommendations are not followed, you may be
referred to another provider. Legal caretakers have the right to access
the client’s treatment plan upon request.

Please provide the front desk with up to date phone number that
allows us to leave a message regarding your appointments if needed.

Thank you again for choosing North Carolina Solutions! Do not
hesitate to let us know how we are doing.

Thank you

Han-Leong ioé, Ph.D, BCBA-D

Executive Director

7/2019 3904 Oleander Dr #102 Wilmington, NC 28403|910-313-3232
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Biographical
Child’s Name: Date of Birth:
Caregiver/Legal Guardian #1

Name:

Address:

City, State, Zip:

Telephone: (Home) {(Work)
(Celi}

Email:

Emergency Contact

Name:

Phone:

Current Medical Providers and Schoo! Information

Name of Primary Care Physician:

Affiliation:

Name of Teacher:

School:

Referral Source

Affihation:
Sign/Date
Signature of Client/Parent/Legal Guardian Date
Signature of NC Solutions Staff Date

3904 Oleander Dr. #102 Wilmington, NC 28403 | 910-313-3232



[ ;

= north carolina
e solutions

PRIOR PROFESSIONAL CONTACTS

: AN
Please list all past and current therapies your child has received by completing each of the boxes below.

Effect
Start/End Length of fect of Therapist
What goals therapy .
Service Date How each were bein for Information
(Month/ Often? therapy addresse di feedin (Name, address,
Year) session ) 8 telephone)
problem
Occupational [ ] 1x/month 15 min [Jworse
Therapy [ 2x/month [[] 30 min ] No change
E ;.x;wee:: E thim‘m [} Improved
Yes x/wee r
g No [:| 3x/week E 15hrs
0 0 o
Physical [ 1x/month [[_] 15 min []worse
Therapy ] 2x/month D 30 min D No change
: [ 1 1x/week |[] 45 min [] Improved
Ves [ ] 2x/week {[T] 1hr
% No . || 3x/week |[] 1.5hrs
U U
Speech [ ] 1x/month |} 15 min [Jworse
[ ] 2x/month |[_] 30 min [] No change
[ Yes [ 1 1x/week |[] 45 min ] improved
[l No ] 2x/week {[]1hr
[ ] 3x/week |[ ] 15hrs
L]
Early ~ {[Jax/month |_| 15 min [Jworse
Intervention {1 2x/month {[] 36 min [] No change
[1 1x/week  |[] 45 min [} improved
Yes [J 2x/week |[[] 1hr
E No [] 3x/week |[] 1.5hrs
[ ]
Others: ] 1x/month || 115 min [ Tworse
(please list) [ | 2x/month |[_] 30 min [[] No change
] x/week  [[] 45 min [] Improved
| 2x/week |[]1hr
f 3x/week |[[] 1.5hrs
] ]

3904 Oleander Dr. #102 Wilmington, NC 28403 | 9107813-3232
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MEDICAL INFORMATION

Birth History
How many weeks pregnant were you when your child was born?

Was your child born by vaginal delivery or C-section?
What was your child’s birth weight/length? ibs inches
Were there any problems at birth?

Were there any problems during pregnancy?

Medical History
Current Diagnoses:

At what age did your child receive each diagnosis:
Who provided the diagnosis:
Previous Ilinesses:

Maost recent hearing screen: ; Results:

Most recent vision screen: __; Results:
Past surgeries/hospitalizations:
History of any of the following? (Check all that apply):

Ulseizures [] piabetes [C]Asthma [] Constipation (frequent)
[ Ivision problems [] Hearing Problems D Sleep Problems
Describe all checked items above:

Current medications and dosages:

Allergies: Medications/Environmental/Seasonal:
Food Allergies:
Food Intolerance? (e.g. lactose intolerance):
Are immunizations up-to-date:

if not up-to-date, what is delinquent?
Any foods avoided intentionally by the family?
Does your child have any health-related restrictions regarding exercise?

Current height: _ feet,  inches

Currentweight: _ lbs

At what age did your child: DEVELOPMENTAL HISTORY

Roll over: Babble:

Sit independently: Use single words:

Take first steps: Use short phrases:

Play games (like peek-a-boo}: Use sentences:

Crawl: Toilet trained during day:
Stile: Toilet trained at night:

3904 Oleander Dr. #102 Wiimm.gt‘c_)n, NC 28403 |910-313-3232



gﬁ*‘ north carolina

solutions

As an infant/toddler, was your child:

L1 Interested in people {] pifficult to nurse or feed [[] pifficult to soothe
] overly active ] Interested in toys [J Resistant to touch
] Easy to please 7] Underactwve [[1 Reactive to certain noises
] trritable/Cranky [] Able to be flexible
SLEEP SCHEDULE

Check any that describe your child.

[[] Has difficulty going to sleep at night
[] Tantrums when put to bed
Has other behavior problems when put to bed
[] Has difficulties going to sleep during naps
[[] Has difficulties staying asleep
[1 Has difficulties staying in bed
] wants to sleep in caregiver’s bed

My child goes to bed at pm.

My child wakes up at am.

My child takes a nap from to and to
COMMUNICATION

What is your child’s primary form of communication?
[1 Gestures [_] picture Exchange [1sign Language [[TVvocal Language {Jother

How does your child request items?

Does your child... (Select Yes or No)
Respond to his/her name?

Imitate words/sounds you say? Example

Imitate words/sounds from his/her favorite videos? Example
Label things that he/she sees? Example

Label things that he/she feels? Example

Label things that he/she smells? Example

Label thihgs that he/she hears? Example

About how many different things can your child label?
Does your child... {Select Yes or No}

Follow one step directions? Example
Follow two or more step directions? Example
Respond to questions? Example

About how many questions can your child respond?

Tell you what happened during the day? Example

How many different words does your child say in a 30-minute period?

3904 Oleander Dr. #102 Wilmington, NC 28403 | 910-313-3232
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ADAPTIVE SKILLS

Check one that best describes your child’s mental abilities.

L1 Normat intelligence 1 miid D [] Moderate ID

D Severe 1D D Profound Intellectual Disability (ID)
Does your child... (Select Yes or No})
| Feed self Look you in the eye when you are talking
Dress self Makes eye contact when pointing
Help with household chores Point to things from 3 feet away or more
Tie shoes Play with toys the same way

Walk up/down stairs Play with a limited number of toys

Stay near in public places Play with toys appropriate (hit nails with hammer)

Imitate things you do Play with toys imaginatively {use box as phone)

Talk to peers Plays with toys next to others

OTHER BEHAVIOR PROBLEMS
Does your child have any other behaviors that you think are a problem? Check any one that describes

your child’s behavior.

Behavior Occurs Frequency
Temper tantrums [] |___tmesper [Jhour[ |day [ Jweek[ ]month
Argues 1 ___timesper [ Jhour [ |day [ |week [ ]month
Hurts self ] ____timesper [ hour [ ]day []week [[Jmonth
Hurts other people [ __ timesper [_Jhour { }day [ Jweek [ | month
Complains of aches or pains [l |___tmesper [Jhour [ ]day [Jweek [ ]month
Throws or breaks things [ |___timesper [ ]hour| ]day [ Jweek[ ] month
Makes inappropriate sounds 1 |__tmesper [ _Jhour [ Jday [ Jweek [ Jmonth
Attention Deficits 1] ____timesper | |hour [] day | week :l month
Phobias O | ___timesper [ Jhourl lday[ fweek| ]month
Overactive for age 1 [ ___timesper [Thour[ Iday [ ]week[ ]month
Separation anxiety [0 |___timesper [ Jhour[ lday[ Jweek| ]month
Doesn’t pay attention [J |___timesper [ |hour[]day[]week| ] month
Stereotypy (hand-flapping) [1 |___timesper [ ] hour| | day[ ] week[ ] month
Arm/Hand biting [0 | ___tmesper [ ]hour[ ] day[ | week[ ] month
Thumb sucking [1 |___timesper [ ]hour| ]day[ ] week[ ] month
Doesn’t interact with people 00 | __timesper []hour[ ] day[]week[ ] month
Masturbation [0 |___ umesper [ ] hour[ ] day[] week[ ] month
Pica {eats inedible objects) O [___timesper [ ]hourl J day[ { week{ | month
Insists on routine [0 |___timesper [ Jhour] ]day[ ] week[ ] month
Other ' — timesper |_]hour] Iday[ ] week| | month

What type of supervision does your child require? (Check one)

[1 Can be left unattended for brief periods of time
[ Needs continuous monitoring, but can be accomplished in a group

O Requires 1:1 supervision

3904 Oleander Dr. #102 Wilmington, NC 28403 | 910-313-3232
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if your child had an hour to do whatever he/she wanted. Please list which toys, activities, foods, or
people he/she would play with:

Toys Foods
1) 1)
: :
3) i
4 5)
5) .
6) 7)
7) )
8) g)
9) )
Activities People
1) 1)
2) 2)
3) 3)
4) 4)
5) 5)
6) 6)
7) 7}
8) 8)
9) 9)

What are your top 3 goals for your child in the next 6 months, rank the priority of the goal, and describe
what specifically needs to be addressed.

ﬁriority:
1= not important, 2= somewhat not important, 3= Neutral, 4= somewhat important, 5= very important

Rank (1-3) Sskill Priority Describe
Communication

Play Skilis

Social Skills

Problem Behavior
Functional Skills (tolleting)
Other:

3904 Oleander Dr. #102 Wilmington, NC 28403 | 910-313-3232
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Child Availability

Monday Tuesday Wednesday Thursday Friday
8:00 am | | ]
9:00 am [ 1 I |
10:00 am ]
11:00 am |
12:00 pm
1:00 pm ] ] |
2:00 pm ] | ]
3:00 pm [
4:00 pm
5:00 pm
Please indicate how interested you are in learning methods to teach your child new skills.
Not at all Somewhat Extremely
intltﬁsl;ted Intei_re_slted Int%ted Very Irln_e:iested lnte‘r_eilted
Please indicate how many hours each day you and your child are in the same room.
More than 8
0-2 hours 2 to 4 hours 4 to 6 hours 6 to 8 hours hours
| | || [ ] L] [ ]

Please indicate how many hours each day you practice new skills with your child.

More than 8
0-2 hours 2 to 4 hours 4 to 6 hours 6 to 8 hours hours

3904 Oleander Dr #102 Wilmington, NC 28403 ]910-313-3232
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AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

The undersigned hereby authorizes the refease of Information from the health recard of:

Cllent Name: Data of Blth:
FROM (PERSOW/AGENCY): TO (PERSON/AGENCY)
NC SOLUTIONS Emergency Conksct
FROM {PERSON/AGENCY} 70 (PERSON/AGENCY)
Emergency Contact NC SOLUTIONS
INFORMATION AUTHORIZED FOR RELEASE (CHECK ALL THAT ARPLY): ’
___Admission/ Evaluabion /CCA  ___ Medications . Medical/Physical History
___Discharge Sumwnary __labs ___ History/Psychosocal
. Staff Notes _ Treatment Progress ___ Testing
___Other:

RELEASE GF SPECIAL RECORDS

YOU MUST CHECK { ) A RESPONSE TQ EACH OF THE FOLLOWING STATEMENTS iN THE EVENT YOUR RECORD MAY CONTAIN SUCH
INFORMATION:

__ID0 ___ |1 DONOT authorze disclosurs of racords of alcohol or dryg ahuse treatment,

___iDO __ 1 DO NQT authomze disclasure of treatrment or diagnosis of HIV or AIDS (including test results)

Aleohol and/for drug treatment tecords are protected under federal regulations governing tha confidentlity of alcoliof and drug abiuse patient recoids, 42 CFR¥Fart 2,

and the Health Insurance Portahiity and Aczessibshty Act, 45 CFR Parts 160 and 164 These rules prohibit the reciment fram malung 3ny further disclosura of this
mformation unless further iscloure 1s expressly permdtied by the writteh consent of the person to whom it perfams or as atherwase pacmitted by taw,

PURPOSE FOR DSE DR DISCLOSURE: __Personal Use __ Treatment __Legal _ Other

EXPIRATION: Unless another date, avent or conditlon Is listed below, this authorization will expire one {1} year from the
date it Is sighed. Other date, event, ot condition:

| undersiand North Caroling Salutions may not condtton treatraent or alighhility for care on my providing this authorlzation exeept if such care js
{3irasearch related, or {2) provided salely farthe purpose of creating Protected Health information for disclosure to a thied party, if Cllent refuses
to provide authotzation under the aforamantioned ercumstances, North Carplina Sofutions rmay refuse to provide care o treatmant for thesa
purposes,

1 understand that infarmation disciosed by this authorlzatlon, except for Alcohol and Drug Abuse, may be subject to re-disclosure by the re-
disclasure by the reclplant and may ro longer he protected by the Health Insurance Portability apd Accountability Act Privacy Rule {45CFR Part 164)
and the Privacy Act of 1974 |5 LISC 552a) add Cllent has the right to ravoke this autharzation at any time w writing and upon delvery to North |
Carohna Sohitions except to the extent that action has been taken in reliance an this autherlzation, or \f applicable, during an tasurance
contastability period. | may raquest a copy of this form.

Data:
Cllent’s Signature
Data;
Stgnature of ___Parent/Legal Guerdian __{f other, specify relattonship,
Withass Slgnature: Date:

3904 Oleander Dr. #102 Wilmington, NC 28403 | 910-313-3232
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AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

The undersigned hereby authorizes the release of information from the health record of:

Cliant Names Date of Birth,

FROM {PERSON/AGENCY): TO {PERSON/AGENCY}
NC SOLUTIONS School

FROM (PERSON/AGENCY) TO (PERSON/AGENCY)
Schoal NC SOLUTIONS

INFORMATION AUTHORIZED FOR RELEASE {CHECK ALL THAT APPLY):

___Admission/ Evaluation /CCA  ___Medlcatlons __Medical/physical Histary
—Discharge Summary _lahs - History/Psychosoclal

. Staff Notes __Treatment Progress ___Testing

__Other:

RELEASE OF SPECIAL RECORDS
YOU MUST CHECK { } A RESPONSE TO EACH OF THE FOLLOWING STATEMENTS IN THE EVENT YOUR RECORD MAY CONTAIN SUCH
INFORMATION:

__Ino __j DO NOT authorlze disclosure of records of alcohof or drug abuse treatmeht,

. 1DO __ 1 DONDT authotize disclosure of treatment or diagnosis of HIV or AIDS {Inc¢luding test resulis)

Aleobol andfor drug treatment racords are protected nnder federal regulations goverming the confidentiality of alcaliof and drug abuse patient records, 42 CFR Part 2,
atid the Health Insurance Partabitity snd Accessibility Act, 45 CFB Parts 160 and 164, These rles prelubnt the raciptent from malang any further disclosure of this
sformatian unless further disdositre s expressly permitted by the written consent of the persan ta Whom 1t perfams ot as atherwise permitied by law,

PURPOSE FOR USE OR DISCLOSURE: __Personal Use _ Treatment __legal _ Other

EXPIRATION: Unless another date, event ar condltlon s listed below, this authorizatlon wi) explre one [1) year from the
date It Is signed. Other date, event, or condition:

| understand North Catolina Solutlons may not condition Geatment or eligihility far care on my providing this authorzetion exceptf such care ls
{2)research related, or {2) provided solely for the purpase of creating Protacted Health Information for distlosure to a third party, i Cllent refuses
to provide autharization under the aforamentioned clreumstances, North Caralina Sojubions may refuse to provide care or treatinent for thess
purposes.

{ undarstand that information disclosed by this authorization, axcept for Alcohol and Drug Abuse, may ha sublect fo re-disclasure by the re-
disclosure by the recipent and may no longet be protected by the Health Insurance Portabiity and Aceountalulity Act Privacy Rule {45CFR Part 164}
and the Privacy Act of 1974 |5 USGBS2a) and Client has the right to ravoke this atthorzation at any Hma In wiiting and upon delivery ta North
Carelma Solutions excapt to the extent that action has been taken In refiance on this authorization, or if applicable, during an Insurance * +
cantestability period, | may request & ¢opy of this form,

Date:
Clent’s Sighature
Date!
Signature of,__Parant/Legal Guardlan _If other, specify relationship
Witness Signature; Date*

3904 Oleander Dr. #102 Wilmington, NC 28403 | 910-313-3232
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AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

The undersigned hereby authorizes tha release of information from the health record of:

Cilent Nama: Date of Birth:

FROWM (PERSON/AGENCTY): TO (PERSON/AGENCY)
NC SOLUTIONS Primary Care Physiclan

FROM (PERSON/AGENGY) TO (PERSON/AGENCY]
Primary Cafg Physlcian NC SOLUTIONS

INFORMATION AUTHORIZED FOR RELEASE {CHECK ALL THAT APPLY):

__Admission/ Bvaluation JCCA  ___Medicatlans . Medicai/Physical History
. Dischatge Summaty _ labs __ History/Psychosoclal
__Staff Notes —.Treatment Progress ___Testmg

___Other

RELEASE OF SPECIAL RECORDS
YOU MUST CHECK { ) A RESPONSE TO EACH OF THE FOLLOWING STATEMENTS IN THE EVENT YOUR RECORD MAY CONTAIN SUCH
INFQRMATION;

___1DO __ [ DONOT attthorize diselosure of records of aleohal or drig abuse treatment,

___1DO ___1 DO NOT authorlze disclosure of treatmant or glagnosis of HIV or AIDS {Including test results}

Alcohol and/or drug treatment records are protected under federal regulations governing the confidentiality of sleahof and dyug abuse patiant records, 42 CFR Part 2,
and the Health insurance Portahility and Accessibility Act, 45 CFR Parts 160 and 164, These rules profivt the recipient from makmg soy further disclosure of tis
tfarmabion unless further distlosura is expressly permitted by the written consent of the person to whom st perfams oc s otherwise permitied hy law

PURPOSE FOR USE OR DISCLOSURE! __ Personal Use __Treatment __legal__ Other

EXPIRATION: Unlass another date, event or conditlon is histed below, this authorization wilf explire one (1) year from tha
date it is signed. Other date, event, or conditian:

| understand North Caroling Solutions may nat condition treatrnent ar aliginhty for care an roy providing this authorlzatlon except If such care Is
14¥research refated, or [2) provided solely for the purpose of creating Protected Health information for disclosure to a third party. If Chant refuses
1o provide authorzation under the aforementioned clrcumstances, North Carolina Solutlons may refuse to provide care of treatment for these
purposes,

{undersiand that Information disclosed by this authotlzation, except for Alcohal and Drug Abuse, may be sublect ta re-disclosure by the re-
disclosure by the recipient and may no longer be protetted by the Haalth insurance Portabibity and Accouniability Act Privacy Rule (45CFR Part 164}
ang the Privacy Act of 1974 (S USC 552a) and Chent has the right to revoke this authorization at any time In writing and upan delivery to North
Caroling Soltitions except to the extant that actian has been taken i refiance on this authorization, or if apphcable, durtng an insurance
contestability perod. | miay request a copy of this form

—_— Data:
Cllent's Slgnature

. Date:
Slgnature of __Parent/Legol Guardian __If other, spacify relationship:

Withess Signature- Date

3904 Oleander Dr. #102 Wilmington, NC 28403 [ 910-313-3232
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AUTHORIZATION TO RELEASHE CONFIDENTIAL INFORMATION
The undersighed hereby authotlzes the release of Information from the health record of:

CliantNama: Date of Birth: .
__FROM {PERSON/AGENCY) __YO [PERSONJAGENCY)
e NC SCLUTION, Trilflum Health Resources
.. FROM {PERSON/AGENCY) __TO {PERSON/AGENCY)
Trilltum Health Resources CSOLUTIONS.
INFORMATION AUTHORIZED FOR RELEASE (CHECK ALLTHAT APPLY):
___Admission/ Evaluation /CCA  ___Medlcations ..__Medcal/Physical Histary
___ischarge Summary _Lahs ... Histary/psychosogial
___ Staff Notes __Treatment prograss ____Testlng
. Othert,_

RELEASE OF SPECIAL RECORDS

YOU MUST CHECK | } ARESPONSE TO EACH ORTHE FOLLOWING STATEMENTS N THE EVENT YOUR RECORD MAY CONTAIN SUCH
INFORMATION:

__Ipa __ 100 NOT authorize distlosure of records of alcohol or drug abuse treatment,

___1DO __inONOT authorge disclosure of treatment or diagnosis of HIV or AIDS (ncluding test results)

Aleohal antjor dnug treatmant tecords ave protected under federal regulations governlng the confldentislityof alcohe! anddrog abuse patient records, 42 CiRPait2,
and the Haalthnsurance Portabityand Accessibillty Act, 45 CFR Parts 160 and 164 These rules prokubit thevg apient from makmg any fusther disdasute of ths
Iformatian tinless furtherdisclosurs s exprassly pemitiad by thewritenconsentof tha parson towhomit pertalnsor as o thalse permtted by law

PURPOSE FOR USE OR DISCLOSURE! __PersonalUse__Treatment__Legal  Other

EXPIRATION: Unlest ancther data, eventorcondition Is listed below, this authorization will explte ahe {1} year fromthe
date It Is signed, Otherdate, event, or condltiont

{ understand North Caralina Sofuttons maynot conditlon treatment or alimibibity for cave on my providing this authorlzation except Ifstich carals
{1)resaarchralated, ar {2} provided solelyfor the pirpose of cresting Protected Health Information far diselasure to a third pary, {f Client refuses
tos pravide attharlzation undar the sforementioned circumstances. Narth Carolina Solutions mayrefuss to provide care ar treatment for thase
purgoses,

| understand thatinformation disclused by this autharzation, except for Alcoha! and Drug Abuse, mayhe subject to re-disclosuya by the re-
disclosire by the reciplant and may ne tanger be protectad by the Health fnsurance Portability snd Accountabity Ast Privacy Rude {45CFR Part 164]
and the Privacy Actof 1974 {3 USC552n) ahd Cllent has the rightto revoke this authorization at any timein wrting and upan dalive ry to North

Carolina Sofutlons excapt to the extent that action hag heen tuken i ralfance an this authorizatlon, or ifapplicabla, dutng an tnstvance
contestabilty period, 1 may request a copy of this form,

Patas
Cliept's Slgnatura
Date;
Sighatura of __Parent/Legal Guordian I othat, spedly refationship:
Witness Slgnature; Date;

3904 Oleander Dr, 4102 Wiliminglon, NC 28403910 313-3232
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| have read and recefved a capy of the NC Solutions policy regarding missed
appointments and non-adherence to my treatment plan. tunderstand | can
access my treatment plan upon raquest. | understand that missing schaduled
appointmetits can intarfera with my progress toward my treatmeant gaats, Asa
result, | am aware that missed appointments may lead to the cancelation of
futurs appolntments. | am awars that questlions regarding this policy cat he
discussed with my NC Sofutlons staff. | am aware that | may refuse treatment
without conseguence,

Slgnature___ , Date

Witness Date

10/ 2016



RIVERVALLEY CONSULTING SERVICES, INC.
AND AFFILIATED CORPORATIONS {"RiverValley")

INFORMED CONSENT FOR TRLEBEALTH SERVICES

Patient’s Name: Date of birth:

Telelealth meauns the use of a two way intoractlve video to permit a real-time service
to take place between a patient af onelocation and a medical specialist at another
distant focation, Telehealth may be willized for diagnosis, consultation, treatment,
fransfer of medical data, or medical educadion.

L

4‘

5,

I understand RiverValley hus requested me (o engage in a telehealth service with
(“medical specialist.)

RiverValley has explained to mehow two-way interactive video conferencing (“video
confersncing'”) technology will be used to provide the felehealth service, Tunderstand this
saevige will notbe the same as & ditect patient/ provider visit dye to the fact that Twillnot
be in the same room asthe medical specialist,

I understand there are potential tisks to fhis techoology, mcluding intterruptions,
unauthotized access and technical diffioulties, Iunderstand that my RiverValley provider
or ] can discontinue the telehealth sorvice ifit is felt that the video confereticing
connections are hot adequata for the sitnation,

T undezstand ray raedical andlor mental healih information ey be shated with othes
Indrviduals for scheduling and billing putposes. Others may nlso be present during the
tefeheath servics other than my RiverValley provider and medical specialist i otder to
opetate the videa conferencing equipment. The above mentioned peaple will all maintais
condfidentiality of the information obtained, 1further understand Uwill be informed of their
presencs before the teleheqlith serviee and will have thelght o request the followlng: (1)
omit apeciflo dotails of 1oy medical/mental health history/physical examination that are
peiscnally sensitive to me; (2) asknon-medical personnel to leave the telehealth
exarninatlon room; and/or(3) ferminate the telehealth service at any time without affecting
my right to future care or treatment,

T understand Lhave theright to inspect all information obtained and recordedin the coutse
of a telohealth service, aud may receive copies of this information upon my request,

T understand the laws that protect privacy and confidentiality of medical information also
apply to telehealth, and no information obtalned in the vse of telehealth which identifies me
will be disclosed withoutmy consent ntlessraquired by law.

I have had the altematives to a telohealth sexvice explained to me, and in choosing to
participate in a telehealth serviee, Y undetstand that sorme parts of the service involving
physicial tests may be condusted by individuals atmy locationatthe diection of the
medical speclalist af the distant location,

I have read this document catefully, and understand the risks and benefits of the telghealth
servioe and have had my questions regarding the processexplained, 1hereby consent to
participate in the telehealth servica(s) tequested.

Patient’s/Parent’s/Legal Representative’s Signature Date

w {alohealth ponsent



RIVERVALLEY CONSULTING SERVICES
NORTH CAROLINA SOLUTIONS

ACKNOWLEDGEMENT OF RECEIRT OF NOTICE OF
PRIVACY PRACTICES

Tunderstand that RiverValley Congulting Services, Inc,, and it affiliates ineluding NORTH CAROLINA
SOLUTIONS is part of an ovganized healtheare atrangement and that these providers may share ray
health information fortreatment, billing and healthoare operations, 1havebeen giveh a copy of the
otganization's notice of privacy practices that desctibes how my health information L used and shared, [
understand the organized healthcare arangement has the right to change this notice at any time., 1
further understand if I have atiy questions in the future, Thave theright to have them answered by
contacting NORTH CAROLINA ROLUTIONS or by visiting the site at www.rvbh.com,

My signature below constitutes my acknowledgement that I have bean provided with a copy of the
notice of privacy practices.

PRINT CLIENT FULL NAME CLIENT SS¥ or MR#

CLIENT SIGNATURE DATE

CLIENT LEGAL REPRESENTATIVE (if applicable) DATE,

PRINT NAME OF LEGAL REPRESENTATIVE RELATIONSHIP TO CLIENT

WITNESS NAME (RRINTYLOCATION COST CENTER

FOR PROVIDER USE ONLY:

RivarValley Consulting Services and ifs afliliatesincluding NORTH CAROLINA SOLUTIONS have made the
Tolowing good faith effavls to obiain the abyve veferenced indlvidual's written aclmowledgentent ol yecelpt of fhe
BIPAA Notlce of Privacy Practicest

(Identify the efforis faat were made to obfain tho Individunl's wrltton ackmowledgment, Incinding the ressons (i
Inown) whty acknowledgement as not oblained,)
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North Carolina Salutions  Authatlzatlon for Treatment and Notice of Financlal Responsihllity

Client Name Date of Blrth

Permission far Treatment:

] hereby authorize the staff of North Carolina Solutiens to render treatment and/or sarvices to*

whose refationship to me s {chack one).

Self Child Spotsa Other {specify}

Patlent Rights: | hereby ackrowladge that my Rights and Responsibilities as a Pahient/Client of River Valley Bebaviaral Health
have been explained to me and that | have been given a written axplanation of these rights and responsiiylities,

Rlght to Choosa a Provider: ) acknowledge tmt! have beety giventhe opportunity to select the provider(s} of mycholce {am
aware that | can change provider(s) at any tima should | become dissatisfied with my services

Consent for Emergency Medical Services: Inthe event that | or the Individual in my custady need emergency medical cars
while engaged n services at Nerth Caralina Soluttons | give permission for NC Solutlohs Staff to' 1) Administer emergency

medical cate, 2) Contact familymembers to Inform them of the emergency; 3) contact my or the sndividual tn my custoty’s
physician

Notiftcation of Foliow Up: Reprasentative of Narth Carolina Selutions may contact you during the course of treatment and or
following discharge from treatment to detevmne your satisfaction withthe service receivad at this ageney,

Assignmant of Benefits: 1authorize North Carolina Solutions to blil my third party payment source for billable services received
and for any payable benefit to be paid diracily to Notth Caronla Salutlons, Third party payment sources include but are not
limited to Medhcare, Medicatd, commeraial insurance, and self-insured mnsurance plans, My slgnature or photocopy of my
signature shall be valid for an indafinite period while servica are belng received unless specifically revoked by me mwnting

Authorization for Releasaof Infarmation to Third Patty Payer Sources! | aythorlze River Valley Behavioral fealth to furmsh all
third party payment saurces which are being billed for service prowided to me with imformation necessary for that third party
payments sources to veyify payable beneflls, to process clarms and to process any payable benefits. My signature or a photo

capy of mysignature shall be valid for processing claims and payable benefited for an sndefinite pariod winle services are being
recetved unless specifically revoked by me

Payment Agreement: | understand thatl am responsible for the chargas for the services which [ receive. If 1am covered by
Medicare t whl be respansible for any deductible, co-thsurance, or services not coverad by Medicare and billable to the
Medicare reciptent. 17t am covered by Medicald, t will ba responsible for any continuing income amount, spend down or
sendlca not covarad by Medicare, Medicald determines what these amounts are i1 am covered by Champus, commercist
insurance or a salf-thsurance tnsurance plan, | will be responsible for any amount not covered by my payment source stich as
but not himited to deductible and co Insurances am not responsible for any amount that represents a contractual agreement
between NC Solutions and mythird party payment source  Reduced fees sre availahle based on a familysize and income,
Please ask a Customer Service Representative ifyou think you maybe quallfy for reduced fees

Al charges whichi am legallyresponsible for are due and payable in full upon racipient of services. Ademand for payment
shall be consldered as accomphshed upon presentation of a hilllng or a verbal or written request for payment Fallure to make
payment may result in NC Solubions initiating any necessary collection actlonas provided jn State and Federal collection faws

Client Signature Date Responsihle Party Sighature Date

Whnessed Date



nori'h carolina
sulutions

Permission to Video Record for Training Purposes

Dear Parents/Guardians:

We are commitied to providing quality tralning, to our staff to insure the highest quality
treatment for your child, Our new training program will be using videa recording techniques,
The recordings will only be viewed by NC Solutions staff for the purpose of training, All
recordings will be kept confidential, The tecording will help:

Provide feedbaclcto staff to improve thelr performance

Formalty assess staff implementation of treatiment plans

Bvaluats acomacy of data recording

Bvaluate and improve our training and assessment processes '

« = & 8

This is a request for permission to allow your child to be recorded in the clindo sett.ing for
training putposes, Please check and filt out the luformation below that applies and retura,

o i (print your first and Jast name) hereby authorize video
racording of myy chuld (punt ohild's firet and last name) for the
purpose of staff raining and evaluation. Tunderstand that video recordings will be used for trajning
and svalustion purposes only,

o Auy otheruse of the recordings will require specificwritten permission, Initinls

o I {print your first and Tast neme) donot give
pertnlssion for (print your child’s first and last name) to
be video recorded for staff tralning purposes.

Signature of Parent/Guardian Date
EXPIRATION: Unlessanotherdate, avent orcondition Is listed below, this authorization wil explre one
(1) yearfromthe datelt s slghed, Other date, evant, or condition;

[

! understand North Catolina Solutions maynot condition frastment or ehigshibity for care on my providing this authorization
excapt If such care ts {1jresearch ralated, or (2) provided solely for the purpose of ceating Protected Health iaformation for
disclosure to a third party If Chient rafuses to provide authorization tinder the aforementioned clreumstances Nopth Carolina
Solutiohs tray rafuse to provide care or treatment for thase pilrposes

| understand that infotination distlused by this authottzation, axcept for Aleohot and Brug Abuise, maybe subjsct to re-
disclosure by the re-disclostire by tha reciplent and mayno longer be protected by tha Haalth Insurance Portabihty and
Accountabitity Act Privacy Rule (ASCRR Part 164} and the Privacy Act of 1974 {5 USCES24) and Cliant has the night fo ravoke this
authonization gt any time fh writing and upon delivery to North Caroline Solutions except ta the extant that action has been
taken Ih teltance on thisauthorization, or if upplicable, durmg an instirance contestahtiity petiod, | mayrequest & copy of this
forin

3904 Oleandet Dr. #1102 Wilmihgton, NC 28403 | 910-313-3232
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Authorization to pick up a child from NC Solutions
Nome of Child:

! hereby inform NC Solutions that the people listed below are guthorized to pick up
the above named child, Accordingly, NC Solutions Is hereby instructed to release
my child into the care of the following people.

AUTHORIZED PICK-UP PERSON:
Nome Relationship te Child  Phone Number

{ understand that:

e Parents/guardians must inform NC Solutivns of the name of the person who
is plcking up their child on any day they themselyes are nat.

» The "Authorlzed Pick-Up Person” must be at least 18 years old and may he
gsked to provide a photo [D to the staff.

» This authorization shall remain in force until edited or rescinded In writing
by the signers of this outharlzation.

Parent/Guardian Signature Date

Witnessed by NC Solutfons Staff

3904 Oleander Dr. #102 Wilmington, NC 28403 910-313-3232
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February 10, 2020
To our parents and caretakers:

Wa are now providing an assortment of edtble reinforcers o asslst In the refnforcement and motivatlton of our
cllents as part of thelr therapy. These are small pleces of food —for example, Skittles, popcorn, marshmatiows,
efc. and are given In small amounts throughou their sesslon/s. Please note that this listis only an example,

We are aware of our clients’ specific dietary restrictions, so we will only use edibles that da not violate these
restrictions.

if your chlld’s dietary restrictions have changed, or ifyou have any questions or concerns about the use of
edible relnforcers, please contact, Clinle Coordinator, Kristin Nelson,

if you would llke to bring In your own, you are welcome, Additlonally, If there are specialized edibles thatyou
think we may not have but want us to buy, you are also welcome to let us know.

f

Thank you
i

. R T

} am aware of these changes and will note any restrictions below,

Signature

3904 Dleander Drive, Sulte 102, WHmington, NC 28403 | 910-313-3232
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February 19, 2013
Dear parents/ gualdians;

On occaslon, different shack or foad itams ate hrought Inta our office for staff or clients. 'Forexampie,' i someons
{s celsbrating a blrthday, they may biing in cupcakes to celebrate with thelr filends.

f your child expressés intetest In these items, wa woufd iike permisston to glva them some of those ftems (In
moderation). We ara aware of client's specific alfergles and would take that Into close conslderation,

! glva petmission for, to have thess ltems when the
sttuatiun arfses. ’ :

I DO NOT give permission for 10 have these Jiems when the
situation arises. '

Thank you for your attentfon to this matter ©

3904 Oleander Drive, Sufte 102, Wilmington, NC 28403 | 910-813-3232




