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BIOGRAPHICAL INFORMATION (Child) - INTAKE FORM

NAME: M/E: DATE:

DATE OF BIRTH/PLACE: AGE:

SCHOOL AND GRADE:

PERSON AND PHONE#. TO CALL IN EMERGENCY:

REFERRAL SOURCE:

EMAIL ADDRESS:

PRESENTING PROBLEM (be asspecific asyou can: when did it start,how does it affect you and the
child’s Iife...):

PARENTS/STEP-PARENT (name/age oryearof death/cause of death, occupation, personality, how did
sthe treat the client, bref statement about the relationship):

Father:

Mother:

Step - parents:

Other/Legal Guardian (and relationship to client):
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SIBLINGS (name/age, if dead: age and cause of death & bnef statement about the relationship).

MEDICAL DOCTOR/S (name/phone):

PAST/PRBSENT MEDICAL CARE (majormedical problems, surgeries, accidents, falls, diness).

Specify all MEDICATIONS the child is presently taking and forwhat:

AGGRESIVE or VIOLENT BEHAVIOR (describe: age/s, reasons, circumstances, how, etc ):

ADDITIONAY, PROBLEMATIC BEHAVIORS (self-mjunous behavior, elopement, property
destruction, dwsrobing, self-stanulatory behavior, ete.):
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FAMILY MEDICAL HISTORY (Describe any illness/disability thatruns in the family: Intellectual
Disability, ADHD, Autism, epilepsy, etc ).

FRIENDSHIPS, COMMUNITY, & SPIRITUALITY (Describe quality, frequency, activities, etc.):

LIKES AND DISLIKES/STRENGTHS AND WEAKNESSES.

PAST/PRESENT THERAPIES/ABA (specify: month, year/s (beginning-end), estimated no. of
sessions, name, degree, phone & address, inttial reason for therapy, Ind/Couple/Family, medication,
brief description of therelationship and howhelpful it was, and how/why &t ended):

1.

4, USE OTHER SIDE OF PAGE FOR MORE INFORMATION ABOUT PSYCHOTHERAPISTS
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DESCRIBE YOUR CHILD’S SOCIAL INTERACTIONS (Relationships with parents, siblings, others,
school, neighborhood, relocations, any school/behavioral/problems):

IF PARENTS DIVORCED: Your child’s age atthe time: .Describe how 1t affected them:

FAMILY HISTORY OF ALCOHOLISM, MENTAL TLLNESS, OR VIOLENCE (Including suicide,
depression, hospitalizations n mentalinstitutions, abuse, etc.):

Whatgives your child themostjoy or pleasure in their life?

‘Whatare your main worries and fears?

‘What are your most ireportant hopes or dreams?
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Please add on the other side of this page or on a separate page any other information you would like me
to know about you and your situation
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3904 Ofeander Dt 7102 wilmington, NC 28403
PH: 910-313-3232 FAX: 910-313-6598

CONSENT FOR TREATMENT FOR MINOR(S)
,give my consent to

(Pareni(s) /Guardian(s))

who will be conducting psychotherapy,

{Psycholopist/Therapist)

psychological/ nenropsychological testing with

{Minor's Name)
My relationship to the minor is:

T was notified that the holder of the privilege is

I was also notified that &1l material discussed during the psychotherapy sessions is confidential and can be
released only with the permission of the holder of the privilege. I have been informed of the limitation to
confidentiality as outlined In the Office Policies and General Information, which I have read and signed.

In case of & minor, special sensitivity may be required in releasing information about certain topics such as
drugs and sex. I will accept the psychologist/ therapist's judgment in regard to releasing or sharing

information obtained during the course of psychotherapy with the minor that may endanger or jeopardize
the patient's well-being.

(Print Name & Relationship to Mmor)  ° (Signature) (Date)

{Print Name & Relationship to Mimnor) (Signatuie) (Date)
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390 iTrmer DTtz Witndrptom, NE-264463
PH: 910-313-3232 FAX: 910-313-6598

Authorization for Use and Disclosure

Patient Name
Last First Mi Maiden or Other Name
Date of Burth: - -~ Medical Record #, Phone’
Address: City. ST. Zip:
Date of Service: or -} All Dafes of Service

O I authorize Dr. Kerri Wright, Psy.D to use and disclose my child's protected health information for it’s
own purposes of treatment, payment, and health care operations.

0 1 authorize Dr. Kerri Wright, Psy.D fo disclose the following records related to the date above:

Records: [__All Records {7 Menta] Health Notes

{1 Psychological/Nearopsychological Testing
| IRilling, Insurance, and Account Information

[TOther:

[ Verbal Discussion Only
{_ICOVERED ENTITY {_1 or INDIVIDUAL Name:
Address, City: ST Zip.
Phone: Fax-

I understand that my child's records might inclnde nates that reflect sessions in which I participated T understand that
any such documentation is a part of my ohild's records, and I amthorize the release of amy such records.

1 understand that my medical doctor psychologist/therapist generally may not condition medical or psychological
services upott my signing an authorization unless the medical or psychological services ars provided to me for the
purpase of creating health Information for a third party.

I have carefully read and wnderstand the above statements, aud I do herein expressly and voluntarily consent to
disclosure of the above Information I certify that this authorization 1s made freely, voluntatily, and without coercion.

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and
Drog Abuse,

Patient Records, 42 CFR Part 2, and the Health Insurance Portability and Accountability Act of 1996 ("HIPAA"}, 45

CFR Parts 160 & 164 and state canfidentiality law povermng substance abuse services (G.8 122C) cannot be disclosed
without my  written  consent unless  otherwise  provided for in the  1egulations

Y also understand that I may revoke this consent in writing at any time except to the extent that action has been
taken in reliance on it {refer to Privacy Notice}, and that in any event this consent exphes automatically as follows.

This authorrzation expires one year from the date of signing on:

ot
SIGNATURE OF PATIENT DATE PARENT/LEGAL GUARDIAN/AUTHORIZED PERSON DATE

RELATIONSHIP TO PATIENT
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HIPAA Notification

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

Under the federal privacy regolations enacted pussuant to the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), we are required {o protect the confidentiality of your
Protected Health Information, We also ate required to provide you with notice of our legal duties
and privacy practices with respect to Protected Health Information, In addition we are tequired
to abide by the terms of the privacy notice cwrently in effect, Protected Health Information
(PHEI) is individually identifiable health information related to your health conditions, health care
provided to you, o1 payments made for that care, which is created or received by a health plan, &

health care cleatinghouse, or 3 health cave pravider that electronically transmits such
inforration.

Bow We Use and Disclose Protected Health Information

The agency may nse and disclose your Protected Flealth Infotmation as pemmitted by law, This
notice describes how we ate most likely {0 nse and djsclose Protected Health Information, We
will use gud disclose Protected Health Information foy treatiment, payment, and health care
operations, The following are examples of these permitted uses and disclosures of PHI:

« Payment' includes activities nndertaken by the agency to obtain premiums or to
determine or fulfill its responsibility for coverage and provision of plan benefits, such as

determination of eligibility, coverage and cost sharing amounts;

‘Health care operations' include rating provider and plan performance, qualily assessment

and improvement, business management and general administrative activities; and

+  'Treatment inchides provision, coordination, of management of health care and related
services among health care providers or by a health care peovider with a third pacty,

consultation between health care providers regarding a patient, or the referral of a patient
from one health care provider to another,

We also may use or disclose PHI in the following circumstances:

When we ate required to do so by law, such as if 2 government agency is detersmyining our
compliance with the law;

+ For public health activities, such as preventing or controlling the spread of commmnicable
diseases;

« Tnorderto report suspected abase, neglect, ar domestic violence;

+ Incooperation with agencies that catty out health oversight activities, such as audits,
nvestigations, mspections, licensurs, and othey critoinal or civil proceedings;

« Inconnection with legal proceedings, such as in response to a cowt ordey, administrative
order, or subpoena;

\
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In cooperation with law enforcement, such as in connection with a subpoena or court

order; the locationg of suspects, fugitives, witnesses and missing persons; investigations

of crimes on the pretmises; and where the PHI refates to the victim of a otime;

When reasonably necessaty to prevent or lessen a serious and imminent thyeat to the

health or safety of a petson or the public;

« Incomection with activities related to worker's compensation, such as the provision of
benefits for work-related injuries or illnesses and compliance with worker's compensation

laws; and

For the purpose of modifying, amending, of ferminating the Plan; obtaining preruium bids

from health plans for providing health insurance coverage; and to perform plan

ad ministrative functions (such as claims processing, gualty assurance, auditing and
monjtoting).

Otheyuses and disclosures will be made only with your wiitten authorization, which you may
choose o give us in order to use or disclose your PHI for purposes not desctibed in this notice. If
you have provided an authotization, you may tevoke it at any time by giving us written notice of

your revocation, Your revocation will not affect uses and disclosures undertaken while your
anthorization was in effect,

You bave rights with respect to your PHL Youhave the 1ight to:

&

Request restrictions ont certain uses and disclosures of PHI as provided by HIPAA, but

the agency may not be required 1o agree to a requested restriction.

» Receive confidential communications of PHI at reasonable alternative locations and by
reasonable aliernative means If you believe that our disclosute of PHI could endanget
you,

» Acocess, inspect and copy certain PHI, for which we may require & reasonable feg;

« Request thet we amend or update PHI, but the agency may not be required to agree fo the
request, in which case we will inform you of onr decision fn writing and yon will have
the right to subinit a wyitten statement of disagreement;

« Receive an accounting of cerfain types of disclosures of PHI made by the agency in the
six ‘years prior to the date on'which the accoumting is requested, as provided by HIPAA
{we may charge you a reasonahle fee for this accounting if you bave made a request more
than once in a twelve month period); and

+ Obtain 3 papet copy of this notice from the agency upon request,

If you believe your rights under HIPA A have been violated, yon have the right to frlea

complaint with the agency by contacting Mentoring Minds for Mental Health at 910,792.5570.
You slso may file a complaint with the U.S, Department of Health and Human Services.

The agency reserves theight to change the terms of this hotice and to malke the new notice
provisions effective forall protected health informatjon that it maintains 1f the notice is yevised
i & manner that materially changes its terms, the agency will offer individuals with a copy of the
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revised ootice within 60 days of the revision. A1l 1evised notices will be distnbuted in the same
matner as this notice of as otherwise permitted ot required by HIPAA. You may also request a
copy of the cutrent privacy notice at any time by contacting our office at 910.792-5570,

By signing below, you are indicating that you have read all the above notices,

Client Name Date of Birth

Parent or Legal Guardian, Print Name Date

Signature of Client or Legal Guardian Relationship to Client  Date
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AUTHORIZATION VO RELEASE CONFIDENTIALINFORMATION

The undersigned hereby authorizesthe release of information from the health record oft

Client Name: Date of Bltth:
__FROM (PERSON/AGENCY} __TO {PERSON/AGENCY}
. NC SOLUTIONS DR. Kerrl Wright, PSY
__FROM (PERSON/AGENCY] __TO (PERSON/AGENCY)
NCSOQLUTIONS.

Dr. Kerd Wright

INFORMATION AUTHORIZED FOR RELEASE (CHECK ALLTHAT APPLY):

. Admisslon/ Evaluation JCCA  ___Medications ____Medical/Physical Histoty
___Discharge Summary __labs ___History/Psychosocial
___Staff Notes __Treatment Progress __ Testing

____Dthers

RELEASE OF SPECIAL RECORDS

YOU MUST CHECK { } ARESPONSE TO EACH OF THE FOLLOWING STATEMENTS IN THE EVENT YOUR RECORD MAY CONTAIN SUCH
INFORMATION;

__ {00 ___{DO NGT authorize disclosare of recards of alcohol or drug abuse treatment.

__1DO ___1DO NOT authartze disclosuce of treatment ot diagnosis of HIV or AIDS {incltiding test resuits)

Alschal and/or dntg trestment records are protected under federalregulptions governing the confidentialtyof alcohd and drug ubuse patlent records, 42 CFRPait2,
and the Health insurance Portabilityand Accessitufity Act, 45 CFR Parts 160 and 164 These rilesprohtbit thereciprent from making any further disclosure ofthis
nfarmation unless furthar disclosure s expressly pepmitted by the wrtten consent of the person Towhormit pertams or assthemwise permitied by Jaw

PURPOSE FOR USE OR DISCLOSURE: __ PersonalUse __ Treatment__legal__Other

EXPIRATION: Unlessanotherdate, event orcondition s listed below, this authotlzation will explre one (1) year fromthe
date It Is signed, Other date, avent, or condition:

) tinderstand North Carolina Solutions maynot condisan treatment ot eligibility for care on my providing this authotlzation except if such careis
{Liresearchralated, of {2} provided solelyfor the purpose of creating Protected Health Information for discloture Yo a third party. If Qient refuses
to provide atthorization under the aforementioned crcumstances. North Carolina Solutlons mayrefuse to provide care o treatment for these
putposes.

| understand that nformation disclased by this autharlzation, except for Alcabol and Drug Abuse, thay be subject to re-disclasure by the re-
disclosure by the reciplent and may ha langer be pratected by the Health insurance Portabllity and Accountability Act Privacy Rule (45CFR Part 164)
and the Privacy Actof 1974 {8 USC552a) apd Cllent has the nghtto revoke this suthonzatlon at any tume in writing and upon defivery to North
Caroling Solutians except to the extent that actlon has been taken Inrellance on this suthorization, or if applicable, during an msurance
contestability pariod, Tmay request a capy of this form.

, e Date:
Cllent’s Slgnature
Data’
Signature of __Pdreni/Legal Guardian __ i other, specify relationship:
Witness Signature: Date:
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AUTHORIZATION TO RELEASE CONFIDENTIALINFORMATION

The undersigned hereby authotizes the telease of information fromthe health record of:

ClientNama: Date of Bitth:
__FRONI {PERSON/AGENCY) __TO |PERSON/AGENCY)
—NC SOLUTIONS Primary Care Dr:
_FROM (PERSON/AGENCY) __YO {PERSON/AGENCY)
Primnary Care Drt NC SOLUTIONS..

INRORMATION AUTHORIZED FOR RELEASE {CHECK ALLTHAT APPLY}:

__Admssion/ Bvaluaon fCCA  __ Medications ___Medical/Physical History
___Discharge Summaty __\abs ____Histary/psychosocial
___Staff Notes ___Treatment Progress ___Testing

. Gther,

RELEASE OF SPECIAL RECORDS

YOU MUST CHECK { ) ARESPONSE TO EACH OF THE FOLLOWING STATEMENTS 4N THE EVENT YOUR RECORD MAY CONTAIN SUCH
INFORMATION:

___1DO ___1DD NOT authorize disclosure of records of alcohof or drug sbuse trestment.

___1DO __ 1DO NOT authorlze disclosure of treatment or diagnoss of RIV or A0S {including test results)

Alcohol and/ot dag treatment records are protected upder faderal regiiphons governimg the confidentiahity of alcohol and drug shuse patient recards, 42 CFRPart2,
and the Health Insurance Portabhtyant Accessibility Ack, 45 CFR Parts 160 and 164, These rutes profubit the reapentiram makmg any further disdasura of this
Information utless further disclosure 1s expressly pesmitted by the written consent of the parson towhomit pertatns ot as o thernse permitted by law

PURPOSE FOR USE OR DISCLOSURE: __ PersonalUse __Treatment _ legal _ Othet

EXPIRATION: Unless anotherdate, event ot condition is iisted below, this autharlzation will expire one {1} year fromthe
date it Is signed. Other date, event, or condition:

S

] understand North Carolina Solutions maynot conditlon treatment or eligtbility far care on foy providing this authorization except o such cates
{1)research rejated, or (2) prowided solelyfoy the puspose of creating Protectad Health Information for disclosure to a third party, If Cllent refuses
to prowde aikhorlzation undet the atorementioned drcumstances North Catolina Stlutiens mayrefuse to provide care o estment for these
purposes,

{ understand that information disclosed by this authorization, except for Alcohol and Drug Abuse, may be subject to re-disclosure by the re-
tisclasure by the reciplent and may ho fonger be protected by the Health Instrance Portabiltty and Accountahility Act Prvacy Rube (45CFR Part 164}
and the Privacy Act of 1974 (5 USCS52a] and Chent has the tight to revoke thrs authanzation at any time it writing and upon delivery to North
Caralhnn Solutions except to the extent that actioh has been taken in reliance on thts authorization, or if applicable, duting an insurance
contestabtlity partod. [may request a copy of this form,

Date;
Chiant’s Slgnature
Date, __
Slgnature of __Parent/legol Guardian __ if other, specify relationship: —
wiltness Slenatura: Datat
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AUTHORIZATION TO RELEASE CONFIDENTIALINFORMATION

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

ClientName: Date of Birth;
__ FROM {PERSON/AGENCY) __TO {PERSON/AGENCY)
—_NC SOLUTION, School:
__ FROM {PERSON/AGENCY) __TO {PERSON/AGENCY)
School: NC SOLUTIONS.

INFORMATIGN AUTHORIZED FOR RELEASE {CHECK ALLTHAT APPLY):

___Admission/ Evaluation /CCA  ___Medications ___Medical/Physicat History
. Discharge Sumnmary . \abs —_History/Psychasocial
. Statf Notes —Treatment Progress ___Testing

—_Other:

RELEASE OF SPECIALRECORDS

YOU MUST CHECK { ) ARFSPONSE TO EACH OF THE FOLLOWING STATEMENTS IN THE EVENT YOLIR RECORD MAY CONTAIN SUCH
INFORMATION:

.__1DD ___1DO NOT authorize disclosure of records of alcohol or drug abuse wreatment.

___IpO ___1 DO NOT authorlze disclosure of treatment or diagnosis of HIV or AIDS {Including test results)

Alcohol and Jor drig treatment records are pratected under federal regulations governing the confidantiatity of aleohot and deug abuse pattant recards, 42 CFRPact2,
and the Heafth Insurance Portabilityand Accessibility Act, 45 CFR Parts 160 and 164 Thess rules prohibit thereapentfrom tnaking any further discosure of this
wmformation untess further distlosure 15 eXpressly pemnittad by thewrittan cansentof the person towhomit pertains or as otherwise permitted by law,

PURPOSE FOR USE OR DISCLOSURE! __PersonalUse__Treatment__legal __Other

EXPIRATION: Unless another date, eventorcandition s isted below, this autharization will expire one (1) year from the
dateit is slgned, Otherdate, event, or condition: ___

? understang North Caralina Solutions maynot condition treatment or eligibilstyfor care on my praviding this authorization except If such carels
(4researchrelated, ox (2} provided solelyfar the purbase of creating Protected Health information for disclosure Yo a third pasty. If Client refuses
to prowde avthorlzatlon under the aforementioned circumstances orth Caroline Solubions may refuse to provide care or treatment for these
purpases.

[ understand that information disclosed by this autharization, except far Alcohol and Drug Abuse, may ba subject to re-disclosure by the re-
disclosure by the rectpient and may ne longer be protected by the Health fostiance Portability and Accountalulity Act Privacy Rule {45CFR Part 164)
and the Prvacy Act of 1974 {5 USC552a) and Chent has the nghtto revake this authorzation at any time In wilting and upon dehvery to North

Carolind Salutions except 1o the extent that action has been taken inreliance on this sutherization, ar ifapplicable, dutng an wiswrance
contestability pertod { may request a capy of this form,

Date’
Clignt’s Signature
Date:
Stgnaturs of __Parent/Legal Guardian __if other, specify relationship:
Witness Slgnature: Date:
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AUTHORIZATION TO RELEASE CONFIDENTIALINFORMATION

The undersighed hereby authorizes the release of information frora the health record of:

ClientName: Date of Birth:
__FROM {PERSON/AGENCY) __TO (PERSON/AGENCY)
—_NC SOLUTIONS Trillium Health Resources
.. FROM {PERSON/AGENCY)} __TO [PERSON/AGENCY)
Trilllum Health Resources NC SOLUTIONS

II{FORMATION AUTHOR(ZED FOR RELEASE (CHECK ALLTHAT APPLY]:

___Admussion/ Evaluation JCCA  __ Medications ___Medjcal/Physleal Histary
___Discharge Summary __labs ___tistory/Psychosocial

. Staff Notes ___Treatment Progress __ Testing

__Other

RELEASE OF SPECIAL RECORDS

YOU MUST CHECK { } ARESPONSE TO EACH OF THE FOLLOWING STATEMENTS (N THE EVENT YOUR RECORD MAY CONTAIN SUCH
INFORMATION
___IBO ___|DONOT authorize disclosure of records of alcohol or drug abuse trestment,

___IDO ___ DO NOT authorize disclasure of treatment of diagnosts of HIV or AIDS {ncluding test results)

Algohof snd/or drg treatment recardsare pratected under faderal regulations governing the confldentialityof aleohol and drug sbuse fatient records, 42 CFRParc 2,
and the Health insurance Poriabdityand Accessitality Act, 45 GFR Parks 160 and 164 These rules prohbit the reapient from making any further disclosure of this
information unless further distlosure s expressly pemitied by thewritienconserit af the person to whom it pertalns or as o therwlse permitted by law

PURPOSE FOR USE OR DISCLOSURE: __PersonalUse __ Treatment __Legal _Other

EXPIRATION: Unlessanothet date, eventorcondition fs fisted below, this authorization will expire ane (1} year fromthe
date it 1s signed. Other date, event, orcondition:

{ upderstand North Caralina Sojutions maynot condition treatment or ehgibihity For care on my providing this authorlzation excapt If such carels
{1)researchrefated, or (2} prowded solelyfor the purpese of creating Protected Health information for disclosure to a third party, If Chient refuses
1o provide autharlzation under the aforementionad circutnstances, North Carolina Solutions mayrefuse to provide care or trestment for these
purpases, !

{understand thatinformation disclosed hy this authorizatien, except for Alcohal and Drug Abuse, mayhe subject to re-disclosure by the re-
disclosure by the reciplent and may no longer be protected by the Health Insuranta Poriability and Accotmtability Act Privacy Rule (45CFR Part 164)
and the Privacy Act of 1974 {3 USC552a) und Client has the rightto revoke this authonzatian at any fime In wnting and upon delive ry o North

Caroling Solutions except to the extent that actlon has been takeh i reflance on this authorization, ot (f applicabla, during an insurance
contestability period, { may request & copy of thts form,

Data:
Client’s Slghature
Dates
Signature of __Parent/Legnl Guardian ___I other, specify ralationship:
Witness Stensture: Date:
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RIVERVALLEY CONSULTING SERVICES, INC,
AND AFFILIATED CORPORATIONS (*RiverValiey*)

INFORMED CONSENT FOR TELEHEALTH SERVICES

Patient’s Name: Date of bitth:

Telehealth means the use of a two way interactive video to permit 2 real-time service
to take place between a patient at onelocation and a medical specialist at another
distant location. Telehealth may be utilized for diagnosis, consultation, treatment,
fransfer of medical data, or medical eduncation,

1»

5

7‘

T understand RiverValley has requested me to engage in a telehealth service with
(“medical specialist.”)

RiverValley has explained to me how two-way interactive video conferencing (“video
conferencing”) technology will be used to provide the telehealth service, Tundesstand this

service will not be the sameas a direct patient/ provider visit due to the fact that [ will not
be in the same room as the medical specialist,

[ understand thete are potential risks to this technology, including interruptions,
unhauthorized access and technical difficulties, Iunderstand that mmy RiverValley provider
or [ can discontinue the telehealth service if it is felt that the video conferencing
connections are not adeguate for the situation,

I understand my medical and/or mental health information taay be shared with other
individuals for scheduling and billing purposes, Others may also be present during the
teleheath service other than my RiverValley provider and medical specialist in order to
operate the video conferencing equipment. The above mentioned people will all maintain
confidentiality of the information obtained, Y further understand I will be infommed of their
presence before the teleheslth service and will have theright fo request the following: (1)
omit specific details of my medical/mental health history/physical examination that are
petsonally sensitive to me; (2) asknon-medical personnel to leave the telehealth
cxamination roony; and/or (3} terminate the telehealth service at any time without affecting
my right to future care ot treatment,

T understand I haye theright to inspect all information obtained and recorded in the course
of a telehealth service, and may receive copies of this information upon my request,

T understand the Jaws that protect privacy and confidentiality of medical information also
apply to telehealth, and ho informatios obtained in the nse of telehealth which identifies me
wil{ be disclosed without my consent utless required by law.

I have had the alternatives to a felehealth service explained to me, and in choosing to
participate in 4 telehealth service, [ undesstand that some parts of the service involving
physicial tests may be conducted by individuals at my locaton at the diwection of the
medical specialist at the distant locatiott,

T have read this document carefully, and understand the risks and benefits of the telehealth

service and have had nry questions regarding the processexplained, Ihereby consentto
participate in the telehealth service(s) tequested.

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

w telehealth consent



RIVERVALLEY CONSULTING SERVICES
NORTH CAROLINA SOLUTIONS

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

Tunderstand that RiverValley Consulting Services, Inc., and it affiliates including NORTH CAROLINA

SOLUTIONS is part of an organized healtheare arrangement and that these providers may share my
health information for treatment, billing and healthcare operations. 1 have been given a copy of the

organization's notice of privacy practices that describes how my health information Tused and shared. I

understand the organized healtheate arrangement has the right {0 change this notice at any time, 1
forther understand if I have any questions in the future, I have theright to have them answered by
contacting NORTH CAROLINA SOLUTIONS or by visiting the site at www .rvbh.com.

My signature below constitutes my acknowledgement that I have been 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 (PRINTYLOCATION COST CENTER

FOR PROVIDER USE ONLY:

RiverValley Consulting Sexvices and its affiliates including NORTH CAROLINA SOLUTIONS have wade the
following good frith efforis to obinin the above referenced individual's wiitten acknowiedgement of»eceipt of the
HIPAA Notice of Privacy Practices:

(Tdentify the cfforts that were made fo obtaln the indlyidual’s written aclmowledgment, inctuding the reasons §if
known) why acknowledgement was not shtained,)
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North Carolina Salutlans  Authorization for Treutment and Notlce af Financlal Responsibllity

Cliant Name Date of Blrth

Permission far Treatment;
| heveby authorize the staff of North Carolina Solutions to render treatment and/at sepvices ta*

whose relationship to e ts {check anel.

Self Chitd Spouse Other {specify)

Patlent Rights: | hereby acknowledge that my Rights and Responsibiiities as a Patient/Client of River Vallay Behaviaral Health
have been explamned to me and that [have been given a written explanation of these rights and responsthsities,

Rlght to Choose a Providar; ) acknowledge tiat] have been giventhe apportunity to select the provider(s) of my cholee {am
awarethat | can change provider(s) at any time should | become dissatisfied with ny seyvices

Cansent for Emergency Medical Services: Inthe event that | or the indnddual i my custady need smergency medicaf cara
while engaged in services at North Caralina Saluttons | give permission for NC Solutions Staff tor 1) Admintster emergency

medical care, 2) Contact familymembersto Inform them of the emergency; 3] contact my or the individaal inmy custody’s
physician

Notification of Falfow Up: Representative of Narth Carolina Solutions may contact you during the course of treatrent and or
foliowing discharge from treatment to determine your satisfaction withthe service recetved at this aganey,

Assigiment of Beneflts: 1authorize North Carolina Solutions to bill my third party payment source for bitlable services received
and for any payable behefit to be paid directly to North Carania Solutions. Third party payment sources include but are not
himited to Medicare, Medicard, commergial insurance, and seff-insured nsurance plans. My signature or photocopy of my
signature shall be vahd for an indefinite period white service are balng received unless specificaliy revoked by me inwnting

Autharization for Releass of Infarmation to Third Parly Payer Saurces: | authorize River Valley Bahavioral Health to furnish all
third party payment saurces which are being billed for service prowided to me withinformation necessary for that third party
payaients sources to verify payable benefits, to process clamms and to process any payable banefits, My signature or a photo

capy of mysignature shall be valid for processing claims and payable bensfited for an sndefinite pariod while servicas are being
received unless speafically revaked by ma

Paymant Agreement: | understand that] am respansible for the charges for the senices which 1 receive, If am covered by
Medicare { wiil be responsible for any deductible, cohsuranee, ar services nat covered by Medicara and billable to the
Medicare recipient. 1ft am coverad by Medicald, | will ha responsible for any contipuing income amount, spend down or
service not covared by Medicare, Medicaid determines what these amaunts are it am covered hy Champus, commetcial
tnsurance or a seif-insurance insurance plan, | wili be respansihle for any amaunt not covered by my payment source siich as
but nat fimited to deductthle and co Insurances 1 am not respansible for any amount that represents a contractual agreement
between NC Salutions and mythird party payment source  Reduced fees are available basad on a familysize and mcome.,
Please ask a Customer Service fleptesentative 1fyou think you maybe quallfy for reduced fees

All charges which! am legally respensible for are due and payable n fuli upon raclpient of services, Adetnand for payment
shall be consldered as accomphshedupon presentation of a billing o a verbial o wrltten request for payment  Fatlure to make
payment may result in NC Solutions wutiating any necessary collechon action as provided 1n State and Federal collection faws

Cllant Signature Date Responsible Party Signature bate

Witnessed Date :



north carolina
sulutions

Permission to Video Record for Training Purposes

Dear Parents/Guardians:

We are committed to providing quality training, to our staff to insure the highest quality
treatment for your child. Our new training program will be using video recording techniques.
The recordings will only be viewed by NC Solutions staff for the purpose of training, Al
recordmgs will be kept confidential, The recording will help:

» Provide feedback to staff to improve their performance
» Formally assess staff implementation of treatment plans
» Bvaluate accuracy of data recording

« Bvaluate and improve our training and assessment processes '

This is a request for permission to allow your child ta be recotded in the clinic seti;ing for
training purposes. Please check and fill out the information below that applies and refwin.

o g (print your first and last name) hereby aunthotize video
recording of my chdd __(prnt child's first and last name) for the
purpose of staff training and evaluahon, Tundetstand that video recordings will be nsed fortraining
and evalnation purposes only,

o Any other use of the recordings will require specific written permission, Initials

o I

, (print your first and last narme) donot give
perrmssion for (print your child’s fitst and last name) to
be video recorded for staff training purposes.

Signature of Parent/Guardian Date
EXPIRATION: Unlessanotherdate, evantorcondition is listed below, this authorization will expire one
(1) yearfromthe date it Is sighed. Other date, event, or condition:

v

{ understand Notth Caroling Solutions may not condition treatment of ehigshilty for care on my providing thts suthartzatlon
except If such care1s {L)rasearch related, or {2) provided solely for the purpose of craating Protected Health Information for
disclosure to a third party if Chent refuses to provide authorization under the aforementtoned clrcumstances North Carolina
Sofutions may refuse to provide care ot treatmaent for these purposes

| understand that tnformration disclosed by this authorizatlon, except for Alcohol and Drug Abuse, may be sthject to re-
disclosure by the re-disclosure by the reclplent and mayno fonger be protected by the Health insurance Portability and
Accountability Act Privacy Rule {45CFR Part 164} and the Privacy Act of 1974 (5 USC 552a) and Chient has the right to revoke this
suthar)zation at ahy tme In wilting and upoh delivery to North Carpling Solutions except to the extent that action has been

taken ity reltance on this authorlzation, or if applcable, during anlnstrance contestahility pertod, | mayrequest a capy of this
form

3904 Oleander Dr. #1102 Wilmington, NC 28403 [ 910-313-3232



