Consent to Treatment and Recipient’s Rights
I, _________________________________________, the undersigned, hereby attest that I have
voluntarily entered into treatment, or give my consent for the minor or person under my legal
guardianship mentioned above, at New Day Recovery Center (hereby referred to as the Clinic). Further, I
consent to have treatment provided by a doctor, psychiatrist, psychologist, social worker, counselor, or
intern in collaboration with his/her supervisor. The rights, risks, and benefits associated with the
treatment have been explained to me. I understand that the therapy may be discontinued at any time by
either party. The clinic encourages that this decision be discussed with the treating psychotherapist. This
will help facilitate a more appropriate plan for discharge.
Recipient’s Rights: I certify that I have received a copy of the Patients’ Rights Notification document and
certify that I have read and understand its content.
Non-voluntarily Discharge from Treatment: A client may be terminated from the Clinic non-voluntarily
under certain circumstances, including if: (a) a client exhibits physical violence, verbal abuse, carries
weapons, or engages in illegal acts at the Clinic, and/or (b) a client refuses to comply with stipulated
program rules, refuses to comply with treatment recommendations, or does not make payment or
payment arrangements in a timely manner. The client will be notified of the non-voluntary discharge.
The client may appeal this decision with the Clinical Director or request to reapply for services at a later
date. (Additional information about grounds for discharge from treatment are provided in the client
orientation documents.)
Client Notice of Confidentiality: The confidentiality of client records maintained by the Clinic is
protected by federal and/or state law and regulations. Generally, the Clinic may not disclose to a person
outside the Clinic that a client attends the program or disclose any information identifying a client as an
alcohol or drug abuser unless: (1) the client consents in writing, (2) the disclosure is allowed by a court
order, or (3) the disclosure is made to medical personnel in a medical emergency, or to qualified
personnel for research, audit, or program evaluation.
Violation of federal and/or state law and regulations by a treatment facility or provider is a crime.
Suspected violations may be reported to appropriate authorities. Federal and/or state law and
regulations do not protect any information about a crime committed by a client either at the Clinic,
against any person who works for the program, or about any threat to commit such a crime. Federal law
and regulations do not protect any information about suspected child (or vulnerable adult) abuse or
neglect, or adult abuse from being reported under federal and/or state law to appropriate state or local
authorities. Health care professionals are required to report admitted prenatal exposure to controlled
substances that are potentially harmful.
It is the Clinic’s duty to warn any potential victim when a significant threat of harm has been made. In
the event of a client’s death, the spouse or parents of a deceased client have a right to access their
child’s or spouse’s records. Professional misconduct by a health care professional must be reported by
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other health care professionals, in which related client records may be released to substantiate
disciplinary concerns. Parents or legal guardians of non-emancipated minor clients have the right to
access the client’s records.
When fees are not paid in a timely manner, a collection agency will be given appropriate billing and
financial information about the client, but not clinical information.
My signature below indicates that I have been given a copy of my rights regarding confidentiality. I
permit a copy of this authorization to be used in place of the original. Client data of clinical outcomes
may be used for program evaluation purposes, but individual results will not be disclosed to outside
sources without consent.
I consent to treatment and agree to abide by the above-stated policies and agreements with New Day
Recovery Center.

__________________________________________
Printed Name of Client/Legal Guardian

__________________________________________
Signature of Client/Legal Guardian

_________________
Date

In a case where a client is under 18 years of age, a legally responsible adult acting on his/her behalf:

_________________________________________
Witness

_________________
Date

Patients’ Rights Notification
As a recipient of services at our facility, we would like to inform you of your rights as a patient. The
information contained in this brochure explains your rights and the process of filing a complaint if you
believe your rights have been violated.
YOUR RIGHTS AS A PATIENT
1.
2.
3.
4.

Complaints: We will investigate your complaints
Suggestions: You are invited to suggest changes in any aspect of the services we provide.
Civil rights: Your civil rights are protected by federal and state laws.
Cultural/spiritual/gender issues: You may request services from someone with training or
experiences from a specific cultural, spiritual, or gender orientation. If these services are not
available, we will help you in the referral process.
5. Treatment: You have the right to take part in formulating your treatment plan.
6. Denial of services: You may refuse services offered to you and be informed of any potential
consequences.
7. Record restrictions: You may request restrictions on the use of your protected health
information; however, we are not required to agree with the request.
8. Availability of records: You have the right to obtain a copy and/or inspect your protected health
information; however, we may deny access to certain records. If so, we will discuss this decision
with you.
9. Amendment of records: You have the right to request an amendment in your records; however,
this request could be denied. If denied, your request will be kept in the records.
10. Medical/legal advice: You may discuss your treatment with your doctor or attorney.
11. Disclosures: You have the right to receive an accounting of disclosures of your protected health
information that you have not authorized.

YOUR RIGHTS TO RECEIVE INFORMATION
1. Medications used in your treatment: We will provide you with information describing any
potential risks of medications prescribed at our facility.
2. Costs of services: We will inform you of how much you will pay.
3. Termination of services: You will be informed as to what behaviors or violations could lead to
termination of services at our clinic.
4. Confidentiality: You will be informed of the limits of confidentiality and how your protected
health information will be used.
5. Policy changes: You will be informed of any policy changes that affect your treatment
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OUR ETHICAL OBLIGATIONS
1. We dedicate ourselves to serving the best interest of each client.
2. We will not discriminate between clients or professionals based on age, race, creed, disabilities,
handicaps, preferences, or other personal concerns.
3. We maintain an objective and professional relationship with each client.
4. We respect the rights and views of other mental health professionals.
5. We will appropriately end services or refer clients to other programs when appropriate.
6. We will evaluate our personal limitations, strengths, biases, and effectiveness on an ongoing
basis for the purpose of self-improvement. We will continually attain further education and
training.
7. We respect various institutional and managerial policies but will help to improve such policies if
the best interest of the client is served.
PATIENT’S RESPONSIBILITIES
1. You are responsible for your financial obligations to the clinic as outlined in the Financial Policy
provided to you.
2. You are responsible for following the policies of the clinic.
3. You are responsible for treating staff and fellow patients in a respectful, cordial manner in
which their rights are not violated.
4. You are responsible for providing accurate information about yourself.

WHAT TO DO IF YOU BELIEVE YOUR RIGHTS HAVE BEEN VIOLATED
If you believe that your patient rights have been violated, contact our Clinical Director in person, via
mail at 2647 Regency Road, Suite 101, Lexington, KY 40503, or by telephone at (859) 277-4357.

Financial Policy
The staff at New Day Recovery Center (hereafter referred to as the Clinic) are committed to providing caring and
professional mental health care to all of our clients. As part of the delivery of mental health services, we have
established a financial policy that provides payment policies and options to all consumers. The financial policy of
the Clinic is designed to clarify the payment policies as determined by the management of the Clinic.
The person responsible for the payment of the account with the Clinic (hereafter referred to as the responsible
party) is required to sign this form acknowledging they have read, understand, and agree with the provisions of the
Financial Policy. Your insurance policy, if any, is a contract between you and the insurance company; we are not
part of the contract with you and your insurance company.
As a service to you, the Clinic will bill insurance companies and other third-party payers, but cannot guarantee such
benefits or the amounts covered, and is not responsible for the collection of such payments. In some cases,
insurance companies or other third-party payers may consider certain services (i.e. letter for court, etc.) as not
reasonable or necessary, or may determine that services are not covered. In such cases the responsible party is
responsible for payment of these services. We charge our clients the usual and customary rates for the area. Clients
are responsible for payments regardless of any insurance company’s arbitrary determination of usual and
customary rates.
The responsible party will be financially responsible for payment of such services. The responsible party is
financially responsible for paying funds not paid by insurance companies or third-party payers after 60 days.
Payments not received after 120 days are subject to collections. A 1% per month interest rate is charged for
accounts over 60 days.
Insurance deductibles and co-payments are due at the time of service. Although it is possible that mental health
coverage deductible amounts may have been met elsewhere (e.g., if there were previous visits to another mental
health provider since January of the current year that were prior to the first session at the Clinic), this amount will
be collected by the Clinic until the deductible payment is verified to the Clinic by the insurance company or thirdparty provider.
All insurance benefits will be assigned to the Clinic (by insurance company or third-party provider) unless the
responsible party pays the entire balance each session.
Clients are responsible for payments and balances at the time of service. Missed appointments or cancellations less
than 24 hours prior to the appointment are charged at a rate noted in the Payment Contract for Services.
Payment methods include check, cash, or accepted credit cards. Clients using credit cards may either use their card
at each session or sign a document allowing the Clinic to automatically submit charges to the credit card after each
session.
Questions regarding financial policies can be answered by the Administrative Director.
I (we) have read, understand, and agree with the provisions of the Financial Policy.

Responsible party: ________________________________________

Date:____/____/______

Co-responsible party: ______________________________________

Date:____/____/______

AUTHORIZATION OF RELEASE OF RECORDS OR INFORMATION
Client Name ______________________________________________
I, ______________________________________ hereby give permission to New Day Recovery Center, or any clinician performing
services on behalf of New Day Recovery Center in connection with my treatment to:
 Disclose information to the following:

 Obtain information from the following:

__________________________________
Name of agency, physician, attorney

______________________________________
Name of agency, physician, attorney

__________________________________

_______________________________________

__________________________________
Address, city, state, and zip code

_______________________________________
Address, city, state, and zip code

Phone _____________________________

Phone __________________________________

Fax _______________________________

Fax ____________________________________

 MY ENTIRE RECORD; OR
 ONLY THE FOLLOWING INFORMATION (CLIENTS MUST INITIAL EACH ITEM TO BE RELEASED):
___
___
___
___

Evaluation/Assessment
Progress Notes
Treatment Plan(s)
Lab Results

___
___
___
___

E/M Notes
Safety Plan(s)
H & P Exam
Discharge Summary

___
___
___
___

Other: ____________________
Other: ____________________
Other: ____________________
Other: ____________________

•

I understand that my express consent is required to release any health care information relating to testing, diagnosis, and/or
treatment of psychiatric disorders/mental health, drug and/or alcohol use, HIV/AIDS or sexually transmitted diseases. If there
is information pertaining to psychiatric disorders/mental health, drug and/or alcohol use, HIV/AIDS or sexually transmitted
diseases in my medical record, you are specifically authorized to release it. I am giving this consent voluntarily and have been
informed of the specific type of information that has been requested. Information may be released in written or verbal
format. Benefits and disadvantages of releasing information have been explained to me. I understand that provision of service
does not depend on my decision concerning the release of information.

•

Prohibition on redisclosure: According to 45 CRF 164.508 c2Ciii, health information may be re-disclosed by the recipient.
However, pursuant to KRS 304.17A-555, Patient’s Right of Privacy Regarding Mental Health or Chemical DependencyAuthorized Disclosure mental health/chemical dependency information may not be used and/or shared by the recipient of
said information unless specific, written consent for re-disclosure is authorized by the person to whom it pertains.
Additionally, Federal Regulations 42 CFR, Part 2 prohibits any further disclosure of the information without the specific written
consent of the person to whom it pertains or as otherwise permitted by law. If a general designation is identified for disclosure
on this release, you have the right to obtain, upon request, a list of entities to which your information has been disclosed. The
federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. You
many report violations to the United States Attorney at 260 W. Vine Street Ste. 300 Lexington, KY 40507-1612 and/or to the
Substance Abuse and Mental Health Services Administration office at 5600 Fishers Lane Rockville, MD 20857.

•

I understand I may revoke this authorization at any time by signing the bottom of this form. New Day Recovery Center,
however, cannot be responsible for any release(s) of information prior to notification or when required by law.

____________________________________________
Signature of Client/Custodial Parent/Legal Guardian

________________________________________________
Signature of Witness

____________________________________________
Date Signed

________________________________________________
Date Authorization To Expire (will expire in 1 year of blank)

I wish to revoke the above authorization: ________________________________________
Signature

__________________________
Date

Case Management Checklist
Case management is an important part of recovery treatment. Through case management, we can
provide you with assistance with a variety of things to help you as you work your recovery. Our Case
Managers serve as advocates to provide access to resources within the community.
If you would like information on, or currently need assistance with, any of the following, please let us
know.
Please check the areas you may be interested in:
 Housing (assistance finding affordable housing; rent assistance, etc.)
 Transportation (bus passes; Cars to Work program; transportation to and from work, school,
medical appointments, etc.)
 Food (food banks; food stamps; WIC, etc.)
 Clothing (child or adult)
 Child custody issues (resolving DCBS issues; documentation for CPS cases, etc.)
 Employment (help with finding, applying, and interviewing for a job; job training, etc.)
 Legal problems (criminal record expungement; DUI classes, etc.)
 Medical care (primary or specialist appointments; checkups and physical exams; health
screenings, etc.)
 Dental care (teeth cleaning; fillings; cosmetic dental work, etc.)
 Education assistance (applying for technical school or college; assistance with admissions and
financial aid, etc.)
 Financial issues (budgeting; saving, etc.)
 Medication (evaluations for medication needs; medication management, etc.)
 Other _____________________________________
 Other _____________________________________
 Other _____________________________________

_______________________________________
Client Name (Please Print)
_______________________________________
Client Signature

_________________
Date

