JOSEPH’S

COMMUNITY SUPPORT SERVICES, INC.

| Member’s Name Sex
Admitted From: School Color Hair:
Color Eyes:
: Grade Identifying Marks:
Current Address: Phone Number:
Birth Date Age at Adm. Co. of Residence
Religious Choice Primary Language Miarital Status Referred By
Insurance Data Medicaid # Prior Approval # Medicare #
Legal Postal Contact & Address Phone (area code) Relationship
M?ther’s Name Mailing Address Phone (area code) Date & Co. of Birth
Father’s Name Mailing Address Phone (area code) Date & Co. of Birth
thijther’s Employer & Add. Phone (area code) Father’s Employer & Add Phone (area code)
—Legal Guardian
—_Friend
: Family Member
Semm Client is Receiving:
CST OPT Med Management Day Tx PSR CAP
Care Coordinator: Phone (area code) LME/MCO:
Physician’s Name and Address Phone (area code)
Medications
Name Dosage Frequency
Al_lergim: Treatment Plan:
Start Date: End Date




JOSEPH’S COMMUNITY SUPPORT SERVICES, INC.
Member Referral and Screening Form

Réason for mfm'ral.

i+

cQNSUMER INFORMATION
Member’s Name:

T DOB:

o T— Gender: Marital Status:

Ins. #: iration Date:
Heme Phone #:Work #: Cell#: Expt

Addr&ss:
# i household:

Annual Income:
Name of Guardian:

Relationship to Member
Guardian’s Address: >

Guard:an s Phone #:

LEDICAIJEDIERGENCY INFORMATION (UPDATE ANNUALLY)

Pe:sontocontactmcaseofmency

mincyeomctrehnonshxptomembw

contact phone #:

Eer;gencycontactaddlms.

Meémber’s all

: EENone Known
Member’s medical condiﬁon:

Mémber’s PCP:

. PCP phone #:
PCP Address:

Miembez"s medications:

WHAT OTHER AGENCIES/SERVICE PROVIDERS ARE INVOLVED WITH MEMBER:

Contact Phone Number

Name of Agency/Provider Contact Name

Contact Phone Number

Name of Member’s School Contact Name

Revised 7/22/2015



JOSEPH’S COMMUNITY SUPPORT SERVICES, INC.
Member Referral and Screening Form

PRIMARY CONCERNS

Behavior Problems (Please describe briefly).

Ef;igotional Problems (Please describe briefly).

Academiclemployment problems Please dssesibe briefly).

Other Problems (Pleass deseribe briely)

n;'mm}ent History (Please describe briefiy)

CAN JCSS, INC. HELP?
B Yes -

_ L]
l Ngzxourneedsmtobeomsideﬂlesco[ngofourjggncyeamath'mﬁme.SeeRe&mls

REFERRALS ~PLACES THAT CAN HOPEFULLY MEET YOUR NEEDS (AGENCY & CONTACT INFORMATION

1.
2.
%

W CopyofformgiveatoMemherlGuardianatimake Date:

. I Copy of form mailed to Member/Guardiag Date:

PLEASE FAX TO (252) 520-0024

Pérson Completing Form Date
2

Revised 7/22/2015



é ~ JOSEPH'S COMMUNITY SUPPORT SERVICES, INC.
Z;%l,\fiember Name: DOB: MID:

Record:

Multiple Consent Form

i INITIAL ALL THAT APPLY. MARK “N/A” TO ALL THAT DO NOT APPLY.

siibstance abuse issues and problems. mesm&mmmawmmmmmmﬁmmﬁmmmeawrmm
%@mmpmb!emmddesuedwmnes. Iagmetotremmdsewimasoﬁaedbyﬂwwfw:

,{_MYSELF — MYCHILD —THE PERSON FOR WHOM I AM LEGAL GUARDIAN / CUSTODIAN

Uiélesslhave@ncourt-aderedtoaﬁendﬂi%%lmdmumamywﬁdmﬁmbvwmmawlmwmmmammmdomt
@mmmﬁwb&mfﬂﬂ\emmdmw meﬂeammmatwﬁlbepmv!dedmmsdemem
_LNDMDUALTRERAPY ——GROUP THERAPY — FAMILY THERAPY ____ MED MANAGEMENT — PSR 1]}

+ __ CST INNOVATION WAIVER SACOT PEER SUPPORT _____ SCHOOL OUTPATIENT THERAPY (child can
Wwammmmm___mm

Lt o

expianation of my rights. Ihavealsomeivedmymoiﬂimyhacﬂus(onomﬁewpm
ask questions if | need clarification or have concems.

;.___CONSENTFOREuERGENCYCARE: lmmmeAmmMawmmwanﬁlmm)MWUWemmt
. ficipating

in treatment/services. Thisshallmdudewmgencyﬁfstaidmedbyﬂ:eAgencyspasam If emergency care beyond first aid is

EYERGENCY CONTACT, ABORESS: PHONE R
HENBES BOCTOR: ADDRESS: | PrONEE
CAREPROVIDER ( appicabieF ADORESS: | FHONER
CRREPROVIDER (F applcabiey , ADORESS: FHONER

__CONSENTTOPARHCPATEENOFF-SHEACHVHIES,INCNDINGTRANSPORTATDN: During the course of treatment, clients may participate in
oufings. msmﬁmlmmmmwmmﬂlwmymwwmmwmwam This consent also inciudes consent to

d{bwmeAgencymhafspamumydﬂdlmywad.mﬁwseoff-sﬁeacﬁviﬂes. Thisconsemisvﬁidmuﬂﬂ\emnbefssaparaﬁnnfmnﬂmepmamownﬁi itis
revoked in writing by the client/ parent/ guardian,

~ 1501 Normaueensmt,lﬁnsmn,uczssm- Phone 252-520-2001- Fax 252-520-0024




| JOSEPH'S COMMUNITY SUPPORT SERVICES, INC.

Member Name: DOB: MID: Record:
Multiple Consent Form

T

’;‘coufmemmmmscwwnsommwrm In accordance with state and federal

q?pkmmmmus.-mwaﬂmmmmuym

A@.Emms:-ﬁemwwmmmmmmwm

SIGNED MULTIPLE CONSENT FORM.
MEMBER/PARENT/GUARDIAN SIGNATURE:
DATE:
STAFF SIGNATURE:
DATE:

1501 mmm&mucmvmmpraxw




JOSEPH’S COMMUNITY SUPPORT SERVICES, INC.
VERIFICATION OF PROVDER CHOICE

' Name: MID:

Rectt: DOB:

;ffé:)[RE(}HONS: This form is to be completed by the consumer, parent, or legal guardian for all treatment services
: a-n:. comsumer _ paremt ____legal guardian

gmnseekingmﬂmgb,thc_'mum — Eastpointe __ Sandhills __ Alliance __ Cardinal for the treatment
ioftheabovenmnedmember.Asammnber/pmt/ ian (ci i

Provider List

 Port Human Services o

- Waynesboro Family Clinic

 Dixon Social Interactive Service

| [Living Your Dream

' Lucille’s Behavior

 Joseph’s ComxmmtySlrpportServws,Inc
‘' INOVA, Inc.

: Pride in Carolina

 Yelverton’s

eallyappmpnatechoic&camdlnvemadeﬂmselmﬁmlfeelbstm
amy/the consumer’s treatment

;Signann-eConsmner/Parent/LegalGnatdian: Date:

Signature of Staff/ Witness: Date:

Rev: 8/14/2017




JOSEPH’S COMMUITY SUPPORT SERVICES, INC

HIPAA (Privacy Notification)

t This information shall be accessed oniy by those who have a need to know and onlyona

; professional basis. All persons who are privileged to this information shall be bound by the
{ Confidentiality and HIPAA Act. The dectrine of informed consent has been explained to me,
iand | understand the contents to be released and the need for the information. Once

that this consent is truly voluntary and is valid until 1-year.

| further acknowledge that | may revoke this consent at any time except to the extent that
action based on this consent has been taken.

Your Right to Medical Information Confidentiality
{HIPAA is an acronym that stands for Health Insurance Portability and Accountability Act that
iwas made into law in 1996. By the law, if you are 18 years or older, you have the right to strict
;confidentiality regarding your medical records. In order to release any information you have to
| consent to release to the authorized provider listed on this form.

Consumer/Guardian Date

;: JCSS Representative Date



JOSEPH’S COMMUITY SUPPORT SERVICES, INC

AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION

INAME: Record # DOB:

 Medicaid # Social Security Number: XXX-XX-

il hereby au&ome%
i (Person Receiving Services or Personal Representative)

iand to release, exchange and/or communicate with

; (Recipient)

ione another the information that is listed below,
» Thisdatashallinclude:(“Y”totl’coseMapplyand“N”toallmatdonot.A!lbm(esnmstbemarked.)

“Psydxo{og:cgl Evaluation HIV/AIDS
j Psychiatri luation of T
' Progress Notes from fo STD
Intake Assessment Hepatitis
Diagnosis Tuberculosis
Service Plan/Service Order Medication Information
Sa%ning/CoMctAssewnemFom Financia/Reimbursement
/Disdoswemdereganrmg
‘The purpose of the disclosure is for:
‘Service Delivery Continuity of Care Referral Other
I understand that this ization will expire on the follow; ent, or condition:
Ixmderslandﬂlatlfl.ﬁilmWMMd&;m%&WEW&:MW&meMm
mposeﬁ)rtmtooneyem',cmeptﬂurdiscloamforﬁnanaalumm wherein the awthorization is valid I also
gndmﬁatlmaymohethxs izati atanynmeandthmlwinbeaskedm.signﬂmRevmonWmthebackafmm

lmdmdmnmyhfomaﬁonmaynmbepmwed&mm-disdombyﬂ:ereqmof&ehﬁmﬁomhomifﬂ:ishﬁmon
s protected by the Federal Substance ial i recipient may not re-disclose such information
‘wi&ommyﬁn&qwﬁmmmnhoﬁnﬁmwl&nsoﬂzmsepmﬁdedforbymorfeduﬂhw

(Person Receiving Services) (date) (Personal Representative) (date)
{Withess ¥ Required) (@ato)

{ *Persan recsiving services must sign whether a child or adutt, information protected by Federal Regulation 42 CFR part 2.

AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION



JOSEPH’S COMMUITY SUPPORT SERVICES, INC

v
B

1 AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION

Record # DOB:

+ Medicaid # Social Security Number: XOO-XX-

i1, hereby auﬂwoﬁze%
& (Person Receiving Services or Perscnal Representative) '

iand to release, exchange and/or communicate with
P (Recipient)

.g,one another the information that is listed below. v
i This data shall include: (“Y”tqﬂ'ﬁoseﬂlatapplyand “N* to all that do not. Alf baxes must be marked.)

4 on HIV/AIDS
i Psychiatric Evaluation of Alcohol/Drug Treatment*
! Progress Notes from fo STD
———__Intake Assessment Hepatitis
' Diagnosis Tuberculosis
. Service Plan/Service Order ———___Medication Information
i—_____ Screening/Contact Assessment Form FinanciallReimbursement
£ Other/Disclosure made regarding;

{ The purpose of the disclosure is for:
‘Service Delivery____ Continuity of Care Referral____ Other,

» (Person Receiving Services) (date) (Personal Representative) (date)
:(Witness-if Required) (date)

*Person receivingservio&smustsignwhemﬂadmdoradun, information protected by Federal Regulation 42 CFR part 2.
AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION



JOSEPH’S COMMUITY SUPPORT SERVICES, INC

AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION

I NAME: Record # DOB:

| Medicaid # Social Security Number; XXX-XX-

i, hereby authorize Joseph's Community Support Services ine.

+(Person Receiving Services or Personal Representative)

i and to release, exchange and/or communicate with
(Recipient) :

;lone another the information that is listed below.
_ i This data shall include: (“V’toﬂmoseﬁxatapp!yand “N”toailthatdonot.Aﬂboxesmustbemaned.)

HIV/AIDS

Psychiatric Evaluation of Alcohol/Drug Treatment*

Progress Notes from fo __Sm

Intake Assessment Hepatiti
—_Diagnosis Tuberculosis
: Service Plan/Service Order Medication information
Screening/Contact Assessment Form FinancialReimbursement
i Other/Disclosure made regarding: :

The purpose of the disclosure is for:
‘Service Delivery____ Continuity of Care__ Reforra Other

ﬂmdawmdmmmyhﬁ)mmmymtbepmw&ommdixmmbymcmqmof&chﬁmom homifthlsmﬁnmon
?ispxotectedbyﬂleFédetalsubslanceCOlrﬁdmﬁamy Regxﬂaﬁons(42QP.R,Pat2)1herecipiqnmynmr&disclnsemd:mﬁmmon

. (Person Receiving Services) (date) (Personal Representative) (date)
:;(Wrtnmlf Requi;ed) (date)

; *Person feceiving services must sign whether a child or adult, information protected by Federal Regulation 42 CFR part 2.
AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION



' JOSEPH’S COMMUITY SUPPORT SERVICES, INC

AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION
;:NAME:

Record # DOB:
-t Medicaid # Social Security Number; XXX-XX-
I, hereby authorize Joseph’s Community Support Services, Inc.
£ (Person Receiving Services or Personal Representative)
“+and to release, exchange and/or communicate with
ok (Recipient)
- one another the information that is listed below.
: ;EThis data shall include: (“Y”toﬁtosematapplyand “N” to all that do not. All boxesmustbemarked.)
;___gsycngzmgm Eva:yaﬁcgfx :‘W/Axos :
= EV&'WOI’! oohol/Drug reatment*
- Pg;hrees Notesfrom __ 1o STD
f Intake Assessment .:_-lepaﬁns
. : D'ag- llOSiS ube‘m‘s‘
Service Pian/Service Order Medication information
] Screening/Contact Assessment Form Financ i
: Cther/Disclosure made regarding:

'The purpose of the disclosure is for:

;xmde:mndum:myMnmmkpmmmmmwmmwmwmmﬁmmn
I'is protected by the Federal Substance jali

S_Joseph'sOonmnnuy' Swmlmhmmmmmmﬁrﬁemsdmmw&dmpofhﬁmm
Ezm address the protection of HIV/AIDS Eﬁmaﬁmmehmreﬂmmesmmanﬁdmﬂdhmaﬁmmmmadmmmv

{m&cﬁon,ADSmADSmlmdwndi&msshauon!yberdeasedinwordmeewim&s. 130A-143. I understend that my information is
,f;proteazdmdwﬂlnotberelewedwithommy i i ; - Whenever

- (Person Receiving Services) (date) (Personal Representative) (date)
(Witness If Required) (date)

¢ *Person receiv&ngMmustsignWheﬂme:adﬁ!doradu!t. H!founaﬁonpmtemabyFedetalRegulaﬁondeCFRpanz
AUTHORIZATION FOR THE'DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION



JOSEPH’S COMMUITY SUPPORT SERVICES, INC

AUTHORIZATION FOR THE DISCLOSURE AND RECIPRCCAL EXCHANGE OF INFORMATION

.i NAME: Record # DOB:
-+ Medicaid # Social Security Number: AXX-XX-

il hereby authorize Joseph's Community Support Services, Inc.
1 (Person Receiving Services or Personal Representative)

to release, exchange and/or communicate with
(Recipient)

| ;§misda1as1m1mude:(w”mmose&mappxyar{d“u”

to all that do not. All boxes must be marked.)
. Psychological Evaluation HIV/AIDS
Psychiatric Evaluation of Alcohol/Drug Treatment*
e ___Progress Notes from . S115)
Intake Assessment Hepatitis
o Di N Tul tosi
Service Plan/Service Order Medication Information
S i Assessment Form Financial/Reimbursement
; Other/Disclosure made regarding:
FTI'IQ purpose of the disclosure is for:

Serv:ce Delivery, Continuity of Care Referral_____ Other

(Person Receiving Services) (date) (Personal Representative) (date)

. (Witness-if Required) (date)
: *Person receiving services must sign whether a child or adult, information protected by Federal Regulation 42 CFR part 2.
AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION



JOSEPH’S COMMUITY SUPPORT SERVICES, INC

. AUTHORIZATION FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION

NAME: Record # DOB:

i Medicaid # Social Security Number: X00(XX-
1, hereby authorize J X Su ices, |
:i(Person Receiving Services or Personal Representative)

-and

— to release, exchange and/or communicate with
(Recipient)

' o all that do not. All baxes must be marked.)
Psychological Evaluation HIV/AIDS
Psychiatric Evaluation of Alcohol/Drug Treatment*
Progress Notes from to ST
Intake Assessment Hepatitis
Diagnosis Tuberculosis
: Service Plan/Service Order —Medication Information
; ScreeningIContaetAssessmem Form Financial/Reimbursement
3 Other/Disclosure made regarding:
. The purpose of the disclosure is for:
:Service Delivery, Continuity of Care Referral Other,
,I understand that this authorization will the foll cat, or conditi
E'I that 161 B o <xpire on owing dane, ev. or on:

Mm@kﬁmd@um@m&kmﬂm&mmmmdﬁmeme&gmmm
5pmposeﬁurupmoizeyar,mceptﬁordiscloam i ization i

| (Person Recaiing Senices) ——(@aig)

(Personal Representative) (date)

. Witnessif Required) (date)

3 *Person reoeivingsetvimnuxstsignMadﬁldoraduﬂ, information protected by Federal Regulation 42 CFR part 2.
AUTHORZATI_ON FOR THE DISCLOSURE AND RECIPROCAL EXCHANGE OF INFORMATION



%mﬁhh&nd&c
ol Joseph's Comeumily Support Services i

indicales
wishes to be

S0 el okt o irslion 52 fgher el ofcure o ke e . JOSS. he agency vl e
wﬁmsMWMmmmwmgm
-'—h—n—"'_______h_%- .

1 o

. 4

wmmmmmm

- b



JOSEPH’'S COMMUNTY SUPPORT SERVICES, INC.
Consumer Acknowledgement of Rights and Ru!os and Receipt of Information

lWeWamﬁ%mlW@aWdMMm%lmm
nmmm@mﬁﬁmmumwmammmmy@mam

- Ihavereceived.and/orsgned.ﬂwmﬂMngmﬁdaamMmmmmmwmmhamyﬂmlmum
: . Howﬁotewiveacopyofmysendeap!an
. Feesdalgedmwlecﬁonofmosefeesformammpmed
. Swpensionmdexpulsionfromsewms
. SamaMSeWmofpefsonajpowessionspoﬁcyandpmcedute

—_— iundexstandlhavearightmteﬁ:seb'eatmentatanyﬁme,hutchoosehoconsemtomuatﬂ'c'sm lﬁmundetslandmyreﬁmlu_liﬂ
namwswmwswmmimnammmmsmwmwmmamwsc«nmunuy
Services, Inc. :

: lunderstendmeﬁglubobeﬁeeﬁ'cmhann.abtse,negleaandmmn

I cegtify mmm@mswmmmmmmmmhrmyummm j .loetﬁfyﬂ\atlhadﬁleoppommiybaﬂmm
memmmmmmmlmmmwﬁmmmmmMm@mmmm

Cousmer signature: Date
Logal Guardian Signature (& applicablia) —————— B —
JGSS Representative Date

“*+Ori; ginal to be kept in wmmermeﬁwmmﬁi&amymbeQWenbmmmmmwmm)“‘
7
J0§EPH’S COMMUNITY SUPPORT SERVICES, INC 1501 North Queen Street, Kinston, NC 28501



P TN

JOSEPH’S COMMUNITY SUPPORT SERVICES, INC,

It isthe%cponsibility of Joseph’s Community Support Services to provide'youwimanorientaﬁontoserviesprovided by the agency. The items listed below
willbe% videdforyouinoneofthefoﬂowingmﬂ:ods:va’bﬂyandintheeonsmhmdbook. i

; Yoxnsngnann-ebelowwmserveasacknowledgememthat
you have: pmvided,tmdustand,andagleetoﬂteﬂzmsidenﬁﬁedbelow.

‘§
Ihavedi%améedﬂ:emmhmdbook,whichhashﬁmaﬁonabomﬁ:efoﬂowing:

Hours of operation:
9:00am x§5:00pm

Aceess o after-hour services:
' i mhfomedofmisisphonenumberandgivqntheaisispmcedme

£
Caode o thics and Confidentiali icy:
w.r

B

&mmkﬁ&mwwg
. Reviewéd during Orientation

Smoking:
uszoldng‘gisOMyaﬂowedatddgnamdm'ees.

eaal/ilfes B Eapons bronght into 16 programs:
ieviewe_;idnﬁngoﬁmﬁonthatnodmgorweaponsm
.;1 ~ 1 !G i Si " M

‘esentative Signature Date



JOSEPH’S COMMUNITY SUPPORT SERVICES, INC.

MEMBER FINANCIAL AGREEMENT

% —\—
Josf?fph’s Community Support Services, Inc. will accept the following insurances for services
rendered:

. 1. Medicaid

i 2. Health Choice
Cli%n Name: MR #:
City: State: Zip Code
Couint)(: " Phone:
SSN: DOB
I haye the following insurance (please attach a copy of insurance card)

Medicaid —_Health Choice

In understand that because I recejve Medicaid, my minimum pPayment is zero for all Medicaid
covered services.
I lmderstand that because I receive Health Choice, my minimum payment is zero for all Health .
Chaice covered services.

I ag;ree to notify Joseph’s Community Support Services, Inc. when there is a change in my
insurance coverage or county of residence immediately.

1 uiiderstand that if there is a termination of my insurance for
Services, Inc. will be unable to continue rendering services.

any reason, Joseph’s Community

I agree to notify Joseph’s Community Support Services, Inc. at least 24 hours in advance if I
cangot make a scheduled appointment,




