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FLIZABETH LAYTON
CENTIR

For Hope and Guidance

MiSSION OF THE ELIZABETH LAYTON CENTER

The mission of the Elizabeth Layton Center is to provide timely, effective and comprehensive behavioral
health services to improve quality of life and recovery for the citizens of Franklin and Miami counties in

partnership with individuals, families and our community. Toward this goal, we endotse the principle that
all clients of 1

the Center have basic rights and privileges to be exercised at their discretion and all Center
staff shall endorse the rights and privileges listed below.

Availability of Services: Services of out Center are available to all tesidents of Franklin County and

L\*hlaml Couqty regardless of race, color, sex, national origin, disability, religion, sexual Otientation, payer
soutce ot ability to pay.

STATEMENT OF CLIENT RIGHUTS

To always be treated with dignity and respect, and not to be subjected to any verbal or physical abuse

ot exploitation;

To not be subjected to the use of any type of treatment, technique, intervention, ot practice, includiny

the use of any type of restraint or seclusion, performed solely as 2 means of coercion, discipline Oz;
. . . 3

tetaliation, or for the convenience of staff or any volunteer or contractor;

To receive treatment in the least restrictive, most apptoptiate manner;

To an explanation of the potential benefits and any known side effects or other risks associated with all
medications that are prescribed for the client;

To an explanation of the potential benefits and any known adverse consequences ot tisks associated

with any type of treatment that is not included in the aforementioned paragraph and thatis included in the
client's treatment plan;

To be provided with information about other clinically approprate medications and alternative

treatments, even if these medications or treatments atre not the recommended choice of that client's
treating professional;

The right of a client voluntarily receiving treatment to refuse any treatments or medications to which
that client has not consented, in compliance with the client's rights;

The right of a client involuntatily receiving treatment pursuant to any coutt order to be informed that

there may be consequences to the client if the client fails or refuses to comply with the provisions of the
treatment plan or to take any prescribed medication;

To refuse to take any expetimental medication or to participate in any experimental treatment ot
research project, and the right not to be forced ot subjected to this medication or treatment without the
client's knowledge and express consent, given in compliance with the client's tights, or as consented to by

the client's guardian when the guardian has the propet authority to consent to this medication or
treatment on the client's behalf;

To actively participate in the development of an individualized treatment plan, including the right to

request changes in the treatment services being provided to the client, of to request that other saff
memhbers be assioned to nrovide these services o the cliant



ELIZABETH LAYTON CENTER

STATEMENT OF CLIENT RIGHTS

To teceive treatment or othet services from ELC in conjunction with treatment ot other services
obtained from other licensed mental health professionals ot providers who are not affiliated with or
employed by ELC, subject only to any written conditions that ELC may establish only to ensure

coordination of treatment ot any services;

To be accompanied or represented by an individual of client's own choice during all contacts with ELC.
This right shall be subject to denial only upon determination by professional staff that the accompaniment
or representation would compromise either that client's rights of confidentiality ot the rights of other
individuals, would significantly interfere with that client's treatment or that of othet individuals, or would
be unduly disruptive to ELC's operations;

To see and review the clinical record maintained on that client, unless the Executive Ditector of
ELC has determined that specific portions of the racotd should not be disclosed. This determination shall
be accompanied by 2 written statement placed within the clinical record required by KLAR. 30-60-46,
explaining why disclosure of that portion of the record at this tme would be injutious to the welfare of

that client or to others closely associated with that client;

To have staff refrain from disclosing to anyone the fact that the client has previously received or is
currently receiving any type of imental health treatment ot services, ot from disclosing ot delivering to
anyone any information ot material that the client has disclosed or provided to any staff member of ELC
during any process of diagnosis ot treatment. This right shall automatically be claimed on behalf of the
client by ELC's staff unless that client expressly waives the privilege, in writing, or unless staff are required
to do so by law or a proper court order;

o means. 10 ino ca (f advance di o A
te means, including the use of advance directives, a living

ki
will, a durable power of attorney for health care decisions, or through springing powers ptovided for
within 2 guatdianship; and

To exetcise the client's rights by substiti

To at any time make a complaint in accordance with K.AR. 30-60-51 concerning a violation of any of
the rights listed in this regulation or concerning any other matter, and the right to be informed of the
procedures and process for making such a complaint.

How to file 2 complaint or grievance concerning a violation of any of these rights, or any other matter of
concern, with the Executive Director of the Center. Forms are available upon request from the
receptonist or concerns may be voiced verbally.
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1) Complaints can be ade verbally or in writing to the Executive Director ot QA Coordinatar via the

receptionist, treatment provider ot by’ directly calling or writing the Executive Director or QA
Cootdinator. The Executive Director or QA Cootdinator will investigate and respond to any

complaint within one week under ordinary circumstances.

2) If the client is not satisfied with the way the complaint is handled, or if the complaint involves the
Executive Ditector of this Center, 2 vetrbal or written complaint should be directed to: Privacy
Officet or the ELC Board President.

2) The complaint will then be investigated by the governing body of the Center and a disposition
made no later than one month following receipt of the complaint. The client will then be
contacted in writing of Board action taken on the complaint. The client may be represented by
counsel or any other person(s) of their choice during the process of filing a complaint or
grevance.
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In addition to the resources to address complaints noted above, complaints regarding Substance Use
Disotder Treatment may be directed to Wayne Pickerell of the Kansas Department of Aging and
Disability Services at Sutvey, Certification and Credentialing Commission, 115 E. Eudlid,
McPherson, Kansas 67460 or by calling 620-718-8009.



NOTICE OF PRIVACY PRACTICES
EFFECTIVE March 21,2015

TEﬁS NOTICE DESCRIBES HOW MEDICAT,

INFORMATION ABOUT YOU M
AND HOW YOU CAN OBTAIN ACCESS TO

AY BE USED AND DIS CLOSED
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. voy
bave the right to a paper copy of this Notice; you FHaY request a copy at any time,

Elizabeth Layton Ceater (ELC) provides health cazs services m perine
Tas following individuals follow this Notice of Privacy Practices

wship with physicians and other professions;
volunizs

+ All individuals employed by Elizabeth Layton Centzr also inchiding
fessional who exXamines or tr any Elizabeth Tavton Center fa_cﬂ_'ri_wf o

I and greaniyg

D"J-—"LiOD.S.
rs and stidents and any health cars pro

2als you at

Refersnces to “Elizabéth Layton Center (ELC)” and “we” in this notice includes each’of thesa individuals and Or2anizatio
asicad to provide a wiitten ackmowledgzment of your receipt of this Notics. We ars required by law to makz a good-fgith effort t provide
you with our Notics and cbtain such acknowledssment from you. Howsver, your rzceipt of cars and trsatmag: fom ELC i5 ot
conditioned ipon you providing the writtzn acknowledgement. ;

LS. You wil| be

If you have ary questions about this Notice, please cortact: Elizabeth Layton Center, Inc/Privacy Officer
PO Box 677/ 2557 Eisenhower Road OR PO Box463/25955 W 3274 Str
Oitawa, Kansas §5067-0677 Paola, Kansas 66071-4920
785-242-3780 913-557-509¢
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HOW ELIZABETH LAYTON CENTER MAY USE AND DISCLOSE HEATTH INFORMATION ABOUT vor.

ELC.may uss and discloss your protactzd health information (PHI) far the following Treatment, Payment and Healthcara (TPO) DUrpUses
without your exprass consent or authorization. We will obtain your written authorization befors using or discloging your PHT foy
oider purpose. You may revokes such authorization, inwriting, at any time to the extznt EL.C has not ralied on it 7

Treaiment, We may uss your PHI to provide you with freatment, Wa may disclose PUT +
involved in your care. 'We also may disclose PET ¢

¢ providers, studens
+= 1o persons outside ELC involved in your tr
family membears, and fiznds. _ ; » :

. S O other persongel

satmaat, such as other healip Care providers
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Unless you tell us otherwise, we may leave messages on your voicemai| identifying ELC and asking you to retum gur gy o
you of a scheduled appointment. - .

to remind
Poyment. We may use and discloss your PHI as necessary to collagt payment for services we provids to you and/or brovi ” -PPT e
bealth cars providers io assist them in obtainine payment for servicss they provide to you .
Healih Care Operations. We may use and discloss your
nscessary for our day-to-day operati

health information for qur inta
O
[nixeplelety

ons and to easure quality cage, We may disclose he

roal operations. These yseg and disclosurag ars
or bealth plaa with whick you also have had 2 relationship for purpo

alth information about you g another health gare
ses of that provider’s or plan’s intema) Cperations )

Busingss dssociates. ELC provides some SEL‘VEC:ES through coniracts or arangzments with business associatag, Businesg ASS0Ciateg e

required to appropriataly safsguard your information, - _ .

Creation of De-identified Healih Information. We may use your PHI to create ds-identified PHI. This meang that all dats —
would help identify you are removed or modified. ; i
Uses and Disclosures Required by Law, We will use and/ar disclose your PHI when required by law t5 do 5o,
: Disclosures for Public Health Activities, We may discloge your PHI to a govermnment agency authorized (a) to collect data f‘m_ e
purposs of preventing or controlling dissase, injury, o disability; or (b) to receive reports of child or elder abuss g

disclose such information to a person who ma

. s T il N foeglect. We also may
y have been exposed to a communicabls disease if permitted by law,
Disclosures About Victims of Abuse, Neglect, or Domestic Viplznes.

ELC may discloss your PHI to 2 E0Vemment authority if ye
reasonaoly believe you arz a victim of abuge, neglect, or domestic violence, :
Disclosuras for Judicial and Administrative Proceedings, Your PHI ma

y be disclosed in [ESponse
request, or other lawful process if certain legal [equirements are met.,

to a court order, Subpoena, discovary
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cm,a, Or SLmmons issus d Lf p_s:h'.zﬂ officzr; a graad jury subpoens; or an
at qu:y

Viczms of @ C'rfmz. In rasponse to a law enforesment official’s request, we may discloss PET with your approval

e
i—;

ituaiion or z'you arzs [ngapactiaiza L i

g5y Yol mey 512‘.” ba=n the yictim of a Grime.

Disclosures to Avert a Sericus TFreat to Healih or Safziy. W* may disclese PHI to prevent o lessan a serious threat to the healih and
szfety ofa perscn ort tha sublic or es nacessary for law enforcement amthorities ta identify or aporahend an individual, -

Disclosures for Specia znq’ Gawu wient Funciions. We may dr"lu:.u PHI a3 raquirad to comply with governmental requirements (z.g..

patidnzl seeurity or for protection of gavernment personnel or r forsign dignitariss),
feaising, We may disclose demograplhic information and dates of service to za affliated Lomd:uon or & business

uto fﬂ'sa finds for SLC. You have a right to opt out of rzceiving such ﬂ“Tl“I”NV\G communicaiions.

’ :é:{';ﬁ' nzmt Communications.” We may discloss PHI for the puzposss of communicating trsatment
r services whea E.LC rsceives payment for PHI in exchangs for making tIP communication. You

Comall 'I_TEJ_LB.LIG

efors using or disclosiz £g your information for any other purposs not described in this nofice.
%2 ata ‘jt"!‘ﬂato the axt LtPLC has no relied on it.

Ricyt to Tnsoect and Conv. You have the right to lnspect and copy PEI maintzined by ELC. You must complste a specific form, You

elzctronic cepy of your PHL T you rz qmsu copies, we may chas";_r
fwe deny access, you may rzquest raview of that decision b

=

raas *a’nh fze. We maydeny you 2ccess in
d wz will comply with ths quicoms of
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information, you EL_jﬁar(ES to amend the

ccess Report. You have the rght to request a list of disclosures of your PHI we have
You also may ruquusr a teport u:dE ating who has acce; ed your PHI maintzinad by ELC
ated rsc cord st in Lh: last three ysars. To request 2n ccounting or an accsss repart, you

Risht to Raquest Restrictions, You have the right to !:=qu=sr a restriction on our UsEs aﬂd disclosuras of jon. PHI for TFO. We must
accent certain raquests to nat discloss PHI fo your healih plan for ’[“PO if you bave paid in full out of your own pocket for ¢ the t=m or
rvice. You must corL caplets 2 spasiﬂc form. ELCs Privacy Officar is th hz only parson who & ba 3 the authority to approvs the request.

Richt-to Regu ast Altzrmative MMethods of Communication. You have the right to request that ws commumicate with you in a ¢erain
wav ar 2t a cerain lecation, You must cornulafe a specific form. ELC's Pri'- acy Officer s the only person who has the aimhority to act oo .
i i request, and we will accemmacals reasona able requasis. .

the request. Wewill not ask you the reasen for your .
We are required to provide you with writtzn naotice concerming breach of your PEL You will receive the notica by -
‘ rm of motice or we do not hava a current address for pu L you have any concerns

zeo YO 0
nless you
i7=d u3a or disclosurs of your 3117 or any Yraach notification made by ELC, you sh hould contact ELC’s Privacy Offcer.

rI_‘,TI’J\l TECHNOLOGY.

1 in alactronic haalth Lmujuuon tzchnology or HIT. Thiz tzchnology allows 2 ;rcwdar or & health plan to mals 2 single

CL:._!; bealth information crgznization ar HIO to obtain slactrenic records for 4 specific petient fom other HIT participants for
:'EO E_Os arz ruau_ad tg uss appropriate safeguards to pLPm:L wnamthorizad uses and disclosurss. You have two options
may permy authorized individuels to access your c ectronic health information through aa HIO. If you choose
ava to do anything. Or, you may restrict access fo 2 all of your information through an HIO (except as L'E"flLE:C'. Dj
sict access, you must subrmit the r=q1_r=d infarmation either oaime at hitp:/fwrarw KanHIT.org or by complet!
i.* form is available at hifp: {fararw KanHIT.org. You cannot restrict azcess to certain information only; your C],O[CD
1ct ccess to all of your infdrmation. Lf von hays questions rsarding EIT or mog nlease visit
aLd_T.lﬂua_ irformation, Tf you recsive health cars services in a stats C‘L'L“‘ than Xansas, different rules may

lease comrmmicate directly with your out-of-state health care pravider regarding t st rules.

S

it rcspucr to P:ﬂ have been viclatzd, you m j a comp lmnr with BLC ar with the Secrz fary of the

~vices, To fils 2 complaint with ELC, please contact ELCS vivacy Otficer. All complalnts must be

pﬂnalm far th’}g a.co mpTamL E C reserves tha right fo ch g the terms of this Notice and to
&

o “cs \‘_-m r=ws::{ Notics effzciive with respect to all protzcted he alth information ragardless of when the | Iﬂ_\UL’EE-_.Dn wag craatad.




Elizabeth Layton Center, Inc.
Adult Registration Form

Ploasa Answar ALL Quastions:

Cuirent Residantial Seiting (Chack Ona)
Boarding Home

Group Home

Homeless

Independent Living

Lives with Relatives - DEPENDENT
Lives with Relatives - lND:PE’\JDEN T
Mursing Facility Mantal Health (MFMH)
Mursing Home

Frecariously Heusad

Suparvised Housing Program

Other

nooooooooonod

disnanic Origin:
Mot Hispanic or Latino

Hispanic or Latino

[#)
fuv]

Euls

i1
fat]
(4]

Whita

Black or African American

American Indian or Alaska Mativa

Aslan

Native Hawailan or other Pacific Islander
CtharfUnknewn

oooood

Primary Languags:

O  English
O Spanisn
O Other
Wost Racant Psyehiatric Hosoitalization:
MonelNavar

State Mental Health Hospital

Private Psychiatric Hospital

Qut of Home Crisis Stanilization

Ganeral Hospital Psychiatric Ward

Inpatient Substance Azusa (Excluding Detox)
Residential Mental Health Treatment

DDDDDDD“

Accommodations Bagquested:

Court/Leaal Information

Attorney:

PQ:

Court:

Court Date:

Feligious Prafersnce:

Client Name:

DOB: 824

Current Emoloyment

Name of Employer:

Part-time (under 30 hours a waek)

Full-time {over 30 hours a week)
Retirad

Unemployed

DD[]DI:I

etc...)
Current Education Status:

O Attending Collzge (1-6 Hours)
O Attending College (7 or mors Hours)
O Attending Vecational ScHoollApprnnuc%hlp
O Basic Education Skills
O Mo Educational Participation
00 Working on GED
0 Other
Cornoleted Education:
O None
O Special education - Ungradad Classas
O K-1(Last Completed Grade_ )
O High School Dinloma
O GED
O Some Collegal/tlo Dagree (# of Years )
= S

College Dagree: Specify

SSiISSD! Eligibility
Not Applicable

Eligible and Racelving Paymants
Eligible, but NOT Recelving Payments
Potentially Eligible (Case not Submittad)

oooonoo

Detarmination Decision on Appeal

Tobacco/Smoker Status (Age 10 and Oldar):

Tohacco User:Yes _ NO ___
Tobacco User Current: Yes__ NO__
Tobaceo Use in last 30 days: Yas__ NO
Smokeless Tehacco Used in last 30 Days Yas
Smoker: Yes___NO___
Use a Vape Device: Yes___NO___
Smoking Status:
— NeveraSmoker ___ Current Every Day -
— Former Smoker ____ Current Some Days
__ Light Smoker Heavy Smoker
_ Smoker Status Unknown

O Infermation not Ohtained: Reasen

Gross Housenold Income
5
O Manth
O Year

# of Mambers in Household:

Mot in Labor Force (homemaker, studant,

Determined to be ineligible by Raview & Decision

__No__



Please state in your own words the nature of yo 1i s) (i.e., why vou a ‘o .,
I t ny 1 your main concern(s) (I.e,, why you are now coming to this
center: , :

How long have these concerns existed?

On the scale below, please estimate the severity of your concern(s) circle one:’
Not very upsetting  Mildly upsetting  Upsetting  Severe  Very Severe

Please explain benefits you hope to derive from coming to this center:

Circle any of the following-that apply to client:

health problems take drugs unable to relax secure
need to change considerate overeating - friendly
exhausted no appetite shakiness NervVous
feel panicky fearful can’t keep a job happy
work problems TUNNING away spouse difficulties attractive
inferiority evil shy with people suicidal-
bad home life morally wrong independent worthwhile
hearing voices school problems guilty depressed
lorely can’t make friends life is empty content
angry ~ aggressive poOrT concentration fatigue
nightmares emotional problems tell lies feel tense
immature misundetstood confident suspicious
drinks too muca easily excited _ teligious concerns ~ confused
unattractive sleeping problems . failure unassertive
money problems " dizziness parental problems intelligent
sexual problems ' headaches school problems
in conflict can’t do anything right other

Please check the services that could help you with your present concern(s):
Individual Counseling

Marital Counseling_
Group Therapy_ Relaxation Trammg__
Family Counseling___ Child Play Therapy

Sacial Skills and Communication
Substance Abuse Treatment Assertiveness Training

Rape Victim Counseling Parent Effectiveness Training__
Medication Management. Other

Understanding Personality Makeup.

Please list client’s hobbies and recreational interests:




Elizabeth Layton Center
insurancelnformation/Authorization

Client Mamas: ~ Client #

Primarv Insurance Covarage:

] None (Complats the Househald Income Form fora Sliding Fee with proof of residence in Franklin or Miami County)
[ Medicaid/KanCare (Madical Card) D #

[ Other (the following fizlds are required & ELC nesds a copy of the card)
Exact Name of Insurance Company: ,
pany Policy Holder's Name:

Policy Halder'sDOB:
Policy D%

j Policy Holder's S5%;
Group#: :

Cavarags Efeciive Date: Policy Holder's Gender: [ Male

O Female

Policy Holder's Employerr: Policy Holder's Relationship to the Client:

O Self O Parent [ Spouse

. i 1 Other:
Union/Local nameor#

Sacondary Insurance €overags:

O None
O Medicaid/KanCare (Medical Card) ID #

+a
T

T Other (the foliowing falds are required & ELC needs a copy of the card)
E; i ny: . '
Exact Name of Insurance Company Policy Holder'sName:

Policy Holder'sD.O.B:
Policy ID#:

, Policy Holder's SS#:
Group#: ’

Coverage Effectiva Daie: Policy Holder's Gender: [ Male L Female

Policy Holder's Employa 2 Policy Holder's Relationship to the Client::

O Self T Parent [ Spouse

Union/Local name or # O Other;
[] Thisis a changeininsurance thatis currently on file:
Name of Pravious Insurantce: Coverage End Date:

| hershy autharize payment dirsctly to the Elizabsth Layion Center, Inc., of insurance benefits payable under the tarms of
my insurance plan(s) indicated above. In addition, | authorize the release of any medical infarmation necessary to

process the insurance claim(s). | also request payment of government benefits, if any, to the Elizabeth Layton Center,
Inc.

| understand that if all program requirements are met by the provider and payment is not made by the Insurance

Company(ies) listed above, | may be held respansible far the charges. A capy of this authorization shall be considered as
sffective and valid as the original.

Date: Authorized Signature:

Q Copy of lnsurance Card

Revised 1/2021

1 INmualanaml /M actarEAamae/lne rirmmms e e ARAA



ELIZABETH LAYTON
CENTER

For lope and Guidunce

Consent for Assessment & Treatment

I understand that by signing this consent for initial assessment and treatment thatTam agreemg to participate in a mental health
assessment at the Elizabeth Layton Center. The purpose of the assessment is to determine my current mental health needs angd
ta develop treatment recommendations.

Understanding My Treatment. Treatment services are designed to help me, my child, or my family with concerns. Benefits
Tom treatment may include: improvement in daily functioning, improved relationships with others, improved behavior, and/or

improved mood. At times, treatment may be emotionally difficult; however, ELC staff will help guide me throush this process.

The Elizabeth Layton Center does not guarantee the success of any treatment.

My therapist possibly holds a masters degree or doctorate in (psychology, social work, counseling, of marriage and family therapy)
but does not have a medical doctor’s degree and is not authorized to practice medicine and surgery and is not authorized 1o

prescribe drgs.

The Intake Assessment will consist of an interview, but I may also be asked to participate in psychological testing to more
thoroughly evaluate my needs. Imay also be asked to see additional professional staff who may participate in my evaluation and
freatment.

I understand that my service provider may need to discuss my case in a confidential manner with 2 professional associate and/or
supervisor for the purpose of providing quality services to me. I understand that these discuss

ions will be kept confidential
unless I authotize that the information be released or unless allowed or required by law (e.

g. in case of an emergency, necessary
information may be shared with those providing emergency treatment and/or the individual(s)

identified as my emergency
contact(s); information regarding harm/risk of harm to self or others; and, child and elder abuse or neglect. Please also see
Wotice of Privacy Practices: the short version is included in the Intake packet and the long v

ersion is available upon request.).
T understand that some treatment recommendations may be addressed dutin

g the inirial interview. Once the Intake As sessment
is complete and a treatment plan has been formulated, I will be given the oppottunity to review and discuss with my service
provider the resuls of the evaluation, the nature of my condition, and any treatment, including alternatives to these
recommendations.

Tunderstand that this consent is voluntary and that I may withdraw my consent to treatment at any time,

Permission is hereby.given to the Elizabéth Laytoni€enter, Inc., to provide assessment and treatment to:
{Check Oney O self Hchild <O other (specify)

Parents and Families. Therapy and psychiatric services are the most successful when both
of a child For divorced or separated families, I understand as the parent consenting for the treatment of my child that I am
responsible for notifying my child’s other parent. Both parents may have access to the childs record, except in rare
circumstances. If T have questions about this process, I will ask my service provider.

parents are involved in treatment

Tacknowledge having received a copy of the Clients Rights and Respounsibilities, and a copy of the Elizabeth Layton Center’s
Notice of Privacy Practices (as mandated by HIPAA regulations).

Medications/Laboratory Testing: If medications should be prescribed or medical laboratory tests are tequired as a part of
my treatment, I understand that information about me will be shared with the pharmacy (or indigent program) that I obtain
medications from to assist in filling and managing prescriptions for me. I am aware that prescriptions may be relayed to the
pharmacy electronically through Allscripts ePrescribe. I also give my consent to release my name and my diagnosis (if necessary)
for the purpose of requesting laboratory tests and obtaining results that may be needed as a part of my treatment.

I understand
that ELC participates in K-TRACS (prescription monitoring program) and [KCHIE (Kansas Health Information Exchange)

By checking this box, I agree to the terms of this
Consent for Assessment and Treatment.




CONTRACT FOR SERVICES
CENTER
Client Name: THeaie:

Fur Hepe and Guidunce

FEE DETERMINATION FOR CLIENTS WITH INSURANCE BENEFITS: Most insurance policies coy

: ; _ . : _ S et some
portion of our professional fees. We do accept insurance assignments including Medicaid/KanCare and Medicare and will ba
glad to file claims for services directly with the insurance company. However, it is the client’s responsibility to provide ELC
with all the information necessary to submit claims, including a copy of the insurance card, the member identification an

2 ; : mb
the birth date and social security number of the policy holder, ete. Itis also the responsibility of the client to provide EL.C W‘z;
updated information if the situation changes. In addition, it is the responsibility of the client

e _ : to contact his/her primary care
physician for a referral and/or to pre-certify treatment if required by the insurance company. Failure to do 50 can result in the
claim being denied and the client being responsible for the full fee.

ELC will contact the client’s insurance company and verify benefits prior to providing services whenever possible, However
benefit information provided by the insurance company to ELC is not a gnarantee of payment. The client’s insurance policy i,;
a contract between the client and the insurance company, and the client is also expected to contact
to obtain a thorough understanding of the benefits. Itis the responsibility of the client to provide the insurance company with
all the information required to process claims for the client. ELC is not a party to that contract. Insurance claims are Hled at
ELC’s customary charge. If the client’s insurance company does not reimburse ELC in the amount of ELC’s customary
charge, the client is only responsible for the deductible, co-pay, co-insurance or allowed amount. Payments are due
at the time of service. If the client has a deductible to meet, ELC requires a minimum $30 payment for each service

rendered to help keep balances current. Account balances will be adjusted as payments and information are received from
the insurance company.

his/her insurance company

Tnsurance companies iﬂc.lud'mg L\-[edicaic%/KanCa_‘:e and J.\/.‘[edicare ha.ve differing licensing requirements tegarding providers,
T;hempy procedures and diagnoses fgr '\‘Vb_tf'_'h coverage applies. FLC will attempt to assign the client to a provider for whom the
insurance company will pay and will advise the client as soon as possible if the insurance denies payment for services, If a
provider covered under the client’s plan is not available, the client will be assigned to an out of networlk provider and the client
will be responsible for the full fee for services.

Please note that the benefits quoted by the insurance company are

: . not a guarantee of payment and the client is
respoasible for payment of all services not covered by the insurance

_ company. This information is based on medical
necessity at the time services are rendered and payment of fees received. It is possible that the insurer may not cover some

service providers and setvices of ELC including specialized testing or assessments. ELC does not take responsibility if the
insurance company refuses to pay for services received at ELC.

MEDICARE ONLY: ELC requires a $20 co-pay for therapy and medication appointments to help keep balances current.
Account balances will be adjusted as payments are received from the insurance company.
MEDICAID/KANCARE COVERAGE:

In some instances additional services considered medically necessaty may be approved by; Medicaid/KanCare, Setvices not
deemed medically necessary by Medicaid/KanCare will be subject to cost up to the full fee rate and the client will be responsible

for this payment. See following page for more information regarding full fee rates. Please consult with our billing staff and/or
your service provider if you have additional questions.

CANCELLATIONS: Cancellations must be made 24 hours in advance of the scheduled appointment.

MISSED APPOINTMENTS: In the event a client no shows ot cancels without 24 hour notice for two scheduled
appointments in 2 rolling 90 day period, ELC will follow the missed appointment policy (see policy).

CRISIS SERVICES: Available by contacting the Crisis Department to schedule an appointment to meet with 3 Crisis Therapist
when necessary.
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FEE DETERMINATION FOR CLIENTS WITHOUT INSURANCE BENEFITS: The fee for clients, who reside in
Franklin or Miemi County and are without mental health insurance be

nefits, will be based on ability to pay for services. Clients
will be responsible for the fee determined by policy guidelines. In order to determine “ability to pay”

1 ) tl'le E]_i_zabeth Lay‘ton
Center (ELC) has adopted a sliding fee scale which takes into consideration the resources of the family an

i d the number of family
members dependent on those resources. Clients are required to supply proof of their gross household income

and
residence prior to or at the time of the intake. Without income and residency verification, the sliding scale fee canpor
be assessed and the client will be responsible for the full fee. In addition, clients are required to provide updated proof of
household income either on an annual basis or immediately upon a change in situation.

EVALUATIONS & ASSESSMENTS: Clients must pre-pay for all court-ordered psychological testing, parentmg
assessments, and evaluations. Fees are based on time spent with the client plus time

required for scoring and interpreting test
results. ELC does not submit claims to insurance companies for court-ordered services unless medical necessity can be
established.

FEE DETERMINATION FOR CLIENTS RESIDING OUT OF COUNTIES: Clients residing outside of the counties
of Franklin and Miami may be served, if time is available: Medication Services and Case Management Services are not
available for out of county residents. The client will be charged full fee unless the client has health insurance. In some ins tanc_e—;
healthcare coverage may not pay for all or part of services. Clients who receive services. which exceed th j

. ¢ limit deemed medically
necessary by their coverage provider (e.g. Medicaid/KanCare), will be chacged full fee, |

FULL FEES: Intake Assessment $200; Individual Therapy $75 (16-37 minutes), $120 (38-52 minutes)
Family Therapy $120; Crisis Therapy §170 first hour $75/per 30 minutes after first

| hour; Group Therapy $50;
Medication Services: Medication Evaluation $210 and 15-minute Medication Check (E/

; M) $110-§150
Psychosocial Rehab Individual §54.52; Psychosocial Rehab Group: Adults $17.48 & Children $35,

Peer Support Individual §56; Peer Support Group $28; Attendant Care $27.84; Targeted Case Management
§43.32; Crisis Basic §87; Crisis Intermediate $139.20; Community Psychiatric Suppott and Treatment (CPST)
$127.60; SA Intake $200; SA Individual Therapy $75 (1637 minutes), $120 (38-52 minutes) and $150
(33+minutes), and SA Group $50

;and $150 (33+minutes);

PAYMENT METHOD: Paymentis required at the time services are rendered. Payment may be made by cash, check money
order, credit or debit card. If after submitting claims to the insurance company,

the client is responsible for more than the
anticipated portion of fees, 2 monthly statement will be sent to the client and the

client is expected to make payment in full
within 30 days. Failure to pay may result in a delay of services and unpaid balances may be sent to the Kansas Setoff

Clients who fail to pay for therapy or medication appointments will not be scheduled for another appointment until payment is
made. Clients with an outstanding balance will need to make a payment toward the balance at eac

h visit in order to continue to
receive services. Contact the Billing Department at 785-242-3780, if you have any questions or need to establish % payment
plan.

Program.

FEE REDUCTIONS: Uninsured clients who are undergoing unusual circumstances which

affect their ability to pay may
request a temporary fee reduction. The fee reduction request form is available upon request and will be reviewed and approved
ot tejected by the Executive Director or designee. Client will be notified of the decision.

RESPONSIBILITY: The client (or the parent/guardian that brings the client in for services

) 1s considered responsible for
payment at the time services are rendered. ELC requires date of birth, driver’s license and the social security number of the
responsible party.

T agree to pay the established fee. I understand that the fee is due at the time that services are rendered. |

: ; : : _ : _ also understand my
obligation to provide necessary insurance information or proof of household income in a timely manner if the client’s situation
changes.

By checking this box, I agree to the terms of
the Contract for Services.
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ELIZABETH LAYTON
CENTER

For Hope and Guidance

CoNSENT T0 USE AND DISCLOSE YOUR HEALTH INFORMATION

This is an agreement between you,

and the Elizabeth Layton Cente:.
When we use the word “you” below, it will mean your child, relative, or other person if you have
written his or her name here

When we examine, diagnose, treat, or refer you, we will be collecting what the law calls Protected
Health Information (PHI) about you. We need to use this information here to decide on what
treatment is best for you and to provide treatment to you. We may also share this information with

others who provide treatment to you ot need it to arrange payment for your treatment or for other
business or government functions.

By signing this form, you are agreeing to let us use your information here and send it to others. The
Notice of Privacy Practices explains in more detail your rights: and how we can use and share your
information. Please read this before you sign this Consent form.

1f you do not sign this consent form agreeing to what is in our Notice of Privacy Practices,
we cannoet treat you.

In the future, we may change how we use and share your information and so may change our Notice

of Privacy Practices. If we do change it, you can get a copy from our receptionist or by contacting
our Privacy Officer.

If you are concerned about some of your information, you have the right to ask us to not use or
share some of your information for treatment, payment or administrative purposes. You will have
to tell us what you want in writing. Although we will try to respect your wishes, we are not required
to agree to these limitations. However, if we do agree, we promise to comply with your wish.

After you have signed this consent, you have the right to revoke if (by writing a letter telling us you
no longer consent) and we will comply with your wishes about using or sharing your information

from that fime on, but we may already have used or shared some of your information and cannot
change that.

1 acknowledge that I have received a copy of the “Notice of Privacy Practices”,

including information about the permitied uses of my protected health information
{or treatment, payment and clinic operations.

By checking this bex, I agree that I have reviewed the Consent to Use and Disclose
Health Information.




FELIZABETH LAYTON
CENTER

For Hope and Guidance

Client Name: Client Number:

Missed Appointments Policy

Participating in the treatment process is an important part of meeting your service goals. We value the time
that you have reserved with us for this process, and ask that you make every effort to keep scheduled
appointments. This will help assure our ability to meet the needs of all clients at Elizabeth Layton Center.

Please review and acknowledge our Missed Appointment Policy described below with your signarure.
e Please arrive on time or slightly early for scheduled appointments.

e Cancellations must be made 24 hours in advance. Please call 785-242-3780 (Franklin County) or
913-557-9096 (Miami County) and let us know your intentions for follow-up with services.

» Cancellations made less than 24 hours prior to scheduled appointment are a missed appointment.

e After two (2) Missed therapy appointments in a rolling 90-day period, you will not be able to schedule an

appointment with your therapist, and will be required to complete an alternative scheduling appointment. The
alternative scheduling options are:

“Same-day Scheduling”- Call the front desk to see if there are any same day appointments available with your therapy
provider and attend that same day appointment. This appointment can be attended via telemedicine or in-person.

“Walk-Tn Appointment” — Attend a first-come-first-serve walk-in appointment for your therapy provider. This
appointment can be attended via telemedicine or in-person. Therapists have a walk-in hour on Tuesdays at 2:00p.

“Engaging In Wellness Group” — Attend the therapy group called “Engaging in Wellness.” This is a group that is held
via telemedicine on Wednesdays at 12:00p. This group is for adults clients only. Call the front desk for log-in details.

24-hour crisis setvices will be available as needed for emergent mental health needs.

We will do our best to help you meet the Missed Appointment Policy. With your approval, our staff will
attempt to provide teminder call(s) and/or message(s) and/or email(s) about your scheduled
appointments for therapy and medication management. (Standard Messaging Rates will apply,) Please
indicate below your choice in how we contact you with scheduled appointment information:

[] Please do NOT remind me about my scheduled appointments.

Appointment Reminder Authorization:

[ ] YES, I would like to receive an Automated Reminder Call Phone# -

[ ] YES, I would like to receive Text Message Reminder Phone# -

[ ] YES, I would like to receive an Email Reminder Email-

I have read and agree to the Missed Appointment Policy and have stated my contact preferences.

By checking this box, I am agreeing that I have reviewed the
Missed Appointment Policy.

Rewvised 11/2020
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5 i T
c7oked: 0Yes Darz of Revocasion:

AUTHORIZATION TO SHARE PROTECTED HEALTH INFORMATION -PCP

Printed Name.of Client Maiden Name (f Apglicable) Last 4 digits of SSN DOB

I hereby authorize Elizabeth Layton Center to:  emsRelease.to

Tadividval/Azency: Reladonshiprta-Client:
_—
Arddress: S ' SeatedeZip Coce:
: - 0000

and/or O Receivefrom

drelspbane Fax (opdonal):

The following: information from my medical/clinical recard may be released

and/or obtained as checked ()
Medical/Records; Summazy of Assessment & Treamment Appointmers Infarmaron

Psychological/ Psychiatdc Racords; Summay of Assessmert & Tra tment _ lacome, Pagment & Insurance l
Substancs Abrsge 4

HIV Testing or Trzamme

tendance, Summary of Assessment & Treatment

cnent or Treatment of ATDS &
Arresting Offce-'s Namatve Sammrary {AOR), BAC and Ralat=d Court AIDS-ratated coaditions
_ g y :
Documents Orher-Spedsc Informaton
T — e
|
fi ) . -~ ¥ 1: x e i
Allrecords specified aSovs may be requested or disclesed urless resucnons ars spedied heare:

I understand thar the informastion shared will he used for the purpose off © Treamment
O Disability Determinaton o Fulfill Request From Attorney

€ Evaluvadon a Coordinadon of C
2 Other - specify reason(s)

are
-_— @ OO
I authorzs the usz of 2 talefay or photocopy of this forn for the relesss or disclosurs of the informatdion descibed above This
authorzaton to disclose information contained in my medical/dinical records may be revoked by me o any tme by providicg verbal o
Wriisn notics, except for any informaZon or racozd or portion of that record thar has alrzady been released.

0 6 months 0 9 months or ir will automatically expire one

Unless T revolke this
year after the date iz

authorization earlier, it wil expire in: O 3 months
is signed by the client/guardian.

T undesstand thar T am not required to telease confidential information in order to receive

recaive treatmens. I understand that the informaton
coniined in my medical/clinical records containg (or may conrain) confd=adal psychiatdc informardon that may include drug, aleoho] and
HIV information, This information may be protactzd by Federal and State Law, I farther understand thar Elizaheth layron
only relzase this information to the agency or pesson(s) named above. T alse undesstand thar if the persons

-information is not a hea'theare provider or health plan covered by Federal or State

be re-disdosed withouwr my permissien and ne longer prot

en ter ghall
) OT entity thae racejves the
rivacy regoladons, the informadon desctbed above may
ected by those reguladions.

X

SignamezofClientfane1d or gldes) Date

Signamre of pazent, guardianor legal reoresenmacve Prined Name ofReprasenmcve Specify Ralado oship Daze

X

Signamre of Witness Diaa
=l donothavea PCP/ 1 prafer 1o not authorize exch

ange of my PHI with my PCP far the following reason(s):

—_—
PROHIBITION OF RE-DISCLOSURE: This infor=azca has hes disdlosed 10 you from racords whose conidentalizyis protecte
(42 CFR, Parc2) prohibits you from maling any furtherdisdosurs of irwithour the spacS

peatic wrine authodznon of the persen o who
by suck rzguladons. A generalcorsact forthe release of medica! ot ocher informadon is NOT sufficient forthis Durpose.

d by law, Federal Regui

: ! ation
M 1T DECTATS Of a5 othermise permimed

O Elizabeth Layton Cener - Franklin County O Elizabeth Layton Center - Miami County
Amn: Medica! Racords

Armn: Madical Records
PC Box 477 PO Box 463
Ormawa, KS 66067 Paola, KS 66071
(783) 242.3780 OZfics (513} 557-9096 O %Fice
(783, 242-6397 Fax

AT 200 a9 Ta.
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evoked: O0Yes Date of Revocation:

AUTHORIZATION TO SHARE PROTECTED HEATITH INFORMATION

Frinted Name of Client

Maiden Name (If Applicable)

Last 4 digits of 85N

DOB
I hereby authorize Elizabeth Layton Center tol o' Releases to and/or O Receive from —\
Individual/Agency: Relationship to Client:
ane & —__—‘_—_____
Address: . Cizy:

State & Zip Code

_g___——g——_—___
Fax (optional):
The following: informaton from my medical/clinical record may be released and/or obrained as checked (w/);
Medical/Records; Summary of Assessment & Trearment ____ Appointment Information
___ Psychological/Psychiatric Records; Summary of Assessment & Trearment __Income, Payment & Insurance
Substance Abuse Attendance, Summary of Assessment & Treatment _HIVTesiing ot Treatment or Treatment of ATDS &
_ o+ Asresting Officer’s Namative Summary (AOR), BAC and Related Court AIDS-related condidons
Documents

Other-Spedific Information

All records specified above may be requested or disdosed unless restrictions are specified herc:;_—_“___‘%

_______*J
I understand that the information shared will be used for the purpose of: O Treatment o Evaluation o Coordination of Cara

O Disability Determinadon o Fulfill Request From Atorney 0 Grher — specify reason(s)_____ﬁ__ﬁ
I authorize the use of a telefax or photocopy of this form for the telease or disclosure of the information descrbed abgve, This
authorzation to disclose information contained in my medical/dinical records may be revoked by me at any time by providing verbal of
wiitten notice, except for any information or record or pottion of thar record that has already been teleased. Unless T revoke thisg
authorizadon earlier, it will expire in: O 3 months O 6 months 0 9 months or it will automatically expire one year after the date it
is signed by the client/guardian.

1 understand that T am not required to release confidential information in order to receive trearment. I understand thar the informadon
contsined in my medical/dinical tecords contains (or may contain) confidental psychiatric information that may indude drug, alcohol and
HIV informzrion. This information may be protected by Federal and State

Law. I further undersiand that Elizabath Layton Center shall
only release this informeation to the agency or person(s) named sbove, I also understand that if the person(s) or entity that receives the

information is not a healthcare provider or health plan covered by Federsl or State Pavacy tegulations, the information 4

escribed above may
be re-disclosed without my permission and no longer protected by those regularions. ‘

=
Signamire of Client (age 14 or oldey) Date
z g ; F = T = ST
Signature of parent, guardinnor legal represenmive Printed Name ofRepresentative SpecuyRcimon_v.mpl Dawe
~r
L5
Signamire of Witness Date

PROHIBITION OF RE-DISCLOSURE: Thisinformadon has been disclosed o youfromrecords whose confidentia
(42 CFR,Part 2) prohibits you from maldag any furtherdisdosure of irwithout the spedfic written authodzadon of thep
bysuch regulatons. Ageneralconsent forthe release of medical or other information is NOT sufficient for thisp

[ Elizabeth Layton Center - Franklin County

Lityisprotected by law. Federal Regulation

€I500 10 Whom it pertains or a3 othermise permited
urpose.

Ul Elizabeth Layton Center - Miamj County
. Arrn: Medical Records : Arn: Medical Records
PO Box 677 PO Box 443
Ottawa, KS 66067 Paola, KS 66071
(785) 242-3780 Office

P il Vaiie i s el

(913) 5579096 Office



