ELIZABETHLAYTON
CENTER

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. Towatd this goal, we endorse the principle that

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

Availability of Services: Services of our Center are available to all residents of Franklin County and

Miami County regardless of race, color, sex, national origin, disability, religion, sexual orlentation, payer
source ot ability to pay.

STATEMENT OF CLIENT RIGHTS

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, or practice, including

the use of any type of restraint or seclusion, performed solely as a means of coercion, discipline, ot
retaliation, ot for the convenience of staff or any volunteer or contractor;

To receive treatment in the least restrictive, most appropriate mannet;

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

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

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

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

treatments, even if these medications or treatments are 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

involuntarily receiving treatment putsuant 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 experimental medication or to participate in any experimental treatment or
research project, and the right not to be forced or subjected to this medication or treatment without the
client's knowledge and express consent, given in compliance with the client's rights, or as consented to by

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

To actively patticipate in the development of an individualized treatment plan, inchuding the right to

request changes in the treatment services being provided to the client, ot to request that other staff
members be assigned to provide these services to the client;



ELIZABETH LAYTON CENTER
STATEMENT OF CLIENT RIGHTS

To receive treatment or other services from ELC in conjunction with treatment of other services
obtained from other licensed mental health professionals or ptoviders 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 of any SELViCEs;

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

To see and review the clinical record maintained on that client, unless the Executive Director of
ELC has determined that specific portions of the record should not be disclosed. This determination shall
be accompanied by a written statement placed within the clinical record tequired by K.AR. 30-60-46,
explaining why disclosure of that portion of the record at this time would be injurious to the welfare of
that client ot to others closely associated with that client;

To have staff refrain from disclosing to anyone the fact that the client has previously received or 18
currently teceiving any type of mental health treatment ot services, Ot from disclosing ot delivering to
anyone any information or material that the client has disclosed ot provided to any staff member of ELC
during any process of diagnosis or treatment. This tight shall automatically be claimed on behalf of the
client by ELC's staff unless that client expressly waives the privilege, in writing, ot unless staff are required

to do so by law or a proper coutt order;

To exetcise the client's rights by substitute means, including the use of advance directives, a living
will, a durable power of attorney for health care decisions, or through springing powers provided for
within a gua:cdianship; and

To at any time make a complaint in accordance with K. AR. 30-60-51 concerning 2 violation of any of
the rights listed in this tegulation or concerning any other mattet, and the right to be informed of the
ptocedures and process for making such a complaint.

How to file a complaint or grievance concerning a violation of any of these rights, or any other mattet of
concern, with the Executive Ditector of the Center. Forms are availzble upon request from the

receptlonist ot concerns may be voiced vetbally.

1) Complaints can be made verbally or in writing to the Executive Director or QA Coordinator via the
receptionist, treatment provider or by directly calling or writing the BExecutive Director or QA
Cootrdinator. 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, ot if the complaint involves the
Executive Director of this Center, a verbal ot written complaint should be directed to: Privacy

Officer or the ELC Board President.

a) 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 reptesented by
counsel or any other person(s) of their choice during the process of filing 2 complaint or

grievance.
3) In addition to the resources to address complaints noted above, complaints regarding Substance Use

Disotder Treatment may be ditected to Wayne Pickerell of the Kansas Department of Aging and
Disability Services at Survey, Certificaion and Credentialing Commission, 115 E. Euclid,

McPherson, Kansas 67460 ot by calling 620-718-8009.
August 2013



INOTICE OF PRIVACY PRACTICES
EFFECTIVE March 21,2015

Tl:ﬁS NOTICE DESCRIBES HOW MEDICAL INF
AND HOW YOU CAN OBTAIN ACCESS TO THI
have the right to a paper copy of this Notice;

ORMATION ABOUT YOU MAY BE USED AND DISCLOSED -
S INFORMATION, PLEASE REVIEW IT CAREFULLY, You
you may request a copy at any time.

Elizabeth Layton Center (ELC) provides health cars servicss in parinership with physicians and other pIo
The following individnals follow this MNotice of Privacy Practic

es: All individuals empl

fessionals and Organizationg,
voluntears and students and any health cars profassicnal who examines or ir

oyed by Elizabeth Layton Cent

er alsg iuclud_ing
sals you at any Elizabsth Layton Center fac

ity
References to “Elizabéth Layton Centzr (ELC)” and “we” in this notice includes each of thes=
asked to provide 2 written acknowledgement of your receipt of this Notice. We are requ
you with our Notice and obtain such acknowledgement from you. Howsver, your rzceipt of cars and
conditioned upon you providing the Wwritten acknowledgement,

individuals and organizations, You wil]

be
ired by law to make 2 good -faith effort to provide

freatment from EIC is not

Ifyou have any questions about this Notice, please contact: Elizabeth Laﬁqn Cen‘ie;, Ine/Privacy Officer
PO Box 677/ 2357 Eisenhower Road OR PO Box 463/25955 W 327" Streat i
Ottawa, Kansas 66067-0677 Paola, Kansas 66071-4920

785-242-3780 913-557-9096

HOW ELIZABETH LAYTON CENTER MAY USE AND D
ELC.may use and disclose your protectad health

ISCLOSE HEALTH INFORMATION ABOUT vO1I.
information (PHI) for tha following Treatment, Payment and Healthcars (TPO) purposes
without your express consent or authorization. We wili obtain your written authorization befors using of disclosing your PHT any
other purpose, Y ou may ravoke such authorization, in writing, at any time to the extent ELC has not ralied o it. )

Treammenz. We may use your PHI to provide ¥ou with treatment. We may disclose PHI to
inyolved in your cars. We also may disclose PHI

providers, siudents or oth:
to persons outside ELC involved in your treatm
family members, and friends. i ‘ : F .

\ ’ ST Dersonns!
ent, such as other health care providers,

Unless you tell us otherwise, we may leave messages on your voicemail identifying ELC and asking

you of a scheduled appeointment. - :

you to return our gal) of to remind
Puyment. We may use and discloss your PHI as necessary to collect payment for services we
health cars providers to assist them in obtaining pay

ment for services th

provide to'you and/ -unjr-'p.rc-;vidé
18y provide to yow

PHI tg other
Health Care Operations. We may use and discloss your health information for
necessary for our day-to-day operztions and to ensurs quality carz,

our internal operations, These us
provider or health plan with which you elso have had a rel

We may disclose health information ahout

&5 and disclosyreg are
ationship for purposes of that provider’s or plan’s

JOL 10 another health cars
Internal operatigns,

Business Associates. ELC provides some services through contracts or arracgements with business associates, Busjpegs 2ssociates are
required to appropriately safeguard your ML, B | |

Creation of De-identified Health Information. We may use your PHI to create ds-identified PHI. Thig mears that al] data items that
would help identify you are remaved or modified. , .

Uses and Disclosures Required by Law. We will use and/or disclose your PHI when required by law tg dg 3o,
| Disclosures for Public Health Activiies, We may disclose

purpose of preventing or controlling
disclose such information to a person

yow PHI to a government
dissase, injury, or disability; or (b) to receive
who may have been exposed to a communicahle diseass if permitted by law,
Disclosures About Victims of Abuse, Neglect, or Domestic Vialence. ELC may disclose your PHI to a government authority
reasonably believe you arz a victim of abuse, neglect, or domestic violence, -

Disclosures for Judicial and Administrative Proceedin

gs. Your PHI may be disclosed in response o a court order, Subpeena, discovery
request, or other lawfill process if certain legal requirements are met,

agency authorized (a) to colleq

t data for the
reports of child or elder abuse or neg

lect. We alsg may

if we
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Disclpsures for Law Enforcemant PRIpOSES. Wz may disclose your PHI to 2 (s enforcement official as required by law or in
compliance with a court ordar, couri-ordared warrant, subpoena, Ot SUMMONS issuzd by 2 judicial officer; 2 grand jury subpoen; or aa
admizistrative requasirzlated to @ egitimaté law enforcement {nquiry.

law enforcement official's request, we may disclose PHI with your approval

bezn the viciim of a crime.

Disclosures Regarding Victims of a Crime. Inrespensstoa
or in an emergzacy sifuation or if you are incapacitated if it appears you may have
s Thraat to Hzalth or Sefety. We may discicse PHI to prevent of [essen o serious threat to the health and

Causarr
U CT s bed & iwa
autharities to identify or apprehend an individual,

i Averta T
fa person or the public or as necessary for law enforcement

cfions. We may disclose PHT a5 required to compl with goveramental requirements (2.2..
L iy (= =

.
“
0
<.
<
&

tres for Specialized Govermment Fun
caticnal security or for protection of govemmert parsonne
smographic information and daes of service to an affiliated foundation or 2 business
¢ qut of receiving such findraising communications.

| or foreign dignitariss).

Disclosure for Fundraising. We may disclose

t= that may contact you to raise funds for ELC. You have a right to op
Disclasure for Remunerated T omiment Communications. We may distlose PHI for the purposes of communicating freatment
altarmatives or health-related products of saryices when ELC receives payment for PHI in exchangs for making the communication. You
haye a right to opt cut of recetving such commuaications. e
OTHER USES AND DIS CLOSURES: 2 - g ]
disclosing your information for aay other prrooss not described in this notics.

We will obtzin your writizn authgrization befors using or
ing, at any time to the exctent ELC has pot relied on if.

You may revclce such authorization, n W

YOUR RIGHTS REGARDING YOUR EEALTH INFORMATION.

Richt to Inspect and Conv. You bave the right to inspect and copy PEI maintained by ELC. You must complzte a specific form. You
1 raquest cogises, we may chargs 2 raasonable fea. We may deny you access in

also have a right to an electronic copy of your PHL Ti you
soms circumsiznces, [fwe deny 2ctess, you may rsquast revizw of that decision by & third party and we will comply with the guicoms of

ths review.

Richt To Request Amendment, If you belisve your records confain inaccurate or incomplete information, you may ask us to amend the

information. To rsgusstan amendment, you must complete a specific form.
Richt to an Acconnting of Disclosures and Access Report. You have the i
.made, with certain excepiions defined by law. You also may request a report indic
or its business associates in aa el
must complet a specific form. *

it to request a list of disclosures of your PHI we have
ating who has accessed your PHI maintzinsd by ELC

actronic designated record sat in tha last thrsa years. To rsguest an accounting or an access repart, you

the right to request 2 restriction an our uses and disclosurss of your PHI for TPO. We must
¢alth plan for TPO if you have paid in full out of your oWl pocket for the item or
or is the only person who has the autharity to approve the request.

Richt to Raguest Restrictions. You flave
accept certain requests to not discloss PHI to your
service. You must compleie a specific form. ELC’s Privacy Offl
Richt to Request Alternative Mathods of Communication. You have the right fo rquest that we communicate with you in 2 gertzin
ain location. You must complet=a gpecific form. ELC's Priva )

way or ata cert cy Officer is the only person who has the authority to act on .

the request. We will nat ask you tha reason for your request, and we will accommaodate reasonable requests. ‘

Branch Notification, Wears required to provide you with written notice concerning breach of your PHL You will receive the notice by
sree to another form of notice ar we do not have a cumrent address for you. If you havs any concerns

frsi-class mail, unless you &2
fyour PHI or any treach notification mads by BLC, you should contact ELC’s Privacy Officer.

eguzding unauthorized use or diselosurs of

=

EEALTH INFORMATION TECHNOLOGY.

ELC participatss in electronic health information technology or HIT. This tschnology allows a providar or a health plan to make a single
a health mnformation organization ar HIO t0 obtain elzctronic records fora specific patient from other HIT participants for
purposas of TFO. HIOs arz required to use appropriate safeguards o prevent unauthorized uses and disclosures. You have two options
with respect to HIT. You may permit authorized - dividuals to access your glsctronic “ealth information through an HIO. If you choose
this option, you do not have to do anything, Or, you may restrict access to all of your information through an HIO (except as required by
law), If you wish to resirict access, you st submit the required information either online at hitp:/fwrww KanHIT.org of by completing
and mailiag a form. This form is available at http:/Ferwrw KanHIT.org. Vou cannot restrict access to cerfain information only; your choice
is to pemmit or rsstrict access to all of your information. If vou have questions resarding HIT or HIOs. please visit
hito:/arerw KanHIT.orz for additional information. I you receive health cars services i 2 stats other than Kansas, differsnt rules may

apoly. Pleass communicate dirsctly with your out-of-state health cars provider regarding those rles. -

request through

COMPLAINTS, = = -~ ek & el T2 T ' S g ;

If you belicve your rigafs with respect to PHI have been violatzd, you may filz 2 complaint with ELC or with the Secr=tary of the
Depariment of Health and Human Services, Tofilea complaint with ELC, please coniact ELCs Privacy Officer. ‘All complaints must be
submitied in writing, You will not he penalized for filing 2 complaint. ELC ressrves the right to changa the ferms of this Notice and to
make the revised Motice affzctive with respect taall protacted health information regardless oFwhen the information was created.



Client Name:

Male or Female (Circle one)

Description of Concern (Why you are coming in today):

Guardian Name (if under 18):

Client DOB:

Client SSH:

Client Address:

Client Phone #:

Insurance Company and Policy#

Are you a Veteran? Yes No

If client is under the age of 18, is the parent(s) a Veteran? Yes

__ No____

Appointment Reminders: Phone Call Text Message Email All

Email Address:

Race: Hispanic or Latino _____ Not Hispanic or Latino

Emergency Contact Name/Number/Relationship:




Elizabeth Layton Center, Inc.

Please Answer ALL Ouestions
Child Registration form

Child’s Name: DOBE: S5z

Guardian Information:

__ Mother __ Step Mother __ Foster __ Grandmother _ Lives with ___Has Legal Custody
Name: DO3B:
Phone:

SS+:

Address:

Father  Step Fa

ther _ Foster _ Grandfather _ Lives with ___ HasTegal Custody

Name: bOB: SS#:
Phone: Address:

Legal Custody (If not listed above)
Name: Address:
Relationship: Phone #:

S51/85D1 Eligibility:

Current Grade Laval:

O Not Applicable

O Eligible and Receiving Payments Name of School Affending:

1 Eligible, but NOT Receiving Payments R

O Potentially Eligible (Case Not Yet Submitted) T

O Determined to be ineligible by Review & Dacision O Not applicable/Not Listed Below

0 Determination decision on Appeal O Preschaol

e o o o O K- 11 (Last year completed)

bt PS“'C{H.H%}‘?.C Hospitalization: O Enrolled in Post-Sec:oI;dary Education

O None/Never

O State Mental Health Hospital D Other: -

O Private Psychiatric Hospital Specinl Edueation:

O General Hospital Psychiatric Ward O Not Applicable

[l Inpatient Substance Abuse (Excluding Detox) O Regular Classroom with Special Educatio

O Residential Mental Health Treatment 0 Sp:cial Bfiucafion {Type) * 2
TR O  Alternative Education Placement

O Home-Based Schoel
O Child in JTA Custody or Supervisicn O  Other

U Child in DCF Custody & Out of Home Placement Tobacco/Smoker Status (Ase 10 and Older):
O Child in DCF Custody & Lives at Home Tobacco User: Yes NG
O Child under DCF supervision, not DCF custody Tobacco User Current: Yes_ NO__
00 NO IJA or DCF Involvement Smokeless Tobacco Yes _ NO
Smolker: Yes_ NO_
Current Residantial Seiting: Use a Vape Device: Yes__ NO
Smoking Status:

O  Crisis Resolution/Stabilization Unit

__ NeveraSmoker ___ Current Every Day
O Emergency Shelter ____ Former Smoker Current Some Days
O Foster Home _ Light Smoker Heavy Smoker
O  Group Home (Levels II/IV/V) ___Smoker Status Unknown
1 Homslss Information not obtained Reason_k__ﬁ___
O Independent Living .
O Inpatient Psychiatric Hospital i;:;:g}?gai Ll
O Jail/Detention Center PO- B
0O Temporarily Living w/Relative/Family/Friend Coire:
0 Permanent (Biological/Adoptive/other) Court Date:
[0 Residential Treatment Level VI Other Info:
O Other
Gross Household fncome: 3 Lamily Physician:
O Monthly
O Yearly Referred to ELC by:

#of Membersin Household:



Client Name:

Clinical Intake Questionnaire

Please state in your own words the nature of your main concern(s) (i.e., what 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 upseiting

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 Nervous
Feel Panicky Fearful Can’t Keep a Job Happy
Work Problems Running Away Spouse Difficulties Attractive
Inferiority Evil Shy with People Suicidal
Bad Home Life Morally Wrong Independent Worthwhile
Hearing Voices School Problems Guilty Depressed
Lonely Can’t Make Friends Life is Empty Content
Angry Aggressive Poor Concentration ~ Fatigue
Nightmares FEmotional Problems Tell Lies Feel Tense
Immature Misunderstood Confident Suspicious
Drinks too much Easily Excited Religious 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 Ofhisg:

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

Individual Counseling

Group Therapy

Family Counseling

Social Skills and Communication
Substance Abuse Treatment
Rape Victim Counseling
Medication Management

Marital Counseling

Relaxation Training

Child Play Therapy

Understanding Personality Makeup
Assertiveness Training

Parent Effectiveness Training
Other: '

Please list client’s hobbies and recreational interests: ]




Elizabeth Layton Center
insuranceInformation/Authorization

Clizsnt Name:

~ Client #

Primarv Insurance Covarage:

[ None (Complete th= Household Incame Form far a Sliding Fes with proof of residence in Franklin or Miamj County)
[ Medicaid/KanCare {Medical Card) D &

] Other {the followig fields are required & ELC nseds a copy of the card)
ct Name of Insurance Company: .
BnHame pely Policy Holdar's Name:;

Policy Holders DOB:
Policy D=

) Policy Halder's SS#:
Groun#:

Coverage Effeciive Date: Policy Holder's Gender: [ Male

O Femals

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

O Self [ Parent [ Spouse

] Other:
Union/Localname or &

Sacnndary Insurancs Loversgs!

O None

Ol Meadicaid/KanCare (Madical Card) D #

T

] Cther (the foliowing ffelds are required & ELC needs a copy of the card)
N V : ;
Exact Name of Insurance Company Policy Holder's Name:

Palicy Holder's D.0 B:
Policy ID#:

Groupi: Policy Holder's SS#:

Coverage Effective Date: Policy Holder's Gender: [0 Male [ Female

Policy Holder's Emplayar: Policy Holder's Relationship to the Client:.

O Self O Parent [ Spouse

Union/Local name ori ] Other:

[] Thisis a change in imsurance thatis currently onfile:
Name of Pravious Insuran t4:

Coverage End Date:

| hereby autharize payrrent diractly to the Elizabeth Layton Center, Inc., of insurance benefits payable under the terms of
my insurance plan(s) indicated above. In addition, | autharize the release of any medical information necessary to

pracess the insurance claim(s). | also request payment of govemment benefits, If any, to the Elizabsth Layton Centar,
Inc.

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

Carnpany(ies) listed above, Imay be held responsible forthe charges. A copy of this authorization shall be considered as
effactive and valid as the original.

Data: Authorized Signatura:

O Cepy af Insurance Card

Revised 1/2021
ST T o S I o, T T T T L | o o N o | e S e Oy



ELIZABETH LAYTON
CENTER

Fur Hlops und Guidunce

Consent for Assessment & Treatment

Client Name:

I understand that by signing this consent for initial assessment and treatment that I am agreeing 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 and
to develop treatment recommendations.

Undesrstanding NIy_Treatment. Trea‘rme?nt seﬁices are designed to help me, my child, or my family with concerns. Benefits
from trearment may include: improvement in daily functioning, improved relationships with others, improved behavior, and/ox

improved mood. At times, treatment may be emotionally difficult; however, ELC staff will help guide me through 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 to
prescribe drugs.

The Intake Assessment will consist of an interview, but I may also be asked to participate in psychological testing tc more

thoroughly evaluate my needs. I may also be asked to see additional professional staff who may participate in my evaluation and
treatment.

I understand that my service provider may need to discuss my case in a confidential manner with a professional associate and Jor
supervisor for the purpose of providing quality services to me. I understand that these discussions will be kept confidential
unless T authorize 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
Notice of Privacy Practices: the short version is included in the Intake packet and the long version is available upon request.).

I understand that some treatment recommendations may be addressed duting the initial interview. Once the Intake Assessment
is complete and a treatment plan has been formulated, I will be given the opportunity to review and discuss with my service

provider the results of the evaluation, the nature of my condition, and any treatment, including alternatives to these
recommendations.

I understand that this consent is voluntary and that I may withdraw my consent to treatment at any time.

Permission is hereby@iven to the Elizabeth Lagton Center, Inc., to provide assessment and treatment to:

(Check Orne) [ self O child © O other (specify)

Parents and Families. Therapy and psychiatric services ate the most successful when both parents are involved in treatment
of a child. For divorced or sepatated families, I understand as the parent consenting for the treatment of my child that T am

responsible for notifying my child’s other parent. Both parents may have access to the child’s record, except in rate
circumstances. If T have questions about this process, I will ask my service provider.

I acknowledge having received a copy of the Clients Rights and Responsibilities, 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 required as a part of
my treatment, I understand that information about me will be shared with the pharmacy (ot indigent program) that T 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. T also give my consent to telease 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. Tunderstand
that ELC patticipates in IC-TRACS (prescription monitoring program) and KHIE (Kansas Health Information Exchange).

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




CONTRACT FOR SERVICES ELIZABETE LAVION
CENTER
Client Name:

Far Hope and Guidance
Date:

FEE DETERMINATION FOR CLIENTS WITH INSURANCE BENEFITS: Most insurance policies cover some
portion of our professional fees. We do accept insurance assignments including Medicaid/KanCare and Medicare and will be
glgd to file clai:ms fo%' services directly with the.jnsutance company. However, it is the client’s responsibility to provide EI.C
with all the information necessary to submit claims, including a copy of the insurance card, the member identification number
the birth date and social security number of the policy holder, ete. Itis also the resp :

: 500 _ ; & onsibility of the client to provide ELC with
updated information if the situation changes. In addition, it is the tesponsibility of the client to contact his/her prdmary care

physician for a referral and/or to pre-certify treatment if required by the insurance company. Failure to do so 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 guarantee of payment. The client’s insurance policy '1;
a contract between the client and the insurance company, and the client is also expected to contact his/her insurance company
to obtain a thorough understanding of the benefits. It is the responsibility of the client to provide the insurance company with
all the information required to process claims for the client. ELC is not 2 party to that contract. Insurance claims are filed at
ELC’s customary charge. Ifthe clieat’

s insurance company does not reimburse ELC in the amount of ELCs customary
chasge, the client is only responsibie for the deductible, co-pay,

co-insurance or allowed amount, Payments are due
at the time of service. If the client has a2 deductible to me

eet, ELC reguires a minimum 530 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.

Insurance companies including Medicaid/KanCare and Medicare have differing licensing requirements regarding
therapy procedures and diagnoses for which coverage applies. ELC will attempt to assign the client to a provider for
insurance company will pay and will advise the client as soon as

pl:ovider covar;d under the client’s plan is not available, the client will be assigned to an out of network provider and the client
will be responsible for the full fee for services.

providers,

L ) _ whom the
possible if the insurance denies payment for services. If g

Please note that the benefits quoted by the insurance Company are not a guarantee of payment and the client is

responsible 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 services 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 thera

py and medication appointments to help keep balances current.
Account balances will be adj

usted as payments ate received from the insurance company.
MEDICAID/KANCARE COVERAGE:

In some instances additional services considered medically necessary 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 or cancels without 24 hour notice for two scheduled
appointments in 2 rolling 90 day period, ELC will follow the missed appointment policy (se

e policy).
CRISIS SERVICES: Available by contacting the Crisis Department to schedule an appointment to meet with a Crisis Therapist
when necessaty.
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FEE DETERMINATION FOR CLIENTS WITHOUT INSURANCE BENEFITS: The fee for clients, who reside in
Franklin or Miami County and are without mental health insurance benefits, 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”, the Elizabeth Layton
Center (ELC) has adopted a sliding fee scale which takes into consideration the resources of the family and 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 cannot

be assessed and the client will be responsible for the full fee. In addition, clients are required to provide updated pm
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 parenting

assessments, and evaluations. Fees are based on time spent with the client plus time required for scoring and mterpreting 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 tesiding 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 insta_n;és_1

healthcare coverage may not pay for all or part of services. Clients who receive services, which exceed the limit deerned medically
necessary by their coverage provider (e.g. Medicaid/KanCare), will be charged full fee. ’

FULL FEES: Intake Assessment $200; Individual Therapy §75 (16-37 minutes), $120 (38-52 minutes); and $150 (33 +minutes);
Family Therapy §120; Crsis Therapy $170 first hour $75/pet 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 Support and Treatment (CPST)

$127.60; SA Intake $200; SA Individual Therapy‘ §75 (16-37 minutes), $120 (38-52 minutes) and $150
(53+minutes), and SA Group §30

PAYMENT METHOD: Pavmentis 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 pav may result in a delay of services and unpaid balances mav be sent to the Kansas Setoff Prosram.
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 each visit in order to continue to

receive services. Contact the Billing Department at 785-242-3780, if you have any questions of need to establish a payment
plan.

FEE REDUCTIONS: Uninsured clients who ate 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
or rejected 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) is 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.

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

o Please arrive on time or slightly early for scheduled appointments.

o Cancellations must be made 24 houss 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.

e Cancellations made less than 24 houts prior to scheduled appointment are a missed appointment.

o 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-In 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 ctisis services 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 reminder 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 Authotization:

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

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

[ ] YES, [ 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. I



ELIZABETH LAYTON
CENTER

For Hope and Guidance

CONSENT TO USE AND DISCLCSE YOUR HEALTH INFORMATION

This is an agreement between you,

and the Elizabeth Layton Center.
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 or 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 Pravacy 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.

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

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

of Privacy Practces. If we do change it, you can get a copy from our receptionist or by contacting
out 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 time 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 permitted uses of my protected health information
for treatment, payment and clinic operations.

By checking this box, I agree that I have reviewed the Consent to Use and Disclose
Health Information.
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AUTHORIZATION TO SHARE PROTECTED HEALTH INEORMATION - pCp
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Maiden Name (1f Applicable)

Ihereby authorize Elizabeth Layton Center tofl ' & Ralease to

and/or O Recetve
Reladonship ta C]iaat::___‘_“‘_‘_‘
Cltp i Stacz& Zip Cods:

Faz (opdonal);

The following: informadon ffom my medical/clnical record may be released and/or

obtained as cheackead )

Meadical/Records; Summary of Assessment & Treatment Appointment Information
Medi ; 7 o

- 1. & — ) g A
Psychological/Psychiarde Records; Summary of Assessment: & Trearment Income, Payment & Insurapea
Substance Abuse Atiendance, Summary of Assessment & Trearment HIV Testing or Trearment o Treatment of ATDS g
Arresting Officer’s Narative Summary (AOR), BAC and Related Coust ATDS-relatad coaditions
Docaments

Other-Spedfic Information
e T _

Allr=cords spedSed abowe may be requested or disclosed unless restacrions are

I understand that the informadon shazed will be used for

the purpose oft O Trearmen: o Evalustion n
0 Disability Determinaton g Fulfll Request Fror

: : Coordinaden of Care
Attorney 0 Ocher — Speciiy reison(sj—h_______—_j
I mithozZze the use of a2 telafax or photocopy of this form for the el

case or disdosere of the informanon dascrdbed 2bove.  This
authonzadon to disdoss information contained in my medical/dinical records may be revoked by me at any tme by providing verbal o
witien notce, except for any information or record or porton of that record that has already been released.  Uplagg I revoke this
autharization earlier, it will expire in: 0 3 months 0 6 months 0 9 months or it will automatically expire one year after the date i1
is signed by the clent/guardian.
I understaad thar I 2= not required

red tO
Cconi

release confidential informaton in order to recei
ined 1n my medical/ dinical recoxds

ewe treatment. I understand thye
coniming (or may coziain) confidental psychiartc informaton that may include

HIV information. This information may be protacted by Federa! and State Law. I further unde:sta_ﬂ_td that Elizabeth Layton Center shall
only release this informadon to the asency or person(s) named above T also undersrand that if the pezsoa(s) or entity that receives the
-information is not 2 healthcare provider or health plan covered by Federal or State Privacy regulatons, the informatign descrbed above may
be re-disdosed withowt my permission and no longer protectad by those regulations.

the infomatan
drug, aleohol and

4

Signamre of Client (222 14 o oldes)

3 ) Daze
Sigaatice of paceas suasding or legal seceasenmve Prinzed Name ofRaprasenmive Specity Reladanship i
~7r
1
Signamre of Wimess D

0 T daaor havea PCP/ 01 prefer w not authorize sxchangs of my PHI with my PCP for the following reasan(s):
P e e
PROHIBITION OF RE-DISCLOSURE: Thisinformaton has been disdosed o

you from records whose confidendalizyis prowected b y law. Fe deral R=
(42 CFR, Parc2) prohibits you from maldng iy further disdosure of i

. A : gulag
firwithonr the spedific writea nur.honzauouof'&cherson €0 Whom it pertains of a3 otbamiseoDc;int;z
bysuch reguladons. Ageneralconsent forthe ralease of medical or orher informadan is NOT sufficient forthis purpacse, )
O Elizabeth Layton Center - Franklin County 0 Elizabeth Layton Center - Miami County
A Medical Records Arn: Medical Racords
PO Box 677

i T o e

PO RBAw 457
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sessment & Treatment

- Income, Payment & Insurance
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I understand that the information shared will be used for the purposz o
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Disabilicy Determination o Fulfill Request From Atorney 0O Orher - specify Ieasoﬂ(s)_—“____“_‘

[ auchotize the use of 4 telefax or photocopy of this form for the release or disclosure of the information described above.

to disdlose information contained in my medical/clinical records may be revoked by me ar any time by providing verh

except for any information o record or portion of thar record thar has already been released. Unless T rev
will expire in: O 3 months O 6 months

O 9 months or it will automatically expire one year af
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er the date it ig signed by the

I vaderstand that I am not required to releass confidential informadon in order to receive treatment. I understand thae the
contained in my medical/clinical records coneains (or may contain) confidental psychiatrc information that may includea
Federal and Staze Taw, further understand that Elizabeth Layiog
release thisinformation to the agency or person(s) named above. T also understand thar if the person(s) or enticy thar recajye
is nota healthears provider or health plan coversd by Federal or Seate Povacy regulatons, the information described ahov
without my permission and no longer protected by those regulatdons
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s theinformation
e may be re-disclosed
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__L Psychological/Psychiatric Records; Summary of Assessment & Trearment L Income, Payment & Insurance
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