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	CONFIDENTIAL
	CASE #:
	

	
	APPLICATION FOR SERVICES
	
	

	
	
	Date  Rec’d:
	

	
	(Website Application)
	
	(Administrative Use Only)

	
	
	

	Phone:  
	(406)
	761-2100
	www.center4mh.org
	Fax:
	(406)
	761-2107

	
	
	

	This application is a part of your Center record and the information provided will be treated as confidential.  This information is required in order for us to assign you a therapist and bill you and/or your insurance company. Please complete the questions as thoroughly as possible.  The Center For Mental Health provides services and benefits to its clients without regard to race, color, national origin, handicap, age, sex, marital status, religion or political beliefs.

	

	COMPLETE THIS FORM WITH INFORMATION SPECIFIC TO THE APPLICANT SEEKING SERVICES

	

	Name:
	
	Date of Birth:
	
	SEX:
	 FORMCHECKBOX 

	F

	
	(Last)
	
	(First)
	
	(Middle)
	
	
	
	 FORMCHECKBOX 

	M

	

	Address:
	

	
	(Street  or P O Box)
	
	(City)
	
	(County)
	
	(State)
	
	(Zip Code)

	

	Home  #:
	
	Cell #:
	
	 Work #:
	
	SSN #:
	

	

	Complete only if the applicant seeking services is under the age of 18:

	

	Name of  Parent or Guardian:
	
	Date of Birth:
	

	

	Address (if different than above):
	

	
	(Street  or P O Box)
	
	(City)
	
	(County)
	
	(State)
	
	(Zip Code)

	

	Home  #:
	
	Cell #:
	
	Work #:
	
	SSN #:
	

	

	REASON FOR SEEKING SERVICES:

	

	

	

	

	

	FAMILY COMPOSITION:    (List everyone, including applicant, currently residing in the home)

	COMPLETE NAME:   (include middle initial)
	RELATIONSHIP
to  APPLICANT:
	DATE  of BIRTH:
	SOCIAL SECURITY #:
	NAME of SCHOOL:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	

	Is anyone listed above pregnant?:
	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	If yes, who?:
	

	

	Please list any relatives or friends employed by the Center for Mental Health: 
	

	


	FOR STATISTICAL PURPOSES, THE FOLLOWING INFORMATION IS REQUESTED     ( √  OR  X   APPROPRIATE  BOXES FOR EACH CATEGORY)

	RACE / ETHNICITY  (You may check up to three )

	

	 FORMCHECKBOX 

	1
	Caucasian
	 FORMCHECKBOX 

	3
	American  Indian / Alaskan  Native
	 FORMCHECKBOX 

	5
	Asian  or  Pacific Islander

	 FORMCHECKBOX 

	2
	African  American
	 FORMCHECKBOX 

	4
	Hispanic
	 FORMCHECKBOX 

	7
	Other:
	

	

	SOURCE OF REFERRAL

	

	 FORMCHECKBOX 

	01  
	Self /Family / Friend
	 FORMCHECKBOX 

	08
	Crisis  Center
	 FORMCHECKBOX 

	15
	Veteran’s  Administration

	 FORMCHECKBOX 

	02   
	Clergy
	 FORMCHECKBOX 

	09
	Courts
	 FORMCHECKBOX 

	16
	Homeless   Shelter

	 FORMCHECKBOX 

	03    
	Other MH Provider
	 FORMCHECKBOX 

	10
	Schools
	 FORMCHECKBOX 

	17
	Alcohol / Drug  Treatment Center

	 FORMCHECKBOX 

	04
	Non-Psychiatric Physician
	 FORMCHECKBOX 

	11
	Hospital  Emergency  Room
	 FORMCHECKBOX 

	18
	Employer / EAP

	 FORMCHECKBOX 

	05
	Montana  State  Hospital
	 FORMCHECKBOX 

	12
	Law  Enforcement
	 FORMCHECKBOX 

	19
	Agency  For  The  Elderly

	 FORMCHECKBOX 

	06
	Residential  Facility
	 FORMCHECKBOX 

	13
	Other / Unknown
	 FORMCHECKBOX 

	20
	Agency  For  Children

	 FORMCHECKBOX 

	07
	Other  Mental  Health  Center
	 FORMCHECKBOX 

	14
	Native  American  Agency
	 FORMCHECKBOX 

	21
	Developmental  Disabilities  Agency

	

	MILITARY STATUS
	MARITAL STATUS
	EMPLOYMENT STATUS
	OCCUPATION 

	
	
	
	

	 FORMCHECKBOX 

	Active Duty
	 FORMCHECKBOX 

	Married
	 FORMCHECKBOX 

	Separated
	 FORMCHECKBOX 

	01
	Full Time
	 FORMCHECKBOX 

	1
	Professional / Technical

	 FORMCHECKBOX 

	Retired
	 FORMCHECKBOX 

	Divorced
	 FORMCHECKBOX 

	Never  Married
	 FORMCHECKBOX 

	02
	Part  Time
	 FORMCHECKBOX 

	2
	Sales / Clerical

	 FORMCHECKBOX 

	N / A
	 FORMCHECKBOX 

	Widowed
	
	
	 FORMCHECKBOX 

	03
	Unemployed  But  Desiring
	 FORMCHECKBOX 

	3
	Skilled

	   Veteran?      FORMCHECKBOX 
 Y      FORMCHECKBOX 
 N
	
	
	
	and  Able  To  Work
	 FORMCHECKBOX 

	4
	Semi-Skilled / Service

	If Yes,   of  which  of  the
	Maiden / Previous  Names:
	 FORMCHECKBOX 

	04
	Student / Preschool
	 FORMCHECKBOX 

	5
	Unskilled

	following wars:
	
	 FORMCHECKBOX 

	05
	Homemaker
	 FORMCHECKBOX 

	6
	Unknown

	 FORMCHECKBOX 

	WWII
	  
	 FORMCHECKBOX 

	06
	Retired
	 FORMCHECKBOX 

	7
	N / A

	 FORMCHECKBOX 

	Korea
	
	 FORMCHECKBOX 

	07
	Disabled
	Employer  Name, Address & Phone #:

	 FORMCHECKBOX 

	Vietnam
	
	 FORMCHECKBOX 

	09
	Supported /Sheltered /
	

	 FORMCHECKBOX 

	Persian Gulf
	STUDENT STATUS
	
	
	Transitional  Employment
	

	 FORMCHECKBOX 

	Other:
	
	 FORMCHECKBOX 

	Labeled  Ed  By  School
	 FORMCHECKBOX 

	10
	No Interest in Work
	

	
	 FORMCHECKBOX 

	ESPDT
	 FORMCHECKBOX 

	11
	Non-Paid Work/Volunteer
	

	
	
	 FORMCHECKBOX 

	14
	Other
	((             )
)

	
	
	 FORMCHECKBOX 

	99
	Unknown
	

	LIVING  ARRANGEMENTS

	

	 FORMCHECKBOX 

	1
	Lives Alone
	 FORMCHECKBOX 

	3
	Lives  With  Unrelated  Person(s)

	 FORMCHECKBOX 

	2
	Lives  With  Related  Person(s)
	 FORMCHECKBOX 

	4
	Unknown

	

	LIVING SITUATION – (last six months): 

	

	 FORMCHECKBOX 

	Stable Living Situation
	 FORMCHECKBOX 

	At Risk  Of Homelessness
	 FORMCHECKBOX 

	Homeless

	

	RESIDENTIAL STATUS

	

	 FORMCHECKBOX 

	03
	Hospitalization
	 FORMCHECKBOX 

	09
	Non-Mental  Health  Group  Home
	 FORMCHECKBOX 

	15
	Other:
	

	 FORMCHECKBOX 

	04
	Nursing Home
	 FORMCHECKBOX 

	10
	Foster  Home
	 FORMCHECKBOX 

	16
	Therapeutic  Foster  Care

	 FORMCHECKBOX 

	05
	SRO Transient / Hotel
	 FORMCHECKBOX 

	11
	Living  With Others  (in their care)
	 FORMCHECKBOX 

	17
	Residential  Treatment  Facility  (Psychiatric)

	 FORMCHECKBOX 

	06
	Shelter / Mission
	 FORMCHECKBOX 

	12
	Supported  Independent  living
	 FORMCHECKBOX 

	01
	Homeless

	 FORMCHECKBOX 

	07
	Personal Care Home
	 FORMCHECKBOX 

	13
	Living  Independently  With  Others
	 FORMCHECKBOX 

	02
	Jail/Pre-Release Center

	 FORMCHECKBOX 

	08
	Mental  Health  Group  Home
	 FORMCHECKBOX 

	14
	Living  Independently
	 FORMCHECKBOX 

	99
	Unknown

	

	LEGAL STATUS

	

	 FORMCHECKBOX 

	0
	Unknown
	 FORMCHECKBOX 

	2
	Involuntary  –  Civil

	 FORMCHECKBOX 

	1
	Voluntary
	 FORMCHECKBOX 

	3
	Involuntary – Criminal

	

	LEGAL CUSTODY

	

	 Who has legal Custody of the applicant?:    √ or  X   appropriate boxes

	

	 FORMCHECKBOX 

	S = Self
	 FORMCHECKBOX 

	P = Parent / Grandparent
	 FORMCHECKBOX 

	G = Guardian
	 FORMCHECKBOX 

	D = Department of Family Services

	 FORMCHECKBOX 

	C = Department of Corrections or Juvenile  Justice
	 FORMCHECKBOX 

	B = Bureau of Indian Affairs / Tribal  Court

	 FORMCHECKBOX 

	O = Other   (please specify):
	

	


	FAMILY  INCOME

	List all income and benefits you, your spouse, dependents, or other family members receive from any source (including employment, Social Security, SSI, Pensions, VA, Child Support, BIA, etc.)

	Complete  Name  (include middle initial)
	Source of Income
	Gross Income
	WK
	MO
	Other

	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	$
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	

	Number of family members dependent on this income:
	
	Mo. Total:
	$
	
	Annual Total:
	$
	

	

	Do any family members receive GENERAL ASSISTANCE /TANF?
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	

	ZERO INCOME:
	Check this box if your total household income is ZERO:
	 FORMCHECKBOX 

	

	

	ELIGIBILITY DETERMINATION

	
	

	Medicaid
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	If yes, what is the Medicaid ID number? 
	

	
	
	
	
	
	
	

	Mental Health Services Plan
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	If yes,  date  application was  submitted:
	

	
	
	
	
	
	

	SSI due to mental illness 
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	
	
	
	
	
	

	SSDI due to mental illness
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	

	CONTACT INFORMATION – IN CASE OF EMERGENCY:

	

	Name:
	
	Relationship to Applicant:
	

	
	
	
	

	Address:
	
	
	
	

	
	(Street or P O Box)
	(City)
	(State)
	(Zip Code)

	

	Phone #’s:
	Home:
	(          )
	
	Cell:
	(          )
	
	Work:
	(          )
	

	
	
	
	
	
	
	
	
	
	

	

	


	BILLING INFORMATION

	

	A.
	PERSON RESPONSIBLE FOR PAYMENT:

	

	
	Name:
	

	
	Sex:
	 FORMCHECKBOX 
 Female    FORMCHECKBOX 
 Male
	           Home Phone:
	
	Work Phone:
	

	
	Address:
	

	
	(Street or P O Box)
	(City)
	(State)
	
	(Zip Code)

	
	Sponsor Name, if Military:
	

	
	Branch of Military Service:
	
	Rank:
	
	Marital Status:
	 FORMCHECKBOX 
Single   FORMCHECKBOX 
 Married   FORMCHECKBOX 
 Other

	
	
	
	
	
	
	

	B.
	HEALTH  INSURANCE  INFORMATION:

	
	
	
	
	

	
	Insured / Policyholder’s Name:
	

	

	
	Sex:    
	 FORMCHECKBOX 
  Female       FORMCHECKBOX 
  Male
	Insured’s Birth Date:
	
	 Insured’s SSN:
	

	
	Address:
	

	
	(Street or P O Box)
	(City)
	(State)
	
	(Zip Code)

	
	Employer’s Name:
	
	Phone: 
	(             )
	

	

	
	Insurance  Company:
	
	Phone: 
	(             )
	

	

	
	Address:
	

	
	
	(Street or P O Box)
	(City)
	(State)
	
	(Zip Code)

	
	Group / Policy #:
	
	
	Certificate / ID#:
	

	
	Patient’s Relationship to Insured:
	 FORMCHECKBOX 
 Self      FORMCHECKBOX 
 Spouse     FORMCHECKBOX 
 Child      FORMCHECKBOX 
 Other
	Marital Status:
	 FORMCHECKBOX 
Single     FORMCHECKBOX 
 Married     FORMCHECKBOX 
 Other

	

	C.
	ADDITIONAL  health  INSURANCE INFORMATION:  (if applicable)
	

	

	
	Insured / Policyholder’s Name:
	

	
	
	
	

	
	Sex:    
	 FORMCHECKBOX 
  Female      FORMCHECKBOX 
  Male
	Insured’s Birth Date:
	
	Insured’s SSN:
	

	

	
	Address:
	

	
	(Street or P O Box)
	(City)
	(State)
	
	(Zip Code)

	
	Employer’s Name:
	
	Phone: 
	(             )
	

	

	
	Insurance Company:
	
	Phone: 
	(             )
	

	

	
	Address:
	

	
	
	(Street  or P O Box)
	(City)
	(State)
	
	(Zip Code)

	
	Group / Policy #:
	
	
	Certificate / ID#:
	

	
	
	
	
	
	

	
	Patient’s Relationship to Insured:
	 FORMCHECKBOX 
 Self     FORMCHECKBOX 
 Spouse    FORMCHECKBOX 
 Child     FORMCHECKBOX 
 Other
	Marital Status:
	 FORMCHECKBOX 
Single     FORMCHECKBOX 
 Married     FORMCHECKBOX 
 Other

	►
	Is patient’s condition related to:
	 FORMCHECKBOX 
 Employment      FORMCHECKBOX 
 Auto Accident     FORMCHECKBOX 
 Other Accident    FORMCHECKBOX 
 Other:
	

	►
	Hospitalization Dates Related to Current Services:
	

	

	I authorize the release of any medical information necessary to process any claim and I request payment of Medicare, Tri Care, other insurance or STATE OF MONTANA benefits to the Center for Mental Health.

	

	This authorization and assignment shall be valid for the duration of the claim.

	

	I further agree that a photocopy of this authorization and assignment shall be valid as the original.

	

	CLIENT / AUTHORIZED  SIGNATURE:
	X
	DATE:
	

	
	
	
	


	

	

	

	

	Client Data Sheet

	

	 CURRENT EDUCATIONAL STATUS (Circle one)

	
	
	

	1 
	No formal educational activity
	4
	College part-time
	 7
	Home schooled

	2
	Adult education classes / GED
	5
	College full-time
	8
	Public school K - 12

	3
	Attends vocational school
	6
	Other
	9
	Private school

	

	Last Grade Completed by Client:
	
	

	

	

	MEDICAL  ( X or (  boxes)

	Chronic Medical Problems:
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	UNKNOWN
	If YES, please list:
	

	

	

	  (by Primary Care Physician)  Medical Exam done in the past year: 
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO 
	 FORMCHECKBOX 

	UNKNOWN

	Dental Exam done in the past year:   
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO 
	 FORMCHECKBOX 

	UNKNOWN

	Vision Exam done in the past year :
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO 
	 FORMCHECKBOX 

	UNKNOWN

	

	Please list all prescribed and over the counter medications client is currently taking:

	Name of Medication
	
	Dosage:
	
	For:
	
	Prescribed by:

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Is client on “SECOND GENERATION” antipsychotic medications?  (includes any of the following)

	

	Clozaril,  Zyprexa,  Seroquel,  Risperdal, Geodon, Abilify
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	UNKNOWN

	

	Has the client ever been hospitalized at Montana State Hospital?  
	 FORMCHECKBOX 

	YES 
	 FORMCHECKBOX 

	NO
	

	If YES, please list date(s): 
	

	

	Has the client ever seen a psychiatrist/therapist or been hospitalized for PSYCHIATRIC reasons?
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	- in the past TWELVE months?    
	
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO
	

	If YES, please list date(s): 
	

	Doctor / Hospital Name:
	

	Address:
	

	
	(Street  or  P O Box)
	
	(City)
	
	(State)
	
	(Zip Code)

	

	

	JUDICIAL ( X or (  boxes)

	

	Has the client ever been criminally charged?
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO

	Number of “criminal charges” (in the last three months – including misdemeanors – even if charges were dropped):
	
	

	On Probation or Parole? (in the last three months)
	 FORMCHECKBOX 

	YES
	 FORMCHECKBOX 

	NO

	
	
	

	Juvenile Justice Adjudications (in the last three months):
	
	

	


	

	

	ADULT MHSP ADDENDUM TO 

CENTER FOR MENTAL HEALTH APPLICATION

	

	

	ASSETS

	

	Not counting the value of the home you live in and one vehicle, does the equity value of all other assets you own total more than $3,000?  Equity value means the market value of the asset minus any money you owe on the asset.  Assets include the following:

	

	· 
	Real Property (not counting the value of the home you live in)
	

	
	
	

	· 
	Vehicles, snowmobiles, camp trailers, etc. (not counting the value of one vehicle)
	

	
	
	

	· 
	Liquid assets such as checking or savings accounts, certificates of deposit (CDs), cash, etc.
	

	

	
	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	

	

	

	I hereby declare that all statements and answers on this application are complete and true to the best of my knowledge and belief.  I agree that they shall form a part of the insurance contract for which I am applying.  I hereby authorize any licensed physician, medical practitioner, hospital, clinic organization, institution or person that has any records or knowledge of my health to disclose to the Center for Mental Health or its designees any such information.  A photographic copy of this authorization shall be as valid as the original.  I may revoke this authorization at anytime except to the extent that the person or entity making the disclosure has already taken action in reliance on it.  If not previously revoked, this consent will terminate one year from the date that I sign. 

	

	

	I agree to notify the Center for Mental Health at 1-888-718-2100 of any change of income, family size or other insurance coverage within thirty (30) days of the change. 

	

	

	

	
	X
	
	
	

	
	Signature of Applicant
	
	Date
	

	

	

	This application is considered complete only when income documentation has been attached.

	

	
	Please mail to:
	

	

	
	
	

	
	
	

	
	
	

	
	
	

	 
	P.O.  Box 3089
	

	
	Great Falls, MT   59403
	


	Consent to Use & Disclose Protected Health Information

	
	

	
	By signing this form, I consent to the use and disclosure of my protected health information by my provider, the Center for Mental Health , its staff and its business associates for purposes of treatment, payment, and health care operations. 



	

	
	· Plan my care and treatment
	

	
	· Communicate among the various health care professionals who are involved in my care
	

	
	· Provide information to my health insurance company or plan
	

	
	· Obtain payment from my health insurance company or plan
	

	
	· Assess the quality of my care
	

	

	I understand I have a right to review the “Notice of Privacy Practices” prior to signing this Consent.  I acknowledge that I have been provided with a copy of my provider’s “Notice of Privacy Practices” and I have been given an opportunity to review the Notice prior to signing this Consent.  The “Notice of Privacy Practices” is also posted at the address set forth at the top of the Consent and at the website with the address of www.center4mh.org

	

	My provider reserves the right at any time to change the privacy practices described in the “Notice of Privacy Practices”.  I understand that I can obtain a copy of the revised Notice by accessing the website identified above or, calling my provider and requesting that a copy be sent in the mail, or by requesting one at any future appointment. 

	

	Patient’s Signature:
	X
	Date:
	

	

	Printed Name of Patient:
	
	Patient’s Date of Birth:
	

	

	Staff Member Obtaining This Consent:
	X
	
	

	
	(Signature)
	
	

	 FORMCHECKBOX 

	I attempted to obtain the patient’s acknowledgement of receipt of the Notice of Privacy Practices but was unable to do so.  

	
	Reason(s) for not providing acknowledgement:
	

	
	

	
	

	Staff Member Signature : 
	X
	Date:
	

	
	

	You have the right to request certain restrictions on the use of your Protected Health Information (PHI), including restrictions on the manner in which we may contact you.  We are required to review and respond to any such request you make but are not required to agree to a restriction that you may request. To request restrictions, you must do so in writing on our Request for Restrictions form.  Check the below box and inform the secretary if you wish to request a restriction.

	
	

	 FORMCHECKBOX 

	I would like a “Request for Restrictions” form for the purpose of requesting restrictions on the use and disclosure of my protected health information.

	When patient is a minor or is not competent to give consent, the signature of a parent, guardian, health care agent (proxy) or other representative is required:                                                                 

	

	Signature of Legal Representative:
	X
	Date:
	

	

	Printed Name of Legal Representative:
	
	Relationship to Patient:
	

	

	REVOCATION OF CONSENT

	Date: 
	
	Reason(s):
	

	

	

	

	

	

	

	ADMINISTRATIVE USE ONLY
	

	Date:
	
	Comments:
	

	

	

	

	

	


	
	
	Case#:
	

	
	
	
	

	

	

	

	

	PATIENT BILL OF RIGHTS AND TREATMENT INFORMATION

	March 27, 2009

	

	

	Rights of patients receiving outpatient services:

	

	You have the right to be treated in a non-discriminatory manner with dignity and respect while receiving mental health services from the Center for Mental Health. 

	

	You have a right to participate in the development of an individual treatment plan and any ongoing planning of your mental health services.  You have a right to receive a reasonable explanation in terms you can understand of your general condition, treatment objectives, the nature, and significant possible adverse effects of recommended treatment, reasons this treatment is considered appropriate, and what, if any, alternative services are available.

	

	You have the right to give informed consent to take or not take medications if they are prescribed to you unless the court has ordered differently.

	

	You have the right to confidential records.  Although the Center may wish to consult with other health care professionals to enhance the quality of your care, they will not release your medical records unless you authorize them to do so by signature.  However, both Montana law and the Federal Health Insurance Portability & Accountability Act of 1996 permit exceptions to this rule.  You have a right to review your records.  You may also ask to have your records corrected.  If you so desire, you can obtain more information about your records from your therapist.

	

	You are entitled to the maximum amount of privacy consistent with the effective delivery of services to you.

	

	You have a right to appropriate treatment under conditions that are supportive of your personal liberty.

	

	You have the right not to be subjected to experimental research or other experimentation without your informed voluntary and written consent.

	

	You have a right to be free from abuse and neglect or threats of abuse and neglect while receiving services at any mental health office or facility.

	

	You have a right to a humane psychological and physical environment while in treatment.

	

	You have a right to receive information about the Center’s grievance procedure and to file complaints.

	

	I have read this list of rights and responsibilities or had them read to me.  I understand and agree to them.

	
	
	

	
	
	

	
	
	X

	PRINTED of Patient / Guardian
	
	Patient Signature / Guardian

	
	
	
	

	
	
	
	Date
	

	
	
	Case #:
	

	

	

	

	

	March 27, 2009

	
	
	

	ADDITIONAL RIGHTS OF PERSONS ADMITTED TO A

	CENTER FOR MENTAL HEALTH FACILITY

	

	Patients admitted to a mental health facility, whether voluntarily or involuntarily, shall have the following rights: 
     (1) Patients have a right to privacy and dignity. 
     (2) Patients have a right to the least restrictive conditions necessary to achieve the purposes of commitment. Patients must be accorded the right to appropriate treatment and related services in a setting and under conditions that: 
     (a) are the most supportive of the patient's personal liberty; and 
     (b) restrict the patient's liberty only to the extent necessary and consistent with the patient's treatment need, applicable requirements of law, and judicial orders. 
     (3) Patients shall have the same rights to visitation and reasonable access to telephone communications, including the right to converse with others privately, except to the extent that the professional person responsible for formulation of a particular patient's treatment plan writes an order imposing special restrictions. The written order must be renewed after each periodic review of the treatment plan if any restrictions are to be continued. Patients shall have an unrestricted right to visitation with attorneys, with spiritual counselors, and with private physicians and other professional persons. 
     (4) Patients shall have an unrestricted right to send sealed mail. Patients shall have an unrestricted right to receive sealed mail from their attorneys, private physicians and other professional persons, the mental disabilities board of visitors, courts, and government officials. Patients shall have a right to receive sealed mail from others except to the extent that a professional person responsible for formulation of a particular patient's treatment plan writes an order imposing special restrictions on receipt of sealed mail. The written order must be renewed after each periodic review of the treatment plan if any restrictions are to be continued. 
     (5) Patients have an unrestricted right to have access to letter-writing materials, including postage, and have a right to have staff members of the facility assist persons who are unable to write, prepare, and mail correspondence. 
     (6) Patients have a right to wear their own clothes and to keep and use their own personal possessions, including toilet articles, except insofar as such clothes or personal possessions may be determined by a professional person in charge of the patient's treatment plan to be dangerous or otherwise inappropriate to the treatment regimen. The facility has an obligation to supply an adequate allowance of clothing to any patients who do not have suitable clothing of their own. Patients shall have the opportunity to select from various types of neat, clean, and seasonable clothing. Such clothing shall be considered the patient's throughout his stay at the facility. The facility shall make provision for the laundering of patient clothing. 
     (7) Patients have the right to keep and be allowed to spend a reasonable sum of their own money. 
     (8) Patients have the right to religious worship. Provisions for such worship shall be made available to all patients on a nondiscriminatory basis. No individual shall be required to engage in any religious activities. 
     (9) Patients have a right to regular physical exercise several times a week. Moreover, it shall be the duty of the facility to provide facilities and equipment for such exercise. Patients have a right to be outdoors at regular and frequent intervals in the absence of contrary medical considerations. 
     (10) Patients have the right to be provided, with adequate supervision, suitable opportunities for interaction with members of the opposite sex except to the extent that a professional person in charge of the patient's treatment plan writes an order stating that such interaction is inappropriate to the treatment regimen. 
     (11) Patients have a right to receive prompt and adequate medical treatment for any physical ailments. In providing medical care, the mental health facility shall take advantage of whatever community-based facilities are appropriate and available and shall coordinate the patient's treatment for mental illness with his medical treatment. 
     (12) Patients have a right to a diet that will provide at a minimum the recommended daily dietary allowances as developed by the national academy of sciences. Provisions shall be made for special therapeutic diets and for substitutes at the request of the patient or the friend of respondent in accordance with the religious requirements of any patient's faith. Denial of a nutritionally adequate diet shall not be used as punishment. 
     (13) Patients have a right to a humane psychological and physical environment within the mental health facilities. These facilities shall be designed to afford patients with comfort and safety, promote dignity, and ensure privacy. The facilities shall be designed to make a positive contribution to the efficient attainment of the treatment goals set for the patient. In order to assure the accomplishment of this goal: 
         (13) Patients have a right to a humane psychological and physical environment within the mental health facilities. These facilities shall be designed to afford patients with comfort and safety, promote dignity, and ensure privacy. The facilities shall be designed to make a positive contribution to the efficient attainment of the treatment goals set for the patient. In order to assure the accomplishment of this goal: 
 (a) regular housekeeping and maintenance procedures which will ensure that the facility is maintained in a safe, clean, and attractive condition shall be developed and implemented; 
     (b) there must be special provision made for geriatric and other nonambulatory patients to assure their safety and comfort, including special fittings on toilets and wheelchairs. Appropriate provision shall be made to permit nonambulatory patients to communicate their needs to the facility staff. 
     (c) pursuant to an established routine maintenance and repair program, the physical plant of every facility shall be kept in a continuous state of good repair and operation in accordance with the needs of the health, comfort, safety, and well-being of the patients; 
     (d) every facility must meet all fire and safety standards established by the state and locality. In addition, any hospital shall meet such provisions of the life safety code of the national fire protection association as are applicable to hospitals. Any hospital shall meet all standards established by the state for general hospitals insofar as they are relevant to psychiatric facilities.
     (14) A patient at a facility has the right: 
     (a) to be informed of the rights described in this section at the time of his admission and periodically thereafter, in language and terms appropriate to the patient's condition and ability to understand; 
     (b) to assert grievances with respect to infringement of the rights described in this section, including the right to have a grievance considered in a fair and timely manner according to an impartial grievance procedure that must be provided for by the facility; and 
     (c) to exercise the rights described in this section without reprisal and may not be denied admission to the facility as reprisal for the exercise of the rights described in this section. 
     (15) In order to assist a person admitted to a program or facility in the exercise or protection of the patient's rights, the patient's attorney, advocate, or legal representatives shall have reasonable access to: 
     (a) the patient; 
     (b) the program or facility areas where the patient has received treatment or has resided or the areas to which he has had access; and 
     (c) pursuant to the written authorization of the patient, records and information pertaining to the patient's diagnosis, treatment, and related services. 
     (16) A person admitted to a facility shall have access to any available individual or service that provides advocacy for the protection of the person's rights and that assists the person in understanding, exercising, and protecting his rights as described in this section. 
     (17) This section may not: 
     (a) obligate a professional person to administer treatment contrary to the professional's clinical judgment; 
     (b) prevent a facility from discharging a patient for whom appropriate treatment, consistent with the clinical judgment of a professional person responsible for the patient's treatment, is or has become impossible to administer because of the patient's refusal to consent to the treatment; 
     (c) require a facility to admit a person who has, on prior occasions, repeatedly withheld consent to appropriate treatment; or 
     (d) obligate a facility to treat a person admitted to the facility solely for diagnostic evaluation.

	

	

	

	

	I have read this list of rights and responsibilities or had them read to me.  I understand and agree to them.

	
	
	

	
	
	X

	PRINTED of Patient / Guardian
	
	Patient Signature / Guardian

	
	
	
	

	
	
	
	Date
	


	[image: image1.png]()




	
	

	
	Administrative Office
	

	
	915 - First Avenue South
	

	
	P.O. Box 3089
	(406) 771-8648

	
	Great Falls, MT   59403
	FAX (406) 761-0554

	

	

	Thank you for the opportunity to provide your care.  If you have any questions concerning the care you are receiving, please do not hesitate to ask our staff.  They will be happy to assist you throughout your treatment.

	

	The Center for Mental Health, in conjunction with the state of Montana, may assist you with the cost of your services through the Mental Health Services Plan (MHSP) and has set clinical and financial eligibility criteria for this assistance.   It is important that you provide the necessary financial information within thirty (30) days of application for services.  If you do not follow through with the application process or you do not qualify for the MHSP assistance, you will be responsible for the cost of all mental health services you receive.

	

	Many health insurance companies offer benefits for outpatient and/or inpatient mental health services, but few cover services such as day treatment or case management.  Our Center’s policy is to bill your insurance carrier for covered services before billing you for any balance due.  In fact, before billing MHSP or Montana MEDICAID as a final payer, your insurance carrier must first be billed.  If there is another agency responsible for payment of your services, make sure that information is given at the time of application. 

	

	If it is determined you do not qualify for, or do not wish to apply for the MHSP assistance, or you are not MEDICAID-eligible, or there is a balance due after your insurance carrier has been billed for covered services, you will be billed the Center’s regular, full-fee rate for services.  You may qualify for the Center’s sliding fee scale, based on family income and the number in the household, with your personal fee rate determined when you provide proof of income.  Other assistance may be offered based on your individual case, such as a monthly maximum amount billed for services and/or a financial plan based on what you can afford to pay monthly on your SELF-pay balance.  You will receive a monthly billing statement indicating your balance due and if you are unable to make full payment, please contact the Billing Department regarding the Center’s financial policy and payment plan at (406) 771-8648, Ext. 1596.

	

	Thank you for allowing us to serve as your mental health service provider.

	

	

	

	

	

	I have received a copy of the above letter and understand my responsibilities regarding payment for my services.

	

	X
	
	

	(Client  /  Authorized Signature)
	
	(Date)
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