WESTBROOK HEALTH SERVICES, INC.

CONSENT TO TREATMENT

NAME:  _________________________ DATE OF BIRTH:  _______________ CHART NUMBER:  ______________

I, hereby, give my consent for evaluation and treatment by staff of Westbrook Health Services, Inc.  I understand that, as a consumer of services at Westbrook Health Services:

	Client Initials
	Treatment will be provided by well-trained professionals, using acknowledged and accepted modes of intervention;

	Client Initials
	I will not be included in research or experimentation without my prior written consent;



	Client Initials
	There will be no tape recorder or videotaping conducted without my written consent and knowledge of the purpose and intent explained fully;

	Client Initials
	I understand that, upon written notice, I may revoke my consent at any time except to the extent that action has been taken in reliance upon it.  My consent expires upon termination of services unless otherwise specified.


By signing this section, I am authorizing treatment.





Dated this ________________ day of ________________________, 20___

___________________________________  
______________________________

Consumer





Witness

___________________________________

Parent/Guardian/Legal Representative

NOTIFICATION OF CLIENT RIGHTS and NOTICE OF PRIVACY PRACTICES

It is the policy of Westbrook Health Services, Inc. to assure that each client or parent/legal representative is informed of his or her rights prior to initiation of treatment and that treatment will not be initiated until the client or parent/legal representative authorizes treatment by signing the treatment consent form.  Westbrook also assures that each client or parent/legal representative is informed of Westbrook Health Services’ practices with respect to Privacy and has received a copy of the Westbrook Notice of Privacy Practices.

	Client Initials
	My Client rights and Responsibilities have been reviewed with me and I have received a copy for my files;

	Client Initials
	The Westbrook Notice of Privacy Practices has been reviewed with me and I have received a copy for my files;

	Client Initials
	I understand that the State of West Virginia mandates that Westbrook Health Services complete assessments for submission to the state and that the information submitted is for confidential statistical data entry and/or to determine eligibility for services;

	Client Initials
	I understand that my records are protected under Federal Regulations (including HIPAA, 42 CFR Part 2 and others) and cannot be redisclosed without consent unless provided for in the regulations;

	Client Initials
	RESTRICTIONS ON THE USE OR DISCLOSURE OF PHI:  I understand that I may request restrictions on the use or disclosure of my Protected Health Information although Westbrook Health Services need not agree to the requested restriction, and cannot agree to a restriction relating to disclosures required under law.  I REQUEST THE FOLLOWING RESTRICTIONS (see back for details) 

	Client Initials
	REQUEST FOR ALTERNATIVE COMMUNICATIONS OF PHI:  I understand that I may request to receive communications of PHI by alternative means or at alternative locations.  I REQUEST THE FOLLOWING ALTERNATIVE MEANS OR LOCATIONS (see back for details):


Dated this ________________ day of ________________________, 20___

___________________________________  
______________________________

Consumer




Witness

___________________________________

_________________________

Parent/Guardian/Legal Representative 

Date of Written Request for Revocation

WESTBROOK HEALTH SERVICES, INC.

REQUEST FOR RESTRICTIONS ON USE AND DISCLOSURE OF PHI

As a consumer, I understand I have the right to request restrictions to the uses and disclosures of my PHI as noted on the other side of this form.  I understand that Westbrook Health Services is not required to agree to any restrictions requested by me, however, any restrictions agreed to by Westbrook are binding on Westbrook.

I wish to request the following restrictions:

	Client Initials
	Appointment reminders at home regarding all services I might receive at Westbrook:

	
	CHECK WHICH YOU WISH TO RESTRICT:

______ Appointment reminders LEFT WITH ME at home

______ Appointment reminders on my ANSWERING MACHINE at home 

______ Appointment reminders LEFT WITH FAMILY MEMBERS at home

______ Appointment reminders LEFT at home stating that “Westbrook Health Services” is calling

______ Appointment reminders LEFT at home and STATING THE REASON for the CALL



	Client Initials
	Appointment Reminders at other locations (specify location):  ________________________________________

	Client Initials
	Other Restrictions (please specify):  ______________________________________________________________

_____________________________________________________________________________________________


The reason for my request is:  __________________________________________________________________________________
REQUEST FOR ALTERNATIVE COMMUNICATIONS OF PHI

As a consumer, I understand I have the right to request alternative forms of communication of my PHI as noted on the other side of this form.  I understand that Westbrook Health Services is not required to agree to any alternative communications, however, Westbrook will accommodate my requests if it is reasonable for Westbrook to do so.

I wish to request the following alternative communications of PHI:

	Client Initials
	

	
	

	
	

	
	

	
	


FOR WESTBROOK USE ONLY

ID VERIFIED BY: ________________________

______REQUEST ACCEPTED



______REQUEST DENIED

DATE OF NOTICE TO CONSUMER  ____________________ [  ] VERBAL    [  ]  WRITTEN 

REVIEWING STAFF NAME ___________________________________

COMMENTS:  ___________________________________________________________________

_________________________________________________________________________________
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