INFORMED CONSENT AND PARTICIPANT AGREEMENT

Participant Rights and Responsibilities

Our Mission:

“Empowering Youth & Building Strong Families for a Brighter Tomorrow”

A CINS/FINS Provider

SNAP Youth Justice
3615 SW 13th Street, Suite 5
Gainesville, Florida 32608

(352) 244-0628 ext. 3822

Hours of Operation

8:30 a.m. to 5:00 p.m.

Monday through Friday

Evening Appointments Available

Access to After-Hours Services

 (352) 244-0618

Program Orientation

Welcome to SNAP® Youth Justice, a program of CDS.  
SNAP®, which stands for STOP NOW AND PLAN, is an evidence-based, cognitive-behavioral model powered by the minds at Child Development Institute (CDI). SNAP® helps troubled youth and their parents learn how to effectively manage their emotions and ‘keep problems small’. 

The gender-sensitive SNAP® Youth Justice program is designed for youth ages 12-19 who are engaging in aggressive, anti-social behavior and are currently on probation. Youth and families participate with the goal of preventing reoffending behavior and reducing the chances of conflict with family, peers and authority figures. 

As a participant in our program, you have a right to be treated with dignity, sensitivity, courtesy, and respect.  You should expect freedom from abuse and/or neglect, humiliation, exploitation of any kind, retaliation, or barrier to service from reporting any issue that concerns you. 

Our staff complies with the Code of Ethics of the National Association of Social Workers, a copy of which will be made available to you upon request. Please be assured that all our staff is expected to conduct themselves honestly, ethically, and professionally in all business performed on behalf of CDS and you. If you have questions concerning any of the information provided, please feel free to ask a member of our staff.
CDS has a contract with the Florida Network of Youth and Family Services. The Department of Juvenile Justice supports the Florida Network to keep kids out of serious trouble.  
Only youth currently under the supervision of the Department of Juvenile Justice on probation, Conditional Release, or Post-Commitment Probation are eligible for these services. The aforementioned youth are still eligible for these services with pending investigations or open cases with the Department of Children and Families.  

This Informed Consent refers to the following array of services that may be provided:
	Centralized Intake
	Comprehensive assessment, identification of needs, and case management services.

	(SNAP) Stop Now and Plan Youth Justice
	STOP NOW AND PLAN, is an evidence-based, cognitive-behavioral model that helps troubled youth and their parents learn how to effectively manage their emotions and ‘keep problems small’.


Your Responsibilities as a Participant

In order for CDS to provide the best possible service you must agree to:

· actively and earnestly participate in developing your participation plan and follow that plan;

· follow rules established by the program; 

· maintain behavior/conduct that assures the safety, comfort and well being of all persons;

· keep scheduled appointments, or cancel at least 24 hours in advance;

· provide full information regarding any treatment you are receiving or have received in the past, including all types of counseling/therapy, medications, and/or hospitalizations;

· pay for services if applicable based on a sliding fee schedule in accordance with your agreement with CDS as determined during your intake appointment; and
· make any applicable payment before beginning each appointment.
Your Rights as a Participant

As a participant, receiving services in any of our programs you are entitled to:

· familiarization with the premises, including where the emergency exits, fire suppression equipment, and first aid kits are available;

· obtain services regardless of race, creed, disability, sex, religion, origin, sexual orientation, gender, gender identity (or expression) political affiliation or belief;

· competent, timely service delivered in a respectful, dignified manner;

· disclosure of any potential conflict of interest;

· a complete explanation of the purpose and all aspects of your participation plan, alternative opportunities and the approximate length of time needed to accomplish your goals;

· know the credentials of the staff working with you;

· information about appropriate auxiliary aids and services, if needed;

· placement in the least restrictive program available, based on your individual needs; 

· participation in services and activities adapted to your individual needs;

· participation in the development of your individual plan which determines the services you will receive;

· reasonable access to your record;

· revoke your consent for services at any time, either orally or in writing.   In cases where you are in our program to satisfy a mandated legal requirement, your consent may not be revocable;

· a reasonable measure of privacy and protection of your constitutional rights;

· Confidentiality in communication with our staff.

(Note: There are exceptions to the laws regarding confidentiality, which include the protection and preservation of life and other situations required by law.)

Confidentiality of Records

Federal laws require that your individual record be kept confidential.  CDS staff is not allowed to tell anyone outside the agency that a participant attends a program unless one or more of the following is true:

· the participant consents in writing;

· the disclosure complies with a court order;

· the disclosure is made to medical personnel in a medical emergency;

· the disclosure is made to qualified personnel for research purposes;

· the disclosure is part of an audit or program evaluation, including approved peer and utilization reviews of participant records;

· your safety or that of others is at significant risk and disclosure of some information is required for your protection or the protection of others;

· the information is about a crime committed by the participant at CDS or against any person who works for CDS, or about any threat to commit such a crime; and

· the disclosure involves information about suspected abuse or neglect of child, elderly or disabled person being reported under state law to appropriate state or local authorities.

If you or your children are being abused and want help, please discuss this with your counselor. If you wish to make a report yourself concerning the abuse or neglect of your children, or any other children call toll free 1-800-96-ABUSE.

Violation of Federal law by any program is a crime.  Suspected violations may be reported to appropriate authorities.  Federal law does not protect any information about a crime committed by a participant either at the program or against any person who works for the program, or about any threat to commit such a crime.  Federal law does not protect any information about suspected child abuse or neglect from being reported under State law to appropriate State or local authorities. (See 42 U.S. 290dd-3 for Federal laws and 42 C.F.R. Ch. 1 Part 2 for Federal Regulations revised 10/1/97.)

Assessment

Each individual entering our program will participate in an assessment process to determine the nature and the extent of the problems you are facing. Your participation completing questionnaires on your own and being interviewed by a counselor will help us better understand how we might be of assistance. In both cases your honest answers will help us see how you view the situation and will assist us in working together with you to develop a plan that truly addresses your needs and goals. At any point if something is not clear to you, please ask about it.

If we determine that, we cannot provide you the level of care that will be beneficial to you. We will make you aware of alternatives and provide referral information.  In some circumstances, we may also be able to provide you transitional services until the appropriate level of care becomes available.

Developing a Plan

We strongly believe that to every reasonable extent possible you should be in charge of your own plan. We find that people are often not in a position to do this when they first come to us.  The expectations placed upon you by school, legal system, family, and friends regarding your behavior can feel overwhelming.  Our job is to try to help you sort it all out.  Your counselor will be working with you to increase your control of your life and to help you respond effectively to the issues that seem to limit your freedoms. As you talk about your situation in your own words, we will try to help you think about and learn ways to achieve your goals.

Release of Information

Sometimes other individuals or agencies may have information that can give us a more complete picture of you or lend their perceptions to what is happening. Receiving or sharing personal information about you from records beyond staff associated with the array of services described above will require your written consent.  Should there be a need or potential benefit to sharing information with another party, we will first discuss this matter with you.  If your permission is given, we will then assist you with providing written consent.

Satisfaction with our Services

Your counselor/case manager will be the person working most closely with you and is responsible for assisting you with the coordination of your services. Please understand that we are constantly striving to ensure that we are providing participants the best opportunities to achieve their identified goals through the services we provide directly and the referrals we may recommend. Your feedback about our quality of care and your sense of personal achievement are among the cornerstones by which we measure our success and help guide us in the future to identify things we need to improve. We may from time to time ask you to complete surveys to assist us in this regard or we may approach you more informally to request your input.

Your Right to File a Complaint/Grievance

We want you to be satisfied with the services you receive.  If something does not meet your expectations, we encourage you to discuss it promptly with your counselor/case manager.  If, after requesting this assistance, you still feel that you have a legitimate complaint, you can have your concerns reviewed by the supervisory and administrative staff.

All participants receiving services have a right to file a complaint as a formal notice of dissatisfaction with services or staff.  If such an occasion presents itself, please request a Complaint/Grievance form from any CDS staff member.  

We take the problems of our participants very seriously, so be assured that your complaint/ grievance will be heard and it will receive the prompt attention it deserves.

Smoking

All of our facilities are smoke free.  Florida law prohibits smoking and the use of tobacco products by minors.  Our facility has a designated smoking area for adults. The staff can assist you in locating that area, should you need it.  We request your assistance by not smoking near any entrance to the building.

Transportation

During your stay at Interface you may participate in Single transports with a CDS staff for the purposes of necessary transportation that cannot be delayed when another transport staff is not available (i.e. to transport a youth for mental health appointment/Baker Act evaluation, school, court, or similar situation). Our most common transports are for school drop-off and pick-up. On rare occasions we can transport a youth, with prior parental/guardian permission, to a medical/mental health appointment or for court purposes. 

Other off-site and/or community activities are mandated to have 2 CDS staff present at all times (i.e. group activities, youth education/enrichment activities, and other physical recreational activities).  

A Supervisor will be informed of, will assess, and then will either approve or deny each single transport prior to it occurring.

By signing you have read the statements above and have had the opportunity to have all of your questions regarding the use of Single transports answered to your satisfaction.
Seclusion and Restraint

We do not utilize seclusion or restraint in any of our programs. We expect everyone on CDS property to maintain themselves in a law-abiding manner and respect the rights and property of others. However, should circumstances arise where this is not the case law enforcement will be contacted.

Weapons and Illicit or Licit Drugs

No Weapons, Illicit or Licit drugs allowed on CDS property.

Services and Activities

In some cases, your referral source may mandate some of the types of services and activities in which you will be participating. However, in every case your input and full involvement in the activity will enhance its meaning to you as an individual.  Our goal is ultimately to help you achieve goals that you personally identify as important.

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

If you have any questions or wish to receive additional information about the matters covered by this Notice of Privacy Practices (“Notice”), please contact the Privacy Officer for CDS Cindy Starling, 3615 S.W. 13th Street Gainesville, Fl. 32608 or call: 352-244-0628x3827 

This Notice is provided to you in compliance with the requirements of the Health Insurance Portability and Accountability Act of 1996, the Health Information Technology for Economic and Clinical Health Act, Title XIII of the American Recovery and Reinvestment Act of 2009 (the “HITECH Act”) and associated regulations, as may be amended (collectively referred to as “HIPAA”) describing CDS’s legal duties and privacy practices with respect to your Protected Health Information (“PHI”). CDS is required to abide by the terms of this Notice currently in effect, and may need to revise the Notice from time to time.  Any required revisions of this Notice will be effective for all PHI that CDS maintains.  A current copy of the Notice will be posted in each office and you may request a paper, or electronic, copy of it. 

PHI consists of all individually identifiable information which is created or received by CDS and which relates to your past, present or future physical or mental health condition, the provision of health care to you, or the past, present or future payment for health care provided to you.  

USE AND DISCLOSURE OF PHI FOR WHICH YOUR CONSENT OR AUTHORIZATION IS NOT REQUIRED

HIPAA permits CDS to use or disclose your PHI in certain circumstances, which are described below, without your authorization. However, Florida law may not permit the same disclosures. CDS will comply with whichever law is stricter.

1.
Treatment: CDS  may use and disclose your PHI to provide, coordinate or manage your health care related services, including consulting with health care providers about your health care or referring you to a health care provider for treatment. For example, in situations when safety is compromised, CDS has the responsibility to protect and warn.  

2.
Payment: CDS may use and disclose your PHI, as needed, to obtain payment from funding sources that pay for services. Health Care Operations: CDS may use or disclose your PHI in order to carry out its administrative functions. These activities include, but are not limited to, quality assessment and improvement activities, reviewing the competence or qualification of health care professionals, business planning and development, business management and general administrative activities. For example, CDS may disclose your PHI to licensing or accrediting agencies reviewing the types of services provided. 

3.
Required by Law: CDS may use or disclose your PHI to the extent that such use or disclosure is required by law.

4.
Public Health: CDS  may disclose your PHI to a public health authority, employer or appropriate governmental authority authorized to receive such information for the purpose of: (a) preventing or controlling disease, injury or disability; reporting disease or injury; conducting public health surveillance, public health investigations and public health interventions; or at the direction of a public health authority, to an official of a foreign government agency in collaboration with a public health authority; or reporting child abuse or neglect; (b) activities related to the quality, safety or effectiveness or activities or products regulated by the Food and Drug Administration; (c) notifying a person who may have been exposed to a communicable disease or may otherwise be at risk of spreading a disease or condition.

5.
Abuse, Neglect or Domestic Violence: CDS may disclose your PHI to a government authority authorized to receive reports of abuse, neglect or domestic violence if it reasonably believes that you are a victim of abuse, neglect or domestic violence. Any such disclosure will be made: 1) to the extent it is required by law; 2) to the extent that the disclosure is authorized by statute or regulation and CDS believes the disclosure is necessary to prevent serious harm to you or other potential victims; or 3) if you agree to the disclosure.

6.
Health Oversight Activities: CDS may disclose your PHI to a health oversight agency for any oversight activities authorized by law, including audits; investigations; inspections; licensure or disciplinary actions; civil, criminal or administrative actions or proceedings; or other activities necessary for the oversight of the health care system, government benefit programs, compliance with government regulatory program standards or applicable laws.

7.
Judicial and Administrative Proceedings: CDS may disclose your PHI in the course of any judicial or administrative proceeding in response to an order of a court or administrative tribunal, or in response to a subpoena, discovery request, or other lawful process upon receipt of “satisfactory assurance” that you have received notice of the request. 

8.
Law Enforcement Purposes: CDS may disclose limited PHI about you for law enforcement purposes to a law enforcement official: (a) in compliance with a court order, a court-ordered warrant, a subpoena or summons issued by a judicial officer or an administrative request; (b) in response to a request for information for the purposes of identifying or locating a suspect, fugitive, material witness or missing person; (c) in response to a request about an individual that is suspected to be a victim of a crime, if, under limited circumstances, CDS  is not able to obtain your consent; (d) if the information relates to a death CDS believes may have resulted from criminal conduct; (e) if the information constitutes evidence of criminal conduct that occurred on the premises of CDS; or (f) in certain emergency circumstances, to alert law enforcement of the commission and nature of a crime, the location and victims of the crime and the identity, or description and location of the perpetrator of the crime.

9.
Coroners, Medical Examiners and Funeral Directors: CDS may disclose your PHI to a coroner or medical examiner for the purpose of identification, determining a cause of death or other duties authorized by law. CDS may disclose your PHI to a funeral director, consistent with all applicable laws, in order to allow the funeral director to carry out his or her duties.

10.
Research: CDS may use or disclose your PHI for research purposes, provided than an institutional review board authorized by law or a privacy board waives the authorization requirement and provided that the researcher makes certain representations regarding the use and protection of the PHI.

11.
Serious Threat to Health or Safety: CDS may disclose your PHI, in a manner which is consistent with applicable laws and ethical standards, if the disclosure is necessary to prevent or lessen a serious threat to health or safety of a person or the public, or the information is necessary to apprehend an individual.

12.
Specialized Government Functions: CDS  may also disclose your PHI, (a) If you are a member of the United States or foreign Armed Forces, for activities that are deemed necessary by appropriate military command authorities to assure the proper execution of a military mission; (b) to authorized federal officials for the conduct of lawful intelligence, counter-intelligence and other national security activities authorized by law; (c) to authorized federal officials for the provision of protective services to the President, foreign heads of state, or other people authorized by law and to conduct investigations authorized by law; or (d) to a correctional institution or a law enforcement official having lawful custody of you under certain circumstances.

13.
Workers’ Compensation:  CDS may disclose your PHI as authorized by, and in compliance with, laws relating to workers’ compensation and other similar programs established by law.

14.
CDS enters data into the Homeless Management Information System (HMIS) through established Business Associate Agreements with local HMIS Administrative Agencies regarding homeless minors sheltered by CDS Interface Youth Programs to facilitate access to resources and funding for the provision of services to homeless youth.  Records entered into this system, cannot be viewed by system users at other participating agencies.

USES AND DISCLOSURES TO WHICH YOU MAY OBJECT

15.
If you do not object to the following uses or disclosures of your PHI, CDS may: 1) disclose to a family member, other relative, a close personal friend, or other person identified by you the information relevant to their involvement in your care or payment related to your care; 2) notify others, or assist in the notification, of your location, general condition, or death; or 3) disclose your PHI to assist in disaster relief efforts.

OTHER USES AND DISCLOSURES OF PHI

16.
Any use or disclosure of your PHI that is not listed herein will be made only with your written authorization. You have the right to revoke such authorization at any time, provided that the revocation is in writing, except to the extent that: 1) CDS has taken action in reliance on the prior authorization; or 2) If the authorization was obtained as a condition of obtaining insurance coverage, other law provides the insurer with the right to contest a claim under the policy or the policy itself.

YOUR RIGHTS REGARDING YOUR PHI

17.
Restriction of Use and Disclosure: You have the right to request that CDS restrict the PHI it uses and discloses in carrying out treatment, payment and health care operations. You also have the right to request that CDS restrict the PHI it discloses to a family member, other relative or any other person identified by you, which is relevant to such person’s involvement in your treatment or payment for your treatment. By law, CDS is not obligated to agree to any restriction that you request. If CDS agrees to a restriction, however, it may only disclose your PHI in accordance with that restriction, unless the information is needed to provide emergency health care to you.  If you wish to request a restriction on the use and disclosure of your PHI, please send a written request to the Privacy Officer which specifically sets forth: 1) that you are requesting a restriction on the use or the disclosure of your PHI; 2) what PHI you wish to restrict; and 3) to whom you wish the restrictions to apply (e.g., your spouse). CDS will not ask why you are requesting the restriction. The Privacy Officer will review your request and notify you whether or not CDS will agree to your requested restriction.  You also have the right to request to restrict disclosure of your PHI to a health plan, if the disclosure is for payment or health care operations and the disclosure pertains to a health care item or service for which you have paid out of pocket in full.  

18.
Authorization Required: Most uses and disclosures of PHI for marketing and the sale of PHI require your authorization.  In addition, disclosure of psychotherapy notes is prohibited without your authorization, except as allowed by law.  

19.
Fundraising: CDS may contact you for purposes of fundraising to support its programs.  You have the option to opt-out of this type of communication. 

20.
Confidential Communications: You have the right to receive confidential communications of your PHI.  You may request that you receive communications of your PHI from CDS in alternative means or at alternative locations. CDS will accommodate all reasonable requests, but certain conditions may be imposed.  

To request that CDS  make communications of your PHI by alternative means or at alternative locations, please send a written request to the Privacy Officer setting forth the alternative means by which you wish to receive communications or the alternative location at which you with to receive such communications. CDS will not ask why you are making such a request.

21.
Access to PHI: You have the right to inspect and obtain a copy of your PHI maintained by CDS. Under HIPAA, you do not have the right to inspect or copy information compiled in reasonable anticipation of, or for use in, a civil, criminal or administrative action or proceeding, or information that CDS is otherwise prohibited by law from disclosing.

If you wish to inspect or obtain a copy of your PHI, please send a written request to the Privacy Officer. If you request a copy of your PHI, CDS may charge a fee for the cost of copying and mailing the information.  You may also request that a copy of your PHI be transmitted to you electronically.  

HIPAA permits CDS to deny your request to inspect or obtain a copy of your PHI for certain limited reasons. If access is denied, you may be entitled to a review of that denial. If you receive an access denial and want a review, please contact the Privacy Officer. The Privacy Officer will designate a licensed health care professional to review your request. This reviewing health care professional will not have participated in the original decision to deny your request. CDS will comply with the decision of the reviewing health care professional.

22.
Amending PHI: You have the right to request that CDS amend your PHI. To request that an amendment be made to your PHI, please send a written request to the Privacy Officer. Your written request must provide a reason that supports the request amendment.  CDS may deny your request if it does not contain a reason that supports the requested amendment. Additionally, CDS may deny your request to have your PHI amended if it determines that: 1) the information was not created by CDS and amendment may be made elsewhere; 2) the information is not part of a medical or billing record; 3) the information is not available for your inspection; or 4) the information is accurate and complete.

23.
Notification of Breach: CDS will notify you following a breach of your PHI as required by law.  

24.
Accounting of Disclosure of Your PHI: You have the right to request a listing of certain disclosure of your PHI made by CDS during the period of up to six (6) years prior to the date on which you make your request. Any accounting you request will not include: 1) disclosures made to carry out treatment, payment or health care operations; 2) disclosures made to you; 3) disclosures made pursuant to an authorization given by you; 4) disclosures made to other people involved in your care or made for notification purposes; 5) disclosures made for national security or intelligence purposes; 6) disclosure made to correctional institutions or law enforcement officials; or 7) disclosures made prior to April 14, 2003. The right to receive an accounting is subject to certain other exceptions, restrictions and limitations set forth in applicable statutes and regulations. 

To request an accounting of the disclosures of your PHI, please send a written request to the Privacy Officer. Your written request must set forth the period for which you wish to receive an accounting. CDS will provide one free accounting during each twelve (12) month period. If you request additional accountings during the same twelve (12) month period, you may be charged for all costs incurred in preparing and providing that accounting. CDS will inform you of the fee for each accounting in advance and will allow you to modify or withdraw your request in order to reduce or avoid the fee.

25.
Obtaining a Copy of this Notice: You have the right to request and receive a paper or electronic copy of this Notice at any time.

COMPLAINTS

26.
If you believe that your privacy rights have been violated, you may file a complaint with CDS or with the Secretary of Health and Human Services.  To file a complaint with CDS, please contact the Privacy Officer at the address listed in this notice.  All complaints must be submitted in writing. CDS WILL NOT RETALIATE AGAINST YOU FOR FILING A COMPLAINT.

A current copy of the Notice is also posted in the office, or is available to you upon request. If the Notice is revised, you may review and obtain the new version at any time.  

NEED TO KNOW TELEPHONE NUMBERS & WEBSITES

SAMHSA National Helpline
1-800-662-4357 | https://www.samhsa.gov/
Disability Rights Florida

1-800-342-0823| www.disabilityrightsflorida.org
Florida Department of Children & Families Abuse Hotline                                         

1-800-96-ABUSE, or 1-800-962-2873 http://www.myflfamilies.com/service-programs/abuse-hotline
Florida Department of Children and Families (DCF)

N.E. Regional Director 

Patricia Medlock: 1-904-723-2000 http://www.myflfamilies.com/contact-us/region/northeast


Florida Department of Juvenile Justice (DJJ) Complaint Hotline

1-800-355-2280 http://www.djj.state.fl.us/services/support/OIG
Florida Bar’s Online Lawyer Referral Service
1-800-342-8011 https://www.floridabar.org/public/lrs/request/
Florida Network of Youth & Family Services 

1-850-922-4324 | https://www.floridanetwork.org/
Narcotics Anonymous

352-254-4725 | http://uncoastna.org/
24/7 National Runaway Safeline

1-800-RUNAWAY, or 1-800-786-2929 https://www.1800runaway.org/
National Safe Place TXT4HELP

Youth text “SAFE” to 69866 with their current location to find nearby assistance 

http://www.nationalsafeplace.org/txt-4-help
Poison Information Center

1-800-222-1222 | http://www.aapcc.org/
Suicide & Crisis Lifeline 

Phone 988 Text 741741   suicidepreventionlifeline.org
Partnership For Strong Families



1-352-244-1500, or Toll Free: 1-866-310-7326 | http://www.pfsf.org/
Florida Coalition Against Domestic Violence - Statewide Hotline   1-800-500-1119
http://www.fcadv.org
Lee Conlee House Inc. – Putnam County Domestic Violence Center
Hotline: 1-386-325-3141
Outreach / Administration: 1-386-325-4447

http://www.leeconleehouse.org
Another Way – Columbia County Domestic Violence Center

1-386-719-2700
http://www.anotherwayinc.net
Peaceful Paths – Domestic Abuse Network in Alachua County

Hotline: 1-352-377-8255
Outreach / Administration: 1-352-377-5690

http://www.peacefulpaths.org/
Alachua County Crisis Center
Crisis Line: 1-352-264-6789
Rumor Control: 1-352-264-6557

http://www.alachuacounty.us/depts/css/crisiscenter/pages/crisiscenter.aspx
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REPORTFORM 

          (This document is subject to confidentiality and 

should be handled accordingly) 

If you feel there is a problem or you have been treated unfairly to the point of not being able to resolve 

the problem or issue, please complete the following complaint   process. 

 

COMPLAINT/GRIEVANCE  PROCESS: 

 Think about what is really bothering you. 

 Try to discuss your concerns with a staff member currently on duty. 

 If you feel satisfied with the discussion, the process ends. 

 If you do not feel satisfied with the discussion, complete the reporter section of the 

Complaint/Grievance Report Form. 

 Drop the completed Complaint/Grievance Report Form into the Grievance Box . 

 The Complaint/Grievance Report Form will be given to a counselor, or supervisor who will review 

your concerns with you. 

 If you are not satisfied with the outcome of the discussion, the form will be forwarded to a 

higher-level supervisor(s), through the chain of command. 

 

TO BE COMPLETED BY THE REPORTER: 

 

TO BE COMPLETED BY PROGRAM STAFF: 

 

 

 

 

Reason if not resolved within 72 hours:  

 

 

 

 

Attach any applicable documentation to this form. Do not file forms in participant file/ record. Place 

original Complaint/Grievance Report Form in the “Complaint/Grievance Log” along with any applicable 

documentation. 

 

Participant  Name: 

Date: Program  Name: 

Complaint concerns: ___  Another participant: 

 Staff: 

Supervisor: ___    Other (specify): 

****************************************************************************************************************  

Description of the   problem: 

What have you done to resolve the problem (including names of persons you spoke with)?       

What would you like to see happen now? 

FINAL RESPONSE: ______________________________________________________________________________________________  

    ___________________________________________________________________________ ___________________________________ 

 

Staff signature:   Title:   Date:    

I agree  ; I do not agree   ; with the action taken. I have received a copy of this complaint after the final  written response. 

Participant signature:    Date:     

Chain of command involved/informed: (indicate with a date which person(s) reviewed the complaint) 

   /   /  /Counselor ___/___/___/Site Supervisor   /___/___/ Director ___/___/  /COO         ___/___/___/CEO 

                                                                               
INFORMED CONSENT AND PARTICIPANT AGREEMENT
BY MY SIGNATURE, I UNDERSTAND AND AGREE TO THE FOLLOWING:

I have read, understand, and have been offered a copy of this Informed Consent and Participant Agreement, which includes but is not limited to an explanation of my rights and responsibilities, complaint/grievance procedure and report form, notice of privacy practices for protected health information and confidentiality of my non-medical record.
· I have received a copy of the publication A Guide to CINS/FINS Services for Parents.
· I am aware of the full continuum of services provided, and understand the functions and implications of the Case Staffing Committee and the CINS Petition process.

· I give permission for CDS staff to exchange among themselves current and historical information verbally and in written form (including but not limited to notes, HIPAA/ PHI, assessments) from my child's file(s), explicitly to facilitate services for my child.
· I wish to participate in the intake and assessment process, and to receive services, which could include individual, family and group counseling, wellness activities, educational counseling, and referral services.

· I was informed, this consent could be revoked by me verbally or in writing, before or during the period in which I receive services except to the extent action has been taken in reliance on it.
· I acknowledge that there have been no guarantees or assurances made to me as the results of services to be rendered by CDS, or its employees and if I choose to allow communication by e-mail or text I understand that CDS cannot guarantee the security of an electronic transmission.
· I give permission to contact me by e-mail or text message to arrange appointments or other necessary communications. Below is my information to use for this purpose.

Parent/Guardian e-mail is:________________________ Cell phone is:______________________

Participant e-mail is:_____________________________ Cell Phone is:_______________________

Participant Signature
(If the participant is under 18 their signature is optional)                 Date








________________________________________________________________________________If Under18 Participant’s Parent, Legal Guardian, Authorized Representative Signature     Date

(If Legal Representative, list relationship to Participant)


               


Counselor Signature and Title/Credential




                       Date
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                    CDS COMPLAINT/GRIEVANCE REPORTFORM

          (This document is subject to confidentiality and should be handled accordingly)

If you feel there is a problem or you have been treated unfairly to the point of not being able to resolve the problem or issue, please complete the following complaint  process.

COMPLAINT/GRIEVANCE PROCESS:

· Think about what is really bothering you.

· Try to discuss your concerns with a staff member currently on duty.

· If you feel satisfied with the discussion, the process ends.

· If you do not feel satisfied with the discussion, complete the reporter section of the Complaint/Grievance Report Form.

· Drop the completed Complaint/Grievance Report Form into the Grievance Box.

· The Complaint/Grievance Report Form will be given to a counselor, or supervisor who will review your concerns with you.

· If you are not satisfied with the outcome of the discussion, the form will be forwarded to a higher-level supervisor(s), through the chain of command.

TO BE COMPLETED BY THE REPORTER:


[image: image1]

TO BE COMPLETED BY PROGRAM STAFF:


[image: image2]



Reason if not resolved within 72 hours:

Attach any applicable documentation to this form. Do not file forms in participant file/ record. Place original Complaint/Grievance Report Form in the “Complaint/Grievance Log” along with any applicable documentation.


Reviewed by Supervisor
 

 
faxed to COO

Date

Participant  Name:







Date:







Program  Name:







Complaint concerns: ___  Another participant:







 Staff:







Supervisor: ___    Other (specify):







****************************************************************************************************************



Description of the   problem:







What have you done to resolve the problem (including names of persons you spoke with)?    	







What would you like to see happen now?







FINAL RESPONSE: ______________________________________________________________________________________________



    ______________________________________________________________________________________________________________







Staff signature: 	Title: 	Date:  	



I agree 	; I do not agree 	 ; with the action taken. I have received a copy of this complaint after the final written response. Participant signature: 		Date:  	 







Chain of command involved/informed: (indicate with a date which person(s) reviewed the complaint)



 	 /  	/ 	/Counselor	___/___/___/Site Supervisor	 	/___/___/ Director	___/___/ 	/COO         ___/___/___/CEO
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