

Desired Solutions & More

 “It’s Our Desire to help you find a Solution”


	DS&M Application for Services

	PLEASE COMPLETE ALL PAGES.
	DATE 


	Name 


	
Last 


First 


Middle 


Maiden

	Date of Birth _____________________________

Present address 


	


Number


Street

City
State
Zip

	How long 

	Currently resides with ____________________

	Telephone (      )


	Age of applicant ____
Social Security No. _______ –  _____  –  _________

	Legal Guardian

Name ​​​​​​​​​​​​​​​​​​________________________________________________


Relationship to applicant ________________________________
  

Address  
__________________________________________  

Telephone 
__________________________________________

	Name any medications you are taking, and for what condition(s) 
_____________
__________________________________________________________________________________

Infectious Disease Yes ( No(   If yes please specify on the line below: ___________________________________________________________________________________

Name of physician _______________________________    Telephone _________________________
Address ____________________________________________________________________________

	EDUCATIONAL INFORMATION

	Assigned School Grade (_____)   In which grade has applicant been retained? (______________)

	Current school:




	Has Applicant been classified as “special needs” under PL 105-17? (__) If yes circle classification(s)

AU   BED  C/B   HI    EMD   TMD   SPD    MU    OI    OHI    SLD   SLI   TBI



	Legal Guardian Signature: ____________________________________ Date: ________

	Consumer Signature: _________________________________________Date: _______________


EMERGENCY CONTACT FORM

I  _________________________, as the legal guardian of ________________________, give DS&M  and the providers of DS&M  permission to access the following contacts in case of emergency and to provide necessary medical attention to me / my child.

Emergency Contact Person(s)

Name: _____________________________________ Relationship: _________________

Address: ________________________________________________________

               ________________________________________________________

Phone #: (H) _______________________________  (W)_________________________

Name: _____________________________________ Relationship: _________________

Address: ________________________________________________________

               ________________________________________________________

Phone #: (H) _______________________________  (W)_________________________

Emergency Medical

Preferred Physician:

Name: __________________________________________________________________

Address: ________________________________________________________________

               ________________________________________________________________

Phone #: ______________________________________________

Preferred Dentist:

Name: __________________________________________________________________

Address: ________________________________________________________________

               ________________________________________________________________

Phone #: ______________________________________________

Preferred Optometrist:

Name: __________________________________________________________________

Address: ________________________________________________________________

               ________________________________________________________________

Phone #: ______________________________________________

My signature below indicated that I grant DS&M permission to contact the above named individuals in case of an emergency, sudden illness or accident. I further grant permission for DS&M  to seek emergency care for me/my child (circle one) from Emergency Services, a hospital, or a physician.

Legal Guardian Signature: ____________________________________ Date: ________

Consumer Signature: _________________________________________ Date: ________

Witness: ___________________________________________________ Date: ________

AUTHORIZATION TO RELEASE INFORMATION

Client Name:  
Date:               
DOB:                                    Record Number:
I authorize ________________________________________ to release information reciprocal to and from:

Agency: Desired Solutions & More              Phone: _(980) 225 - 4001_________
Address: 9700 Research Dr Suite 149                        Charlotte_________________NC_______28262_
                                          (street)                                                        (city)                                          (state)               (zip code)

Information to be release:           XX__ Verbally            _XX__ In Writing                     _XX__ By Fax

Specific Information to be released:    
Specific Purpose:       
This consent shall be valid until: ____________________________________________________


 (date to not exceed one year)

I understand information released regarding my treatment may include information pertaining to psychiatric or psychological treatment, drug abuse and/or alcoholism, Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Virus (HIV).

The information herein disclosed is from records whose confidentiality is protected by regulations (APSM 45-1- State Confidentiality Rules) which prohibit anyone from making further disclosure of it without specific written client consent, or as otherwise permitted by such regulations.

I, the undersigned, authorize release of the above information to the person(s) or agencies listed below. I understand that I have the right to refuse to sign this consent, as well as the right to withdraw my consent to release of information at any time, except to the extent that action based on this consent has been taken. I understand that revocation of this authorization must be submitted in writing to the Director of Family Services. Furthermore, I understand that eligibility and/or receipt of services is not contingent upon signing this release

Client’s Signature _________________________________________________ Date _________________

Parent/Legal Guardian _____________________________________________ Date _________________

Witness _________________________________________________________ Date _________________           
Client: __________________________________________ Date of Birth: ___________________________                                       Med Id: ____________________________     _____           Record #______________        ______________                                                        
CONSENT FORM

ACKNOWLEDGEMENT STATEMENTS

I have received a copy of the DS&M Client Orientation Handbook.  Its contents have been explained to me and I understand DS&M’s policy on the following: 
□HIPAA                           □Consumer Handout                           □Client Rights                  □Grievance Policy       
□I have been informed that Desired Solutions & More provides a 24 hr, 7 days a week emergency telephone number (980) 225-4001 for the use of client and/or family members in crisis situations.  The individual answering this phone number will be qualified to provide crisis intervention as well as face –to-face services.  Furthermore, I have been given this number and will include it along with my crisis plan for emergency accessibility when needed.
□REQUIRED REPORTING
Desired Solutions & More is required by state, federal and local regulations, to report non-identifying client information to authorities.  If you have any questions about this, please feel free to ask for a better understanding and refer to the Consumer Handout before you sign this document.  Your signature below acknowledges receipt of this information.

□PERMISSION FOR TRANSPORTING AND OFF SITE ACTIVITIES

During the course of treatment the client may require transporting to school and events, activities in the community, outings in and out of the State of North Carolina.  During these times, the client/parent/guardian agrees to release DS&M’s staff to transport the client during program hours for treatment purposed by use of personal agency vehicles.  This consent is valid until separation from the program or by written termination of permission by client or parent/guardian
□EMERGENCY TREATMENT/EMERGERNCY INFORMATION/EMERGENCY RESTICTIVE INTERVENTION

In case of sudden illness/accident/emergency, I hereby give permission to the staff of DS&M to seek emergency treatment on behalf of the below named client should need arise.  It is understood that this treatment will be provided by a qualified medical professional, physician, and/or hospital emergency room personnel.  In addition, a copy of current medications and known medical conditions and allergies may be released.  Efforts will be made to contact the identified emergency contact person prior to treatment, should this be possible.  I also will hold harmless DS&M against any liability caused by their taking of any emergency procedures and/or contacts.

□I agree to the emergency procedures as outlined above

□I will assume the full responsibility of all incurred emergency treatment expenses
□DS&M’s Behavior Support Manual has been explained and to me and I understand that Emergency Restrictive Interventions will only be utilized when a consumer presents an imminent danger to him/herself
CONSENT FOR SERVICES  

□I agree to participate in the treatment, services and support that are provided by DS&M as outlined in the client’s service plan.  I have been informed of the services in terms that I can understand.  I have also been informed of the alleged benefits, potential risks and possible alternative methods of treatment.  I understand that Ian free to discontinue services at any time.  I agree to accept the following checked services from DS&M.
 □Comprehensive Clinical Assessment                       □Outpatient Therapy                                      □Group Therapy            

The above consents have been read by me or to me and explained to me by an employee of DS&M in simple non-technical language that all questions have been answered to my satisfaction and that  I understand my rights.

	Consumer/Guardian Signature
	Date :

	Witness Signature


	Date :


PROVIDER CHOICE ACKNOWLEDGEMENT
Client Name:  _________________   Record #  ____________  MID#:  ____________
I understand that Desired Solutions & More provides services that are medically necessary.  I have been informed of my right to choose a provider from a list of available agencies.  I have also been additionally informed of my right to change providers at a later date in my treatment.

A sampling of providers who offer the services I seek in the area, as well as Desired Solutions & More:

	Comprehensive Clinical Assessment
Access Family Services

Alexander Youth Network

CFCS, Inc.
DS&M
	Vocational Services
UMAR
Easter Seals

CFCS, Inc.

Behavioral Health
Other:___________________
	Community Support (Child)

Bridge Builder’s Inc. 

Genesis Project I

Behavioral Enrichment Services

Other:_____________________

	Community Support Team (Adult)

Oasis Clinical Care Management

Another Level Counseling

CFCS, Inc.
Other:____________________
	Intensive In-home Services

Bridge Builders, Inc.

CFCS, Inc. 

Carolina Support Services
Other:_____________________
	Therapy 

Access Family Services

CFCS, Inc.

CMC Behavioral Health

DS&M
Other:____________________

	SAIOP
CMC Behavioral Health

McLeod Addictive Disease Center

CFCS, Inc.
	Psychosocial Rehabilitation
Inner Vision

CFCS, Inc.

Person-Centered Partnerships
	Targeted Case Mgmnt
Carolina Support Services

CFCS, Inc.

Primary Care Solutions
Other:_____________________

	Psychiatric Services

Access Family Services

CFCS, Inc
Behavioral Health 
Other:_________________
	Outpatient Therapy

CFCS, Inc.

Alexander Youth Network

Behavioral Health
DS&M

Other:____________________
	SACOT
Anuvia Prevention & Recovery Center

Community Choices, Inc.

CFCS, Inc.
Other:__________________


I was granted my choice of __________DS&M___________________________________







Name of Agency

to provide  Comprehensive Clinical Assessment




 services.  I was also asked about my cultural preferences (including my choice as consistent with my values, customs and beliefs), if the location of service delivery is appropriate and did I have a request for a particular gender or race of service provider.  I selected the above-mentioned agency, considering my choices and preferences.


 Appointment Date is  

____________


 Consents signed to release information or provide treatment


 Provider Choice Form placed in client file

Client was denied services for the following reason(s):__________________________________________
Client or Guardian Signature




      Date
Witness







     Date

♦ 9700 Research Drive, Suite 149 Charlotte, NC 28262 ♦

♦ Phone: 704-405-4251   ♦ Fax:  704-405-4299 ♦

