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Consent to Treatment Form

l, give Team Management
2000 Inc. permission to provide me with clinical, substance abuse treatment,
and/or case management services. | understand that my records are protected
under the Federal Regulations Governing Confidentiality of Alcohol and Drug
Abuse Patient Records Act, 42 C.F.R. Part 2, and have been made aware of the
exceptions to these regulations.

Date

Signature of Patient/Client, or
Person permissible by Law to give consent

Revised 02/07/2017
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AKNOWLEDGEMENT

I, hereby acknowledge that | have received

and read the client handbook. | acknowledge that
the infarmation contained in this handboo

k has been explained to me.

Client Signature Date

Counselor Signature Date
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Appendix —-Part54a-Model Notice of individuals Receiving Substance Abuse Services

Model Notice to individuals Receiving Substance Abuse Services

No provider of substance abuse services receiving federal funds from the U.S. Substance Abuse
and Mental Health Services Administration, including this organization, may discriminate against you on
the basis of religion, a religion belief, a refusal to hold religious belief, or a refusal to actively participate
in a religious practice.

If you object to the religious or non-religious character of this organization, Federal law gives
you the right to a referral to another provider of substance abuse services. The referral, and your receipt
of alternative services, must occur within a reasonable period of time after you request them. The
alternative provider must be accessible to you and have the capacity to provide substance abuse
services. The services provided to you by the alternative provider must be of a value of the services you
would have received from the organization.

Client Signature Date

Counselor signature Date
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HIPPA NOTICE OF PRIVACY PRACTICES

Management 2000
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Az Required by the Privacy Regulations Created as a Result of the Health insurance Portability and Accountability Act of
1996-( HIPAA) Health Information Technology for Economic and Clinical Health Act (MITECH Act), and associated

regulations and amendments.

This notice describes how health information about you may be used and disclosed, and how you can get access to this

information.

ABOUT THIS NOTICE

Je undaretand that he

ith mfermatar about you 15 persenal and we are committed Lo proracting your informanan, We create a

Pecorn of the care and services you receve at 20 divisions of Team Management 2000 Inc. We need this record to provide care

itreatment), for payment of care provided, for health carg operations,

and 1o comply with certain legal recuirements, This Metice

wili tell you atout the ways in which wa may use and disclose health information about you. It atso describes your rights and certain
cbligations we have regardirg the use and disclosure of health information. Wa are raquired by law to foliow the terms of this

Metice that is currently in effect.

WHAT IS PROTECTED HEALTH INFORMATION (“PHI")

PHI is information that individually identifies you. We create a record or get from you or from another health care provider, health

plan, your employer, or a health care dearinghouse that relates to:

e Your past, present, of future shysical or mental health or conaitions,
e The provision of health care to you, or

= The past, present, of future paynent for your health rars.

HOW WE MAY USE AND DISCLOSE YOUR PHI

We rmay use anc disclase your BHIEIn the folloving arcumstances;

o Treatment. YWe ey use o disclose your PHIE Lo give you tnedioal treatment o services

and Lo manags and courdinate you

medical care. For example, your PHI may be pravided 1o a physician or other health care provder (€8, a soecialist or
(sboratoryi to whom you have been refarred to ensure that the physician or other haalth care provider has the necessary
mtOrmation to diagnose or traat you or provide you with a sarvice,

Payment. Wa may use and thsclose your PHI 85 that we car bl for the treatment and services you receive from us and car
collect payment from you, a health plan, or a taird party. Thas use and disclos nay include certamn actwities that your
health insurance plan may undertake before it appioves o pays for the health care services we recommend tor you, such
33 making 2 detarmination of eliphbdity or coveragn for ireurance nenafits, reviewing services prowided to you for medica
necessity, and undertaking utilization review activities. For example, we may nead to give your health plan informarion
shout your rreatment in order for your health plan to agree to pay for that trearment

Health Care Operations. We may vse and disclose PHIfor ow healin care operations. For examplz, we may usa your PHI L0
ingernally review the quakty of the treatment and services sou receive and 19 evaluate the performance of our team
rembers incaring tor you We also may disclose informmation to physicians, rurses, medical technecians, meaical students,
and gther authorized parsonne! far educaticnal and I£arming purposes
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Appointment Reminders/Treatment Alternatives/Health-Related Benefits and Services. We may use and disclase FHI Lo
zantact you te recind vou that you have an appointment for medical care, or 1o contact you (& tell you about possible
treatment options of alternatives or health related berefits and services that may be of interest to you

Minors. We may discioss the PHI of minor children to their parents or guardians unless such disciosure 15 otherwise
profubited by taw.

Research. we may use and disclose your PHI for researen purpaces, but we wil anly do that of the research has been
specially aporoved by an authonzad institutronal review beard or a privacy board that bas reviewed the research proposal
and has set up protocols to etsure the privacy of your PHE Ever without that spedial approval, we may permit researchers
toloon at FHOLo help them prepare far research, for example, to ailow thern 1o identify patents who may be included in
their research project, 2s lang as they do nob remave, o take a copy of, any PHL We may disclose PRI to be used in
coliabarative resaarch initiatives amaongst Be Well Medical Center providers. We may use and disclose a limited data set
that does not contain specific readily identifisble mformation about yeu for research, However, we will only cisclose the
tirited datzs set if we enter ints a data use agreement with the racipient who must agree to (1 use the data set only for
the purposes for which it was providad, (2} ensure the confideniality ard security of the data, and (3} not identify the
ifarration of uee it tu contact any individua .

As Required by Law. V/e wil disclose PHI ahout you wher required 1o do 50 by inteima rional, fedara, state, or focal law.

To Avert a Serious Threat to Health or Safety. Wa may use and distlose PHI when necessary Lo prevent a serous threat 10
your nealth or salety or to the health or safaty of athers. But we witl only disclose the informaticn to someone who may
be able o nelp prevent the threat.

Business Associates. We may disclose Prl to our business associates who perform functions on our behalf or provida us
with services if the PHI 1 necessary for those functions or services. Far example, wi May use another company to do our

Gilhing, of to provice transcnption or consulting services for us, All of sur business assocates are oblipated, under contract
with ue, to protect the privacy angd ensusa the security of your Pl

Military and Veterans. If you are a member of the asmad farces, we may disclos2 PHI as required by military command
authorities We also may disclose PHI to the appropriate foreign multary authority if you are 3 member of a foreign
miiLary.,

Workers’ Compensation. We rmay use o disclase PHI for workers’ campensation o similar programs that provide benefits
for work-relatec injurias or illness
L]

Public Health Risks, Ve may disc ose PHI for public healtn activities. This includes disciosures to. (11 a persan subject to the
jurisciction of the Foad and Drug Administration ("FOA”} for purposes related to the quality, safety of effectiveness of an
FDA-regulated product o activity; (2} pravent or control disease, injury or dizability; (2} report births and deaths; {4

seport chiid abuse ar neglect, {8) report reactions o medications or problems with products; (61 nonfy people of recatls of
products they may be using: and (7) 3 person who may have been sxposer 1o a disease or may be ai risk for contracting or
spreading 2 dissase or condition,

Abuse, Neglect, or Domestic Violence. We may disclose PHI o the appropriate government authorty it we beleve a
pauent has been the victim of sbuse, naglect, or cumasng wolence and the patient apraes ar we are required or
authorized by law to make that disclosure.
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Health Oversight Activities. We may disciose FHI to a h=sith overught agency for actinties authorized Dy law. These
oversight aceivities inciude, for example, audis, investigations, inspections, licensure, and similar activties that are
pEassany for the gover menrt 1o monitor the heath care system, SOVernment prograns, and compiance with civil rights

faws,

Data Breach Naotification Purposes. 'We may use or discloie your PHE to provide legally required notices of unauthorized
access to or aisclosure of yaur health informaticn.

Lawsuits and Disputes. If you are involved in a fawsuit or a dispute, we may disclose PHI in rasponse o a court or
adnumistative order. We also may disclose PHIin respanse to a subpoens, discovery request, or other legal process from
semeone elve involved in the dispute, but oty if efforts have been made to tell you about the reguast or 1o get an order
protecting the information requested. We may also use or disclose your PHI to defend curselvas in the event of a lawsuit.

Law Enforcement. We may disclose PHI, so long a5 applicable legal requirements are met, for law enforcement purpo:

Military Activity and National Security. f vou are inveived with military, nationa: security or intelligence activities or if you
are i law enfarcenient cusiody, we mey disclose your PHI to authonzed officals so they may carty out their legal duties
under tha law.

Coroners, Medical Examiners, and Funeral Directors. w2 may disclose PHI to a coroner, medical examiner, of funeral
director so that they can carry out their duties.

Inmates. If you are an nmate of a correctional institution or under the custody of a law enforcement offical, we may
disclose PHI i the correctional msticution o iaw enforcerrent official if the disclosurs iz necessary (1) for the institution (o
provide you with hea th care, {2) to protact your health and safety or the healrh and safety of others; or (3) the safety and
security of the correctiona institution.

Uses and Disclosures That Require Us to Give You an Opportunity to Object and Opt Out

individuals Involved in Your Care. Unles:s vou object in writing, we may dizclose to a member of vour family, @ relative, &
Jose friend or any other persan you identify, your PHI chat directly relates to that person’s involvement in your health
care. If you are unable to agres of object 1o such a disclosurs, we may disclose such informaticn as necassary if we
determine that b 1s in your best interest based on our professional judgmeant,

Payment for Your Care. Unless you object i writing, you can exercise your rights under RIPALA that your healrhcare
provider nat distlose infarmation about services received wher you pay in full out of pocket for the service and refuse to
file & claim with your haalth pian,

Disaster Relief. We may disclose your PHI to disacter relief orgarezations that seel your PHI o coordinate your care, of
natify family and friends of your location or condition in a disaster. We will provide you with an opporiunity to agrea or
object to such a disclosure whenaver we practicably can do so.

Fundraising Activities. \Wa may use ar discloss your PHI, as necessary, 1n order to contact you for fundraising acuwvities. You
have the right to opt out of recaving fundraising cormmunications,



iu Lx-* v
Manogemem 2000 Inc.

ties, One Man, Woman and Child at ¢ Time

24 Main Street 395 Pleasant Valley Way 972 Broad Street, 319 Fl
Hackensack, NJ 07601 West Orange, NJ 07052 Newark, NJ 07102
Pi {201) 487-4700 P# (973} 324-2220 P# (973} 273-0425
Fi(201) 487-4787 Fii {973) 324-2284 P (973) 273-0428

Your Written Authorization if Required for Other Uses and Disclosures
The follovang uses and disclosuras of your PHEwill 02 raade only with yous wodien auihsozaton

o Most uses and disciosures of psycratnerapy notes,
o Uses and disclasuras of PrIfor marketirg purposes, and
s [Cizclosuras that constitute a sale of your PHI

Other wias and disclosures of PHE not coverad by this Notics or tha laws that apply 10 us will be made only with vour writian
autherization, If you do give us an authorization, you may revele it at any tme by submitting a2 written revocaton Lo our Privacy
Officer and we will rio longer disclose PHIE under the authorization, But disclosure that we made in refiance on your authorizetion
before you revoked itwili not be affected by the revocation

Your Rights Regarding Your PHI

rau have the following rights, subject to certain limitations, regard'ng your PHI

» Inspect and Copy. vou have the right to inspect, recsiye, and cop, FiH! that may be used 1o male dedisions aboul yoeur
care or payment for gour care. We have up o 30 daysto make yow PHE availaole 1o you anc we may charge you a
reaeonable fee for the costs of copying, mailing or other supplies ascociated with your request. vou can onfy direct

s Lubieni your FHI T & therg party not covered i this notice. We may rot charge yod a fee if you need the
:nfo:r.atnrm for 2 claim for benefits under the Socia Secunty Act or any other <tate or federal need..-ba:ed beneft
program. We may deny your request in certain Himitzd circumstances if wa do deny your request, you tave the vight to
Bave the demal reviewed by 3 licensed healthoare professional wheo was not directly mvolved i Lhe denial of your reguest,

dewet i

s we wilt comply with the cutcome of the review

e Summary or Explanation. We can alsc provide you with a sammiae g of vour PRI, rather than the entire record, or we can
provida yooowith an explanation of the 21 which has been provced 1o e, 5o long as you agree to thic alternative form
ang pay the gssociated fees

o Electronic Copy of Electronic Medical Records. If your FHs niginained in an =lectionic fornat (known as an elecironic
medical razoid or an electronic health record), you have the nght to request that an elactronic copy of your record be
gIvEn to you of transmitted to anothar individual or entity, i the PHE S not readily producibie in the form o format you
request your ~ecord will e provided in a reacabie hard copy form,

= Receive Notice of a Breach. You have the nght to be rotified upon a breach of any of your unsecurad PHI.

* Request Amendments. if vou feei Lhat the FH we have is incerrect O incomplers, you may ask us to amend the
inforraton, You have the right 1o request «0 amendment (o0 g5 long ds the nlormaticn s Fepl by or for us, A request for
amandmeant must be made in writing to the Privacy Officer at the addras: provides at the baginong of this Motice and it
misf tall us e redason for your request. In certain cases, we may den, your request for an amendment, If we deny your
request for an amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal
T your statement ard will provide you with a copy of any such rebuttal.

o Accounting of Disclosuras. vou have the right 1o ash far an “accounting of disclosures,” which s a list of the disciosures
we made of vour PHI. To request this list or accounting of disclasures, you must submit your request in writing 1o the
Privacy Officer. The first accounting af disclasures you requast within any 12- month pericd will ba free, For additional

4
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raquests within the same pericd, we may chargs vou “or “he reasonab e costs of providing the list. We will tell vou whar
the costs are, and you rray choose o withdraw or madify your reguest before the Losts are incurred

= Request Restrictions. ¥You have [he fght Lo request a restriction or limitaticn on the PHI we use or discloce about you for
wreatment, paymant, or health care operanons, Wa are not required by federal regulation to agree ro your reguest. I we
do agree with your request, we will comply unless the infarr ation s neaded to proade emaergancy treatmant. To request
restactions, you must make your request in writing to the Privacy Otficer. Your request must state the specdic restriciion
requested, whather you want to limit our use and/or disclosure; and to wham you want the restriction (o apply

» Request Confidential Communications. You hove the right to request that we communicate with you only in Certain ways
10 presarve your privacy. For example, you may requast thar we contact you by mail at a specific address or call you only at
your wack number. You mJyst make any such reguest in riting ana vou must specify how or whers we are to coniact you.

o Paper Copy of This Notice. vou hava the nght 10 a paper copy of this Natice, even if you have agrzed 1o receive this
Motice electronicaly, You may cbtain @ copy of this Notice by visting sur website: www doctorbewel.com or comact
the Be Well Medical Center office you are receiving services from.

e Changes to This Notice
We recerve the right to change this Notice, We reserve the right 1o make the changed Notica ettective for PHi we already
have as well as for ary FHIl wa create or racsive in the future A copy of our current Natice « posted in our affice and on

cur website,

* Complaints

it you balisve your privacy nights heve been wolated, you may file & complant with the Team Management 2000 Inc.
Privacy Officer, at the addrass listed al the beginning of this Notice or with the Secretary of the U.S. Department of Health
and Human Services. To fla a complaint with the Secratary, mail it to. Secretary of tne US, Department of Healtn and
Fumeans Services, 200 Independence Ave., S.W., Wasnington, D ¢ 20201, Call {202) 613-C257 (or 1ol free (877) 636-6775
or go to the websie of the Office far il Rights, vwaw s gov/our/hipag/, tor more nfarmation. You will not be penalized
far filing @ complaint.

Natice Effective 171717

TEAM MANAGEMENT 2000 Inc.
ACKNOWLEDGEMENT OF RECEIPT OF
PATIENT NOTICE OF PRIVACY PRACTICES

tacknowledge that [ read and/or raceived a copy of the Team Management 2000 Inc. Patient Notice of Privacy
Practices effective January 1, 2017.

Date:

___Patient Signature:

{or Guardinn b appheante)
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PATIENT/CLIENT BILL OF RIGHTS

We are partners in your healthcare process. Here's what you can expect from us:

L.

10.

11.

12.

13,

14,

15.

16.

We will provide assistance, including an interpreter if you for any reason do not understand or you need
help.

We will provide you treatment without discrimination as to race, color, religion, sex, national origin, disability,
sexual orientation or source of payment.

We will provide considerate and respectful care in a clean and safe environment free of unnecessary
restraints.

We will provide you with emergency care if you need it.

We will provide you of the name and position of the doctor/clinical staff who will be in charge of your care in
the facility.

We will provide you the names, positions and functions of any facility staff involved in your care and you can
refuse their treatment, examination or observation.

We will provide you with a smoke free environment.

We will explain things in ways you can understand about your diagnosis, treatment and prognosis.

We will provide you all the information you need to give informed consent for any proposed procedure or
treatment. This information shall include the possible risks and benefits of the procedure or treatment.

We will provide you with all the information you need to give informed consent for an order not to
resuscitate. You also have the right to designate an individual to give this consent for you if you are too ill to
do so. If you would like additional information, please ask for a copy of the pamphlet “Do Not Resuscitate
Order — A Guide for Patients and Families”

We encourage you to be involved in making decisions about your care. And we will respect your right to
request or refuse medical treatment and be told what effect this may have on your health.

We will provide you with a full explanation in deciding whether or not to participate in research. You have
the right to refuse to take part in the research.

We will care for you in a careful and gentle manner that preserves dignity and contributes to a positive self-
image. You have the right to privacy while in the facility and confidentiality of all information and records

regarding your care.
We encourage your active participation in all decisions about your treatment and discharge from the facility.

We will provide you with a written discharge plan and written description of how you can appeal your
discharge.

we will provide you a review of your medical record/ client file without charge. We can provide a copy of
your medical record for which Team Management 2000 Inc. can charge a reasonable fee. You cannot be
denied a copy solely because you cannot afford to pay.

We will provide you with an itemized bill and explanation of all charges if applicable.
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We will work to solve any concerns you may have. You have the right to complain without fear of reprisais
about the care and services you are receiving and to have the facility respond to you and if you request it, a
written response. Please ask any member of your healthcare team, and we will work promptly to resolve any
concerns about your healthcare. You may contact our main offices at (201) 487-4700 to assist you with
concerns that you may not feel comfortable discussing with the health care team/or case management

team.

We will honor any authorized family members and other adults who you give priority to visit consistent with
your ability to receive visitors.

We encourage you to make known your wishes in regard to anatomical gifts. You may document your wishes
in your health care proxy or on a donor card, available from the facility.

Patient/Family Responsibilities We consider you a part of our team of care. Here is what we expect when you visit:

L

You must provide us with complete and accurate information about present complaints, past ilinesses,
facilityizations, medications and other matters relating to your health.

You have the responsibility for asking questions when something is unclear and to report any unexpected
changes in your condition to the physician.

You must follow the instructions of nurses and allied health personnel as they carry ocut the coordinated plan
of care and implement the respansible practitioner’s orders.

You are responsible for keeping appointments and must notify the responsible practitioner or the facility if
you cannot do so for any reason.

You are responsible for your actions if you refuse treatment or do not follow the practitioner’s instructions.
You must follow our organization’s rules and regulations.

You must show respect for the people taking care of you and the rights of other patients by assisting in the
control of noise, smoking and the number of visitors. You must be respectful of the property of other
persons and of the facility.

You must meet your financial obligation (if applicabie) to the organization, and if you have concerns about
doing so, let us know by contacting our main offices at (201) 487-4700.

| have read, understand, and accept the terms outlined in the above “Patient Bill of Rights” document.

(Sign and Date):




Records Release Authorization N 4
Consent for the Release of Confidential Information

L. DOB - hereby give permission o Team Management 2000 Inc.

to refease and share from my files, with the following (Pharmacist Name) information: intake
evaluation, attendance, treatment progress, prognosis, diagnosis and discharge planning and all medical &

criminal arrest background and history,

This information is to be released 1o Contact Name;
Contact Telephone Number:
Fax Number:

Fhe purpose or need for such disclosure is to: establish eligibility, determine the appropriate level of care, develop a comprehensive Life

Mapping Accountability Plan and to aid in the coordination of services.

This information may be given as needed cither: verbally. in writing or by facsimile. | understand that my records are protected under the Federal

regulations governing Conlidentiality and Patient Records., 42 C.F.R. Part 2. and the Health Insurance Portability and Accountability Act ol 1996
CHIPAA"). 45 C.FR. pts 160 & 164, and cannot be disclosed without my written consent unless otherwise provided for by the regulations. 1 also

understand that | may revoke this consent in writing at any time except to the extent that action has been taken in reliance on it and that in any evenl

this consent expires automatically: (1) vear after the termination of “Treatment Discharge Plan" I do hereby consent to and authorize all the
below listed Partners of Team Management and Rvan White to access information pertinent to my pian,

**Consent to Release Photo Images and/or Video Footage

Yes, I do give No, I do not give consent to Team Management 2000 Inc. to utilize photo images and video footage of
myself, for educational. marketing and promotional purposes via: workshops. company website. announcements, newsletters,
brochures, social media outlets. and the like. The use of these photos images and video footage will not compromise the confidential
nature of my treatment, services received. or mental/physical health status unless otherwise approved by myself,

{(Patient/Client’s signature) Date

Please write decline on signature line above if individual does not grant permission,

“##] grant additional permission for special images and footage disclosing my mental/physical health status and/or treatment
and services received to be utilized by Team Management 2000 Inc. for educational, marketing and promotional purposes via:
workshaps, company website, announcements, newsletters, brochures, social medical outlets, and the like.

(Patient/Client’s signature) Date
Please write decline on signature line above if individual does not grant permission.

{ Team Management 2000, Inc, Bergen. Passaic & Essex Bergen, Passaic and Essex County Probation
Ryan While EMA-Essex County County Jails, NSP
Bergen. Passaic and Essex County | Essex County One-Stop New Jersey State Parole Board. Drug Court. Probation,
WiIB - Parole o o ,
 UMDMJ-MEDICAL NJ Division of Addiction Substance Abuse Mental Health Services Administration
ST. MICHAELS Services
County Participating Hospitals, ESSEX COUNTY HOUSING | Participating Substance Abuse Facilities: Integrity
Bergen & Essex County Health House, Straight & Narrow. St Claire’s, Turning Point,
Department ETC
St.Bridget's

CONFIDENTIALITY STATEMENT- This information has been disclosed to you from records whose confidentiality is
protected by Federal Law. Federal regulations (42 CFR Part 2) prohibits you from making further disclosure of it without the
specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general
authorization for the release of medical or other information is NOT sufficient for this purpose.

SIGNATURE OF CLIENT OR DATE
PERSON AUTHORIZED BY LAW TO GIVE CONSENT

SIGNATURE OF WITNESS DATE |
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Records Release Authorization
Consent for the Release of Confidential Information

I DOB . hereby give permission to Team Management 2000 Ine.
1o release und share from my files. with the following (Facility Name) information; intake

evaluation, attendance, treatment progress, prognosis, diagnosis and discharge planning and all medical &

eriminal arrest background and history.
I'his information is to be released to
['he purpase or need lor such disclosure is to: establish eligibility, determine the appropriate level of care, develop a comprehensive Life

Mapping Accountability Plan and to aid in the coordination of services.

This information may be given as needed either: verbally, in writing or by facsimile.

[ understand that my records are protected under the Federal regulations governing Confidentiality and Patient Records. 42 C.F.R. Part 2. and the
Health Insurance Portability and Accountability Act of 1996 ("HIPAA"). 45 C.F.R. pts 160 & 164. and cannot be disclosed withont my written
consent unless otherwise provided tor by the regulations. 1 also understand that 1 may revoke this consent in writing at any time except (o the
extent that action has been taken in reliance on it and that in any event this consent expires automatically: (1) vear after the termination of
“Treatment Discharge Plan” | do hereby consent to and authorize all the below listed Partners of Team Management and Ryan White to
access information pertinent to my plan,

**Consent to Release Photo Images and/or Video Footage

Yes, I do give Nao, I do not give consent to Team Management 2000 Inc. to utilize photo images and video footage
of myself, for educational, marketing and promotional purposcs via: workshops. company website. announcements, newsletters,
brochures. social media outlets, and the like. The use of these photos images and video footage will not compromise the
confidential nature of my treatment, services received, or mental/physical health status unless otherwise approved by myself.

(Patient/Client’s signature) Date
Pleasc write decline on signature line above if individual does not grant permission.

##%] grant additional permission for special images and footage disclosing my mental/physical health status and/or
treatment and services received to be utilized by Team Management 2000 Inc. for educational, marketing and promotional
purposes via: workshops, company website, announcements, newsletters, brochures, social medical outlets, and the like.

(Patient/Client’s signature) Date
Please write decline on signature line above if individual does not grant permission.
| Team Management 2000, Inc. Bergen, Passaic & Essex Bergen, Passaic and Essex County Probation
| Rvan White EMA-Essex County | County Jails, NSP
| Bergen, Passaic and Essex Essex County One-Stop New lersey State Parole Board. Drug Court,
County WIB Probation. Parole
UMDMI-MEDICAL NJ Division of Addiction Substance Abuse Mental Health Services
ST. MICHAELS Services Administration
County Participating Hospitals, | ESSEX COUNTY Participating Substance Abuse Facilities: Integrity
Bergen & Essex County Health | HOUSING House, Straight & Narrow, St Claire’s, Turning
Department Point. ETC :
St.Bridget’s

CONFIDENTIALITY STATEMENT- This information has been disclosed to you from records whose confidentiality is
protected by Federal Law. Federal regulations (42 CFR Part 2) prohibits you from making further disclosure of it without
the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general
authorization for the release of medical or other information is NOT sufficient for this purpose.

SIGNATURE OF CLIENT OR DATE
PERSON AUTHORIZED BY LAW TO GIVE CONSENT

SIGNATURE OF WITNESS DATE

iL



Records Release Authorization
Consent for the Release of Confidential Information

DOB

. hereby give permission o Team Management 2000 fne,

to release and share from my tiles. with the following (Physician Name)

information; intake

evaluation. attendance, treatment progress, prognosis, diagnosis and discharge planning and all medical &

criminal arrest background and history.

This information is to be released to Contact Name:

Contact Telephone Number:

Fax Number:

I'he purpose or need for such disclosure is ; establish eligibility, determine the appropriate level of care, develop a comprehensive Life

Mappin

Accountability Plan and to

aid in the coordination of services.

This information may be given as needed either: verbally. in writing or by facsimile.

[understand that my records are protected under the Federal regulations governing Confidentiality and Patient Records. 42 C.F.R. Part 2, und the

Health Insurance Portability and Accountability Act of 1996 ("HIPAA"). 45 C.F.R. pts 160 & 164, and cannot be disclosed without my writien

consent unless otherwise provided for by the regulations. 1 also understand that | may revoke this consent in writing at any time except o the

extent that action has been taken in reliance on it and that in any event this consent expires aulomatically: (1) year after the termination of

“Treatment Discharge Plan” 1 do _hereby consent to and authorize all the below listed Partners of Team Management and Rvan White to

access information pertinent to my plan.

Team Management 2000, Inc.
|_Ryan White EMA-Essex County

Bergen. Passaic & Essex
County Jails, NSP

{ Bergen. Passaic and Essex County Probation

Bergen, Passaic and Essex
County WIB

Essex County One-Stop

New lersey State Parole Board. Drug Court.
Probation. Parole

UMDMI-MEDICAL
ST, MICHAELS

NI Division of Addiction
Services

Substance Abuse Mental Health Services
| Administration

[

County Participating Hospitals,
Bergen & Essex County Health
Department
St.Bridget’s

ESSEX COUNTY
HOUSING

Participating Substance Abuse Facilities: Integrity
House. Straight & Narrow. St Claire’s. Turning
Point, ETC

CONFIDENTIALITY STATEMENT- This information has been disclosed to you from records whose confidentiality is

protected by Federal Law. Federal regulations (42 CFR Part 2) prohibits you from making further disclosure of it without
the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general
authorization for the release of medical or other information is NOT sufficient for this purpose.

SIGNATURE OF CLIENT OR
PERSON AUTHORIZED BY LAW TO GIVE CONSENT

SIGNATURE OF WITNESS

DATE

DATE




‘cﬁ‘a '?' :_’\'
N | ;‘;-yf Management 2000 inc.
Records Release Authorization
Consent for the Release of Confidential Information
L DOB - hereby give permission to Team Management 2000 Ine.
to release and share from my files. with the following (Emergency Contact) information: intake

evaluation, attendance, treatiment progress. prognosis, diagnosis and discharge planning and all medical &
criminal arrest background and history.

Ihis information is 1w be released 10 .
The purpose or need for such disclosure is lo: establish eligibility, determine the appropriate level of care, develop a comprehensive Life

Mapping Accountability Plan and to aid in the coordination of services.

This information may be given as needed either: verbally, in writing or by facsimile.

Funderstand that my records are protected under the Federal regulations governing Confidentiality and Patient Records, 42 C.ER. Part 2. and the
Health Insurance Portability and Accountability Act ol 1996 ("HIPAA"). 45 C.E.R. pts 160 & 164. and cannot be disclosed without my written
consent unless otherwise provided for by the regulations. 1 also understand that [ may revoke this consent in v riting at any time except o the
extent that action has been taken in reliance on it. and that in any event this consent expires automatically: (1) vear after the termination of
“Treatment Discharge Plan” | do hereby consent to and authorize all the below listed Partners of Team Management and Ryan White to

access information pertinent to my plan.

“*Consent to Release Photo Images and/or Video Footage

Yes, I do give No, I do not give consent to Team Management 2000 Inc. to utilize photo images and video footage
of myself. for educational, marketing and promotional purposes via: workshops, company website. announcements, newsletters.
brochures. social media outlets. and the like. The use of these photos images and video footage will not compromise the
confidential nature of my treatment. services received, or mental/physical health status unless otherwise approved by myself,

{Patient/Client’s signaturc) Date
Please write decline on signature line above if individual does not grant permission.

“¥*1 grant additional permission for special images and footage disclosing my mental/physical health status and/or
treatment and services received to be utilized by Team Management 2000 Inc. for educational, marketing and promotional
purposes via: workshops, company website, announcements, newsletters, brochures, social medical outlets, and the like.

(Patient/Client’s signature) Date
Please write decline on signature line above if individual does not grant permission.
. Team Management 2000, Inc. Bergen, Passaic & Essex Bergen. Passaic and Essex County Probation
Ryan White EMA-Essex County | County Jails, NSP
Bergen, Passaic and Essex Essex County One-Stop New Jersey State Parole Board. Drug Court,
County WIB Probation, Parole
! UMDMIJ-MEDICAL NI Division of Addiction Substance Abuse Mental 1lealth Services
| ST. MICHAELS Services Administration
{
County Participating Hospitals, | ESSEX COUNTY Participating Substance Abuse Facilities: Integrity
Bergen & Essex County Health | HOUSING House, Straight & Narrow, St Claire’s, Turning
Department Point, ETC
| St.Bridget’s

CONFIDENTIALITY STATEMENT- This information has been disclosed to you from records whose confidentiality is
protected by Federal Law. Federal regulations (42 CFR Part 2) prohibits you from making further disclosure of it without
the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general
authorization for the release of medical or other information is NOT sufficient for this purpose.

—
—

SIGNATURE OF CLIENT OR DATE
PERSON AUTHORIZED BY LAW TO GIVE CONSENT

SIGNATURE OF WITNESS DATE




TEAM
Management 2000 Inc.

Mending Communities, One Man, Woman and Child at a Time

Client Name:

DOB:

Date of Admission:

Emergency Contact Information:
Name of Emergency Contact:
Address:
Telephone Number:

Relationship:

Pharmacy Information
Name of Pharmacy:
Address:
Telephone Number:

Medications:



