

Welcome to True Outreach Inc.

We would like to take this opportunity to welcome you to our practice and to thank you for choosing our facility.  We look forward to providing you with personalized, comprehensive health care focusing on Substance Abuse Services.  As continuity and coordination of patient care is essential in meeting your healthcare needs.  Our Counselors and staff work closely in a “team approach” to support your patient care.   Again, welcome to True Outreach.

AVAILABLE SERVICES:
· Advanced Alcohol &Relapse Prevention Services
· Anger Management
· Domestic Violence 
· DWI 
· Parenting Classes
· Drug and Alcohol Dependency Outpatient Programs
· Texas Drug Offenders Education Programs
· Thinking for a change
· Urine Drug Screen

OFFICE HOURS
Monday- Friday   9am to 6pm
Saturday’s             10:00am to 2:00pm
Sunday’s                closed









True Outreach Inc.
Intake Review

________________________ I have had the following rules and regulations of True Outreach Inc. reviewed with me at the intake process.

True Outreach Client Face Sheet
Texas Department of Insurance Admission Criteria		_____	__________ 
Client Information and Emergency Contact		 	________________   
Family Involvement Notification				________________
Consent to treatment   						________________
HIPPA Privacy Notice						________________
Communication Permission					________________
Release of Liability							________________	
Outpatient Program Rules					________________
Client Bills of Rights						_______________		
Clients Orientation Handbook					________________
Authorization to Conduct Follow-up Contact			________________
Grievance Procedure						________________
		










TRUE OUTREACH FACE SHEET




Client Name: _______________________________		Date of Admission: ______________


SSN: ______________________________________	DOB: _________________________


Picture

	



I, ______________________ verify that the information listed above, and the identification presented is factual and correct.  I understand that falsified documents can result in my discharge from the treatment program.

Client Signature: _________________				Date: ______________

Staff Signature: __________________				Date: _______________








TEXAS DEPARTMENT OF INSURANCE ADMISSION CRITERIA


Client: _________________________________

	OUTPATIENT
	

	Diagnostics
	___Meets the criteria for the definition of chemical dependence, as detailed in the most current revision of the DSM-V, accompanied by evidence that some of symptoms persisted for at least one month or have occurred repeatedly over a long period of time
                                         OR
___Meets the criteria for the definition of chemical substance abuse.

	Resent Substance Use
	___Chemical substance use is excessive and maladaptive.
                                       OR
___Client is transferring from a more intensive level of treatment.
                                       OR
___Client has been unsuccessful in a less intensive level of treatment.

	Medical Functioning
	___Client is not bed confined or has no medical complications that would hamper participation in a residential service.

	Family, Social and Logistic Impairments
	___Client’s social system and significant others are supportive of recovery to the extent that the client can adhere to a treatment plan and treatment service schedules
                                          OR
___Client has no primary or social support system to assist with immediate recovery but has the social skills to obtain such a support system or to become involved in a self -help fellowship.
                                            OR
___Does not have the logistic impairments (i.e. distance from treatment facility, mobile limitations, etc.) that would preclude a participation in an outpatient treatment service
                               

	Emotional and Behavioral Functioning
	___Client is coherent, rational and oriented for treatment
                                        AND
---Mental state of client does not preclude client’s ability to comprehend or and understand the materials presented and participation in the treatment process.
                                          AND
___There is documentation that client expresses an interest to work towards treatment goals. 


	Living Situation
	__Client has a stable living environmental that complements client’s needs






























TRUE OUTREACH CLIENT INFORMATION AND EMERGENCY CONTACT


Client Name: _________________________________________________________     DOB: ________ 
		First                                             MI                         Last 

[bookmark: _Hlk524174484]Mailing Address: _______________________________________________________________________
			Street                          City                                    State                                        ZIP

Home Phone #___________________ Cell Phone #__________________Work Phone #______________ 

Emergency Contact Name: _______________________________ Contact Phone #: _________________

Mailing Address: _______________________________________________________________________
			Street                          City                                    State                                        ZIP

Home Phone #___________________ Cell Phone #__________________Work Phone #______________ 



	   













TRUE OUTREACH FAMILY INVOLVEMENT NOTIFICATION


Client Name: ______________________

True Outreach is committed to the success of the clients we serve.  Research and practice clearly demonstrate the family involvement in treatment is essential for a client’s success.  As such, we require family participation in all our programs.  Each family will require to participate in the family education and family therapy sessions.  Please indicate the person(s) that will be participating in the client treatment


	Name
	Relationship
	Phone Number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Other Information: ________________________________________________________




Client Signature: _______________________		Date: _______________________





Legal Guardian: ________________________		Date: _______________________










OUTPATIENT TREATMENT


I voluntarily consent to admission to True Outreach Inc for substance abuse treatment as rendered by the program at its locations or, as may be deemed necessary or required by my primary counselor

	Initials
	Medical Consent
	I acknowledge that I am under the care of primary counselor and it is the responsibility of the facility and to carry out instruction of the primary counselor. The facility is not responsible or liable of my failure or omission in the following instructions, treatment, or procedures of the clinical staff.  I consent to any diagnostic procedures, mental and physical assessment, counseling, or treatment rendered to me under the general or special instructions of my primary counselor and facility staff.  I acknowledge that I have received information regarding specific condition to be treated the recommended course of treatment, expected benefits of treatment; probable health and mental health consequences of not consenting; side effects and risk associated with treatment; and generally accepted alternatives to treatment

	Initials
	Staff Assignment
	I acknowledge that I have been informed of the name of the primary clinician who is responsible for directing my treatment and have been informed of her/his qualifications.

	Initials
	Counselor Name and Qualifications
	
Name: _____________________________

Qualifications: _______________________

Program Director: Ayowole Adeoti, LCDC



	Initials
	Processes
	I acknowledge that I have been informed of True Outreach services and treatment processes; my rights as a client; the agency grievance procedure; the agency program rules including violations that could lead to consequences or my discharges; agency search policy and I have a client handbook.





NOTICE OF PRIVACY PRACTICES

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.
True Outreach Inc is required, by law, to maintain the privacy and confidentiality of your protected health information and to provide our patients with notice of our legal duties and privacy practices with respect to your protected health information.

Disclosure of Your Health Care Information

Treatment: We may disclose your health care information to other healthcare professionals within our practice for treatment, payment or healthcare operations.

Payment: We may disclose your health information to your insurance provider for payment or health care operations.

Workers' Compensation: We may disclose your health information as necessary to comply with State Workers' Compensation Laws.
Emergencies: We may disclose your health information to notify or assist in notifying a family member, or another person responsible for your care about your medical condition or in the event of an emergency or of your death.
Public Health: As required by law, we may disclose your health information to public health authorities for purposes related to: preventing or controlling disease, injury or disability, reporting child abuse or neglect, reporting domestic violence, reporting to the Food and Drug Administration problems with products and reactions to medications, and reporting disease or infection exposure.

Judicial and Administrative Proceedings: We may disclose your health information during any administrative or judicial proceeding.

Law Enforcement: We may disclose your health information to a law enforcement official for purposes such as identifying or locating a suspect, fugitive, material witness or missing person, complying with a court order or subpoena, and other law enforcement purposes
.

Deceased Persons.
We may disclose your health information to coroners or medical examiners.
Research.
We may disclose your health information to researchers conducting research that has been approved by an Institutional Review Board.
Public safety: It may be necessary to disclose your health information to appropriate persons to prevent or lessen a serious and imminent threat to the health or safety of a person or to the public.

Specialized Government Agencies: We may disclose your health information for military, national security, prisoner and government benefits purposes.

Change of Ownership: If True Outreach is sold or merged with another organization, your health information/record will become the property of the new owner.

Your Health Information Rights: You have the right to request restrictions on certain uses and disclosures of your health information. Please be advised, however, that True Outreach Inc. is not required to agree to the restriction that you requested.
You have the right to have your health information received or communicated through an alternative method or sent to an alternative location other than the usual method of communication or delivery, upon your request.
You have the right to inspect and copy your health information.
You have a right to request that True Outreach Inc. amend your protected health information. Please be advised, however, that True Outreach Inc. is not required to agree to amend your protected health information. If your request to amend your health information has been denied, you will be provided with an explanation of our denial reason(s) and information about how you can disagree with the denial.
You have a right to receive an accounting of disclosures of your protected health information made by True Outreach, Inc.
You have a right to a paper copy of this Notice of Privacy Practices at any time upon request.

Changes to this Notice of Privacy Practices: True Outreach Inc. reserves the right to amend this Notice of Privacy Practices at any time in the future and will make the new provisions effective for all information that it maintains. Until such amendment is made, True Outreach Inc. is required by law to comply with this Notice. True Outreach Inc. is required by law to maintain the privacy of your health information and to provide you with notice of its legal duties and privacy practices with respect to your health information. If you have questions about any part of this notice or if you want more information about your privacy rights, please contact the Program Director. If the Program Director is not available, you may make an appointment for a personal conference in person or by telephone within 2 working days.

Complaints
Complaints about your Privacy rights or how True Outreach Inc. has handled your health information should be directed to the Program Director. If the Program Director is not available, you may make an appointment for a personal conference in person or by telephone within 2 working days.
If you are not satisfied with the way this office handles your complaint, you may submit a formal complaint to:
DHHS, Office of Civil Rights
200 Independence Avenue, S.W.
Room 509F HRH Building Washington, DC 20201
This notice is effective as of 09/01/2005
I have read the Privacy Notice and understand my rights contained in the notice.
By way of my signature, I provide True Outreach Inc. with my authorization and consent to use and disclosed my protected health care information for the purposes of treatment, payment and health care operations as described in the Privacy Notice.
         Client Name: __________________________________

_______________________________					_______________
	Patient/Guardian Signature		Date
________________________________				______________
	Authorized Facility Signature		Date




Release of Information 


I understand that 42 CFR and HIPAA prohibit this facility from revealing any information regarding my presence and/prognosis. As the legal consenter I give True Outreach Inc and its staff permission to discuss my care with the following persons:


	NAME
	RELATIONSHIP
	PHONE

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



  The following persons are restricted from having contact or information regarding my case
	NAME
	RELATIONSHIP
	PHONE

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




__________________________				_________________
    Client or Legal Guardian					          Date




__________________________				_________________
     Staff  member					                                    Date


TRUE OUTREACH RELEASE OF LIBILITY
[image: ]understand and agree that I will not hold True Outreach, Inc responsible for any bodily injury or accident that may occur while on the premises of True Outreach, Inc.




[bookmark: _Hlk523582356]_________________________						___________________
   Client or Legal guardian							Date

_________________________						___________________
   True Outreach Staff								Date
















True Outreach Outpatient Program Rules

1. Attend all sessions unless excused. (Excused absences are death in the immediate family, court appointments or car trouble in route to treatment.)
2. Documentation is required for all excused absences.
3. Participate jn all group activities including twelve step meetings.
4. Adhere to the "smoking" policy.
5. Cell phones must be turned off during group. No talking or texting allowed.
6. No eating, drinking, gum chewing, or sleeping in group. Negative behavior such as "cutting up" and "acting out" will not be tolerated.
7. Conservative casual dress is required. Sunglasses are not allowed inside of building. Also, not allowed are sagging pants, midriff tops, spandex clothing, or clothing that advertises alcohol or illegal drugs.
8. Family members will only be allowed to attend family night group.
9. Maintain confidentiality.
The following rule violations may result in discharge from the program:
I. Leaving the program against the advice of the treatment team,
2. Use of alcohol/drugs while in treatment. UA's wilt be administered at random. A client refusing a request to submit to a UA will be considered positive.
3. Acting out with physical or verbal violence or the threat of violence.
4. Possession of alcohol, drugs, or drug paraphernalia.
5. Failure to attend three or more scheduled sessions, groups, or scheduled activities without approval,
6. Lack of progress in the program.
7. Eating, drinking, gum chewing, smoking, or sleeping in group.
8. Negative behavior such as "cutting up" or "acting out",
By signing below, acknowledge that I have received a copy of the Program Rules and I understand them as they are stated above. I understand and agree to comply with these rules.
Client Signature: _________________________			Date: _________________


TRUE OUTREACH CLIENT BILL OF RIGHTS

All clients entering the Substance Abuse Treatment Program are entitled to the following rights:

· You have the right to accept or refuse treatment after receiving this explanation.  
· You have the right to change your mind at any time, unless specifically restricted by law.
· You have the right to a humane environment that provides reasonable protection from harm and appropriate privacy for your personal needs.
· You have the right to be free from abuse, neglect, and exploitation.
·  You have the right to be treated with dignity and respect.
· You have the right to appropriate treatment in the least restrictive setting available that meets your needs.
· You have the right to be told about the program's rules and regulations before you are admitted, including, without limitation, the rules and policies related to restraints and seclusion. Your legally authorized representative, if any, also has the right to be and shall be notified of the rules and policies related to restraints and seclusion.
· You have the right to be told of the following before you are admitted: the condition to be treated; the proposed treatment, the risk benefits; the probable health and consequences of refusing treatment and the expected length of treatment.
· You have the right to a treatment plan designed to meet your needs, and you have the right to take part in developing that plan.
· You have the right to meet with staff to review and update the plan on a regular basis.
· You have the right to refuse to take part in research without affecting your regular care.
· You have the right to have information about you kept private and to be told about the times when the information can be released without your permission.
· You have the right to be told in advance of all estimated charges and any limitations on the length of services of which the facility is aware.
· You have the right to receive an explanation of your treatment or your rights if you have questions while you are in treatment.
· You have the right to make a complaint and receive a fair response from the facility within a reasonable amount of time.
· You have the right to complain directly to the Texas Department of State Services (DSHS) any time.  DSHS address: P.O. Box 149347 Austin Texas 78714-9347. Telephone: 1-800-832-9623.


I have had my Client Right explained to me, I was given the opportunity to ask questions.  My signature below acknowledges my understanding of the rights.


______________________________                                                 ___________________________
Client Signature							     Date
         
                                                 Consent for Treatment
I have chosen to receive substance abuse/ mental health services in the form of Psychoeducation/Counseling for myself and/or my child from True Outreach Inc. My decision is voluntary, and I understand that I may terminate these services at any time, unless my participation has been mandated by a court of law.



Print Client Name_____________________                     Date: ________________

 Client Signature:_________________                               Date:_________________

Staff Signature__________________                               Date: ________________







TRUE OUTREACH HANDBOOK

I, ____________________________ have received a copy of the client handbook and have been orientated to the True Outreach program rules.



Consent Forms8

image2.jpg




