MID-COLUMBIA CENTER FOR LIVING APPLICATION FOR SERVICES

PATIENT INFORMATION

PLEASE PRINT: (Information about individual seeking services) DATE:
Legal Last Name Legal First Name Middle Initial | DOB
Last Name at Birth Preferred Name SSN
Street/Physical address City State Zip
Mailing address (if different) City State Zip
Is it ok to send mail to the address? [JYes [INo Drivers License # (DUIl only)

Cell # Work #

Home # Message #

For confidential consideration, where may we leave a message (mark all that apply)

I[OHome [Jcell [OJWork [JMessage#

Email Address

What is your identified gender: Preferred Pronouns:
|0 Female O male [J other O He/Him [ she/Her [ They/Them [] Other
Primary Language [JEnglish []Spanish  [] Samoan [ sign Language ] other

Interpreter/ Special Needs (please mark all that apply)
[0 Hearing Impaired/Aid [0 Reading/ Literacy Aid [] None [ other

Guardian/Personal Representative for Healthcare Decisions

Name

Relationship Phone Number

Address

Reason for Seeking Services

Agency Voters Registration Form
State of Oregon
If you are not registered to vote where you live now would you like to register here today?

[ YES, ! want to register to vote. Where you submit your registration is confidential
[J No, 1 do nat want ta register ta vate ar | am already reglstered. The fact that you checked “no” is confidential.
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MID-COLUMBIA CENTER FOR LIVING APPLICATION FOR SERVICES

STATE REQUIRED DEMOGRAPHIC INFORMATION

RACE AND ETHNICITY

RACE: ETHNIC:

(please select all that apply) {please select all that apply)
[ white | Non-Hispanic
[] Alaska Native [] Puerto Rican
[ American Indian [ Mexican
[ Black or African American [ cuban
[ Asian [[] Hispanic - Other Specific Origin
|:| Native Hawaiian/Pacific Islander [[] Hispanic - Origin Not Specified
[] other Single Race [d Unknown

[[] Two or more Unspecified Races

TRIBAL AFFILIATION: (If American Indian)

[0 Burns Paiute Tribe [ Klamath Tribes
H Confederate Tribes of Siletz [ coquille Indian Tribe

Confederated Tribes of Coos, Lower Umpgua & Siuslaw [ confederated Tribes of Grand Ronde
[ confederate Tribes of Umatilla [ confederate Tribes of Warm Springs
[J cow Creek Ban of Umpqua Indians [ Not Applicable
[ other

INDIVIDUAL NEEDS

Are you interested in receiving employment services? [ ves O No

MILITARY STATUS

D Yes | am a Veteran (branch of service not Specified) [[] Yes | am a veteran and Current or Former active Duty
ID Yes | am a Veteran and Currently a Former Guard/ Reserve Military [] No, t am not a Veteran, I am current or Former Guard/Military Reserve
[[] No, 1 am not a Veteran [] unknown
EDUCATION
O« 01 02 s 04 Os Os 07 Os Oo Jw [*Ou [ 12/6ep
[ 14/aa/As [ 16/8A/BS [ 18/ma/Ms [ 20/PHD/PSYD/MD [ COLLEGE COURSES TAKEN

INCOME, HOUSE HOLD MEMBERS, AND DEPENDENTS

Total Annual House Hold Income (Immediate Family only)$
Total # of people dependent on client’s income: Total # of Children (0-17 years) dependents

Primary source of Income/ Support

[0 wages/salary [] Public Assistance/Welfare [ pisability/ss1/sSDI [ Retirement/Pension/Social Security [ other/ Foster child / Alimony
[J Unknown [ None

Please list all household members:

Name Age Relationship to client
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MID-COLUMBIA CENTER FOR LIVING

INFORMED CONSENT TO TREATMENT, E-MAIL, TEXT MESSAGE
AND TELEHEALTH SERVICES

I am voluntarily seeking services from Mid-Columbia Center for Living (MCCFL). | understand that both
MCCFL and | have the right to terminate services at any time by simply notifying the other party of this
intention.

Additionally, the following infractions may result in termination as well as possible legal action: Verbal or
physical aggression towards staff or property of the MCCFL,; and/or theft or vandalism of property of staff or
the Mid-Columbia Center for Living.

» Services shall be offered without regard to race, ethnicity, gender, gender identity, gender expression,
sexual orientation, religion, creed, national origin, age (except when program eligibility is restricted to
children, adults, or older adults), familial status, marital status, source of income, and disability.

« The provider will not deny entry to individuals on their decision to continue currently prescribed or
dispensed medications for opioid use disorder (MOUD) while receiving outpatient behavioral health
services and supports.

o Informed Consent for Service: Means that the service options, risks and benefits have been explained to
the individual and guardian, if applicable, in a manner that they comprehend, and the individual and
guardian, have consented to services on, or prior to, the first date of service.

o lunderstand that MCCFL is legally obligated to report abuse of children, elderly, disabled persons and/or
individuals enrolled in our services.

o lunderstand and agree that MCCFL may disclose any of my health information, including drug and
alcohol treatment information protected by 42 CFR Part 2, for the purpose of sharing treatment, payment
and other heath care operations with any individuals that or entities that has a treating provider
relationship with me at the time he/she/it access the information.

o lunderstand that upon my written request MCCFL must provide me with a list of all entities to which my
information has been disclosed within the past two years. MCCFL would be responsible for responding to
the request within 30 days.

o lunderstand and agree to participate in the E-mail, Text Message and Telehealth services.

O 1 decline to participate in E-mail, Text Message and Telehealth services.

e | have been offered a Medical Advanced Directive, Notice of Privacy Practices, Individual Right, E-mail,
Text Message, and Telehealth Consent, and copy of this Consent to Treatment. And can ask for a copy
of these documents at anytime.

By signing below | understand my options for heath care treatment. | understand that Mid-Columbia
Center for Living will keep information about my case confidential, including the fact that | am
participating in services. | understand and agree to the terms and consent to participate in services
including e-mail, text messages and telehealth services (unless “decline” was marked above) at

Mid-Columbia Center for Living.
Print Signature Date

Client Legal Name Client Signature

Print Signature Date

Parent/Guardian or Personal Representative of health care reasons
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MID-COLUMBIA CENTER FOR LIVING
REFERAL COORDINATION FORM

Client DOB Client ID

LIVING ARRANGMENTS

Please Choose which best describes your living situation

D Private Residence at home |:| Private Residence with Relative E] Private Residence with non-relative
D Homeless / Transient D Foster Home D Jail
|:| Room and Board D Alcohol/Drug Free Housing D Oxford House
D Supported Housing D Supportive Housing (scattered site) |:| Supportive Housing (congregate setting)
[] suD Residential Facility - AOD inpatient D BRS Residential Facility - Inpatient [[] CSEC Residential Facility - Inpatient
D PRTS Residential Facility - Inpatient |:| SCIP/SAIP Residential Facility - Inpatient |:| RTH for YAT Residential Facility - Inpatient
D SRTF for YAT Residential Facility - Inpatient |_—_| Secure Residential Facility (SRTF) D Residential Sub-Acute Care Facility - MH
[J unknown inpatient
MARITAL STATUS

[ Never Married [ married / Living as Married [ significant Other ] bomestic Partnership
[ Separated [] Divorced [] widowed [ other

EMPLOYMENT STATUS
Please choose the one that best describes your employment status
[ Full Time [ Part Time O Unemployed [ pisabled [ Homemaker
[ student [ Retired O volunteer [ Not in Labor Force [ Hospital/Institutional Patient

[0 sheltered/ Non-Competitive Employment [] Unknown

PRIORITY POPULATION

[] Pregnant [V Drug User O HIV/AIDS [ child 0-5yrs [] I/DD [J Gambling [] Tuberculosis [] Woman W/ Children
[ Veteran & their families [ Unpaid caregiver [0 Current/Previous Opioid use disorder
[O First episode of psychosis  [] In Need of Medication assisted treatment [[] Not Applicable

HEALTH INSURANCE

Primary Health Insurance Plan ID# (OHP, Medicare, ect)

Police Holder Name and DOB *(Required if not self)

Secondary Health Insurance Plan 1D #

Police Holder Name and DOB *(Required if not self)

SOURCE OF PAYMENT FOR SERVICE

Please mark all that apply

D Medlcald/OHP D Private Insurance D Medicare D Self PaY (no insurance, elect to not bill insurance)
d Slide/ Financial Assistance [ worker's Compensation [] other Government payments Non Medical (intox river Fund)
O o Charge (Free, Charity, research, teaching [ other [ unknown

Emergency Contact Information

Name

Relationship Phone Number

Address
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Mid Columbia Center for Living: Agreement to Pay

Please select one:

L1 1 choose to have all of my services billed to my insurance.

| have reviewed and agree to the Authorization for Use and Disclosure of Health Information for Billing and
Payment Purposes on the following page, and accept the following terms:

e | understand that Mid-Columbia Center for Living (MCCFL) will submit claims to my insurance as a
courtesy and that submission of claims does not guarantee payment by my insurance company.

 |agree to be financially responsible for any charges not paid by my insurance, including but not lim-
ited to deductibles, co-pays, co-insurance, non-covered services, denied claims, and any balance for
services received, up to the full fee charged by MCCFL. Payment is expected at the time of service
unless other arrangements have been made.

o lunderstand that if my insurance coverage lapses, terminates, or is otherwise unavailable, | become
responsible for payment of services received beginning on the date coverage ends.

[] 1 do not have health insurance.

« | agree to pay the full fee for all services received and understand that | am solely responsible for
payment. Payment is expected at the time of service unless other arrangements have been made.

Sliding Fee Discount/Financial Assistance Program

MCCFL offers a Sliding Fee Discount/Financial Assistance Program for individuals who are uninsured or
whose insurance does not adequately cover medically necessary services. Participation in this program re-
quires completion of a separate application and submission of supporting documentation. Applications are
available from the front desk.

If approved for the Sliding Fee Discount/Financial Assistance Program, the amount established through the
program will be considered the client's full fee obligation under this Agreement to Pay. The approved rate
will remain in effect as long as the client complies with all program requirements, including submission of
required updates, renewal documentation, and notification of changes in household income, insurance sta-
tus, household size, or other eligibility factors. Failure to comply with program requirements may result in
loss of eligibility and reversion to MCCFL's standard fee schedule.

Print Signature Date

Client Legal Name Client Signature

Print Signature Date

Parent/Guardian or Personal Representative of health care reasons.
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Mid Columbia Center for Living: Agreement to Pay

Authorization for Use and Disclosure of Health Information for Billing and Payment Purposes

Mid-Columbia Center for Living (MCCFL) maintains health records that may be protected by federal confidentiality
laws, including 42 CFR Part 2, which provides additional protections for substance use disorder (SUD) treatment in-
formation.

By signing below, | authorize MCCFL to use and disclose my health information, including information related to sub-
stance use disorder diagnosis, treatment, and referral for treatment, to my health insurance company, managed
care organization, third-party administrator, employee benefits plan, billing service, or other person or organization
responsible for payment of my healthcare services.

This authorization permits MCCFL to disclose information reasonably necessary to determine eligibility for benefits,
obtain prior authorization, process claims, secure payment, conduct audits, perform utilization review, and carry out
healthcare operations related to payment for services. Such information may include, but is not limited to:

e My name, date of birth, address, and other identifying information;

e Dates and locations of service;

e Diagnoses and procedure codes;

e Treatment information necessary to support payment, authorization, or claims review;
e Insurance policy, subscriber, and eligibility information; and

e Other information reasonably necessary for billing and payment activities.

[ understand that information disclosed under this authorization may be subject to redisclosure by the recipient as
permitted under applicable federal and state law. However, substance use disorder records remain subject to the
protections of 42 CFR Part 2, and recipients are prohibited from using or disclosing such information in civil, criminal,
administrative, or legislative proceedings against me unless permitted by law or authorized through a specific court
order.

I understand that | am not required to sign this authorization as a condition of receiving treatment, payment, enroll-
ment in a health plan, or eligibility for benefits. However, if | do not sign this authorization, MCCFL may be unable to
bill my insurance or other third-party payer, and | may be responsible for payment of the full fee for services re-
ceived.

This authorization will remain in effect until | revoke it in writing or until MCCFL is no longer seeking payment for
services provided to me, whichever occurs first. | understand that | may revoke this authorization at any time by
providing written notice to MCCFL, except to the extent that MCCFL has already relied upon this authorization.

By signing below, | acknowledge that | have read and understand this authorization, have had the opportunity to ask
questions, and authorize MCCFL to use and disclose my health information as described above.

Client Name:

Client/Representative Signature:

Relationship to Client (if applicable):

Date:




Authorization to Release Protected Health Information and Part 2 Records

For Treatment, Payment, and Healthcare Operations

Name: Date of Birth:

This consent form lets you authorize the sharing of your Part 2 records along with the rest of your health information as HIPAA
permits and as outlined in our Notice of Privacy Practices.

Your health information is protected by HIPAA, Oregon law, and 42 CFR Part 2. All Mid-Columbia Center for Living Substance Use
Disorder (SUD) services are Part 2 programs. Part 2 requires your written consent before Part 2 records can be shared, except in
limited situations.

| authorize Mid-Columbia Center for Living and the recipient(s) below to share my health information as described in this form.

Individual(s) or Entities Authorized to Receive Information

All my treating providers, health plans, third-party payers, and people helping to operate MCCFL's programs

Types of Records that may be shared

If your record contains any of the types of records listed here, additional laws relating to disclosure may apply. These records will
only be shared if the applicable record category is marked. Because of the nature of services provided at Mid-Columbia Center for
Living, SUD records and “ordinary” health records cannot practically be separated.

Information that may be shared

All records, including any substance use information / Part 2 records. This applies to all such information dating back to the first date
| received services, unless otherwise specified.

Purpose Expiration

For my treatment, payment for treatment, and healthcare None
operations (TPO)

Notice & Rights

If | choose not to sign: | have the right not to sign this consent form. This is a voluntary form. My decision will not affect my ability
to receive services at Mid-Columbia Center for Living Treatment Services, except as permitted by state and federal law.

o Effect: If HIPAA covered entities and business associates receive these records for treatment, payment, and healthcare operations
purposes, the records may be redisclosed in accordance with HIPAA, except for uses or disclosures for civil, criminal, administrative,
or legislative proceedings against me. This includes disclosures to health information exchanges.

» Redisclosure: | understand there is potential for the health information used or disclosed based on this authorization to be subject
to redisclosure by the recipient(s) and may no longer be protected by federal or state privacy. Information related to Part 2 SUD
records or genetic testing information may not be shared again without my authorization or as otherwise permitted by federal or
state law. Disclosure for civil, criminal, administrative, and legislative proceedings against me require separate authorization and
cannot be combined with this authorization.

* Revocation: | understand that | can revoke (“cancel”) this authorization or request certain restrictions at any time in writing.
Revoking this authorization will not affect any disclosures that were completed before my notice was received by Mid-Columbia
Center for Living. | understand that additional information relating to the exceptions to the right of revoke and a description of how
I may revoke this form is in Mid-Columbia Center for Living’s Notice of Privacy Practices.

* | am entitled to a copy of this authorization. It has been explained to me in a language | understand

Signature of Client or Authorized Signer Date

Relationship to the Client if Different



