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Section HI.HI

System Entry / Access

Learning Objectives:

1. To identify eligibility criteria, referral processes and intake procedures
used in Indiana systems of care.

2. To understand the importance of specifying eligibility criteria, referral
processes and intake procedures in your system of care, regardless of
funding source.

3. To provide examples of processes and procedures to document these
functions.

Summary:

Determining who will be served by a system of care (i.e., eligibility criteria), how
children and families will be identified by the system (i.e., referral process), and how
clients are enrolled into a system of care (intake procedures) is generally the
responsibility of the local system-level coordinating body. In some cases, however,
service standards or program requirements specified by the funding entity define the
eligibility and referral criteria for some youth and families in local systems of care.
After these definitions and guidelines are defined, it is important that appropriate
documentation is made so that the definitions and guidelines can be put into
practice. The definition of the population of concern is important in measuring
outcomes as well ( ).
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Eligibility Criteria

Defining Who is Eligible

Eligibility criteria for many systems of care specify children
with serious emotional disturbances (SED). However,
Friedman, Kutash, and Duchnowski (1996) reported that
there is no single, universally accepted definition of SED.
Federal child serving agencies, including SAMHSA's
Center for Mental Health Services (CMHS), Individuals
with Disabilities Education Act (IDEA), and the Federal
Department of Education have each adopted different
definitions of SED, and some of these have been
amended in recent years.

CMHS has defined eligibility for federally funded systems
of care:

“Children and youth with a serious emotional disturbance
from birth to age 21 who currently have, or at any time
during the past year had, a mental, behavioral, or
emotional disorder of sufficient duration to meet
diagnostic criteria specified in the Diagnostic and
Statistical Manual for Mental Disorders, Fourth Edition
(DSM-1V), that resulted in functional impairment that
substantially interferes with or limits one or more major life
activities (CMHS, 1999 — Annual Report to Congress).”

However, CMHS has adopted a new definition of systems
of care that does not specify that youth with SED are the
only ones eligible for SOC. This definition states: “A
system of care is a coordinated network of community-
based services and supports that is organized to meet the
challenges of children and youth with serious mental
health needs and their families. Families and youth work
in partnership with public and private organizations so
services and supports are effective, build on the strengths
of individuals and address each person’s cultural and
linguistic needs. A system of care helps children, youth,
and families function better at home, in school, in the
community, and throughout life” (Child Adolescent and
Family Branch, 2006).

Indiana (440 IAC 8-2-4) has adopted the following
definition of serious emotional disturbance:

An individual who is a seriously emotionally disturbed child
is an individual who meets the following requirements:
(1) The individual is less than eighteen (18) years of age.
(2) The individual has a mental illness diagnosis under
Diagnostic and Statistical Manual of Mental Disorders, 4th
edition, published by the American Psychiatric Association
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(DSM V).
(3) The individual experiences significant functional
impairment in at least one (1) of the following areas:
(A) Activities of daily living.
(B) Interpersonal functioning.
(C) Concentration, persistence, and pace.
(D) Adaptation to change
(4) The duration of the mental illness has been, or is
expected to be, in excess of twelve (12) months.
However, individuals who have experienced a situational
trauma, and who are receiving services in two (2) or more
community agencies, do not have to meet the duration
requirement.

Finally, in a recently published special issue of the Journal
of Evaluation and Program Planning (Hodges and
Ferreira, 2010), the editors proposed a new definition for a
system of care and invited a number of others in the field
to respond to their proposal. Their definition reads: “A
system of care is an adaptive network of structures,
processes and relationships grounded in system-of—care
values and principles that provides children and youth with
serious emotional disturbance and their families with
access to and availability of necessary services and
supports across administrative and funding jurisdictions”
(Hodges, Ferreira, Israel, & Mazza, 2006). The ensuing
journal discussion is illuminating, but demonstrates that
systems of care and how they are viewed by different
stakeholders can not only result in lively academic
discourse, but also confusion for those working in the field.
However, though the definition of a “system of care” is
dynamic, all discussants emphasize the importance of the
values base: family driven, community based, and
culturally and linguistically appropriate care.

Furthermore, eligibility criteria for local SOCs in Indiana
may be influenced not only by the local definition of the
system of care, but also by funders such as the
Department of Child Services, school corporations,
federal grants, case rate tiers such as the Dawn Project
has, and the Community Alternatives to Psychiatric
Residential Facilities (CA-PRTF) grant.

Given that there is still discussion about what a system of
care definition is, and no universally accepted definition of
SED, it is critical that each system of care community
clearly and specifically define the population that they
intend to serve.






* Child is involved in two or more of the following
service systems: mental health, child welfare, juvenile
justice, or special education
« Child is at risk of removal from home or has already
been removed from home

* Vigo County
Child must be:
» Aresident of Vigo County
e 18 or younger
« At risk of out of home placement or already in an out
of home placement
» The child or family has significant needs not being
met
» The family is willing to participate in the wraparound
process
» The agencies involved with the family are willing to
participate in the wraparound process

» Wabash County
 Current resident of Wabash County
» Under the age of 18

Plus one or more of the following must apply:

* Family involvement with DCS
* Youth on probation
* Youth receiving special education services
* Youth at risk of, or returning from out-of-home
placement

Referral Processes

Referral Sources

The decision about who can refer children into a system of
care is made by a community’s coordinating body or
consortium or defined by the funding source as mentioned
above.

In general, systems of care either have an open referral
process, in which anyone in the community can refer
children to the system of care, or a closed referral process,
in which only specific individuals or agencies can refer
children into the system.

In Indiana, most communities have an open referral
processes, unless the funding stream being utilized for
services requires otherwise. Upon referral, a committee or
the governance board confirms that the youth and family
meet eligibility criteria. Exceptions are Lake and Marion
Counties, which have closed referral processes where
only payor agencies (e.g., DCS, probation/juvenile court,
school corporations, or other contracted agency) may
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refer to their systems of care.

Referral Forms

In systems of care with both open and closed referral
processes, it is useful to have a referral form that
individuals and/or agencies can complete when making a
referral. Referral forms provide the system of care with
valuable information on the child and family being referred,
including the reason for the referral.

for examples of referral forms used in
Marion, Daviess, Shelby and St. Joseph Counties.

Accepting Clients into Systems of Care

Deciding which referrals to accept into a system of care is
an important decision that should be based on the
eligibility criteria discussed earlier in this section and
developed by the coordinating body. In some cases, the
coordinating body as a group will decide whether to accept
a child into the system of care. In other cases, the system
of care coordinator may have the authority to accept
clients into the system of care on behalf of the
coordinating body. Again, identifying who has the
authority to decide which referrals will be accepted into a
system of care is the responsibility of the system of care
coordinating body.

Procedure for Enrolling New Clients

Once the decision to accept a child into a system of care
has been made, several steps must be completed to
officially enroll the child into the system of care. The exact
steps that are needed in each community will vary,
however, the following items will likely need to be
addressed.

* Intake forms
e Consent forms
* Release of Information forms

 Confidentiality Agreements

Assessments

A variety of assessments will need to be completed upon
a child’s enroliment into the system of care as well. Each
community or mental health center may have different
requirements and expectations in terms of the
assessments administered. One assessment that is
required for all children enrolled in a system of care in
Indiana is Child and Adolescent Needs and Strengths



assessment (CANS). for more information
on the CANS. In some cases this assessment may
determine whether a particular type or level of service and
funding is available for the youth and family that are being
enrolled.

Section 3.3 - Page 6



References

Center for Mental Health Services (CMHS; 1999). Annual Report to Congress on the Evaluation of the
Comprehensive Community Mental Health Services for Children and Their Families Program. Atlanta, GA:
ORC Macro.

Friedman, R.M., Kutash, K., & Duchnowski, A.J. (1996). The population of concern: Defining the issues. In
B.A. Stroul (Ed.), Children’s Mental Health: Creating Systems of Care in a Changing Society. Baltimore, MD:
Paul H. Brookes Publishing Co.

Hodges, S., Ferreira, K., Israel, N. & Mazza, J. (2006). Strategies of system of care implementation: Making
change in complex systems. Tampa: University of South Florida, Louis de la Parte Florida Mental Health
Institute, Department of Child and Family Studies, Research and Training Center for Children’s Mental
Health.

Hodges, S. and Ferreira, K. (guest Eds.) (2009) Evaluation and Program Planning Special Issue: Systems
of Care. Vol. 33 Issue 1. Amsterdam: Elsevier, Ltd.




Dawn Project

Cross-System Care Coordination

The Dawn Project provides cross-system care coordination services for youth who are involved in either
the Indiana Department of Child Services or the Marion Superior Court — Juvenile Division. There are
four tiers available to serve youth depending on their level of need. The daily rate is inclusive of all
services that the referral source and child and family team request. In 2008 the Dawn Project contracted
with more than 700 different agencies and people to help families achieve success.

Example of Potential Services Available to Dawn Youth and their Families

Placement

- Foster care, non-therapeutic
- Therapeutic foster care

« Group home care

- Relative placement

- Residential treatment

- Shelter care

- Crisis residential

- Supported independent

Discretionary Funds
- Activities
« Automobile Repair
« Childcare/supervision
« Clothing
- Educational expenses
« Furnishings/appliances
- Housing
(rent, security deposits)
 Medical

Mentor

« Community case
management/case aide

« Clinical mentor

« Educational mentor

- Life coach/independent
living skills mentor

« Parent and family mentor

+ Recreational/social mentor

Behavioral Health

« Behavior management
« Crisis intervention

- Day treatment

« Evaluation

« Family assessment

« Family preservation

« Family therapy

« Group therapy

(daily or hourly)

« Planned respite
(daily or hourly)

- Residential respite

« Service Coordination
- Intensive case management

hospitalization

+ Assessment

« Medication follow-up/
psychiatric review

+ Nursing services

living - Supported work « Individual therapy

« Monitoring equipment environment « Parenting/family skills
« Paid roommate - Tutor training
« Supplies/groceries « Community supervision « Substance abuse therapy,
- Utilities - Intensive supervision individual and group
« Incentive money « Special therapy

Respite Care Coordination Psychiatric Other

« Crisis respite - Case management « Acute psychiatric . Camp

- Team meeting

« Consultation with other
professionals

- Transportation

- Interpretive services

The Dawn Project specializes in serving youth who are receiving services from multiple systems and agencies and has served
thousands of families since 1997. The cross-system care coordination service standard was created in 2008 by the Indiana
Department of Child Services to provide a single point of contact for families and to provide comprehensive, strength based, family-
centered treatment planning. Dawn Project care coordinators help organize a monthly team meeting and develop an initial crisis
plan. Once a youth is enrolled in the Dawn Project, referring agencies have 24/7 access to get the help a family might need at a
moments notice. More than half of the 700 service contracts were client specific in 2008. This creativity has helped Dawn achieve
successes such as 91% of youth having improved in at least one area of their life.
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Toolkits Zi

DAWN PROJECT

REFERRAL FORM
Marion County DCS

A New Day for Families”

Client Name: Gender: [_] Male [ ] Female
DOB: SSN:
Medicaid: [ ] Yes [ ] No Medicaid #:

Race: [ | African American

Ethnicity: [_] Hispanic or Latino decent

[ ] Caucasian [ ] Not Hispanic or Latino
[ ] Multiracial descent
[ ] Other

Referring Worker: Phone/Email:

Supervisor: Phone/Email:

Parent/Caregiver: Parent/Caregiver:

Phone(s): Phone(s):

Address Address:

Permanency Plan: [ JReunification [ JAdoption [ ] Guardianship [ ] APPLA
Comments:

Referral process:
[] Staffed with division manager and/or at placement staffing (child in TFC level 3 or higher,
including group home and residential treatment)  Date staffed:

OR

[] Staffed with supervisor (child in TFC level 2 or below, or not in placement)
Name of supervisor: Date Staffed:

AND

[ ] Family/Caregiver informed of referral

Referral packet attachments:

[] Dawn “Authorization for Release and Exchange of Information” for Service Team
form filled out (parent, caregiver, current providers, school) and signed

[ ] Dawn Consent for services form filled out and signed

YES N/A

Placement history printout from ICWIS
Individualized Education Plan (IEP)
Psychological testing reports

Psychosexual assessment report

Discharge summaries from hospitalizations
Reports from therapists

Reports from Therapeutic Foster Care agencies
Other

T
T ¢

4701 N. Keystone Avenue, Suite 150 = Indianapolis, IN 46205 = 317.726.2121 = 317.726.5795 Fax
www.ChoicesTeam.org ® A Member of the Choices Family
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Toolkits 2-5

Placement at time of referral

[ ] RTC (name) Anticipated discharge date:

[ ] Group Home (name)

[ ] TFC (name) Level [ 14 [13 []2 []1

[ ] Non-Therapeutic Foster Care

[_] Parent(s) (name) [ ] Biological [ ] Adoptive
[] Other Relationship to child

Current Situation/Needs/Outcomes

Specific steps to be
taken by Dawn within
next 2 weeks

Identified needs of
client/family

Goals for Dawn
enrollment

Strengths of child and

family

Education

School: Township:

Grade: Special Education: [ ]Yes [ |No
School Contact Person: Phone:

Comments:

Diagnoses and Medical Information

DSM 1V Diagnoses 1

2.
3.
4.

Medication(s)

Primary Physician

Allergies

In making this referral, 1 agree to be available to the Dawn Care Coordinator to discuss the client and
their needs within 24 working hours, and agree to be available for a meeting with the client, caregiver and
Dawn care coordinator within 5 working days of the Dawn enrollment.

Signature Date

4701 N. Keystone Avenue, Suite 150 = Indianapolis, IN 46205 = 317.726.2121 = 317.726.5795 Fax
www.ChoicesTeam.org ® A Member of the Choices Family
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Toolkits 2-5

Referral for Daviess/Martin County System of Care
Please complete all sections

Referral Date: Release of Information Attached: Yes[ | No [ ]
Referring Agency: Agency Contact:

Child: DOB: Parent/Guardian:

Address:

City: State: IN Zip:

Home Phone: Alternative Phone:

Reason for Referral(please be detailed):

School: Barr-Reeve Schools Grade: Kindergarten Teacher:
Special Education Services: Yes[_] No: [_] Specify Service:

Other Agencies Involved: (Please Check and Specify):
[ ] Daviess County Probation/Probation Officer:

[ ] Samaritan Center/Therapist: Doctor:

[ ] Daviess County Department of Child Services/Case Worker:
[ ] Other: Dates of services:

[ ]Other: Dates of services:

[ ] Other: Dates of services:

Please be detailed when answering the following questions

Out of Home Placement(s) and Date(s):

Briefly describe the child strengths:

Briefly describe the family’s strengths:

Briefly describe family needs/barriers:

Additional Comments:

Please return referral and information to: Brad Waggoner, Wrap Around Facilitator
Samaritan Center
PO Box 2301; Washington, IN 47501

FAX: 812.254.8308 PH: 812.254.1558
E-mail: bwaggoner@gshvin.org
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Toolkits 2-5

Clay County Wraparound
Authorization for Release and Exchange of Information to determine
program eligibility

Child’s Name DOB

Parent/Guardian’s Name
Street Address Phone
City, State, Zip code

0 Clay Community Schools 0 Clay County Office of Family and Children
0 Clay Community Schools-Special Services 0  Clay County Prebation Department

G Brazil Housing Authority 0 WIETS

O CARS QO Hamilion Center, Inc

G Clay County Benevolence Ministry 0 First Steps

u) a

1 authorize and consent the Clay County Wraparound process and its members, agents, or servants to release to and
for exchange with the organizations/persons designated above, the following information concerning treatment and
care.

The purpose of such disclosure is to facilitate referral and coordinate Wraparound services.

0 Discharge Summary 0 Current Medications O Diagnosis & Evaluation
0O Admission Notes O History & Physical 0 Laboratoty Tests

O Progress Summarjes ) Treatment Plans (IEP) Q  Mental Health Records
0 Educational Records O Legal Records 0 Other

O Housing Information o |}

. Date:

I hereby knowingly and voluntarily waive the Indiana law provision that this consent expires in one hundred eighty
(180) days. (Initial) Yes No

T understand that this waiver and/or consent can be revoked by me at any time in writing, except to the extent that
action has been taken in reliance on it by Clay County Wraparound or its members, agents, or servants. This
consent, unless expressly revoked earlier in writing, expires upon:

A photocopy or facsimile of this form is as valid as the original.
I hereby state that T have read and fully understand the above statements as they apply to my family and myself.

This authorization is NOT valid for release of alcohol and drug records.

Parent, Guardian or cther Signature Date
Child ) Date
Witness Date

Please return this and all information to Wraparound Coordinator, Kathy Iliff, 1211 E. National Ave, Brazil, IN
47834 or FAX (812) 446-5302 with cover page included.
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Toolkits 2-5

Huntington County System of Care
Consent for Release or Exchange of Information

Child’s Name: DOB: / /
Parent/Guardian Name:

Street Address: Phone:
City/State/Zip:

1. Huntington County Community School Corporation

2. Bowen Mental Health Center

3. Huntington County Division of Family and Children

4. Huntington County Court System/Probation/Prosecutor

Organization/Person
Organization/Person
Organization/Person

N

By my initials, I authorize and consent that the Huntington County System of Care process and its
members, agents, or servants may release and/or exchange with the organizations designated above the
following information concerning the treatment and care concerning (child’s name)

Bischarge Summary Current Medications Diagnosis & Evaluation Admission Notes
History & Physical Laboratory Tests Progress Summaries Treatment Plans (IEP)
Mental Health Records Drug & Alcohol Records Educational Records Legal Records

Other:

The purpose for such disclosure is:

1 hereby knowingly and voluntarily waive the Indiana law provision that this consent expires in sixty (60) days.
(Initialy YES NO

1 understand that this waiver and/or consent can be revoked by me at any time in writing, except to the extent that action has been
taken in reliance on it by Huntington County System of Care or its members, agents, or servants. This consent, unless expressly
revoked earlier in writing, expires upon:

Date: A

A photocopy or facsimile of this form is as valid as the original. Release expires six months after date of signature.

T hereby state that I have read and fully understand the above statements as they apply to me.

If record 1s for Alcohol or Diug abuse,
Parent/Guardian signature may be waived for

Parent, Guardian, or Other Signature Date . .. . s
minor recipients. If the service recipient is
legally incompetent or deceased, the

. signature of a person authorized to sign in

Non-Custodial Parent Date lifu of hi m/hefis required. g

Child Date Return this and all other information to:

(If record is for Alcohol or Drug abuse, service recipient must Family Centered Services

sign even if under the age of 18.) P.O. Box 643
302 Lake Street

: Huntington, IN 46750

Witness Date FAX: (260) 358-1854

Oscar/C/My Dacs/SCC Folder/ SOC Forms 3-1-04
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Toolkits 2-5

‘With the following exceptions:

System of Care Consent for Release or Exchange of Information

The purpose of this authorization is to enable the members of the St. Joseph County SOC advisory board to
meet and share information regarding your family and child at a scheduled meeting to determine admission

to the SOC process.

Parent/Guardian Name

Child’s Name
Child’s date of birth

Street Address phone
City, State, zip code .

I specifically authorize the following individual or agencies:

__ Madison Center __PHM

_...DFCS _.ScM

__Juvenile Court/Probation ___ Mental Health Association
__SBCSC __ Other:

_ Other: - __ Other:

The following information may be released or exchanged by St. Joseph County SOC and all of its members
as outlined in the first paragraph. (Please initial next to appropriate information).
___ Discharge Summary _ Current Medications __ Diagnosis & Evaluation _ Admission Notes

__ History & Physical __Laboratory Tests ~ __ Progress Summaries ~~_ _Treatment Plans (IEP)
__ Educational Reports __ Legal/Court Records  Medical Records
Other: .

may not be exchanged with
may not be exchanged with
I kmowingly and voluntarily waive the Indiana law provision that this consent expires in sixty (60) days.
(Imitial) Yes  No_

I'understand that this waiver and/or consent can be revoked by me at any time in writing, except to the
extent that action has been taken in reliance on it by SOC St. Joseph County or its employees, agents,
and/or servants. This consent, unless expressly revoked earlier in writing, expires upon:

Date:

I hereby state that I have read and fully understand the above statement as they apply to me.

Parent, Guardian or other signature Date

Child Date

‘Witness Date
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Toolkit 6

Consent for Services

Client Name Date of Birth

The Dawn Project provides coordination of community-based services, which are tailored to meet the specific needs of each child/family it
serves. The assigned Care Coordinator is responsible for overseeing the development and monitoring of a Care Coordination Plan, which
includes the families/guardians and professionals. Services are purchased by the Care Coordinator and allow a great deal of flexibility and
assessment of progress throughout the child/family’s involvement in the Project. Special Education services will be provided by the resident
school district in conjunction with the overall service plan.

As Parent/Legal Guardian of
| give permission for the Dawn Project, and its respective collaborative agencies, to provide services for my child/client which
may include, but are not limited to: assessment, case management, service plan development, and service referral. |
understand that | shall be a consistent member of the Care Coordination Team and shall actively participate in planning and
service provision. | have reviewed/received a copy of the Client Rights and Responsibilities and understand the nature of the
services being offered by this project. | willingly give my informed consent for services for as long as my child/client remains in
the Dawn Project;

| hereby authorize payment directly to the Dawn Project/Choices, Inc. for any third party payors to which | am entitled
(ASSIGNMENT OF BENEFITS).

| further consent to the usage of information necessary for treatment, payment, and/or operations. This would include, but not be limited to,
information necessary to bill third party payors, such as: diagnosis, doctors orders, intake evaluation, history & physical, treatment plan,
psychological testing, psychiatric information, termination summary, drug and alcohol related information, and HIV/Aids related information. |
may revoke this consent in writing and further disclosure will not occur pursuant to this release for any treatment rendered subsequent to the
revocation date.

Signature of Parent / Legal Guardian Date Signature of Care Coordinator Date

Signature of Client Date
Revised 12/27/06

— ( Choices' ) o —

Helping You Change Lives’

A Care Management Service by Choices, Inc.
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Authorization for Release and Exchange of Information

Client Name Date of Birth

SERVICE TEAM
(NOTE: This form must be completed before it is signed by the clients.)

This document authorizes release/exchange of the information identified below, between Care Coordination Team members for the purpose of
service/treatment planning coordination, and delivery. This release authorizes the designated person(s)/ agency(ies) listed below to
release/exchange information and reports with each other as needed to assess/determine individual and family service needs and to
coordinate/monitor/evaluate individual and related family services delivered to client. We will not condition the provision of treatment on
execution of an authorization form, except where the provision of health care is solely for the purpose of creating protected health information
for disclosure to a third party.

| specifically authorize the following individuals or agencies:

X The Dawn Project/Choices X Families Reaching for Rainbows

O MCDCS Services Division Other:

Q Juvenile Court Other:

4 Indianapolis Public School District Other:

a Township School District Other:

To exchange the following information:

U Medical Records U Mental Health Assessment &Treatment Plans U Drug & Alcohol

U Psychiatric Treatment/Reports U Psychological Records/Reports Q HIV Evaluation/Reports
QO Educational Reports U Legal/Court Records 0 Communicable Disease
U Other

With the following exceptions:
may not be exchanged with

(Individual/Agency)
may not be exchanged with

(Individual/Agency)

Alcohol /Drug, Mental Health, and Medical Records include all aspects of diagnosis, treatment, and prognosis. Educational records indicate
both behavioral and progress records.

I also authorize release/exchange of information for the following individuals:

Name DOB Name DOB

Relationship to Client: O Parent U Guardian O Legal Custodian

This authorization is good for one (1) year.

I can cancel this authorization in writing at any time prior to the specified expiration, but | understand that the cancellation will not affect my
information that was already released before the cancellation. | will let a Care Coordination Team member know if | want to cancel my
authorization. | understand that information about my case is confidential and protected by state and federal law. | approve the release of this
information. | understand what this agreement means. | am signing on my own and have not been pressured to do so. | understand that
information that has been release by an agency is no longer protected by that agency and may be subject to redisclosure by the recipient, even
though further disclosure of this information is prohibited unless permitted by the written authorization of the client, or their parent, guardian, or
personal representative.

Signature of Client Date Signature of Guardian or Personal Representative Date

Signature of Witness Date Description of Representative’s Authority to act for the Client

To those receiving information under this authorization: The information disclosed to you is protected by state and federal law. You are not
authorized to release it to any agency or person not listed on this form without specific written consent of the person to whom it pertains unless
authorized by other laws. Revised 12/27/06

— ( Choices' ) T —

Helping You Change Lives’

A Care Management Service by Choices, Inc.
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Toolkit 7

White County System of Care Advisory Council

Notice of Confidentiality and Sign in Sheet

As a member of the White County System of Care Advisory Council, | will be receiving
specific information regarding children/adolescents and their families for the purpose of
determining eligibility and coordination of wraparound services. | understand that all
information disclosed is confidential and is protected by state and federal law.

I agree to keep any and all client information confidential. | also understand that I am
prohibited from disclosing this information without a specific written consent of the
individual to whom the information pertains, or as otherwise defined by state, federal or
local laws.

| agree to abide by the terms of this notice while I am a member of this team and
thereafter. Failure to comply with all aspects of maintaining confidentiality could result
my personal legal liability according to HIPAA regulations.

My signature below indicates that | understand and agree with the statement of
confidentiality.

Date: June 16, 2008

Name Agency
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