Nicasa's 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 THIS NOTICE CAREFULLY.

Your henith record contains personal information about you and your health. State and federal law protects the
confidentiality of this information. “Protected heaith information”(PHI) is information about you, including demographic
information, that may identify you and that relates to your past, present or future physical or mental health or coadition and
related health care services. The confidentiality of alcohol and drug abuse Client records is specificailly protected by Federal
law and regulations. The confidentiality of mental health client records is specifically protected by state law. Nicasa is
required to comply with these additional restrictions. This includes a prohibition, with very few exceptions, on informing
anyone outside the program that you artend the program or disclosing any information that identifies you as an alcohol or
drug abuser. The violation of these laws or regulations by this program is a crime. [f you suspect a violation you may file a
repost to the appropriate authorities in accordance with Federal regulations or applicable law.

w We Moy Use a close Henlth Information About You
*  For Services. We may use medical and clinical information about you to provide you with services.

»  For Payment. With your authorization, we may use and disclose medical information about you so that we can recejve
payment for the services provided to you. If you are receiving substance abuse treatment services, this will only be done
with your authorization.

®  For Health Care Operations. We may use and disclose your protected health information (“PHI") for centain purpases
in connection with the aperation of our program.

*  Without Authorization. Applicable law also permits us to disclose information about you without your authorization in
2 limited number of other situations, such as with a court order. These situations are explained on the following pages.

*  With Authorization. We must obtain written authorization rom you for other uses and disclosures of your PHI.

Your Rights Regarding Your PHL_You have the following rights regarding PHI we maintain about you:

*  Right of Access to Inspect and Copy. You have the right, which may be resiricted in certain circumstances, to inspect
and copy PHI that may be used to make decisions abowt your care. We may charge a reasonable, cost-based fee for
copies,

® Right to Amend, if you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the
information although we are not required to agree to the amendment.

*  Right to an Accounting of Disclosures, You have the right 1o request an accounting of the disclosures that we make of
vour PHI.

*  Right to Request Restrictions, You have the right to request a restriction or limitation on the use or of your PHI for
Ireatment, payment, or health care operations. We are not required to agree to your request.

@ Right to Request Confidential Communication. You have the right to request that we communicate with you about
medical matters in a certain way or at a certain location.

®  Right to 2 Copy of this Notice. You have the right to a copy of this notice,

*  Complaints. You have the right to file a complaint in writing to us or (o the Secretary of Health and Human Services if
you believe we have violated your privacy rights. We will not retaliate against you Jor filing a complalnt.

[f you have any questions about this Motice of Privacy Practices,
please contact Nicasa’s Privacy Officer at
Miensa, 31979 Fish Lake Road, Round Lake, [L 60073, (847) 546-6450
HIPAA privacy nolice{1]
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This Notice of Privacy Practices describes how we may use and disclose your protecied health information
(“PHI”) in accordance with all applicable law. It also describes your rights regarding how you may gain access to
and control your PHI. We are required by law to maintain the privacy of PHI and to provide you with notice of
our legal duties and privacy practices with respect to PHI, We are required to abide by the terms of this Notice of
Privacy Practices. We reserve the right to change the terms of our Notice of Privacy Practices at any time, Any
new Notice of Privacy Practices will be effective for all PHI that we maintain at that time. We will make available
a revised Notice of Privacy Practices by posting a copy on our website NICASA.ORG, sending a copy to you in
the mail upon request, or providing one to you at your next appointment.

How We May Use and Disclose Heaith Information About You

Listed below are examples of the uses and disclosures that Nicasa may make of your protected health information
(“PHI"). These examples are not meant to be exhaustive. Rather, they describe types of uses and disclosures that
may be made,

Uses and Disclosuyes of PHI for Services, Payment and Health Care Operations

Services. Your PHI may be used and disclosed by your physician, counselor, program staff and others
outside of our program that are involved in your care for the purpose of providing, coordinating, or managing
your health care treatment and any related services. This includes coordination or management of your health
care with a third party, consuitation with other health care providers or referral to another provider for health
care treatment. For example, your protected health information may be provided to the state agency that
referred you to our program to ensure that you are participating in treatment. in addition, we may disclose
your protected health information from time-to-time to another physician or heaith care provider (e.g., a
specialist or laboratory) who, at the request of the program, becomes involved in your care. Except for
emergency services, we will not send your PHI to an outside health care provider who is caring for you
unless you give us written authorization to do so.

Payment. Examples of payment-related activities are: making a determination of eligibility or coverage for
insurance benefits, processing claims with your insurance company, reviewing services provided to you to
delermine medical necessity, or undertaking utilization review activities. (f you are in a substance abuse
treatment program, we will not use your PHI to obtain payment for your health care services without your
written authorization. If you are in a mental health program, we may use your PHI to obtain payment for
your health care services without your written authorization,

Healthcare Operations. We may use or disclose, as needed, your PHI in order to support the business
activities of our program including, but not limited to, quality assessment activities, employee review
activities, training of students, licensing, and conducting or arranging for other business activities. For
example, we may use a sign-in sheet at the registration desk where you will be asked to sign your name
and indicate your physician or counselor. We may also call you by name in the waiting room when it is
time to be seen. We may share your PHI with third parties that perform various business activities (e.g.,
billing or typing services) for Nicasa, provided we have a written contract with the business that prohibits
it from re-disclosing your PHI and requires it to safeguard the privacy of your PHI.

We may contact you to remind you of your appointments or to provide information o you about

treatment allernatives or other health-related benefits and services that may be of interest to you. We
may also contact you concerning Nicasa's fundraising activities.

IPAA privacy nalice[1]
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Other Uses and Disclosures That Do Not Require Your Authorization

Required by Law. We may use ot disclose your PHI to the extent that the use or disclosure is required by law,
made in compliance with the law, and limited to the relevant requirements of the law. You will be notified, as
required by law, of any such uses or disclosures, Under the law, we must make disclosures of your PHI to you upon
your request In addition, we must make disclosures to the Secretary of the Department of Health and Human
Services for the purpose of investigating or determining our compliance with the requirements of the Privacy Rule.

Health Oversight. We may disclose PHI to a health oversight agency for activities authorized by law, such as
audits, investigations, and inspections. Oversight agencies seeking this information include govemment agencies
and organizations that provide financial assistance to the program (such as third-party payors) and peer review
organizations performing utilization and quality control. If we disciose PHI to a health oversight agency, we will
have an agreement in place that requires the agency to safeguard the privacy of your information.

Medical Emergencies. We may use or disclose your protected health information in a medical emergency
situation to medical personnel only. Our staff will try to provide you a copy of this notice as soon as reasonably
practicable after the resolution of the emergeacy.

Child Abuse or Neglect. We may disclose your PHI to a state or local agency that is authorized by law to receive
reports of child abuse or neglect. However, the information we disclose is limited to only that information which
is necessary to make the initial mandated report,

Deceased Clients. We may disclose PHI regarding deceased Clients for the purpose of determining the cause of
death, in connection with laws requiring the collection of death or other vital statistics, or permitting inquiry into
the cause of death.

Research. We may disclose PHI to researchers if (a) an Institutional Review Board reviews and approves the
research and a waiver to the authorization requirement; (b) the researchers establish protocols to ensure the
privacy of your PHI; (c) the researchers agree to maintain the security of your PHI in accordance with applicable
laws and regulations; and (d) the researchers agree not to redisclose your protected health information except back
to Nicasa.

Criminal Activity on Program Premises/Agninst Program Personnel. We may disclose your PHI to law
enforcement officials if you have committed a crime on program premises or against program personnel.

Court Order. We may disclose your PHI if the court issues an appropriate order and follows required
procedures,

Interagency Disclosures. Limited PHI may be disclosed for the purpose of coordinating services among government
programs that provide mental health services where (hose programs have entered into an interagency agreement.

Public Safety, If you are in 2 mental health treatment program only, we may disclose PHI to avert a serious threat to health
or safety, such as physical or mental injury being inflicted on you or someone clse.

Uses and Disclosures of PHI With Your Written Authorization

Other uses and disclosures of your PHI will be made only with your writien authorization. You may revoke this
authorization at any time, uniess the program or its staff has taken an action in retiance on the authorization of the
use or disclosure you permitted.

HIPAA privacy nolicef1]
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Youy Rights Regarding youy Protected Health Information

Your rights with respect to your protected health information are explained below. Any requests with respect to
these rights must be in writing. A brief description of how you may exercise these rights is included.

You have the right to inspect and copy your Protected Health Information

You may inspect and obtain a copy of your PHI that is contained in a designated record set for as long as we
maintain the record. A “designated record set” contains medical and billing records and any other records that the
program uses for making decisions about you. Your request must be in writing. We may charge you a reasonable
cost-based fee for the copies. We can deny you access to your PHI in certain circumstances, [n some of those
cases, you will have a right to appeal the denial of access. Please contact our Privacy Officer if you have
questions about access to your medical record.

You may have the right to amend your Protected Health Informasation

You may request, in writing, that we amend your PHI that has been included in a designated record set. In certain
cases, we may deny your request for an amendment. [f we deny your request for amendment, you have the right
to file a statement of disagreement with us. We may prepare a rebuital to your statement and will provide you
with a copy of it. Please contact the Nicasa Privacy Officer if you have questions about amending your medical
record.

You have the right to receive an accounting of some types of Protected Health Information

disclosures.

You may request an accounting of disclosures for a period of up to six years, excluding disclosures made to you,
made for treatment purposes or made as a result of your authorization. We may charge you a reasonable fee if
you request more than one accounting in any 12 month period. Please contact our Privacy Officer if you have
questions about accounting of disclosures,

You have a right to receive g paper copy of this notice.

You have the right to obtain a copy of this notice from us. Any questions should be directed to our Privacy
Officer.

You have the right to request added restrictions on disclosures and uses of your Protected Henlth

Information.

You have the right to ask us not to use or disclose any part of your PHI for treatment, payment or health care
operations or to family members involved in your care. Your request for restrictions must be in writing and we are
not required to agree to such restrictions. Please contact our Associate Director if you would like to request
restrictions on the disclosure of your PHI.

You have a right to request confidential communications,

You have the right to request to receive confidential communications from us by alternative means or at an
alternative location. We will accommodate rensonable, written requests. We may also condition this
accommodation by asking you for information regarding how payment will be handled or specification of an
altemative address or other method of contact. We will not ask you why you are making the request. Please
contact the Client Services Department if you would like to make this request,

Complaints

If you believe we have violated your privacy rights, you may file a complaint in writing to us by notifying
Nicasa’s Privacy Officer at Nicasa, 31979 Fish Lake Road, Round Lake, [L 60073, (847) 546-6450 . We will
not retaliate against you for filing a complaint. You may also file 2 complaint with the U.S. Secretary of
Health and Human Services as follows:
200 Independence Avenue, S.W.
Washington, D.C. 20201
(202) 619-0257

The effective date of this Motice is April 14, 2003,
HIPAA privacy notice[1]
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Nicasa Behavioral Health CLIENT RIGHTS

Nicasa provides treatment for individuals and families. Your rights are protected in accordance
with Chapter 2 of the Mental Health and Developmental Disabilities Code (405 ILCS 5).
Although each of Nicasa’s individual programs vary in the type of care offered, the following
policies and procedures are made to improve the dignity of all clients and to protect their rights
as humnan beings. These rights will be given to you in all cases.

You have the right:

1.

t~2

10.

11,

To personalized treatment that is fair, with no unfairmess shown because of your race,
religion, gender, age, ethnicity, sexual orientation, sexual identity, HIV status, or disability.

To have your disabilities accommodated as required by the Americans with Disabilities Act
section 504 of the Rehabilitation Act and the Human Rights Act.

To be treated at all times with dignity and respect in a setting that is free from the following:
physical punishment or abuse; sexual abuse or harassment; psychological abuse including

humiliating, threatening and exploitive actions; verbal abuse; neglect; and exploitation for
financial gain.

To treatment in a sefting that is the least interfering to your personal freedom and that
provides privacy within the limits of the agency’s capabilities.

To know that any testing you have regarding HIV/AIDS will be anonymous and that your
HIV/AIDS status and testing will remain completely confidential.

To know the clinical staff responsible for your care, their credentials, qualifications, and
professional experience.

To participate in your treatment and discharge planning, including periodic review of your
treatment plan.

To confidentiality and privacy governed by the Confidentiality Act and the Health
Insurance Portability and Accountability of 1996.

To confidentiality and privacy and to know that confidentiality is limited by law in cases
such as medical emergencies, suspected child abuse, court order, suspected abuse of adults
who cannot protect themselves, threats to the lives of others, and any other instances
specified by law when disclosure may be made without client’s consent.

To know that identifiable photographs, video tape, films, etc., will not be made or used
without your written consent, nor will you be required to make public statements which
acknowledge gratitude to Nicasa, NFP for its services.

To complain, initiate a grievance, or report any inappropriate activity without fear of
reprisal or retaliation.

For clients receiving mental health services, clients have the right to:

a) Contact the Guardianship and Advocacy Commission and Equip for Equality, Inc.

b) Assistance in contacting these groups, giving each client the address and telephone
number of the Guardianship and Advocacy Commission and Equip for Equality,

Revised 3/27/17 (LGB) Cl
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13,

14,

15.

16.
17.

18.

Inc.: GUARDIANSHIP AND ADVOCACY COMMISSION 160 N. LaSalle Street,
Suite S500 Chicago, IL 60601 Voice: {312) 793-5900 or (866) 274-8023 Fax: (312)
793-4311 Website: www.gac state.il.us,

c) The right or the guardian's right to present grievances up to and including the
provider's executive director or comparable position.
d) The right not to be denied, suspended or terminated from services or have services

reduced for exercising any rights; and
e) The right to contact the public payer or its designee and to be informed of the public
payer's process for reviewing grievances,

To give your informed consent, informed refusal, and/or expression of choice (and to be
advised of the consequences of your decisions) in regard to service delivery, release of
information, the availability of concurrent services, composition of your service delivery
team, and your involvement in research projects.

To know that Nicasa adheres to all federal and state-required research guidelines and ethics,

and to refuse to participate in any research projects without compromising your access to
services.

To have access and/or referral to legal entities for appropriate representation, as well as
access to self-help and advocacy support services.

To have access to your record and other information pertinent to your treatment planning,
and to have that information released in a timely and appropriate manner that will facilitate
decision making. The only exception to this right being the restrictions permitted by federal
law (HIPAA) which include psychotherapy notes and information compiled in reasonable
anticipation of or for use in a civil, criminal, or administrative action or proceeding.

To a prompt investigation and resolution of alleged infringement of these rights.

To know that all other legal rights to which you are entitled will be recognized and enforced
while you are a client at Nicasa.

To request an ethics review/investigation of any staff member without fear of reprisal.

For Residential Clients

19.  (For residential clients) To visitation in a suitable area by all concerned persons who have
been clinically determined to be of benefit to your treatment in accordance with agency
policies.

20. To the receipt and sending of mail without censor and to know that your mail will not be
read by staff members.

21. To conduct private telephone conversations in accordance with agency policy unless
contraindicated by clinical considerations.

Revised 3/27/17 (LGB) C!
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[ understand the nature of treatment with Nicasa, and my signature indicates consent to treatment
with Nicasa, NFP.

Client Signature: Date:

Client’s level of understanding: Satisfactory Unsatisfactory

[ have explained these rights to the individual (or guardian of the individual) and have provided
him or her a copy of it. A copy of this form has been filed in the individual’s clinical record.

Staff Signature: Date:

Duplicate copy of Client Rights statement given to Client’s:

Family Significant Other Guardian

Revised 3/27/17 (LGB) C!

2060.323, 132.142
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Nicasa

TUBERCULOSIS AND HIV/AIDS TESTING SITES

The lllinois Department of Alcoholism and Substance Abuse (DASA) has recommended that all clients being
evaluated or treated for alcoholism or other substance abuse related problems be provided with information on
local testing and treatment availability.

ALL CLINICS REQUIRE THAT YOU RESIDE IN THE COUNTY THEY SERVE.
You must return to the clinic three days after your test for examination of TB test.

TB TESTING

HIV/AIDS TESTING

Lake County Residents:

Lake County Tuberculosis Clinic

2415 Dodge Avenue

Waukegan, IL 60085

phone; 847/377-8700

hours: $10 or Medicaid Card, No appt. required

Lake County Health Dept.
2400 Belvidere
Waukegan, IL 60085
847/360-6500

Cook County Suburban Residents:

No charge, by Appointment

Cook County Suburban Tuberculosis Clinic
9326 Church Street

Des Plaines, IL 80016

phone: 847/297-1090

hours: 11 am - 6:30 pm; Monday

9 am - 4:30 pm Tuesday & Friday

cost: No charge, No appt. required

Cook County Dept. of Public Health / Medica
Locations in Rolling Meadows, Maywood,
Bridgeview, and Markham

708/492-2190

Hours vary

No charge, by Appointment

City of Chicago Residents:

Call Directory Assistance for nearest facility.

McHenry County Residents:

McHenry County Tuberculosis Clinic
2200 N. Seminary Avenue
Woodstock, IL 60098

phone: 815/338-6675

hours: By appt. only on Monday,
Tuesday, Thursday, & Friday

cost:  $5.00

Communicable Disease / HIV Program
2200 N. Seminary Avenue
Woodstock, IL 60098

815/338-6675

M-F

No charge, by Appointment

Kenosha County Residents:

Kenosha County Health Department
714 52™ Street

Kenosha, WI 53142

phone: 262/605-6780

hours: 8- 11:30 am, 1 —4:30 pm on
Monday, Tuesday, Thursday, & Friday
cost:  $5.00, No appt. required

Kenosha County Health Department
714 52" Street

Kenosha, Wl 53142

262/605-6700 or 800/472-8008

No charge, by Appointment

TB / HIV testing sites  10/05




Nicasa
Tuberculosis (TB) and HIV/AIDS Education

Client

Client #

Date

| have received educational information on this date regarding infectious disease
control, Tuberculosis (TB) and HIV/AIDS. The counseling staff also provided
information regarding testing sites for TB, HIV/AIDS, and infectious disease.
This testing is provided free of charge through Lake County Health Department.

Client Signature Date

Counselor Signature Date

TB HIV/AIDS Education 11/01



Nicasa Behavioral Health Services
CONSENT FOR GAMBLING INTERVENTION/TREATMENT SERVICES

| authorize and consent that |,
receive intervention/treatment as a resulit of

The nature and purpose of the service will be to receive education about gambling
disorder, explore my relationship with gambling, concerns | have about my
gambling, develop goals to address these, and to work towards the goals | have
set. While much of the services | receive will be on an individual basis, group
counseling, sessions with family members or other significant others, and outside
support may also be recommended. There are very few risks associated with
seeking help, though the information gathering process, conversations about
financial impact of gambling, and getting to know my counselor and other clients
can be initially uncomfortable for some clients. | am urged to communicate to my
counselor or other staff as needed, if | have concerns at any time about the course
of my services. Confidentiality is maintained per applicable laws, and the
exceptions to this have been explained to me. Alternatives to these services have

also been explained to me by

| understand that no guarantee or assurance has been given me, by anyone, as to
the results of the service.

| also have been informed that my records and disclosures will be kept absolutely
confidential except only as the law may otherwise require such disclosures.

This consent for services is revocable by either party through written notice. In

such instances, the case will be closed and maintained for possible future use.

After closing the case, the same standards of confidentiality and accessibility to
records will be upheld.

Signature of Client

Signature of Witness

Signature of Parent or Guardian

Client ID# Date

Consend for Gamohling fatenention Services Gffective G2 16 2007



€& Nicasa

Behaviloral Health Sarvicaes

Effective February 29, 2016
Service Fees

EVALUATIONS
DUI $150
Narrative Substance Abuse/Gambling $200
Mental Health Assessment $200
Locus Assessment $100
Secretary of State Part 1 $100
Secretary of State Part 2 $500
INDIVIDUAL SERVICES Your costs
Substance Abuse/Mental Health 1hour @ $100
Treatment Plan 1Thour @ $100
AOQODA Intake 1/2 hour @ $25
Moderate Intake Thour @ $100
Significant/High Risk/IOP Intake lhour @  $125
Youth Intake Thour @  $100
Estimated
QUTPATIENT GROUP hours* Estimated costs
Substance Abuse 1hour @ $28
Mental Health 1hour @ $28
AODA 1hour @ $14
TRACK 1hour @ $10
Estimated
days/
INTENSIVE OUTPATIENT GROUP hours* Estimated costs
Substance Abuse/Mental Heaith iday @  $250
or 1hour @ $28
TOXICOLOGY
Urinalysis drug screen $60
Redi Strip alcohol screen $40
Estimated
OTHER hours* Estimated costs
Parenting 1hour @ $28
GOALS total program @  $140
Estimated cost of your treatment $

*Total number of hours/days is based on a client's individual treatment plan and progress and is
subject to change.

Client Signature Date

LAEng Intake\Fee Schedule 2016



Nicasa, NFP

Treatment Agreement — Read carefully, sign, and bring this to your first session

Client Name:

Client #:

Commitment:

Confidentiality:

Behavior:

Attendance ;

You are enrolling in Nicasa’s outpatient program. You are expected to participate in all
sessions which may include talking about yourself, group exercises and group discussions
related to your treatment plan.

Information discussed in group or with your counselor must be kept confidential, If you
see another group member outside of group, avoid discussing group matters. Ifit is
brought to our attention that you have discussed group issues outside of the group, you
will be removed from the group.

You must be respectful of all others in the facility, including: group members, individuals
you may encounter, and all Nicasa staff. Violent, disruptive, or abusive behavior will
result in automatic termination from group and may result in termination of all services.

Nicasa is a no smoking (including vaping) campus. Ifyou violate this policy, your
counselor will be notified and you will required to schedule an individual session (1:1)
with your counselor. This session is $50 and you will be charged according to your
current co-pay agreement.

After your session starts (group or individual) you will not be aliowed to exit the building
without consent of your counselor. This means you cannot go outside for any reason that
has not been approved by your counselor. For sessions greater than 1.5 hours, you will
be given a 5 minute break. During this break, you may leave your therapy room to go to
the restroom, make a phone call or get a snack. You may not use this time to leave the
building or to wander the hallways.

You must silence your phone and put it away at the beginning of your treatment session.
You may only take an EMERGENCY call during your session and you will need to let
your counselor know the nature of the call.

An excused absence is one for which you can provide documentation. Excused absences
are limited to death in the family, illness, incarceration, or accident. All other absences
are considered unexcused.

[f at any time you are absent from treatment for 30 days, you will be discharged
unsuccessfully, and will need a new admission appointment, or a new evaluation
(depending on the amount of time that lapses) before being readmitted to treatment.

C:\Users\scastro\AppData\Local\Microsoft\Windows\INetCache\IE\43[EW85R\Treatment Contract August

2018.doc 7/5/2018



Risk Reduction : The full program cost is due at the first session
* [Fyou have an excused absence, YOU need to call and re-schedule the class you missed. You cannot
have ANY unexcused absences.
* Ifyou have one unexcused absence, you must schedule, pay for, and attend the entire cycle again.
You will not be refunded for the uncompleted balance of the original cycle.
¢ Subsequent cycle(s) scheduled because of an unexcused absence are not eligible for any fee
reduction. You must pay the full program cost, even if you were originally eligible for a reduced fee.

Treatment Group
¢ If'you have two consecutive unexcused absences, you will be removed from the group and must
schedule and pay for an individual session with your counselor prior to returning to group.
» You will be charged a §25.00 fee for any unexcused absence. This fee must be paid before you
attend your next group session.
e If'you have more than 2 unexcused absences during your treatment you will need to schedule a 1:1
session with your counselor.

Individual Treatment
*» Ifyou have two consecutive unexcused absences, your counselor may elect to have you corplete
another evaluation or have your treatment plan updated to address the reason behind your absences.
e You will be charged a $25.00 fee for any unexcused absence. This fee must be paid before you
attend your next session.

You are currently scheduled for the following (please note times are subject to change based on Agency

Group needﬂl:{isk Reduction Treatment Group Treatment Group
Schedule:

Days

Start date

Time

Individual Sessions: Day of Week Time;

[ fully understand that I am making a commitment to attend and participate in my treatment and
consent to comply with all the above rules and policies.

Client Signature Date

Counselor Signature Date

Cc: Referral Source:

C:\Users\scastro\AppData\Local\Microso ft\Windows\INetCache\IE\43IEW85R\Treatment Contract August
2018.doc 7/5/2018



PRIORITY POPULATION
SCREENING

The following population of clients will be given priority when entering treatment.
Check off all that apply:

» Pregnant Intravenous Drug Users (IDU’s)

» Pregnant and postpartum substance abusers

e IDU’s

» TANF eligible

e DCFS patients
Women and youth

¢ DOC releases who have completed a prison
treatment program

e TASC referrals

OO0 000000
72
OO0 O000000Z

Any client within these specified populations will be immediately registered into
treatment at the time of intake. If a treatment group is not immediately available, the
intake counselor will register the client for interim services, which shall begin no later
than 48 hours after the intake.

The client has accepted interim services: Yes No N/A

The client has been placed on a waiting list for risk group, cycle
and is scheduled to begin on

Client Signature Date

Staff Signature Date

01-03-01PRIORITYPOP



Nicasa Program Orientation

Client Name; Client #: Date:

Cloihl timtigiy

——
Cand vllply

—————
Chanl iy

—
Chert Ity
————
Cheet Ity
Clir<t Ioubaly
—
Sl nEsh
P——

£ it [
e

Client Signature: Date:

Staff Signature: Date:

Your input Is iImportant
Nicasa sirives toward improving care for all individuals served. If you have suggestions about haw we can
do better, please lell your counselor or follow the insiructions at www.nicasa.org.

Discharge criteria

fn order 1o complete your program successfully, you will need to accomplish the following:
+ Aitend scheduled sessions

Participate in discussions and assigned work

Meet your treatment plan goals

Communicate your needs to your counselor

Coordinate your care with your therapist or doctor, if applicable

Use of tobacco - There is no tobacco product use (including e-cigarettes, vaping) inside Nicasa
property/vehicle or within 15 feet of any entrance/exit door. No person under the age of 18 may use
tobacco on any Nicasa property or vehicle.

lilegal or legal substances brought Into the program
Alcohol, illegal drugs and any intoxicating substances are not allowed on Nicasa property.

Weapons brought into the program

Nicasa maintains a safe environment. Nicasa prohibits the possession or use of dangerous weapons in
Nicasa property to the fullest extent of the law. This includes, but is not limited to, firearms, explosives,
knives and other weapons that might be considered dangerous or that could cause harm.

Emergency Response -
« Emergency exils are marked throughout the building
¢ Fire Suppression Equipment is avaitable at key points throughout the building
¢ | am aware Basic first aid kits are located at all Nicasa locations

Complaint and appeal procedure - Most questions and concerns can be resolved by discussing them
with your counselor. However, complaints or grievances can be made to any staff person, or by using the
confidential satisfaction survey available at all sites, or the feedback/concerns survey at www.nicasa.org,
An initial response will be made within 7 days, for any complaints submitted in writing or electronically, if
contacl information is provided for such response. A request for a Case Review (regarding an evaluation or
current treatment placement) should be submitted in writing to the Director of the location where services
were received.

Use of electronics during group sessions - The use of all elecironic devices including cell phones,
lablets or any recording device is strictly prohibited at Nicasa during sessions.

Follow-Up - Nicasa will contact you for follow-up after discharge for a brief survey.

HIPAA Privacy Practices - { have reviewed Nicasa's Notice of Privacy Practices. | understand that if §
have any questions regarding the Notice or my privacy rights, | can contact Nicasa's Privacy Officer at 847-
546-6450.

Client Rights - | have received a copy of Nicasa's Client Rights. | understand the nature of freatment with
Nicasa and my initials indicate consent to treatment with Nicasa.

Toxicology Testing Agreement - | understand that | may be asked to submit to toxicology testing
randomly; that test results will be shared with my referral source with my writien release; that positive test
results may alter my recommended freatment; that | have the right to refuse testing and be informed of the
potential consequences of refusing; that 1 may request a sample be sent for re-test if | dispule the results
and that this re-test would be at my expense if confirmed positive.

Goie o Elare Dot S0 Thank you for choosing Nicasa. Onesshon aon e 102810



Emergency Notification

I » hereby authorize Nicasa staff to contact the following
persons in the case of an emergency.

Primary Contact:

Name :

Phone

Secondary Contact: (to be contact if primary contact cannot be reached)

Name

Phone

If you have a medical emergency and cannot communicate with First Responders, the following
will be shared with emergency personnel:

o Name
o Address
o Date of Birth

Please initial and complete the following if you wish this information to be released to
emergency persennel:

All medications that you have disclosed at Nicasa that you are taking
Initials

___The following allergies and/or medical condition(s):

Initails

Client Signature Date

If you are able to communicate, Nicasa will release no private health information to First
Responders.



Nicasa Request for Confidential Means of Communications

(] ORIGINAL (] cHANGE

Today's Date:

Client's Name: Client #
Client's Birth Date Social ;curlty l;umber

Cllent's Address:

DayUme Telephone E\_lenlng 'T'elephone

Nicasa may conlact you by mail, phone or fax. This communication may inciude your protected health

infarmation. If you do not wish to be contacted by one or more of these methods please specify below:
DO NOT CONTACT ME AS FOLLOWS:

If you wish to be contacled at an address other than the one stated above, please specify below:
PLEASE CONTACT ME AT:

If the restrictions affect my payment arrangements, payment will be made as follows:

| understand thal Nicasa wilt agree to all reasonable requests, but may deny a request if | do not clearly provide an
alternative means of contact, or if | do not provide information as to how paymenl, if applicable, will be made. Nicasa

will notify me in writing of its response to my request.

Signature of Cllent Data

Slgnaturg of Client's Personal Representative Datle

04/14/03

THIS SECTION TO BE COMPLETED FOR CHANGE Ifi CONFIDENTIAL MEANS OF COMMUNICATION ONLY

Far Q izatlo nly;

Date Request Received:

Date of Written Response:
Action taken jcHECK onE): Approved Denjed
Staff person signature Dale

Altachment Req for Conf Means of Comm{ 1]



i —ficasa
Positive Chotces. Lifelong Solutions.

I, (Client's Name), whose Date of Birth is , authorize
Nicasa to disclose to and/or obtain from:

{(Name of Person/Title of Person or Organization) the following information:

Description of Information to be Disclosed (Client needs 1o initial each item to be disclosed)

—_ Assessment/Evaluation — Risk Reduction Education Information

__ Dingnosis __ Discharge/Transfer Summary

___ Psychological Evaluation _ Continuing Recovery Pian

___ Psychiatric Evaluation _ Progress in Treatment

_— Treatment Plan/Summary —__ Demographic Information

— Curent Treatment Update/Status _ S0S Documentation (Updates, Tx Verification)
—. Medication Management [nformation — Status/Completion Letters

— Presence/Participation in Treatment __ Other

— Nursing/Medical Information ___ Other

— Toxicological Reports/Drug Screens __ Other

Eurpose: The purpose of this disclosure of information is to improve assessment and treatment planning, share information
relevant to services and when appropriate, coordinate services, [f other purpose, please specify:

Revocation: | understand that [ have a right to revoke this authorization, in writing, at any time be sending written
notification to Nicasa, at 31979 Fish Lake Road, Round Lake, IL, 60073. | farther understand that a revocation of the
authorization is not effective to the extent that action has been taken in reliance on the authorization,

Expiration: Unless soaner revoked, this consent expires one year from the date of my discharge.

Conditjons: I further understand that Nicasa will not condition my services on whether [ give authorizalion for the
requested disclosure. However, it has been explained to me that failure to sign this authorization may have the following
consequences: client responsible for obtaining all information in person.

Form of Disclosure: Unless you have specifically requested in writing that the disclosure be made in a certain format, we
reserve the right to disclose information as permitted by this authorization in any manner that we deem (o be appropriate
and consistent with applicable law, including, but not limited to verbally, in paper format or electronically.

Redisclosure: State and Federal [aw prohibit the person or organization to whom disclosure is made fom making any
further disclosure of this information unless further disclosure is expressly permitted by the written authorization of the
person (o whom il pertains or as otherwise permitted by 42 C.F.R. Part 2 or the [ltinois Mental Health and Developmental
Disabilities Confidentiality Act (740 ILCS 110/1 ¢t seq.).

[ understand that [ have the right to inspect and copy the information to be disclosed. I will be given a copy of
this authorization for my records,

Signature of Client Date

Signature of Parent, Guardian or Personal Representative Date

If you are signing as a personal representative of an individual, please describe your authority Lo act for this
individuat (power of attorney, healthcare surrogate, etc.).

Check here if Clienl refuses (o sign authorization

Signature of Stafl’ Witness Anesting to [dentity & Authority [t
14/14/03.C AUTH Q1)



