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CLIENT FACE SHEET



NAME: _________________________________________ DOB: _____________ MEDICAID #: _____________

SSN: __________________________ ADMIT DATE: ___________________  ADMIT TIME:________________

LEGAL GUARDIAN: __________________________________________________________________________

RELIGIOUS PREFERENCE: ____________________________________________________________________

LEGAL STATUS: _________________________________________  RACE: _____________________________
REGISTRATION REQUIRED:       Y               N

PLACE OF BIRTH: ____________________________________________________________________________

GRADE LEVEL: _________________  COUNTY OF RESIDENCE: ____________________________________

SCHOOL DISTRICT OF RESIDENCE: ___________________________________________________________

EDUCATION CONTACT: ______________________________________________________________________

OUTCOME OBJECTIVE: ______________________________________________________________________

____________________________________________________________________________________________




________________________________________________	___________________________________________
Clinical Coordinator					Lead Counselor


________________________________________________	___________________________________________
Program Director						Educational Coordinator


CONTACT FORM

CLIENT NAME: _______________________________________________  DOB: _________________________

Name/s: _____________________________________________________________________________________
Relationship to client: __________________________________________________________________________
Address: _____________________________________________________________________________________
City: ____________________________________________  State: ______________  Zip: ___________________
Home Ph: ______________________________________ Work Ph: _____________________________________
Cell Ph: _______________________________________  Cell Ph: ______________________________________
· NO CONTACT
Approvals: 	
· Telephone calls to/from
· On grounds visit
· Off grounds visit
· Overnight visit

Name/s: _____________________________________________________________________________________
Relationship to client: __________________________________________________________________________
Address: _____________________________________________________________________________________
City: ____________________________________________  State: ______________  Zip: ___________________
Home Ph: ______________________________________ Work Ph: _____________________________________
Cell Ph: _______________________________________  Cell Ph: ______________________________________
· NO CONTACT
Approvals: 	
· Telephone calls to/from
· On grounds visit
· Off grounds visit
· Overnight visit

Name/s: _____________________________________________________________________________________
Relationship to client: __________________________________________________________________________
Address: _____________________________________________________________________________________
City: ____________________________________________  State: ______________  Zip: ___________________
Home Ph: ______________________________________ Work Ph: _____________________________________
Cell Ph: _______________________________________  Cell Ph: ______________________________________
· NO CONTACT
Approvals: 	
· Telephone calls to/from
· On grounds visit
· Off grounds visit
· Overnight visit

Name/s: _____________________________________________________________________________________
Relationship to client: __________________________________________________________________________
Address: _____________________________________________________________________________________
City: ____________________________________________  State: ______________  Zip: ___________________
Home Ph: ______________________________________ Work Ph: _____________________________________
Cell Ph: _______________________________________  Cell Ph: ______________________________________
· NO CONTACT
Approvals: 	
· Telephone calls to/from
· On grounds visit
· Off grounds visit
· Overnight visit



RELEASE FOR EXCHANGE OF INFORMATION



NAME:_______________________________________________________________________

ADMISSION DATE: ____________________  DOB: _____________________

I hereby authorize: 	______________________________________________________

			______________________________________________________

			______________________________________________________

to discuss and exchange verbal and written information regarding my treatment with Hand Up Homes for Youth or agency representatives.


The following information is specifically requested:
  Summary of Treatment Progress				  Psychiatric and/or Medical History
  School Records					  Discharge Summaries
  Medication, Prescription & Diagnostic Information	  Family Assessments
  Psycho/Social Assessments				  Psychological Evaluation
  Drug or Alcohol Abuse Information			  Probation/Diversion Records
  Treatment Plans and Reviews				  Court/Legal Records
  Attendance and Involvement in Treatment		  Financial/Fee Records
  Attitudinal and Behavior Assessments
  Other ______________________________________________________________________________________


I certify that this request has been made voluntarily and that the information given above is accurate to the best of my knowledge.  I understand that I may rescind this authorization through written request at any time, except in the event that action has already been taken to comply with it.  Redisclosure of received information is prohibited without my expressed consent.

Photostatic copies of this authorization will be considered as valid as original.

This release may be rescinded at any time through written notification.


Signed:	_____________________________________________________	____________________________
	Client								Date

	_____________________________________________________	____________________________
	Parent/Guardian							Date

              _____________________________________________________	____________________________
	Caseworker/Case manager						Date

	_____________________________________________________	____________________________
	Witness								Date
              


CLIENT HEALTH RECORD


CLIENT:  ___________________________________________________________________

DATE OF ADMISSION: __________________________	DOB: _________________________

MEDICAID #: ____________________________  	CARD PRESENT AT INTAKE: ____________

HEALTH AT INTAKE:

Is the client ill or injured at the time of placement or was ill in the past month?  ________________
	If yes, describe: _________________________________________________________________________

Does the client have special health problems? __________________
	If yes, describe: _______________________________________________________________________

Allergies to medications: ______________________________________________________________________

Allergies to food/materials: _____________________________________________________________________

Disabilities: ________________________________________________________________________________

Hospitalizations: ____________________________________________________________________________

Current Medication(s) – dose/time/reason for medication (check box if presented at intake):
· ___________________________________________________________________________________
· ____________________________________________________________________________________
· ___________________________________________________________________________________
· _____________________________________________________________________________________
· __________________________________________________________________________________

Prescribing Doctor: _______________________________________ Ph #: ______________________________

Immunizations current: ______________   Records present at intake: ________________

Last known physical: ________________________________

Last known dental: _________________________________

Other pertinent medical information/immediate medical requests: ________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________


___________________________________________________________________________________________
Completed by											Date


CLIENT: _______________________________________________       DOB: _____________________________



MEDICAL CARE AUTHORIZATION


I do hereby consent to authorize any duly licensed physician/dentist to conduct such medical/dental examination and treatment, including surgery, on behalf of the above-named youth as may, in his/her judgment, become necessary to safeguard the health of said child while at Hand Up Homes for Youth.

Parent/Guardian signature: _______________________________________________________________________
	Relationship: ______________________________________________________

Caseworker/Case manager: __________________________________________________ Date: _______________

Client signature: _______________________________________________________________________________
	
Witness: ______________________________________________________________    Date: ________________





PSYCHOLOGICAL CARE AUTHORIZATION


I do hereby consent to and authorize any duly licensed psychological professional to conduct such examination and treatment, on behalf of the above-named youth as may, in his/her judgment, become necessary to safeguard the health of said child while at Hand Up Homes for Youth.


Parent/Guardian signature: _______________________________________________________________________
	Relationship: ______________________________________________________

Caseworker/Case manager: __________________________________________________ Date: _______________

Client signature: _______________________________________________________________________________
	
Witness: ______________________________________________________________    Date: ________________



CONSENT/RELEASE FOR THIRD PARTY BILLING


CLIENT: ________________________________________________  MEDICAID/STATE ID: _______________

I do hereby authorize Hand Up Homes for Youth to release information from my client record to:

__________________________________________________
______Medicaid____________________________________
______State of Colorado/HCPF________________________

This data shall include information necessary for third party billing payers.  I understand this information will be used for billing purposes only.

I hereby give permission to HUHFY to submit claims for and receive any benefits for which I may be eligible for services rendered under the auspices of said center.

The doctrine of informed consent has been explained to me and I understand the contents to be released, the need for the information, and that there are statutes and regulations protecting the confidentiality of authorized information.  I hereby acknowledge that this consent is truly voluntary and is valid until such request is fulfilled.  I further acknowledge that I may revoke this consent at any time except to the extent that action based on the consent has been taken.



_____________________________________________________________________________________________
Signature of Client										Date


_____________________________________________________________________________________________
Signature of Parent/Guardian									Date


_____________________________________________________________________________________________
Caseworker/Case manager 	              Date


_____________________________________________________________________________________________
Signature of Witness										Date


INVENTORY REMOVAL AUTHORIZATION


CLIENT NAME: ________________________________________________ DOB: _________________________


I, __________________________________________________, hereby grant the administration of Hand Up Homes for Youth permission to remove from the premises all items of my personal inventory left 30 days after my discharge by any means.  If HUHFY has not received notification or arrangements to send or remove my inventory by this deadline, all items remaining will be considered property of HUHFY and handled accordingly.


_____________________________________________________________________________________________
Client												Date


_____________________________________________________________________________________________
Caseworker/Case Manager									Date


_____________________________________________________________________________________________
Parent/Guardian											Date


_____________________________________________________________________________________________
Witness												Date


PHOTO RELEASE

CLIENT: ______________________________________________________ DOB:__________________________

I do hereby authorize Hand Up Homes for Youth to interview, videotape, and photograph me while in the care of the program, this being in compliance with the treatment and evaluation currently being done by Hand Up Homes for Youth.

This consent is subject to the absolute conditions that:
1. My identity will be kept confidential in any interviewing, if desired.
2. I may refuse to participate in or discontinue my participation in the interview and/or filming at any time.

I am aware that the laws of the State of Colorado and federal laws protect me from having my information released to the media and that I am not required to sign this consent form.  I therefore sign this consent form willingly.


_____________________________________________________________________________________________
Client signature											Date

_____________________________________________________________________________________________
Parent/guardian signature										Date

_____________________________________________________________________________________________
Caseworker/case manager signature									Date

_____________________________________________________________________________________________
Witness signature											Date


RECREATIONAL ACTIVITY CONSENT


CLIENT NAME: __________________________________________________ DOB: _______________________

I, ______________________________________________________ (client), hereby release Hand Up Homes for Youth and all members of its staff from any medical, personal and/or financial liability for injury which may occur from my participation in any outings, trips or recreation activities while a resident at Hand Up Homes for Youth.  I understand that if any medical treatment is necessary as a result of any injury while participating in any outings, trips or recreations activities, all costs of that medical treatment will be my sole responsibility.

I, _______________________________________________________ (parent/guardian) hereby authorize ________________________________________________________ to participate in any outings, trips, or recreational activities off the grounds of the Hand Up Homes for Youth.  I understand that all precautions deemed reasonable and necessary will be taken to prevent injury to him.

If there are any medical conditions or physical handicaps unknown to Hand Up Homes for Youth they have all been listed and explained on the client health form.


_____________________________________________________________________________________________
Client signature											Date


_____________________________________________________________________________________________
Parent/guardian signature										Date


_____________________________________________________________________________________________
Caseworker/case manager signature									Date


_____________________________________________________________________________________________Witness signature											Date


AUTHORIZATION TO PARTICIPATE IN SPECIFIC EDUCATION 
& EXPERIENTIAL ACTIVITIES


CLIENT: ________________________________________________________ DOB: _______________________

The undersigned acknowledges that Hand Up Homes for Youth is a unique residential treatment facility and school which provides a variety of experimental, outdoor, and animal oriented education and therapy experiences.  Unless deemed inappropriate by the multi-disciplinary team, all clients are expected to participate in these activities as part of their treatment and education plans.

The undersigned understands that these activities and other routine medical and treatment needs may require transportation by various staff members to locations off facility grounds.

The undersigned understands that all of the activities require clients to participate in specialized education and training specific to each activity.  This may require passing a safety and/or basic skills exam prior to full participation.

The undersigned understands that clients must demonstrate the ability and willingness to maintain safe and appropriate behaviors in order to participate in these specialized activities.

The undersigned parent/guardian hereby releases Hand Up Homes for Youth and all members of its staff from any medical, personal, and/or financial liability for injury which may occur from the client’s participation in any outings, trips or recreation activities while a resident at Hand Up Homes for Youth.  The undersigned parent/guardian agrees to accept sole responsibility for the costs of medical treatment necessary as a result of any injury while participating in any outings, trips, or recreation activities.  Hand Up Homes for Youth will provide reasonable and necessary supervision and safety precautions for all activities to assist in prevention of injury.

The undersigned authorize the client to participate in the following activities:

_____	Technology program – includes use of power tools and computers, may include participation in state, local, and national competitions, on and off-grounds work programs, and other extracurricular activities.

_____	Equestrian programs – includes horseback riding, competitions, equine therapy, and on/off-grounds work programs.

_____	Work programs – includes a variety of on-grounds and off-grounds employment opportunities with individualized supervision and accountability measures.  It is understood that some residents are encouraged to seek employment as appropriate to their educational, vocational, and treatment needs.  The job performance and accountability of all residents are monitored by the multi-disciplinary team in cooperation with the client’s employer(s).  Hand Up Homes for Youth reserves the right to terminate a client’s employment if deemed necessary.

_____	Off-grounds educational, therapeutic or recreational day activities.

_____	Extended overnight experiential educational and/or therapeutic trips in a wilderness setting.  These trips may occur in or out-of-state.  Further information will be provided prior to these activities occurring.  Physical activities may include skiing, backpacking, camping, rafting, etc.


____________________________________________________________________________________________
Client signature											Date

____________________________________________________________________________________________
Parent/guardian signature										Date

____________________________________________________________________________________________
Caseworker/case manager signature									Date

____________________________________________________________________________________________
Witness signature											Date

RELIGIOUS ASSESSMENT


CLIENT: ______________________________________________________ DOB: _________________________

These questions will help us plan religious services according to your interests and background.  You have the right to deny completing this assessment.

I do not wish to disclose my religious preference(s) at this time.  __________________ (client initials)

1.  Religious preference ____________________________________________________________________

2. Religious affiliation of parents:
Mother ________________________________________________________________________
Father  ________________________________________________________________________

3. Do you wish to contact your pastor, priest, reverend, minister or rabbi?
Yes _______________		No _________________
If yes, what is his/her name, phone #: ________________________________________________

4. Would you read any religious literature if it were made available to you?
Yes _______________		No _________________

5. As a result of your religious belief(s) are you on a special diet?
Yes _______________		No _________________

6. Would you attend a religious program or study group if it was available?
Yes _______________		No _________________



THERAPIST DISCLOSURE STATEMENT


CLIENT NAME: ________________________________________________ DOB: _________________________

The practice of both licensed and unlicensed psychotherapists in Colorado is regulated by the Department of Regulatory Agencies.  Colorado Revised Statute 12.43.214 affirms that clients in therapy are entitled to receive information about the methods of therapy, the techniques used, the duration of therapy, if known, and the fee structure.  Clients are also entitled to information about the therapist’s degrees, credentials and methods of therapy, and may seek a second opinion from another therapist.  In a professional relationship, sexual intimacy is never appropriate and should be reported to the grievance board.

Information provided by a client to a therapist is considered confidential within the treatment team, except in life threatening situations, suspicions of child abuse, and when the client is under 16 years of age and is the victim or subject of a crime.  Therapists in Colorado are required by law to report known or suspected cases of child abuse or neglect to the County Department of Social/Human Services and/or law enforcement agencies.

Address any questions or complaints to:
			The Department of Regulatory Agencies
			1560 Broadway, Suite 1340
			Denver, CO  80202
			303.894.7766

Therapist’s Name: ______________________________________________________________________________
Degrees: _____________________________________________________________________________________
Credentials: ___________________________________________________________________________________
Licenses: _____________________________________________________________________________________

I have been informed of the degrees, credentials, and licenses of my therapist at Hand Up Homes for Youth and of the rights of clients in therapy.


_____________________________________________________________________________________________
Client signature											Date


_____________________________________________________________________________________________
Caseworker	              Date


_____________________________________________________________________________________________
Parent/guardian signature										Date


_____________________________________________________________________________________________
Therapist signature										Date


_____________________________________________________________________________________________
Witness signature											Date


TREATMENT CONTRACT
INFORMED CONSENT AND WAIVER OF CONFIDENTIALITY


CLIENT NAME: _____________________________________________________  DOB: ___________________


1.  _______	I am stating that I have committed a sexual offense and that I have, in one or more ways, sexually abused other people.  I agree that I have been given the privilege of being involved in a treatment program.  It is therefore my responsibility to cooperate with my helpers and complete treatment assignments that are given to me.  I agree that staying at Hand Up Homes means I must follow this contract.  Based upon my progress in treatment, these rules may be changed by my multi-disciplinary team.

2.  _______	I agree, because of my abusive behaviors, I will have specific guidelines around no contact with children and vulnerable populations, which includes children in my family and the community.  I agree that “no contact” means there may be limits on places I may go in the community, i.e., parks, pools, funplex, playgrounds, amusement parks, etc.  I will also have limits on phone calls, mail, and other direct and indirect forms of contact, i.e., messages sent through family members or friends and anonymous gifts or messages, with past or potential victims.  Any such contact must first be approved and safety planned.  All passes and visits on-grounds must be approved by my multi-disciplinary team.  I will not gather information about past or potential victims until it is part of my offense-specific treatment or as approved by my multi-disciplinary team.  I also agree that expectations of Hand Up Homes may be different than those set by the Courts and/or my probation/parole contract.

3.  _______	I agree that while I am in the treatment program, I will not use any alcohol or illegal drugs (including cigarettes).  I will not possess any weapons of any sort, or engage in any illegal activities.  I am not to associate with known delinquents or criminals except in the course of my treatment or as approved by my multi-disciplinary team.  Any involvement in or awareness of illegal activities of others must be reported to my multi-disciplinary team.  If I hold on to secrets of others I may be unsuccessfully terminated from the treatment program.  I acknowledge that my therapist is obligated to report to legal authorities any known or suspected forms of criminal behavior.  This reporting may result in legal proceedings against me.

4.  _______	I agree that it will be helpful to participate in containment-oriented treatment program so that I may learn to be accountable to others and no longer participate in illegal and/or sexually abusive behaviors.  I agree to learn and talk about my thoughts, feelings, and behaviors and to report these accurately to my counselors, probation/parole officer, caseworker, and group members.  I also agree to accurately report these things to family members and relevant members of the community as directed by my multi-disciplinary team.

5.  _______	I agree to participate, cooperate, and successfully complete the offense specific treatment program.  I will be asked to work on issues such as my sexually abusive behavior, sexual victimization, other trauma/loss issues, excessive or inappropriate sexual arousal, other emotional difficulties, school problems, and other behavior/criminal problems.

6.  _______	I agree that I will not have any sexual contact with anyone while living at Hand Up Homes.  Any social contact with appropriate aged persons, i.e., dating, must be reviewed and approved by my multi-disciplinary team.

7.  _______	I agree that I will be working on how I impacted other people with my abusive behavior.  As directed by my multi-disciplinary team, I will be completing assignments or projects, i.e., disclosure clarification, restitution, arousal reduction, safety planning, etc., to assist in understanding and dealing with my impact on others.  I understand this is part of my treatment process but does not mean completion.

8.  _______	I acknowledge that I have kept my abusive behavior a secret.  As part of my treatment I will be taking polygraph exams to verify disclosure work.  This will occur at the request of my multi-disciplinary team.  I know my helpers are obligated to report to legal authorities any known or suspected forms of abuse, including but not limited to, child abuse, sexual abuse, and abuse of the elderly.  This reporting may result in legal proceedings against me.  I agree to cooperate fully with the polygraph procedure, knowing it will assist me in being completely honest.  Polygraph testing may not be covered in the cost of my treatment and may require my payment in full at the time of the examination.

9.  _______	I agree that part of my offense specific treatment includes accurately reporting my sexual arousal patterns and fantasies.  I agree to participate in physiological (plethysmograph or Abel) or psychological assessment of my sexual arousal or interest at the request of my multi-disciplinary team.  Assessment of sexual arousal/interest may not be covered in the cost of my treatment and may require my payment in full at the time of the examination.

10. _______	I understand that I will need to be fully accountable for my whereabouts at all times while living at Hand Up Homes.  I will need to gain approval from my multi-disciplinary team, safety plan, and review each event and activity in which I participate.

11. _______	I will learn many things in treatment about my sexually abusive behavior and my risk to others.  I agree to cooperate with and complete all of these tools and assignments to the best of my ability without misusing them to further my inappropriate or acting out behaviors.

12. _______	I agree that it will be helpful to me for my therapist to have my consent to speak in detail about my life and behavior with people important to my treatment.  Therefore, I am waiving all rights of confidentiality and giving my therapist my informed consent to discuss in detail my life and behavior with people important to my treatment.  These people may include other or past therapists, victims’ therapists, caseworkers/case managers, probation/parole officers, law enforcement representatives, employers, family members, teachers, etc.  I will have full knowledge of who my therapist is speaking to throughout my treatment.

13. _______	I agree that any violation of this treatment contract must be reported to my therapist.  Any violation may result in my being placed on a probationary status within the treatment program, suspension status, and/or immediate termination from the program.  All violations will be reported to my probation/parole officer, caseworker, parents, and any other appropriate authorities.  Failing to make progress in treatment may also lead to unsuccessful termination from Hand Up Homes.  I understand this may affect my ability to live on probationary status in the community.

14. _______	I reserve the right to rescind this treatment contract at any time by providing my therapist with written notification.  I understand that such a decision may require termination from Hand Up Homes.

I have fully read, or have been read to, understood, or had explained to my satisfaction the above listed items
regarding my participation in sex offense specific treatment, including expectations for my conduct, mandatory 
reporting of known or suspected cases of child abuse or criminal behavior, and non-confidentiality.  I have initialed
each item, indicating my agreement with and understanding of the content of the item.  My signature below
indicates my intent to participate in and cooperation with to the best of my ability, the sex offense specific treatment
program at Hand Up Homes for Youth.  I understand that I may review this document by making an appointment with my treatment providers and that I have the right to have the items or content explained to me if necessary.  I further understand that this contract is an agreement between me and my multi-disciplinary team and that violations of the terms of this contract may result in sanctions up to and including my unsuccessful discharge from treatment and the revocation of my privilege to remain in the community.

This document supersedes all prior treatment contracts or other documents concerning the issues of agreement to participate in sex offense specific treatment, informed consent, and waiver of confidentiality.


____________________________________________	___________________________________________
Client signature				Date		Parent/guardian signature			Date


____________________________________________	___________________________________________
Caseworker signature			Date		Probation officer/case manager signature	Date


____________________________________________	
Therapist				Date		
INFORMED CONSENT FOR ASSESSMENT AND EVALUATION


CLIENT: __________________________________________________  DOB: _____________________________

I do hereby consent to authorize Hand Up Homes for Youth, including its agents, representatives, and affiliates to conduct psychological and/or psychosexual evaluation for the purpose of treatment and disposition planning of my case.

I also authorize Hand Up Homes, including its agents, representatives, and affiliates to release information to the following persons and/or agencies: 
__________________________________________________________________________________________________________________________________________________________________________________________

_____	I understand that assessment and evaluation procedures vary widely and may include techniques such as interviews, paper and pencil tests, oral or verbal tests, observational assessments, collateral contacts and the exercise of experienced clinical judgment.  I further understand that any assessment and evaluation will be performed only by individuals who are qualified to conduct such assessments or under supervision by someone who is qualified.  Only recognized and standardized procedures will be used for the purpose of my assessment and evaluation except when appropriately documented and used with such recognized procedures.  You will be informed and may inquire about the qualifications of the person who will be conducting the evaluation measures.

_____	I understand that assessment and evaluation procedures may include, but may not be limited to, procedures designed to elicit information about:  level of cognitive functioning, emotional strengths and coping styles, motivation, goals, career interests, personality style, clinical syndromes, psychiatric disturbance, trauma-reactivity, sexual interest and fantasy, psychopathy, victim and offense characteristics, responsiveness to treatment and intervention, need for medications, and risk for reoffense.  I understand that treatment recommendations and diagnostic impressions may be made based on the findings of these assessment measures, and that my honest and active participation in these procedures is necessary to assure the accuracy of these recommendations.

_____	I understand that confidentiality is limited in cases of known or suspected child abuse, sexual abuse, and that mental health and child care professionals are required to report any new information to appropriate authorities.

_____	I further understand that my consent to authorize such assessment and evaluation does not include my consent to participate in experimental research or the use of experimental procedures in treatment, for which a separate statement of informed consent must be signed by me.  This does not, however, prevent Hand Up Homes for Youth from using any assessment and evaluation data anonymously in non-experimental, investigative, or program evaluation research in which there is no experimental control design.  I also understand that the use of assessment and evaluation data in such non-experimental research will include no risk of consequences or detriment to me whatsoever.

_____	I understand that I have the right to review the results of any evaluation measures with an appropriately qualified professionals.

_____	I reserve the right to rescind this waiver of confidentiality at any time by providing my therapist with written notice.

____________________________________________________________________________________________
Client signature											Date

____________________________________________________________________________________________
Parent/guardian signature										Date

____________________________________________________________________________________________
Caseworker/case manager signature									Date

____________________________________________________________________________________________
Witness signature											Date


PARENT TREATMENT CONTRACT

CLIENT: __________________________________________________ DOB: _____________________________

We expect both parents and youth to sign and comply with a treatment contract.  Refusal to sign this contract may impact a parent or guardian’s ability to participate in treatment and/or visitation.  As the parent(s) of a youth participating in our treatment program, your active and effective participation is critical to your child’s success.  We ask you to read the following Parent Treatment Contract, discuss its content with the multi-disciplinary team, and sign your name in the space provided.

1. I acknowledge that my son has been sexually abusive and requires treatment for such behavior.
2. I agree to be an active member of my son’s treatment team and accept that I am an integral part of the team.
3. I understand that family therapy, parent groups and multi-family groups are an integral part of the treatment program.  I agree to participate in these treatment modalities and am willing to openly explore the family’s role in the development of abusive behavior.
4. I will attend all scheduled therapy appointments and staffings.  I will only cancel sessions in the event of unanticipated or emergency circumstances and will give at least 24 hours notice for cancelled or rescheduled appointments.
5. I will responsibly fulfill any financial obligations related to my child’s participation in treatment.
6. I will be open, honest, and accountable for my current and past behaviors/actions and take full responsibility for any behaviors that may negatively impact my child or family.
7. I will encourage my child to approach treatment with a positive and open attitude.  Under no circumstances will I knowingly encourage my child to adopt oppositional, defiant, or counter-treatment behaviors.
8. I will neither keep secrets nor hold secrets for my child or any other family member.  “Secrets” in this context refers to withholding any information relevant to treatment.
9. I understand that the process of therapy is emotionally challenging and not necessarily predictable.  I will do my best to tolerate the frustrations inherent in this process and be open to discussing issues with the treatment team.
10. I agree to learn my child’s entire treatment curriculum and complete family “homework” assignments.
11. Under no circumstances will I allow my child to have phone, email, written, or personal contact with victims, unless such contact has been approved by the entire multi-disciplinary team.
12. Should I become dissatisfied or angry with a member of my child’s multi-disciplinary team, I will make every effort to resolve the conflict in a responsible, non-abusive, and expedient manner.
13. I acknowledge that at times it may be necessary to “agree to disagree” with members of the multi-disciplinary team.
14. I agree to follow and uphold all court orders.
15. I acknowledge that for all new HUHFY clients, family visitation begins at a “staff supervised” level.  Off-campus family passes are only approved following evidence of adequate treatment participation and supervision.
16. I acknowledge that while family reunification remains a goal for many of the residents of HUHFY, this goal is not always attainable nor in the best interest of community safety.
17. I will not allow my child to have contact with individuals who have verbally, physically, or sexually harmed them in the past.
18. If so recommended by the multi-disciplinary team, I will seek a psychiatric, substance abuse, or medical evaluation.
19. If so recommended by the multi-disciplinary team, I will participate in my own individual or marital therapy outside of my child’s treatment.
20. I understand that this contract may be modified by the multi-disciplinary team as treatment progresses and such changes will be discussed and agreed upon by all parties.
21. I reserve the right to refuse to sign or to withdraw this treatment contract at any time by first providing my son’s therapist with written notification.

_____________________________________________________________________________________________
Parent/guardian signature										Date

_____________________________________________________________________________________________
Parent/guardian signature										Date

_____________________________________________________________________________________________
Caseworker/case manager signature									Date

_____________________________________________________________________________________________
Witness signature											Date

CONSENT FOR NON-ROUTINE/EMERGENCY MEDICAL/DENTAL CARE


CLIENT NAME: ______________________________________________  DOB: __________________________


I, _______________________________________________ with ________________________________________
give Hand Up Homes for Youth permission to access any and all non-routine/non-emergency medical and dental care/appointments for which _________________________________________________ is in need of or has requested.



_____________________________________________________________________________________________
Caseworker/case manager signature									Date


____________________________________________________________________
Agency


PERMISSION TO MANAGE MONEY



CLIENT NAME: __________________________________________________	  DOB: ______________________


I, _____________________________________________________, do hereby grant Hand Up Homes for Youth permission to manage my money and allowance.


_____________________________________________________________________________________________
Client signature											Date


_____________________________________________________________________________________________
Caseworker	              Date


_____________________________________________________________________________________________
Parent/Guardian signature										Date


_____________________________________________________________________________________________
Witness signature											Date


PHYSICAL MANAGEMENT CONSENT


CLIENT: ___________________________________________________  DOB: ____________________________

I, ______________________________________________________, understand that it may be necessary for me to be physically restrained during my stay at Hand Up Homes for Youth.  This would be necessary if I become out of control and demonstrate dangerous behaviors to myself, others, or am destroying property.  Hand Up Homes for Youth uses the Cornell TCI method of restraint as outlined in the policies and procedures.  You have the right to ask someone to review this policy with you if you have any questions about it.

In the past, when I have become angry and destructive, I have or have not been able to calm myself down (circle one).  The three most useful and common ways I have been able to calm myself down in the past have been: 

1. ______________________________________________________________________________________
2. ______________________________________________________________________________________
3. ______________________________________________________________________________________

I, ________________________________________________________, will make every effort while at Hand Up Homes to learn how to manage my thoughts, feelings, and behaviors in a way that does not require my helpers to have to physically take control of me.  I do, however, understand that in the event that I become out of control it will be necessary for this to occur.  I also understand that when physical restraints are necessary, my helpers will help me regain control of myself very slowly and help me to gain a better understanding of my thoughts, feelings, behaviors, and tools I can use in the future.


_____________________________________________________________________________________________
Client signature											Date


_____________________________________________________________________________________________
Parent/guardian signature										Date


_____________________________________________________________________________________________
Caseworker/case manager signature									Date


_____________________________________________________________________________________________
Witness signature											Date
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