The

GREATER MINNESOTA FAMILY SERVICES - SHELTER CARE (GMFS/SC) AGREEMENT
January 1, 2017 — December 31, 2018

Agency, (hereinafier referred (o as Agency) places and is financially responsible for

(recipient) while placed at GMFS/SC, 3619 SW 15" Avenue, Willmar, MN 56201, as of

The Agency and GMFS/SC agree to abide by the provisions outlined in this placement agreement.
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The Agency shall, by written communication, provide GMFS/SC with a specific statement as to the legal status of the child, and whom or which agency has
legal custody of the child.
GMFS/SC shall, within five (5) working days following the last day of each calendar month, submit an invoice to the Agency. The invoice shall contain; 1)
name of child served; 2) number of days of service with daily rate (the unit cost is $201.99/day for days 1-7 and $192,92/day for days 8§ ard after); and 3) total
cost of providing services,
The Agency shall, within thirty (30) calendar days of the date of receipt of the invoice, make payment direct for services. The Agency is responsible to
GMFS/SC for the total cost of services incurred by the resident. Any financial arrangements or obligations on the part of the recipient's parents will be
between the recipient and the Agency and will not involve GMFS/SC. It is also our understanding, with prior written approval of the Agency, that vendor
payments relative to the recipient's medical, psychological, psychiatric, dental, or optical care would be billed from the vendor to the Agency or recipient's
medical insurance.
Insurance Company Co-pays for client's medical/medications will not be included as part of the unit cost for providing service to eligible clients. The
Contractor shall, within ten (10) working days following the last day of each calendar month, submit on a standard invoice the cost for any client's
medical/medication needs not covered by the client's Medical Insurance to the Agency. The Contractor shall, within ten (10) working days following the last
day of each calendar month, submit on a standard invoice, the cost incurred by the Contractor for any client's medical/medication needs, when clients do not
have Medical Insurance, to the Agency.
GMFS/SC shall inform the Agency within one (1) working day when the child is absent from GMFS/SC. Mutual agreement shall be reached within one (1)
working day between GMES/SC and the Agency as to how long the recipient's bed shall be held. All verbal communications must be confirmed in writing by
the Agency within five (5) working days.
GMFS/SC shall provide the Agency and the child’s family with information relative to the procedures at GMFS/SC.
The Agency must allow access to GMFS/SC the following information in writing at the time of placement:
. Social history on child and family;
. Results of recent psychological and/or psychiatric evaluations;
. Results of physical examination which has been given within the last year (if no recent phys. exam has been given, GMFS/SC will set up as necessary);
. Medical health problems (including names of physician last seen, family doctor, dentist, optician, and specialist);
. Educational data (IEP, achiecvement scores, and special programs);

Child health insuranee information (medical assistance number/card, parent's health insurance/policy number);
. Out-of-home placement plan;

h. Court order or voluntary placement agreement.
At the time of placement, the Placing Worker shall complete admission face sheet, provided by GMFS/SC. The parents shall be present at the time of placement
to sign the necessary consent forms (if parents are unavailable, the child's guardian/Placing Worker shall sign the consent forms).
If GMFS/SC is requested y the referring Agency to transport residents to staffings, hearings, medical/therapy appointments, or court appearances, they will be
included in the per hour costs,
The Agency agrees to pay full per diem costs to GMFS/SC in the event that a child is given home visits. The Agency will not pay per diem costs to GMFS/SC
for respite visits or pre-placement visits to another facility. The child is considered a resident of GMFS/SC until date of official discharge as requested by the
referring Agency. :
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GMFS/SC Representative Date

Placing Agency Representative Date

. The Agency agrees to contract the following additional services: (The following service fees are in addition to per diem charges and payment must be received

within thirty (30) calendar days of the date of receipt of the invoice, with payments made directly to GMFS/SC)

Masters Doctorate
Psychological Evaluation $82.16/hr $96.00/hr
Family Based Assessments $82.16/mr
(Done in the home by a professional counselor)
Family Based Counseling $55.96/hr
Family Based Life Skills $42.36/hr
Transportation to and from placement by
practitioner $32.00/hr
Interpretative services (if available) $50.00/hr
One-on-one aide for high-risk youth $21.22/he
Urine Analysis $45.00/UA
Other county requests
Rule 25 CD Assessments $130.00
GMFS/8C Representative Date
Placing Agency Representative Date
The Agency does not wish to contract for additional services.
GMFS/SC Representative Date

Placing Agency Representative Date



Greater Minnesota Family Services
Shelter Care

3619 SW 15" Avenue, Willmar, MN 56201

Phone: (320) 235-3664 Fax: (320) 235-1671

Shelter Care Runaway Disclaimer

It should be understood that the Greater Minnesota Shelter Care Facility located at 3619 15"
Ave. SW, Willmar, MN 56201 is NOT a locked facility nor are its staff members authorized to
physically stop a resident from running away from the Shelter Care facility, unless the child is in
immediate danger to himself/herself or others.

I, , parent/guardian of
(Parent/Guardian)

(Resident)

acknowledge that the Greater Minnesota Family Services Shelter Care program is not a locked
facility and will not be held responsible for the health and welfare of the above named resident if
they were to run from the facility located at 3619 15" Ave. SW, Willmar, MN 56201. The
Shelter Care program is also not responsible for a child who chooses to run away from the
program staff while on an off-site outing. This includes, but is not limited to, a child becoming
injured after running away from the facility and/or staff members or the child committing some
type of unlawful act after running away from the facility and/or staff members.

Shelter Care program staff, at the time a runaway has been found missing, will contact the
Kandiyohi County Sheriff’s Department to inform them that a child is missing. The resident may
be considered for discharged at that point and will not be allowed to return to the Shelter Care
facility until he/she has been placed and observed in a secure facility for a period no less than 24
hours.

Re-admittance into the Shelter Care program will be based on the Shelter Care team's decision to
re-admit or not.

Parent/Guardian Date:

Referring Worker Date:

Shelter Care staff Date:




Greater Minnesota Family Services

Application for Services

oo DIEHICH ]

Client Number Date Services Began GMFS Staff Name
Legal Name of Client: Race:
Lust First M.L
Address:
Namber/Street/Route Town/City State  Zip o
County of Residence: TYPE OF SERVICE REQUESTED:
Date of Birth: (Initial & Date)
1 (] Diagnostic Assessment /1
SSN: (O Male (JFemale § 2 (] Family Based Services__/ [/
3 [3 School Mental Health il
Telephone: Home: ( ) 4 [ Early Childhood FBS [l
Work: ( ) 5 Q HCBS __ /[
Cell: ( ) 6 (] Day Treatment ___/ [/
Who Referred You to GMFS? 7 Q Group Therapy__[__/__
. \ 8 ] FGDM )
1 3 Self 2 [} Family/Friend 9 O Comnections 7 J
3 [ Other (Agency, Staff Person, and Phone): onnections /o —
; : : ’ ' 10 ] Shelter Care [l
i . 11 (] ShelterCare FBS___/ /[
Provious Bud.yes DOT'," Hyes Agtnoy Namie 120 Psychiatric Services

D.A. Date

Party Responsible for Payment (PLEASE CHECK ONEY:
{T}] COUNTY OF RESIDENCE
{71 COUNTY: DIFFERENT THAN COUNTY OF RESIDENCE:

[] GRANT/INSURANCE
{0 PRIMARY INSURANCE

Client Authorization for Third Party/Other
Payment Claims:

{ request that payment for services received from Greater Minnesota
Family Services (GMFS) be made directly to GMFS. [ authorize
GMFS to release to the aforementioned third party payor(s) diagno-
ses, dates, type and providor of service(s) regarding myself and/or

COMPANY my dependeats for the purposes of processing a claim. This authori-
PHONE # zation expires one year from the date signed. | understand that I may
MEMBER L.D. # revoke my consent at any titne except to the extent that GMFS has
POLICY/GROUP # already disclosed data.
POLICY HOLDER DoB
] SECONDARY INSURANCE Signatute of Client or Legat Guardian Date
COMPANY
PHONE # I, the Undersigned, Confirm that:
MEMBER 1.D. # fam wi'lling o r'c:ccivc (hcs‘c scrvic_cs. I ha?'c been offered a cop) '.nl'
v/ " the Notice of Privacy Practices, Client’s Rights and Responsibilitics,
POLICY/GROUP and use of Email Policy
POLICY HOLDER DOB
Signature of Client or Legal Guardian Date
Reason for Referral (check one): [} Prevent Placement of Children [ Supportive Services {3 Other

[} Assessment Only

{0 Reunification

Legal Custody Status of Children: Both Parents or Name of Custodial Parent, Guardian, or Agency:

GMFS-01 8282013



Resident's Narpe,

For Otfice Use Only:

Grester Minnesotn Family Services
Shelter Cate
3619 SW 15™ Avenue, Willmor, MN 56201
Phone: (320) 235-3664 Fux: (320 235-1671

Dage of Arrival:

Tirae of Arrval: __

Admissiong Face Sheet

Lags Firpt Middte
Residont's Nicknomes:
Date of Bivthe: Ager
Addrews: Ciy: Stute: Zip:
Pareuts:
Addresy: City: State: Zip:
Home Plove: Work Phone: Celf Phone:
Emergency Contact: Phone:

Sevecely Emotionsily Distwbed dinguosisy

Medications:

Socisl Security #:

Heath Inv, lufo:

Physical Health Coocerns:

Medications:

Prior Placentemts:

Resident’s Place of Birth:

Languages spoken/writien:

Tribal Affilintion,

Last Educationa! Seing:

Spirinul / Religion:
Physicol Custody:
Legal Custody:

Vigitetion Rights:

Upcotning Apportiments:

School Nane:
Address:

Phone:
Contact Person:

Resident: Fomily:

0 Mother & Father O3 Mother Only (3 Father Only 0 Other

€ Mother & Father 0 Mother Ouly {3 Father Only 0 Other

O Mather & Father  £3 Mother Only {3 Father Only  © Other




. AUTHORIZATION | 1
Socist Worker
Cireater Minnesota Family Services « Shelter Care
3619 SW 13 Avenue, Willmar, MN 56201
Phone: (320) 2353664  Fax: (320) 235-1671

i, } ! keveby nuthorize
(Resident's Nomne) {Date of Birth)
ull Greater Minnesots Family Sevvices staff and at
{Savial Worker's Agency)
- : | |
(Mailing Address) - (Photoy (Fax)
{Social Worker's Name)
To: Discelose Obtain From Exchunge With

% . Insurance and Billing Informstion
Psychological, Psychiatric Evaluations/Reports; Medical Reports Including History and Physical

Reports and Consultations

Fomily and Social History Academic/School Transeripts
Treatment Plan, Discharge Summary . Courv/Probation Information
Social Service Inforination Cther

{1 understand that the information 1o bz obtained moy include Chemival Dependency Information,)

The information requested/exchanged is needed for the following purpase(s):
3. To Effecta Continuum of Care For The Client’s Recovery
% Evalustion/Treatment
x_. Finoncial Billing
Per Client Request
THIS AUTHORIZATION FOR RELEASE OF INFORMATION IS VALID UNTIL: one year from the date of signnture, ov
when Greater Minnesots Family Services’ services are terminated, whichever ocours fivst, furthermore:

L Uundersand that this avthorizmios may be revoked ot any time, This suthasization remains in effect valess it iy speaitioally revokod by writice nefice
10 ATTN: Dasa Privecy Officer, Greater Minnesow Farnily Serviees, PO, Box 1810, Willmer MN 56201, Lund d that any infonuation refensed
biefore this revocation shall aot be 8 breech of confidentiality, 1 yod, d that the ¢ fion will ot epply to my insurence company when the faoe
provides my insurer with die right to contest 8 claim under my policy.

2. [uadevstond (hat mthorizing the disclosure of this infamuotion fs voluntary, 1 ean refuse fa sign this suthosization, §aced nolsign this sutherization
to raecive sarvices unless the secvioey sre court-ordered of are 1o be provided salely for thie purpose of cresting protected heelth information for
disctosure 1a & third porty (i.¢. consubiniions).

3. lundervinnd that [heve tia right to loxpeot and rectivo pliota copies of heahh information diselosed under this outhoritation,
4. lundeostead dhot if the fodividoal or orgauizotion that reecives tie infarmation i not o heafth care provider or health plan coverad by fedemd privacy
reguintions under Publo Law #104-191, 1986, the infotmation deseribed i this autherization may be r-olosed end no loager protectad by the same
{ederat roguintions, IF1 have questions nbout disclosure of my heafth infrmetion, ] can contact Grestes Mi ta Fumily Services® Privacy Officer.
5. Apbotocopy or fecsimile copy of this sutborization i ax effeetive os the original, T aloo give my penmission to exchange lnf fon by uze of
Gevimile oy welf as the United States Pustal Service,
Slgnatures:
Resident Date ] |

Parent/Guardian Date H {




AUTHORIZATION FOR RELEASE OF If
Probation Officer
Cireater Minnesotn Fomily Services - Shelter Care
3619 SW (5% Avenue, Willmar, MN 56201
Phone: (320) 235-3664  Fax: {320} 233-1671

I, : { | hereby nathorize
(Resident's Mame) {Date of Binh)
sl Greater Minssesota Family Services staff and ' at

(Probation Officer’s Agency)

{(Mailing Address) {Phone} (Fax}
{Probation Officer’s Name)
To: Bisclose Obtaln From Exchange With

% Insuranee and Billing Information
Psychological, Paychiatric Eveluations/Reports; Medical Reports (ncluding History and Physical
Reports and Consultations

Family and Social History Acndenyic/School Transcripts
Treatment Plan, Discharge Supmary Courv/Probation Information
Socin! Service Information Other

(1 understand that the infarmation to be obtained may inolude Cliemical Dependency Information.)

The information requested/exchanged is needed for the following purpose(s):
% To Effect a Continuum of Care For The Client's Recovery
% Evaluation/Treatment
x__ Financial Billing
Per Client Request

“THIS AUTHORIZATION FOR RELEASE OF INFORMATION IS VALID UNTIL: one year from the date of signature, or
when Greater Minaesota Family Services? services are terminated, whichever oocurs first, farthermore:

1. Tunderstand thet fhis sutherization nuay be revoked st any time, Thiv autharizelion romains in sliket anbess it is specifically revolted by written notice
to ATTN: Date Privecy Officer, Greater Minnevots Fomily Services, PO, Box 1610, Wiltmac MN $6203. T undarstond that auy infl f0a rolased
before tiis revoeotion shall nos be w beeach of confidoatiatily. [ understand thot the rovocation will not epply to tny insurance company when the law
provides my insurer with the ight to cuntest a olsim under my poliey.

2. osdertond that nihorizing the disclosuse of dtis information is voluntary. 1 cag refitse t sign this outharitstion. [nced not sign this eudiorization
to receive serviess unbess the tervices ane court-ordered of are 1o be provided solely far the pumpase of oreating proteted health infarmation for
disctosure to g thind paety ({0, commultations).

2. Londersiand that Lhave the right to kispect ond receive photo copies of bealth information disclosed under this suthorization.

4. fundecstand that if the individun or orgenimntion that rescives the fnformation is ot = health cese provider or ficohh plan covered by fadecal privecy
cegulations under Fublic Low #104-191, 1996, the information described in this suthorization may be re-closed end no langer protected bry the some
federl rogulations, IET have questions sbout disoosure of my health infommation, {ean contact Greate Mirmesots Family Services’ Privaoy Ollcer.

5. A ghotocopry or facsirile copry of this suthorization i ac effeative as the odginal. 1slso give my permistion i exchonge fuformation by uee of
facsimila e well us the United States Postal Service,

Signatures:
Resident Date | {

Paveot/Gurrdian Date { |




, AUTHORIZATION FOR BRLEASE OF INFORMATION

Medleal Advisor
Greafer Minnesotn Fainily Services « Shelter Care
3619 8W 15™ Avenue, Willmar, MN 56201
Phoue: (320) 235-3664  Fax: (320) 235-1671

I } | hereby authorize
{Resident's Name) {Date of Birth)

all Greater Minncsota Family Services staff end Fanily Practice Medical Centor at 502 2nd St. SW., Willmuy, MN 56103

Phooe:  320-231-8888

Faxz 320-231-8602

Contuct: AN FPMC stafl

To: o Dhclose o ©btain From oo Exchange With
x .. Insurance and Billing Information

Psychological, Psychistric Evaluntions/Reports; Medical Reports Including History snd Physical
Reports and Consultations

Family and Socia] History Academic/Schoof Transcripts
Treatment Plan, Discharge Summery CourvProbation Information
Social Service Information Other

it

(1 understand that the information to be obtained may faclude Chemical Dependency Information.)

The information requested/exchanged is needed for the following purpose(s):
5. To Effect a Continuum of Care For The Client's Recovery
x__ EBvaluation/Treatment
X Fmancial Billing
___ Per Client Request

THIS AUTHORIZATION FOR RELEASE OF INFORMATION IS VALID UNTIL: one year from the dute of signature, or
when Groater Minnesota Family Services® sorvices are termdnated, whichever scours first, furthermore:

1, {uonderstand thot this authotization smay bhe revoked at any Gme. This aathiotizntion remains tn offcot uuless it is- tpccaﬂcaf!v rovoked by umttco nalwr
to ATTN: Diuta ?nvm,y Officer, Greater Minnesota anx}y Sexvioes, £.0. Box 1810, Willmar MN 56204, Iwad 4 that any infoomatl
before this revocstion shall not be a breech of cunfidentinlity. {und d that the revacetion will not spply to wy surence compuny when the law
provides my lowurer with the ngbt to contest o claim undee my pokuy
2. Tuaderstand that suthorizing the discl of thit information is voluntary.  cen refuse to sign this sutbodzation, Ineed nol sign this suthodzation
10 reced o6 seTvices untess the seovicos are court-ondered or are lo be provided solely for the purpose of crenting protected firalth information foc
disolosure ta o thicd party (i.. consultations).
1 understared Qunt Lhave the dight 1o lspect snd receive photo sopics of health infarmation discloved wnder this suthodzatioa.
{ undeestand that if the individuel ot argaaization tut reccives the information is not @ health eare peovider or health plan covered by feders! privecy
regulations under Public Law #£04-191, (996, the information described in this suthorization may be ce-closed and oo Jooger protectod by the toue
fodeval regudations. If'[ fve quedtions ebout disclovure of my health informaiion, T ean contact Gesater Minnesota Fraily Services' Privasy Officer,
5. Aphotocopy or fucsimile copy of thie authodzution is as effetive as the original. 1 also give my peomission ta exchange laformation by use of
{aesinalle ax welf ax the United States Postal Service,

ne

Signateres:
Resident Dxte ] {
Parent/Guardian Date i |




Py Physician
Greater Minnesota Family Services « Shelter Cane
3619 SW 15" Avenue, Willmar, MN 56201
Phone: (320) 235-3664  Fax: (320) 235-1671

i { [ heveby authorize
(Residents Name) (Date of Binth)

all Greater Minnesota Family Services staff and at
(Prescribing Physician's Clinic)

(Mialling Address) (Phond) Fax)

(Prescribing Physicinn's Name)
g oy

To: Disclose Obtain From Exchange With

Psychalogical, Psychiatcic Evaluations’Reports; Medical Reports Including History and Physical
Reports and Consultations

Family and Social History Academic/School Transcripts

Treatment Plan, Discharge Summary Court/Probation Wnformation

% [Insurence end Billing Information
Social Service luformation Other

{I understand that the information to be obtined nay include Clemical Dependency Information.)

The information requested/exchanged is needed for the following purpose(s):
... To Effect ¢ Continuum of Care For The Client's Recovery
%_. Evaluation/Treatment
.%_. Fiononcial Billing
Per Client Request

THIS AUTHORIZATION FOR RELEASE OF INFORMATION IS VALID UNTIL: one year from the date of signature, or
when Greater Minnesota Family Services® services are ferminated, whichever occurs first, furthermove:

I Lunderstand thot {hix awthonization moy be revolkced at any time, This suthorization remoins & effeet naless it is specilically revoked by written natice
1o ATTN: Duta Privecy Officer, Greater Minncsoto Pomily Services, RO, Box 1810, Willmar MN 36201, Tund 4 that sny isk fon rckensed
betore this revocation shalf not be n breaols of confidentintity. 1 understand that the revacation will wot apply to ruy insvcance comnpony when the law
provides my insurer with the right to contest a claim vader my policy.

2. Tunderstand that authorizing the disc} of this inforenation is voluntary. Jean refuse to sign this suthosization. [need not sign tiis authsorization

10 peceive sorvices valews the secvices s cont-ordered oc are Lo be provided solely for the prurpose of oreating proteated heolth information fr

disclosure 1o 2 third party (i.e. consultaticns),

Tundersiand thst { hava the sight ta inspect and receive photo copies of heakl informmtion disclosed vuder this authodzation,

Funderstand diatif the individusl o organization that seccives the information i not & baokth care provider or bealth plan cavered by federal privacy

regulstions under Publio Law #104-191, 1996, the information deseribed in this suthonization may be re-closed nnd no fonger protected by the sume

{ederal rogulotions. IF T have questivas about disclostre of my health infonuation, 1 can contact Creater Minnesola Faraily Serviees® Privavy Officee.

5. Aphorocopy ac faceimile copy of this awtherization is a2 slective a5 the asiginal. [ also give my permission ta exch inf fou by ute of
facsimile at well as the United States Postaf Seavice,

Falad

Signatures:

Resident Date | |

Pavent/Guardian Date | i




UTHO s LEASE OF (8 ON
Primary Clnie
Greater Minnasota Family Services - Sheller Care
3619 W 15™ Avenue, Willmar, MN 56201
Phone: (320)235-3664  Fox: (320) 235-1671

3 ] { hereby aathorize
{Resident’s Name) (Date of Bink)

all Greater Mlnnesols Family Services staff und at
(Resident’s Pritnary Clinic)

[
(Muiting Address) (Phone) (Fax)

(Prinary Physician’s Neme)
To: Disclose Obtain From Exchaoge With
% . losurance and Billing Information .

Psychological, Psychiatric Evalustiony/Reports; Medical Reporis Tncluding History and Physical
Reports and Copsultations

. Pumily and Social History Academic/School Transeripts
Treatment Plan, Discharge Summary Courv/Probation Information
Socind Service Tnformation Other

(I understand that the informtion 1o be abtained runy inchude Chemical Dependency Information.)

The information requested/exchanged is needed for the following purpose(s):
% To Effect n Continuum of Care For The Client’s Recovery
x_.. Evalvatico/Treatment
_.x%__ Financial Billing
Per Client Request

THIS AUTHORIZATION FOR RELEASE OF INFORMATTON {8 VALID UNTIL: onc year from the date of signature, or
when Greater Minnesota Family Services’ services are terminated, whilchever oceurs first, furthernsore:

1. §understand that this sutborizaion may be rovoked st any time. This suthorization cemins in effeet mlcss it is specifically ravaked by written nalice
to ATTH: Data Frivocy Officer, Gruster Mianesota Family Scrvices, RO, Bux 1810, Wilbuar MR 56201, 1 vaderstond that eny informustion micased
befure this reveestion shall pot be a reach of confidentinlity. {und 4 ihat the covovotion will aol apply t ary insurance commpany when the faw
providesmy tnsures with the right to confest & claim under my policy.

2. 1undersiond that authonixing the disch of tds information is voluateey. {can refuse to sigu this suthorization. 1need not sign this antliodization
to Feocive serviced tnfess the sarvices ane covrt-ordered or ase 10 be provided solely for the putpose af ereating protected ekt infonmation for
discorure (o a third parly (i.c. consultations).

3. 1understend that ] have the right to invpect aud receive photo copies of health information disclosed under this avthorantion.

4. [understand that if the individnol or orgasizetion that seocives the informaticn I not & health cane provider or health plan covered by fedeal privacy
vegulations under Public Law #104-191, 1996, the information descritred in this euthucization muy be re-closed und nio konger proteeted by the same
federnl regulations, If 1 hawe questions sbowt diselostere of ary heafth infirmation, 1 ean contuct Greater Minnesots Family Services Privaoy Officer.,

5. Aphatocopry oc facsimile copry of thic authorization it as effective as the original, {abwo give my permission to exchiange informotion by use of
Gosiunile as well &s Wie United Siates Postal Sexvice.

Slgnatarew:

Resident Date | ]

Parent/Guardian Date | {




. AUTHORIZATION FOR RELEASE OF INFORMATION

Pharmaey
Greater ancsom Fomily Services « Sheler Care
3619 SW 15™ Avenue, Witlmar, MN 56201
Phone: (320) 235-3664  Fax: (320} 235-1671

| hereby authorize

L |
{Resident's Neme) Dute of Birth)
ull Grester Minnesota Family Sorvices staff and Thrifty White Drag at 1600 Fivst St 8W, Willeay, MIN_ 56201

Phone:  320-735-1938

Pax: 320-235-7801

Contact: All Thrifty White Drug staff

To: o Discloge ____ Obtain From . Exchange With

5. Insurance and Billing Information
Peychological, Psychiatric Evaluations/Reports; Medical Reports Iucluding Ristory dnd Physical

[rSN——,

Reports and Consultations

Family and Socia{ History Academic/School Traaseripts
Treatment Plan, Discharge Summary . Court/Probation Information
Sociaf Service Information Other

[PS——

(1 understand that the information to be obtained may include Chemicat Dependency Information.)

The informution requested/exchanged is needed for the following purpose(s):
%.... To Effecta Continuum of Care For The Client's Recovery
% Evaluation/Treatment
% Pinancial Billiag
Per Client Request

THIS AUTHORIZATION FOR RELEASE OF INFORMATION IS VALID UNTIL: oue year frou the date of signature, or
whon Greater Minnesota Family Services' services are terminated, whichever oceurs fivst, furtherniope:

L Tundewmtend st this asthorization tay be revaked ot any tnie. Thls swthorizntion remaing in effect unless it fs specifivally revokied by written notice
10 ATTN: Data Privecy Officer, Graater Minncsotn Family Surtices, P.O. Box 1810, Witlmay MN 56201, Tundercund that say inforamtion eclensed

before thic revacation shalf aol be a bemach of confidentinlity. 1 und, d that the mvocation will not apply to my insurance comapany whea the law
provides my nsurer with the ng)u 1o coutesd 8 claim under my policy.
2. [uaderdand that authorizing the disel of this inforraation in vohumary. [ean refuse 1o gign this suthorization. [need not agn this apthanzation
d heatth b tion for

to reveive secvices unless dhe secvives are sovrt-ordered or are o be provided solely for the purpose of ereating 1
disclosure {0 o thind party (i.c. consultations).

{ understand that L have the dght o inspect and receive pho!o copic of health information diselosed under this authorization.

{ undesstand that if e Individual or organization rhrxi receives the information {e nof 2 bealth eere provider or baalih pinn covered by fedens! privacy
regulations under Public. Law #104-194, 1996, the ¢ tion deveribed i tiis smuthodization may by re-closed 2nd no louger prov:dcd by the samc
fodern] regulotions. IF L have questions abowt disclusure of wy heslih inforvaation, J can contact Goeoter Minnesofa meb Scrvm Privacy Officcr.

oo

5. Aphotocopy oc facsimile copy of this suthorization is s effeative as the original. { oo ghve my to exchang tion by use of
fucsimile as well o3 the United States Pastal Seeviee,
Siguaturee:
Restdent Date ] |
Parent/Guardizn Date } i




AUTHORIZATION FOR RELEASE QF INFORMATION
Genernl
Cirenter Minnesots Fawily Services « Sheltor Care
3619 SW 15* Aveaue, Willmar, MN 56201
Phone; (320) 235-3664  Fax: (320 235-1671

1 | ] horeby suthorive
{Resident’s Name) (Date of Birth)
all Greater Minnesots Famdly Services staff and at
{Organizating)
s — l I
(Mailing Address) {Phone} (Fax)
{Contact Person)
To: Disclose Obtaln From Exchange With

x . Insurance and Billing Information
Psychological, Psychiatric Evaluations/Reports; Medical Reports Including History and Physical

Reports and Consuliations

Family and Social History Academie/Sehool Transcripts
Treatment Plan, Dischorge Summaory Court/Probation Information
Social Service luformation Otlwer

(1 understand that the information to be obtined may ipclude Chemical Dependency Information.)

The information requested/exchanged is needed for the following purpose(s):
k... To Effect o Continuum of Care For The Client's Recovery
% Evaluvation/Treatment
x__. Financial Billing
Per Client Request

THIS AUTHORIZATION FOR RELEASE OF INFORMATION I8 VALID UNTIL: one year from the date of signature, or
when Greater Minnesots Faumily Services® serviees are terminated, whichever aceurs first, furthermore:

§. Dumdeosind thal this mahoriantion aay be revoked at any time. This authorization temalns i ¢ffect undess it fe specifically revoked by written notics
0 ATTN: Data Privecy Officer, Greater Mimwesota Frenily Seovices, RO, Dox 1810, Willmar MY 56204, { ynd 4 that any laft i feavod

before this revocation ¢hall not be a breach of confidentinlity. {und d Ut the tion will not apply o my lasuance conpany when the faw
provides my insurer with the right (o contest » claim under my policy.

2. lundesstend that awthosizing the diso of this inf ion is voluntay. ean efuse fo sign this sithodzation. {necd not sign tils autiorization
0 recedve services unlesy the scrvices-are conrt-otdered or are to be provided solely for e purpase of eresting {ed bealth infe o far

diselosiue to a third paty (Le, consoltalivns),

3. Tuodenttod that L have the right to faspect and receive photo copics of health inforamtion diselosed uader Urix nuthorization,

4. ltonderstand that if the individaal or orpasiztion that recelves the informatiog is pot a health care pravider o7 henkth plan coversd by federl privasy
regulations under Public Law #104-191, 1996, the infonmation described in this vothonizotion may be re-closed snd no fonger protested by the same
federu] cogutati I { bave questions about disclowre of oy hrealth inforenaton, I can contaer Greater Mix Fawily Servioes’ Privaoy Officer,

5. Aphotocopy of facsimile cojty of this sulbotizstion is ag effective a5 the adginal. [ afsa give iy permission (o exchange ioformation by use of
fuesinile as well.ay die Unifed States Postad Service,

Signatures:

Resident Date { i

Pavent/Guardian Date ] !




Greater Minnesota Family Services
Sheltet Care

3619 SW 15% Avenue, Willmar, MN 56201

Phone; (320) 235-3664 Fax: (320) 235-1671

Activity Waiver

(Informed Consent and Genieral Waiver)

| hereby authorize to participate in any trips,
{Resident)

events, community service and skills learning groups, sad/os other activities deemed appropiate by the

GMFS team. These include, but are net limited to: cleaning and maintenance; water, feisure and

recreationsl activities; and events which require travel {n automobiles. :

L , agree for participant, myself, my heirs,
{(Purent/Cuardian)

executors, administrators, successors and assigns that neither Geeater Mingesota Family Secvices (GMFS)
nor any of its officers, membess, agents, representatives, nor employees shall be linble for any negligence
implied or otherwise, or any personal injury, or death, or property fass, medical cxpense or other damage
ot loss suffered or sustained by me/participant named above in connections with or arising from any
activities of GMFS or sponsored or supetvised by GMFS,

Further, for participant/myself, my heirs, executors, adminisirators, successors and assigns, | expressly
assume all risk whatsoever of personal-injury or death or property damage, medical expense or other loss
in connection with any or all activities engaged in by me/participant named above and spousored ar
supervised by GMFS and I absolve and release GMFS, its officers, members, agents, representatives,
and/or employees from all liability and covenant and agree not to sue or prosecufe any claim against
GMFS on account of any personal injury or death ar property damage ot loss of any kind. Uis my
express intention and purpose to waive any potential claim for any liabifity adsing or claimed to arise
from any activity sponsored, supervised or participated in by GMFS and it is further my express inlent
and purpose to bind participant/myself, my heirs, executors, administeators, and assigns by this express
waiver and sssumption of risk.

Not withstanding any expiration date of any other consent or waiver which may be signed concurvently
with this waiver or otherwise, this waiver is intended to be permaient and shall remain in offect unless
specifically revoked.

If signing as a parent, natucal guardian, appointed guardian, ot it any other representative capacity, 1

reptesent and warrant that I possess the full legaf authority to enter this agreement on behalf of my child,
ward, conservatee, or other person,

Parent/Guardian ‘ Date:

Resident : Date:

Shelter Care staff Date:




Greater Min a Family Services
Shelter Care

3619 SW {5® Avenua, Wiltmar, MN 56201

Phone: (320) 23543664 Fox: {320) 235-1671

Consent to Monitor Incoming & Outgoing Communications

1, , parent/guardian of
(Pareat/Guardian)

(Rosident)

hereby authorize Greater Minnesota Family Services Shelter Care staff members to monitor the
incoming and outgoing correspondence of said minor, under the laws of the State of Minnesota.

This authorization shall remaia in effect so long as the said minor is in the physical custody,
care, and control of Greater Minnesota Family Services Shelter Care program.

Parent/Guardian Date:

Stelter Care staff . . Date:




Creater Minnegota Familv Services

Shelter Care
3619 8W 15 Avenue, Witlmar, MN 56201
Phane: (320) 235-3664 Fax: (320) 235-1671

Enformation Needed Prior To Admission

Residant's Name:

Gender: M F
Race;
Height:
Weight: .
Eye Coloc:  __

Tattoos:

Piercings:

Date of Last Physical Exam:

Date of Last Dental Visit:

Primary Physician:
Primary Clinic:
Address:

Phone:

Fax:

Prescribing Phiysician:
Clinic;
Address:

Phone:

Fax:




Greater Mingesots Family Services
Shelter Care

3619 SW 15 Avenue, Witlmar, MN 56201

Phone: (330} 235-3664 Fax: (320} 235-1671

Consent for Medical Treatment

I, , parent/guardian of
(Facent/Guardiany

1

(Resident) {Dute of Birth)

have the authority to consent for medical treatment for said minor. I hereby authorize Greater
Miunesota Family Services Shelter Care staff members to consent to any x-ray examination;
anesthetic, or surgical diagnosis; for treatment and hospital care, to be tendered to said minor
under the geaeral or special supervision and on the advice of a physician or surgeon duly
ticensed under the law of the State of Minnesota,

I also authorize GMFS to provide whatever therapy or psychological testing requested by said
migors referring sgent at the time of admission. I request that payment for all services received
from Greater Minnesota Family Secvices (GMFS) be made directly to GMFS. I authorize GMFS
to release to third party payot(s) diagnoses, dates, type and provider of service(s) regarding
myself and/or my dependents for the purposes of processing s claim. ’

I also authorize GMFS Shelter Care staff to administer medication to the said minor as directed
and prescribed by a duly licensed physician or surgeon.

[ am willing to receive these services, I have received a copy of the Notice of Privacy Practices.

This authorization expires one-year from the date signed. 1 understand that [ may revoke my
consent at any time except to the extent that GMFS has already disclosed data.

Parent/Guardian Date:
Shelter Care staff Date:
Primary Tnsurance: Secondary Insurnoce:
Company Company

Phooe Phone

Member ID Member ID

Policy/Group Policy/Group

Policy Holder Policy Holder

Date of Birth Date of Birth




DHS-2208 (108

' INOVIDUAL )
informed Consent
@ e % G @ < y @5‘@ olre @%@ OATE PpaM/DD/YY) COMSENT BXPIRATION {MA/CO/ YY)
Medication(s) IS ChsE MARAGE
Psychotrapic{s) '
LT Current (C] Proposed (I Curenc L2 Proposed
Generic name Geaeric name:
Trade pame: Trade name:
Dose: mg/day Dose: mg/day
Maximum dose: mg/day Maxirum dose: mg/day
Roure: : Route:
[ Current OJ Proposed Comments/Other:
Generic name:
Trade namc:
Dose: mg/day
Maximum dose: mgl/day
Route:
Oval Communication Written information including possible
£ - &
(] No, could not reach [ Yes: side-effects()
Telephone on / I [ Given ar meeting [J Sent with this forau
) Meetiag on A S (5 Not provided
Ferson to contact for questions or concerns Tardive Dyskinesia (TD)(*)
NAME (3 Present [ Not presenc
yYren {3 Not applicable 1o the psychotropic and case
(*)Specify the exact side-effects and/or TD forms
any STAIE | 2@ provided:
TELERHONE
{ }

The following information has been expluined about the psychotropic medication(s)
listed and written information has been provided abouts

The reasons for the medication{s)

A description of the behaviot/condition in specific observable and measurable tems
The rare and intensicy of the behavior/condition

The benehiws of the medication(s)

The alternative therapies available

The risks including possible side-effects and their treatment

Specific aspeces of the medication(s) such as name, dose, maximum dose, route, ecc.
The facr that I may refuse consent, ot, if give, that [ may change my mind at any time
. The fact that my consent expires in one year (or less), and must be renewed

10. The names, addresses, and phone numbers of people ta contact if questions arise,

YN OV A L I e

Based upon the above (Check one): Comments:

L] 1 approve the use of the psychotropic(s) listed.
[ da not approve the use of the psychotropic(s) listed.

(31 oaly approve as follows (specify in comments).

SIGINATURE OATE




Greater Minnesota Family Services - Shelter Care
3619 SW 15th Ave. Willmar, MN 56201 Phone: 320-235-3664 Fax: 320-235-1671

Intake / Discharge Medication Inventory

Resident D.0O.B.
Rx Number |Prescribing Physician| Medication Name | Size Dosage| Times Given | Form | Container Type | Intake Amount [Discharge Amount
Intake Responsible Party: Time: Date:
Intake Shelter Care Staff Member: Time: Date;
Discharge Responsible Party: Time: Date;
Discharge Shelter Care Staff Member: Time: Date:

[] 1acknowledge the above containers and their content of medication that I am
are consistent and accurate with what is printed on the labels, I g

my child.

D I'acknowledge that my child has no medications at the time of their intake,

D I give GMFS Shelter Care staff permission to administer Acetaminophen 325mg caplets (1

Parent / Guardian signature:

-2 caplets) to my child, as needed.

Date: .

providing to Shelter Care for my child at the time of their intake
ive permission to Shelter Care staff to administer the above medications to




SHELTER CARE PROGRAM
3619 SW 15™ STREET
WILLMAR MN 56201

PHYSICIANS CONSENT TO ADMINISTER ROUTINE STANDING ORDERS

The following client of yours / /
will be admitted to Greater Minnesota Family Services® Shelter Care Program. Please verify that the following

over the counter medications can be administered PRN as Standing Orders.

ROUTINE STANDING ORDERS

It is understood that the SHELTER CARE PROGRAM RN must be notified before or 24 hours after the administration. of any PRN
over the counter medication. Also the client’s physician will be contacted if the following orders do not result in relief of symptoms
within 24 hours, or if the client’s condition changes significantly. Any standing order that is used regularly for over 5 days will be
brought to the attention of the physician. : '

1. Ointment for treatment 8. HC Cream 0.5%
Triple Antibiotic Ointment TID PRN Up to TID PRN for itch
A&D TID PRN
Vicks TID PRN 9. Debrox/Murine

3-4 drops to affected ears BID X 4 day
2. Analgesics ' B - ‘
Tylenol 325 mg 1-2 tabs q 4-6 hours PRN for relief of temporary pain.  10. Multiple Vitamins
Ibuprofen 200 mg 1-2 tabs q 4-6 hours PRN for relief of temporary pain

3. Anti-diarrheal 11. May substitute liquid meds for tabs
Pepto-Bismol 2 Tbsp q. 2-3 hours PRN May crush meds if dosage allowed
Kaopectate Conc. 1-2 Tbsp q 4 hours PRN Generic drugs may be used unless

Specified by MD

4. Laxative Artificial Tears 1 gtt QID PRN
MOM 15-20 cc daily PRN for 1-2 days
Dulcolax Supp 10mg daily PRN 12. Basic Skin Care
May hold laxative if loose stools, evaluate daily ‘ May use OTC lotions/ointments for

Dry skin

S. Antitussives & Expectorants Skin Tears: cleanse with sterile

Cough Drops, Cough Syrup with out Alcohol base solution, apply ointment,
Band aid, telfa pad & tape

6. Antacid Small Ulcer: cleanse with sterile
Maalox 1-2 tsp TID PRN saline solution, apply ointment,
Antacid Tablet 1-2 tabs QID PRN cover with band aid/telfa

Transparent Dressing QID PRN

et RID. Head Lice-Treatment for-skin-breakdown/nurse— oo . ...

I give permission for the client named above to receive these Standing Orders.

Parent/Guardian: / /

Call 320-212-0464 for any questions



Fornt 23085
GREATER MINKRESOTA FAMILY BERVICES
513 W 5™ BTREET, WILLMAR MN 56201
MINKESOTA PROVIDER NOTICE OF PRIVACY PRACTICES
EFFECTIVE DATE OF THIS NOTICE: 04/14 /2003

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, SE REV] (e .

Qur Pladge And Leget Duty To Protect Health Information About You.

The privacy of your health Information Is Important to us. We are required by federal and state laws to protect
the privacy of your haalth information. Wea must give you notlce of our lagal duties and privacy peactices
concaming your heatth Information, including: '

= We must protect information that we have created or recaived about your past, present, or futura
health condition, health care we provide to you, ar payment for yolr health care.

We must natify you about how we protect your health information.

We must explain how, when and why we use or disclose your health information.

Wa may only use or disclose your health information s we have descrivbed it this Notics,

We must abide by the terms of this Nofice.

We are required to ablde by the terms of this Notice. We reserve the right fo change the tarms of this Notice
and to make new Notice provisiong effactive for all health information that we maintain, We wii post a revigad
Notics in our offlces, make copies avallable to You upon request and post the revised Notice on our websita,

" =” o8 on

USES AND DISCLOSURES OF YOUR HEALTH INFORMAYION

There are a number of purposes for which it may be necessary for us to use or disclose your health Information.
Fot some of thase purposes, we are required to obtain your consent. In ather specific instances, we may be
required to obtain your individual suthorization, And In a limited nurber of ciroumstances, we wil be
authorized by Law to disclose your health information without your consent or authorization. Following is a
description of these uses and disclostires.

A.  Uses and Disclosures of Your Health Information for Purposes of Treatment, Payment and Haalth
Care Operations,

* Health Care Treatment. We may use or disclose health information about you to provide and
manage your heaith care. This may include communicating with other health care providers regarding
your treatment and coordinating and managing the defivery of health services with others. For
example, we may use of disclose health information about you when you heed & prescription, (ab
work, an x-ray, of other health care services,

= Appolntment Remindars and Other Contacts. We may use your health information to contact you
with rerminders about your appointments, alternative treatmants you may want {o consider, or other of
our services that may be of interest to you,

«  Payment. We may use or disclose your health information to bill and colfect payrnent for the
treatment and services provided to you. For example: A bill may ba sent to you or a third party payer.
The Information on, or accompanying the bil may include Iinformation that identifies you, as well as
your dlagnasis, proceduras and supplies used.
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*  Health Care Operztions. We may use or discloss health information about you to sflow ug to perform
business functions. For example, wa may use your health information to help us train new staff and
conduct quality Improvement activities. We may also dizclose your Information to consuitants snd

*  other business associates who help us with thesa funcons {for example, bilfing, computar support
and transcriplion servicas).

Minnesota Patient Congent for Disclogures,
For some of the disclosures of heafth information described above, we are required by Minnesota Laws to
obtain a writtan consent from you, unlasa the disclosure Is authorized by Law.

B Uses and Disclosures of Your Health Information that Require Your Opportunity to Agree or
Oblact,

In the following Instances we will provide you with the opportunity to agree or abject to our use or disclosure of

your haalth information;

*  Persoas Involved In Your Care. Wa may, using our best judgment, disclase fo & family mamber,
other relative, close persanal friend or any other parson idantified by you, health information refevant
ta that parson's involvement in your care or payment related to your care,

*  Notiflcation to Others. We may, In some instances, disclose health information ahout you to a family
mernber, & personal tepresentative, or another person responsible for your care, In order to notify such
person about your currant location or general condition.

C.  Uses and Digclosures Authortzad by Law.
Under certain circumstances we ara authorized by Law 10 use or disclose your haalth information without
obtelning & consart ar suthorization from you. These may Include when the use or disclosure Is:

*  Required by Law. Wae will disclose your heaith information when such disciosure is required by
federal, state or local laws,

*  MNecessary for public hesfth activities. For example, when reporting to public health authorities the
exposure fo cerlain communicable diseases or rsks of contracting or spraading a diseasa or condition,

*  Relatud to victims of abuge and neglect. For axample, when reporting suspactad victims of abuse
or naeglect.

= For hesith oversight activities. For example, when disclosing health Information to 2 state or federal
heaith oversight agency so that they can appropdately monitor the health care system.

*  For judlelal and administrative proceadings. For example, when responding to a requast for heaith
information contained in a court order.

«  For law enforcement purposes, For example, when complying with laws that require the reporting of
certaln types of wounds or inkirles.

*  To a Coronor of Medical Exarainar. To aliow tham to carry out thek duties.

*  Toaveart a serlous threat to health or safety. For example, whan disclosing health information that
will help prevent a serious threat to the health or satsty of you or another person of the public.

*  Refated to speclalized goverament functions, For axample, we may disclose health information
about you If it relates to military and veterans’ activities or national security.

¢ Related to Workers' Compansation. For example, when regorting health information to entities that
provide benefits for work-related injuries and linass.

*  Releted lo cotractional instiutions. And in other custody situations.

D.  Uses and Disclosures of Your Health (nformation that Require Your Authorization,

Other uses and disclosures of your health Information not covered In this Notice will be made only with your
writlen euthorization. If you give us an authorization, you may revoke it in wrlting at any time. Your revocation
will not affect any uses or disclosures permitied by your authorization while it was In effect.
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Your oviDUAL RIGHYS

A.  Right to Access and Copy Your Health Information,

You have the right to accass and recelve a copy or & summary of your health information contained in clinical,
billing and other records that we malafain and use to make decislons about you. We ask that your request bs
made In writing. Wa may charge a reasonable fee. Thare might be limited situations in which we may deny
yourrequest. Under thesa situations, we will respond to you in writing, stating why we cannot grant your
raguast and descrbing your rights to request a review of our denlal,

E.  Right ¢o Request an Amendment of Your Heslth [nformation.

You have the rght fo request amendmants o the health information about you that we mainlaln and usg lo
make dacislons about you. We ask that your request be made In writing and must explain, In as much detall sg
possible, your reason(g) for the amendment and, when appropriats, provide supporting documentation. Under
limitad clrcumstances wae may deny your request. |f we deny your requast, we will respand to you in writing
stafing the reasons for the danial. You may flle a statement of disagreement with us. You may also ask that
any future disclosures of the health information under dispute Include your requested amendmant and our denlal
to your raquaest,

€. Right to Request Restrictions on Usee and Disclosures of Your Health Information.

You have the right to raquest that we restrict our use or disclosure of yaur health information. We ask that your
requast be made in writihg. We are not required to agree to your request for a rastriction, and we will notify you
of our decisfon. Howavar, If we do agree, we will comply with our agresmant, unlses there ls an amergency of
we are otfiarwise required to usa or disclose the information.

D, Right to Requeat Confidential Communicatione.

Periodically, we will cantact you by phone, amall, postcard remindars, or other reans to the location identifisd i
our records with appolntment reminders, results of tests or other health information about you. You have the
right o request thet we communicats with you in a specific way or at a specific location. For example, you may
request that we contact you at your work address or phone number or by email. We ask that your request be
made in wilting, While we are not required 1o agree with yous request, we wii make efforts to accommodate
regsonable requests. ’

£, Right to Request and Accounting of Disclosures of Health Information.

You have the right fo request a listing of cerlain disclosures we have made of your health Infarmation. We ask
that your request be made in writing. You may ask for disciosures made up (o six {6) years before the date of
your requast (not Including disclosures made prior to April 14, 2003), We will provide you ong accounting in any
12-month pericd fres of charge,

F.  Right to Recelve a Copy of This Notica.
Yau have the right to request and raceive a paper copy of this Notice at any time.  We will make this Notice
available in electronic form and past it In our web site,

It you have any questions about these righis or to exercisa any of them please contact our Privacy Office listed
below.
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BUGGESTIONS OR COMPLANTS

If you want mom Information about our privacy practices or have questions or concerns, plesse contact our
Privacy Office, If you sre concerned that your privacy rights have been violated, you may fila a complaing with
our Privacy Office. You may also submit 2 written complaint to the U.S. Depariment of Health and Human
Services. We wil provida you with the address to file your complaint with the U.8. Department of Haalth and
Human Services upan request. We stippart your right to the privicy of your health Information. We wil nat
retafiate In any way If you choose to file a comptaint with us or with the (. 8. Department of Health and Human

Servies.

Contaat infarmation for Prvacy Officlal:
Greater Minnesota Famlly Services
ATTN: Data Privacy Office

513 SW 5% Street

Willmar MN 58201
Phone: 320-214-9692 ext 101 Fax: 320-214-9924 e-mail: gmfs@greaterminnesota.org
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Form 23005
Greater Minnesota Family Services
513 5% Street SW, Willmar, MN 56201

Acknowledpment of Receipt of “Notice of Privacy Practice”

Resident's Name:

This is to acknowledge receipt of a copy of Greater Minnesota Pamily Services' “Notice of
Privacy Practice™ with an effective date of 04/14/03.

Resident’s Name (printed):

Resident’s Name (signed):

Date:

Legal Representative's Name (printed):

Legal Representative's Name (signed):

Date:

Capacity or Authority of Legal Representative®:

*May be requested to provide verification of reprasentative status,

For Office Use Only

We made the following efforts to obtain written acknowledgment of receipt of the “Notice
of Privacy Practices™:

However, acknowledgment could not be obtained because:
o Individual refused to sign
o Communication barriers prohibited obtaining the acknowledgment
O An emergency situation prevented us from obtaining acknowledement
o Other (please specify):




Mames,

 Greater Minnesota Family Services

Shelter Cure
3619 SW 15" Avete, Willinar, MV $6201
Phone: (320) 235-1664 Fax: (320) 235-1671

Approved Contacts

Resident's Name
Phoue: Refutionghip to Resldents

TPhone  UMall O Oeesie Visite  DOMite Visiy 0 Home Visit

i Yes LiNo  Must have warkee spprovad priorto vislt U3 Yoy Mo Must have penentiguardion spprovad prior to visit.
Phanet Belatlonshifp ta Resld

Kaak

SPhene  OMall  OO0wsite Visits T Ofsite Visits D Home Visiie

3 Yes {iNo Must have worker spproval poior to vis i Vs G No Must have parentigustiding epproval prior (o vkt

Name:

Phaae: Relatianstlp to Reddent;

CPhooe  TMail  0Onwila Vidts 0 OMwie Visis 5 Home Viails

i Yer 1 Noo Must huve wodker opproval priorta visit i1 Yes {1 No  Must bave prreot/uardinn appraval prior to visit,

Nene:

Phowe: Reletionrhip to Reshdents

o~

Phore G Mnil 0 O0usite Visits T OMsite Vizs & Home Visits

G Yes I3 No  Musthave workes spprovad priog to visit 3 Yo 1 Na  Must kave parentganrdian spproval prior o visit,

Nama:

Plione: Ralationstiip tv Resld

OPhoue  CMail  JOnesite Visits (G O0ite Vistn  © Home Vixity

1¥es T No  Must have worker approval prior to visit 7 Yec i3 No  Must have parent/guantisn approval prios ta visit.

Nauees

Phoue: Relationsidp to Resident:
GPhone  OMail D Ounesite Visis  ZORsite Visks  DHome Visite
i Yes U No  Must have worker approval prior fo visit 12 Yes N Must hiave prrool/ypuntisn rpprosul prior tw visit,
’ Phoue: Relatl \1{ to Hesld

Nanw:

UPhone  Diofl  DOo.site Vinits 5 0fFsito Visits - Honse Yisile

I Yes D No Must have wodier approval prior fo visit 1 Yex 2 No  Mut have pareot/guardisn approval prior to visit,

Namn

Phoune: Relattooship to Revident;

GPbote  DMail O Onesite Visits T Offesite Vivits ZHome Visits

(tYes O No Musthave worker spproved prior fo visit ) Yes I Np Must bove parentiguardian upproval pelor o visit.

Nanser,

Phone: Refationship to Rexident;

CPhone  CMall D Ouesite Visite  COMwite Visitn  J Home Visits

3Yes Mo Must have worker approvel priocto visit 5 Ve i Ne Must have parcat/puardian appeoval prior to visit,

1 am giving pennission for the sbove peaple to have contact with my child and Shelter Care stafl,

Parent/Guardian Date:




New Discoveries Montessori Academy

1000 Fifth Avenue SE

Hutchinson, MN 55350

320.234.6362 (phone) 320.234.6300 (fax)
info@newdiscoveries.org * www.newdiscoveries.org

STUDENT APPLICATION Date I Enrolled

Grade [ waiting List
Contacted In itials
For Office Use

Student Name

Last First Middlle

. Address _

Street - City State Zip Code

SCHOOL most recently attended (date) & GRADE

Name(s) of previous school(s) attended

. Name Phone
Last First
Address
Street City State Zip Code
Email Address Other Contact Numbers
Occupation Location ’ Work Phone
. Name Phone
Last , First
Address
Street City State Zip Code
Email Address Other Contact Numbers
Occupation Location Work Phone
Sibling(s)
School Attending Grade
School Attending Grade
School Attending ! .Grade
Other:
Parent/Guardian Signature

Date

Updated 03 08 12



New Discoveries Montessori Academy
1000 5" Ave SE
Hutchinson, MN 55350
Ph: 320-234-6362 Fax: 320-234-6300

www.newdiscoveries.org
Executive Director: David Conrad

For Students age 9-12 only MARSS: Tara Erickson

Request for Student Records

{ authorize

Former School

' City, State and Zip Code

Phone Fax

Please forward all information including immunization/Health, Educational Test Scores, Title One Info, Special Education
info, MARSS 1.D. number and Early Childhood Screening Records for the following:

Student Name Grade Birthdate
Student Name Grade Birthdate
Student Name Grade Birthdate

I understand that this information will be used in a confidential and professional manner in the best interest of the
chitd{ren). Thank you.

Signature of Parent of Guardian Date’



For Sgdents age a‘g

fMinnesota Department of

Home Language Questionnaire
ED-01336-08E

The following is to be completed by School District Personnel:

s ' DENT IDENT!’F"!(EATION lNFORMATION

Student's Full Name
Date Of Birth ____

17
b‘

The following is to be completed by Parent/Guardian:

T TTSTUDEN LANGUAGE INFORMATION
i "Déb’f Paterits and Guardigns: TETmEm |
§ ‘ In order to help your child learn, your child’s tedchers need to determine which language your child uses most. *
‘1 Please respond to the questions below by checking the appropriate box. |
i :
A Ky
i 1. Which language did your child learn first? [0 English [0 Other {specify)g N E
E' 2. Which language is most often spoken in your home?  [J English [J Other {specifvlhi, ey noon
' 3, which language does your child usually speak? [ English [0 Other (specify):
o ’ PARENT/GUARD[AN lNFORMATlON |

I hereby verify that the above information is true and correct to the best of my knowledge and belief,

Name (Printed)

" Signature — Parent/Guardian  Date




New Cen’curg

1000 5t Ave SE
Hutchinson, MN 55350
Phone: (320) 234-3660
Fax: (320) 234-3668
www.newcenturvacademy.com
info@newcenturvacademy.com

Date
Grade

For Office Usex

For Students age 13-17 only STUDENT APPLICATION




New Ccnturg Academg

1000 5t Ave SE

Hutchinson, MN 55350
Phone: (320) 234-3660
Fax: (320) 234-3668
www.newcenturyacademy.com
info@newcenturyacademy.com

For Students age 13-17 only
REQUEST FOR RELEASE OF STUDENT RECORDS

Date:

To:

Name of former school your child attended

Address of School:

Street City State Zip

This student has an IEP? [ | Yes ] [ No

Please release all student records for:

Student First/LLast Name

Who has registered to attend New Century Academy

Include the following information and send to:
New Century Academy, 1000 5" Ave SE, Hutchinson, MN 55350

ALL School Information

State MARSS lIdentification Number

Transcript-original copy (courses taken, grades earned, credits)
Extra-Curricular Eligibility Status

Attendance Records

Health Records

Standardized Test Results

Psychological Services Reports

Special Education Records (if applicable)

e o 8 o e 6 & e o

Thank you!

Parent / Guardian Name (Please Priht) Parent / Guardian Signature

New Ccntury: A school that creates an inclusive community wor‘king togctkcr to support

student achievement and a strong sense of self-worth.

Ncw Ccnturg thrc students engage in critical thxn‘qr\g and teamwor{( which empowers them
toward li Fc—long 'cammg and global cxtxzcnshrP



fdinnesota Department of
Educati®n

Home Language Questionnaire
ED-01336-08E

For Students age 13-17 only
The following is to be completed by School District Personnel;

STUDENT lbéNﬁHéAﬂON INFOR )ii_{qu

S, 1Y E—

L - DlSTRlCTlNFORMATjON/VERIFlCATlON INFORMATION '
Schooi name pr f}afqmr”\/ Afg d.,om\/ ] _District number lz@??-—-O v,

VI

:; t-he cbyvv'enf‘,»t.‘au~che‘-abevemfermaden;:swtmewand -aecurate-to-the-bestof- my-knowledge-and belief—;

| B Name(Pr'mhteud)n- e

Slgnéture—Regb“oﬁgibi"eAu"Ethty T S ————

The following is to'be completed by Parent/Guardian:

T _ STUDENTLANGUAGEINFORMATION

I Dear Parents and Guard:ans
liin order to help your child learn, your child’s teachers need to determine which language your child uses most.

’ ;’Please respond to the questions below by checking the appropriate box.
I
5 1 1. Which language did your child learn first? 0 English O Other {specify)s ..
11 2. Which language is most often spoken in your home? [0 English [J Other (specify)i T
I: 3. Which language does your child usually speak? O English C1 Other (specify): ___ ¢

bt s = -;:_: ; 1; :
| - PARENT/GUARD!AN INFORMATION i )

I hereby verify that the above information is true and correct to the best of my knowledge and belief;

s
i

Name {Printed)

* Signature — Parent/Guardian. " pate i




RACE / ETHNICITY

Student Name:

RACE/ETHNICITY is used in federal and state civil rights and statistical reports. This is a nonscientific
racial/ethnic designation as defined by the U.S. Department of Education. The manner of collection is
described as follows in Minn. R. 3535.0120, Duties of District.

In order for New Century Academy to report the race/ethnicity of our students, please answer the following two
questions:

Is the student Hispanic/Latino? (Choose only one with an “X b
No, not Hispanic/Latino

Yes, Hispanic/Latino (A person of Cuban, Mexican, Puerto Rican, South or Central
American or other Spanish culture or origin, regardless of race.)

The above part of the question is about ethnicity, not race. No matter what you selected above, please
continue to answer the following by marking one or more boxes to indicate what you consider your student's

race to be.
What is the student’s race? (Choose one or more with an “X7)

American Indian or Alaska Native (A person having origins in any of the original
peoples of North and South America (including Central America), and who maintains
tribal affiliation or community attachment).

Asian (A person having origins in any of the original peoples of the Far East, Southeast
Asia or the Indian subcontinent including, for example: Cambodia, China, India, Japan,
Korea, Malaysia, Pakistan, the Philippine Islands, Thailand and Vietnam.)

Black or African American (A person having origins in any of the black racial groups
of Africa).

Native Hawaiian or Other Pacific Islander (A person having origins in any of the
original peoples of Hawaii, Guam, Samoa or other Pacific Islands.)

White (a person having origins in any of the original peoples of Europe, the Middle East
or North Africa.)

Parent/Guardian Date




Computer (Ise Folicg, 2015-2016

In order to use school computers and network resources, students must understand and
agree to the conditions in this policy. Students and their parent(s)/guardian(s) must sign
this form to acknowledge that they accept these terms before they will be allowed to use
New Century computers. The use of computers and the Internet is a privilege, not a
right. Any misuse or abuse of the conditions listed below will result in the loss of

privileges.

e Computers are for academic purposes only. Any other activity is not allowed,
including games, playing music, internet messaging, email, etc. ‘

e Students may access the network only through their assigned student account.
Students are not allowed to give out their passwords or allow others to use their
account.

e Students are only allowed to print materials related to their class work or project
work, and must receive permission from an advisor or educator before printing.

o Students must take proper care of the computers while they are using them. \When

finished, students must log off and leave the area in the same condition as when
they arrived.

e Students are not allowed to download files or programs from the Internet.

e Students are not allowed to use the school computers unsupervised.

e Food and drinks are not allowed near any school computers or electronic
equipment. '

e Any form of vandalism is not allowed. This includes any malicious attempt to
physically deface, disable, destroy, or ‘hack’ into computers or the network, or to
harm or destroy data of another user. :

Students who do not comply with the above conditions will have their privileges revoked
for a time period determined by administration on a case by case basis. In cases of
vandalism, students and their families will be responsible for any charges necessary for
repair or replacement of the item, and there might also be legal consequences.

------------------------------------------------------------------------------------------------------------------------

Acceptance of Computer Use Policy:

[ have read the Computer Use Policy. | understand the conditions listed in the policy, as
well as the consequences for not following the policy. | agree to use the school laptops
and computer network in a responsible, respectful manner.

Student Name (Please Print): Grade:
Student Signature: Date:
Parent/Guardian Signature: Date:

Computer Use form 06715



likeness for the purpos
periodicals, etc. |

Name of Student

- Parent / Guardian : , Date

“EI.ELD_IEJE_RE,LEASE‘&“EERM[S_S_LQN~

I grant permission for my child to participate in local field trips (may involve walking or riding a
van/bus).

I'understand that [ will be informed in advance about each planned trip.

Name of Student

Parent / Guardian Date

MEDICAL EMERGENCY

care for any child. | understand that the school will attempt to contact me as a soon as possible
and that the school may transport my child to the nearest hospital or call an ambulance. | give
the school my permission to provide an authorize emergency medical care if necessary..

Name of Student

D

ate

Parent / Guardian
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