The

GREATER MINNESOTA FAMILY SERVICES - SHELTER CARE (GMFS/SC) AGREEMENT
January 1, 20017 — December 31, 2018

... Agency, (hereinafier eeferred Lo as Agency) places and is financxaily responsible for

{recipient) while placed al GMPS/SC, 3619 SW 15 Avenue, Wiltmar, MN 56201, asof

The Agency and GMIS/SC agree 1o abide by the provistons outhned in this placement agreement.

2,

The Agency shall, by written communication, provide GMFS/SC with a specific statement as (o the fegal status of the child, and whom or which agency has
legal custody of the child,
GMFEFS/SC shall, within five (5) working days following the tast day of cach catendar month, subsmil an invoice to the Ageney. The invoice shall contain; 1)
name of chifd 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 snd after); and 3) tota
cost of providing services,
The Agency shall, within thirty (30) calendar days of the date of receipt of the invoice, make payment direet for services, The Apgency is responsible to
GMFS/SC for the totail cost of serviees incurred by the resident. Any linascial arrangements or obligations on the part of the recipient’s parents will be
berween the recipicnt and the Agency and will nol involve GMFS/SC. 1t is also our undersfanding, with prior writien approval of the Ageney, that vendor
paysnents relative Lo the recipient's medical, psychological, psychiatric, dental, or optical carc would be billed from the vendor 1o the Agency or recipient's
medical insurance.
Insurance Company Co-pays for chient's medical/medications will not be included as part of the wnit cost for providing scrvice to cligible cliems. The
Contractor shali, within (en (10} working days following the last day of each ealendar month, submit on a standard invoice the cost for any client's
medical/medication needs not covered by the client's Medicai Insurance ta the Agency, The Contractor shall, within ten (10} working days following the ast
day ol cach calendar month, submit on & standard invoice, the cost incurred by the Contractor for any client’s medical/medication needs, when clicnts do not
have Medical Insurance, to the Agency.
GMFS/5C shall inform the Agency within onc (1) working day when the child is absent from GMFS/SC. Mutual agreement shali be reached wilhin one (1)
working day between GMPES/SC and the Agency as to how tong the recipient's bed shatl 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 GMES/SC.
The Agency must aliow access Lo GMFES/SC the fellowing information in writing at the (ime of placement:
. Socisl history on child and family;
. Resatis of recent psychological and/or psychiztric 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);
- Medicat health problems (including names of physician last seen, Family docter, denfist, optician, and specialist);
. Educational data (IEP, achievement scores, and special programs);

Child health insurnuce information (medical assistance numtber/card, parent's health inswrance/policy nantber);
. Out-ol-home ptacement plan;
. Court order or voluntary placement agreement,

FmmOSanom

B. Al the time of placement, the Placing Worker shall compleie admission face sheel, provided by GMES/SC. The parents shall be present al the time of placement

9.

{08

fo 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 1o staffings, hearings, medical/therapy appointments, or court appearances, they will be

inciuded in the per hour costs,

The Agency agrees to pay {ull per diem costs Lo GMIFS/SC in the event that a child is given home visits. The Agency will not pay per diem costs 10 GMES/SC

for respite visits or pre-placement visits 10 another facility. The child is considered a resident of GMFS/SC until date of official discharge as requested by the
refecring Agency. .

GMIS/SC Representative Date

Placing Agency Representative Date

I}, The Agency agrees to contract the following additional services: (The following service fees ace in addition to per diem charges and payment must be recejved

within thirty (30) calendar days of (he date of recceipt of the invoice, wilh payments made directly to GMFS/SC)

Masters Doctoraie
Psychological Evaluation $82.16/hr $96.00/Mr
Family Bascd Asscssments §$82. 16/
(Done in (he home by a professional counselor)
Family Based Counseling £55.96/r
Family Based Life Skilis $42.36/hr
Transpartation to and from placement by
praclitioner $32.00Mr
[nterpretative seevices (if available) $50.00/hr
Onec-on-one aide for high-risk youth C 2020
o Urine Analysis 345.00/UA
Other county requests
Rule 25 CD Asscssmenls $130.00
GMFS/SC Represenlative Bate
Placing Agency Representative Date
12. The Agency docs not wish o contract for additional services.
GMFS/SC Represeniative 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 himsel{f/herself or others.

[ , parent/guardian of

?

(ParenU/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 commiiting 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 Sherif{’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 Jess than 24
hours,

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

Parent/Guardian Date:

Referring Worker Date:

Shelter Care staff Date:




Greater Minnesota Family Services

Application for Services

OO0 D HICH

Client Number Date Services Began GMFS Staff Name
Legal Name of Client; Race:
Lost First ML
Address:
Number/Strect/Route Town/City State Zip

Coumnty of Residence:

Date of Birti:
SSN: M Male [ Female
Telephone: Home:( )
Work: { h]
Cell: ( )
Who Referred You to GMFS?
1 [ selif 2 [ Family/Friend

3 Other (Agency, Staff Person, and Phone);

Previous DLA.yes__ no_ ifyes

Agency Name " TO.A Daie

TYPE OF SERVICE REQUESTED:
{ Inftin] & Date)
Diagnostic Assessment )

Family Based Services____ /[

School Mental Health lml:
Early Childhood FBS [/

HCBS _ f /

i}

(M

0

Cl

Q i

(] Day Treatment [/ [
(0 Group Therapy___/

0 FGDM fF I

(]
U
|
a

Connections it

Shelter Care !

Shelter Care FBS I I

Psychiatric Services

Purty Responsible for Payment (PLEASE CHECK ONE):
O COUNTY OF RESIDENCE
{7] COUNTY: DIFFERENT THAN COUNTY OF RESIDENCE:

{1 GRANTANSURANCE
[} PRIMARY INSURANCE
COMPANY
PHONME &
MEMBER 1.D. #
POLICY/GROUP ¥
POLICY HOLDER DOB
[ SECONDARY INSURANCE
COMPANY
PHONE #
MEMBER LD. #
POLICY/GROUP #f
POLICY HOLDER poB

Client Authorization for Third Pariy/Other

Fayment Claims:

{ request (hat payment for services received from Cirealer Minnesots
Femily Services (GMFS) be made divectly to GMFES. [ authorize
GMTS (o reltase to the aforementioned thicd party payor(s) diagno-
ses, datos, type and providor of service(s) regnrding myself and/or
wy dopendents for the purpases of processing a claim. This nuthori-
zalion expires one year from the date sipred, | understond that | may
revake my consent Al any Line except to the extent thut GMFS has
afready disclosed data.

Signaiure af Client ar Legal Guardian Date

I, the Undersigned, Coufirm that;

| g willing o reegive these secvices. | have been offered & copy of
the Notice of Privacy Practices, Clicut’s Rights and Respensibititics,
and use of Email Policy

Signature ol CHient or Legat Guardian Daie

Reason for Referral (check one): [} Prevent Placement of Children

{7 Assessment Only

[J Supportive Services 3 Other

1 Reunification

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

GMFES-01 8282013




For Ofico Use Only:
Grester Minnesotn Fanilv Services

Shelier Crra DadeobAurivels
3619 SW 15" Avenue, Willmar, MN 56201 Tice of Astivul:
Phone: (320) 235-3664 Fux: (320y235-1610  TTUTTTT
Admissiong Face Sheet
Residant's Marme:
Lagt Firgt Micdle

Residonl’s Nicknames:
Date of Birth: Age:
Addreys: City: Sweer _____ Zip:
Pareans:
Addresy; Cisy: State: _ Zipr
Hore Phoue: Work Phone: Cell Phote:
Emergency Contel: Phonet

Severely Emotignally Disnrbed dinguosis:

Medications:

Socist Securiy #:

Heath inv. Info:

Physical Henddy Concemns:

Medicotions:

Prior Placcoicnts:

Resident's Ploce of Birth:

Languages spoksn/urilion:

Tribel Affilintion;

Last Educationol Seting:

Spivinl / Religion:
Physical Custody:
Lognl Custady:

Visitation Rights:

Upcorning Appomunents:

School Name:
Addreas:

Pbane:
Contact Preson:

Resident: Fomily:

O Mother & Father 01 Mother Oaly (3 Father Only O Other

O Mother & Father 0 Muodwr Oaly  [J Father Only 13 Other

O Matler & Fatier 3 Modier Only O Father Ouly O Qther




. AUTHORIZATION FOR RELEASE OF INFORKATION
Soclsl Worker

Greater Minnesots Family Seevices - Shelter Core
3619 SW L5™ Avenue, Willmar, MN 56201
Phote: (3203 235-3669  Fux: (320) 235-1671

L i } kerchy muthordze
(esident's Noxoe) {Date of Durth)

ufl Greater Minnesats Pamily Services atalf and at
. (Sovisd Worker's Agency)

(Mailing Addrcsé] : (Phonc) (Fax)
{Soeinl Worker's Nama)
Tor: Disclose Obtain From Exchunge Witk

x... lsumance and Bifling Informatioa
Psycholagical, Psychiatric Evaluations(Reporty; Medical Reporte Including History and Physical
Reporte and Consvltations
Fomily and Social History Acadeinic/Schoot Tranacripts
Treaterwen! Plan, Dischorge Summary _ .. Coun/Probation Information
Social Service Information Other

(T understand that the information 1o be obtainad mey inolude Chemizal Dependeney Information )

The information requested/exchanged is needed for the following purpase(s):
%x__ To Effect s Continvum of Care For The Clients Recovery
x_ Evaluation/Treatment
x__ Finsgeis} Billing
Per Client Request

THIS AUTHORELZATION FOR RELEASE OF INFORMATION 1S VALID UNTIL: ane year from the date of signature, or
whea Grester Minsesots Family Services' services are teeminated, whichevee ocours first, furthermore:

L. Lundasand that thiv authontotioq ey be revoked sl any (ime, This authorization reosains in efeet wadeer iis spoaltioa iy revakod by writtes mdice
10 ATTN: Dta Privey Officer, Greater Minnesors Family Serviees, RO, Box 1810, Willmer MM 56201, Lunderstond that eny infonution rclensed

befvre this revocatioa shall not be o ircach of confidentinlity. { und d that the revocntion will not spply (o my iasurance cominny when (ke faw
provides ty intarcr with tha right 1o centest = claim under my polioy:
2. [uvnderstond (b nehorizing the dicelosure of this Informintion fs voluntary, § can refuse fo eiggn this owhonization. {need tot sign this sudiorzation,

10 tazeive earvices untede the tecvioe we courl-ordersd or are 1o be provided ealely for dhe purpose of creating protected health i foamation for
dicclosure 1o o thind pudy (i.e. consultetions}.

3. lundervingd that [ have dio cight 1o kaapect and receive pliato copics of bty inforrantion discloved ymder this authuri tation,

4. Tuadootrad chat if dee jodividust or organizetion thal roeives e nfiumation & not & health cire pravider or health plan covenyd by kdemi privacy
regulsticas ander Pubtic Law #104-191, 1996, the infotmntlon deteribed & d in 1his 3utherimlion may be re-olpsod tnd no toagey grovested by {he same
federal rogulations. LFL have questions abott dischosure of my hoalth i tiow, T can coatust Goenler Mi {n Faaily Seevices® Privaay Officer.

5. Apbowrcapy or fecsimile copy ol tbis suiborization ia s effective of Lhe on'giml. “Latso give my permistion to exchange tnfe Foo by ue of
Germile ax well as los United States Postal Sexvice.

Slgnatures:

Resldent Dale } ]

Parent/Guardizn Date { |




AUTHEORITATION FOR RELEASE OF INFORMATION
Probation ORTeor
Cirenter Minnesotn Femily Services - Sheltes Core
3619 SW 15% Avenue, Willenar, MN 56201
Phoue: (320) 215-3664  Fox: {320) 235-1671

L . I | berchy euthorize
(Resident's Name) {Date of Bink)
2l Grerier Minsesats Family Services stoff and at
(Probation Oflicer’s Agency)
. | i -
{Mailmg Address) (Phoge} (Fax}

{Probation Officer’s Name)

Yot Discloze Obtain From Exchange With

£ Insurasiee mmd Billing Infonnation
Psychological, Paychiatric Evaluations/Reports; Medical Reporss [ncluding History and Physical

Reports and Consultations

Fanily and Social History Asademic/School Transedpts
Treatnxeat Plan, Discharge Siunmary Cour/Probation Tnforation
Social Service Information Other

([ understand that the information to be obtained may inolude Cliemical Dependency Information.)

The information requested/exchanged is noeded for the following purposs(s):
% To Effeet a Continuum of Cere For The Clisnt's Recovery
% Evtalmtion/Treatment
%__ Finsocial Bifliog
Per Client Request

THIS AUTHORIZATION EOR RELEASE OF INFORMATION 1S VALID UNTIL: ane year from the dute of signature, or
whaa Creater Minaerota Family Services’ seevices rre tetmlnated, whichever ocours ficst, forthermore:

I understand thot ihis autharizmion nay be sovoked at sy time, This suhorizstion remains in elfced ankeo it i spocificaily sevoked by writtm ootice
{0 ATTH: Dta Privecy Officer, Greater Miracwota Femily Scrvieer, B, Dog EB10, Witkmar MN 56201, 1 undastand that any Informetioq mleued
befirta this revocation sholl aoc e w booacds of conBidentiality. { anderstand thot fhe rovocation will not apply W wy jaswenee company whan the law
provides my insirer with the right fo cuntest s olaim endec my poliey.

2. [oudertaad that sutsorizing the disclosare of tiis inforition I voluneary. 1eaq eefise w sdgn (hits authusionioo, Lneed oof ogn il sudunzion
to resmive seriices unbent the sevrioet are covnl-ordered or sno 10 be provided soledy far the pramone of anziting proleted health infarmation for
disclosunt to o third party (i2 comnulmlions).

1. Lorulerstaod that | have the right to inspect bad receive pholo copics of beshih infermation discloesd under thds ethorizetion.

4 Fusdastund det if e individun] or ergenizstion Gt cezeives the information is ot » bealth cers prumvider oc health plan covered by fadecal priveay
swegvlations under Foblic Low D104-191, 1996, the information dercribed in this nborizanion moy be re-clased und no langer protected by the eme
federad regulntioas, IT have questions sbaut divatuiere of oty health tnfonastion, Lorn coatect Gremver Minmetota Fanidly Services' Privasy Offices.

5. A photocopy or facsinile copy of tiis suthodzation is ac effeative an the ocgingl. Falsa give ray permitelon to sxchange kifomiotion by use of
faesimila &1 well as thie United Statet Bostel Service,

Signatares:

Resldent Date | {

Pavent/Guardian Date H |




AUTHORIZATION FOR RELEASE OF INFORMATION
Medlcal Advisor
Grenfer Minnesota Family Services - Shelter Care
3619 SW 15™ Avenue, Willmar, MN 56201
Phorie: (3203 225-36864  Fax (320) 235-1671

hereby authorize

L |
(Resident's Name) {Date of Birth)
alt Greater Minncsota Family Services staff and Fanily Practice Medical Center at 502 20d St §W, Willmuy, MN S624%

Phoue:  J20-231.8888

Frxt 320-231-8a02

Contact: All FPMC etuff

To: _ . Dhelow __ ©Obtain From o Exchangs Witk
x . [nswnnee and Billiog Infonnation

Bsychological, Psychisteic Evaluations/Reports; Medical fepores Including History uad Physicel
Reports and Consultations

Family aod Soclsl History Acodemic/School Tranreripts
Treatment Plan, Discherge Sunmory CounProbation Infornation
Sociaf Service Information Other

——

(1 unederstand that the information to be obimined may fochude Chewnieal Dependency Tnformation.)

The informnticn requestedfexchanged is needed for the toliowing purpose(s):
x__ To Effect a Continwem of Care For The Client's Recovery
x.. Evahstion/Treatment
x__ Financial Billing
Per Client Request

THIS AUTHORIZATION FOR RELEASE OF INFORMATION 18 VALID UNTIL: one yeor from the dute of signature, or
whet Groater Minnesota Family Services” semvices nee terminated, whichever oceurs first, furthermore:

1. 1upderstand ot thic avthotization may be cevolied st any tme. Thie aathorization ramains in efcel uulon it iswpecifically revoked by writico netioe
10 ATTH: Dats Privacy Officer, Greater Minnesois Femily Servioes, 1.0, Hox 1810, Willimar MY 36208, Iuaderriead thor eny infonnation releossd
Bafore this cevosstion shell not be o trtech of confidenteliy. [ und 4 that (he revocetion will nnt spply i my surence compuy when the law
pravides my loweur with dhe right o contest a claie uadec my polioy.

2. [usdenstand that sutsorizing the disclosure of this lfermation is vohutary. 1 een rofitee to sigu thix sutboddzation, neod mol dgo his suthadmtion

10 reccles saxvices unless the soovicos are court-ontered or are fo e provided wlely for the purpase of crendug protectad health informatiaa foe

fiscloaure Lo o thisd patty {i.e. conanltations).

£ undarstaned duot L bave the fight to fagpect 2nd receive phota copies of heatth infaroation discloved wider this suthodzation.

| anderstand thal if the individual ar nrgnmization that mccives the lafirmation is not 2 bealth cere provider or heolth plan cavered by fedors! privecy

reguistiony vader Public Lawe $504-101, 1996, the aformation described in this swhoczation may be recloeed end oo fonger protectod by the same

federul regulstiona. If 1 fmve quostions sbout disclovn: of my health fefirmsiios, T can contsct Greater Minnesoa Frnlly Services' Privasy Qfficer.

5. Aphotocapy or lacsinsfls capy of thle sutharizatbon it 68 effextive as the orighael. { also give my permission to exchange iformatioo by vee of
fueximilke ax well ax e United Stater Postal Service,

Pl

Signatures:
Resident Date | i
Perent/Guardian Date { |




ITHORIZAT OR REL) OF !
Preseriblng Phyaleino
Greater Minngsota Family Services - Shelter Cane
3619 SW 15 Avenue, Willmar, MN 56201
Phone: (3203 235-3664  Fax: (120) 235-1671

| | heveby nuthoriae
(Resident's Numne) (Dute of Birth)

all Grenter Minnesota Family Services stafi and at
{Prescribing Physician's Clinic)
| !
(Maiking Addregs) {Phone) (Fux)
(Preseribing Physicion's Name)
To: Discloze Ohitaela From Exchanpe With

Psychalogical, Psychiatcic Evaluations’Reparts; Medical Reports Ineluding History and Physical
Reporis mod Consultadons

Femily and Social History Acsdemic/Schao! Transcripts

Treatment Plan, Discharge Suninury Coutv/Probation Information

% Insurence und Billing Infoamation
Social Service Tufermation Other

(1 understand that the information w be obuined may include Cliemical Dependency Infornution.)

The information requicsted/exchangead is geeded for the following purposas):
% To Effeet g Continuum of Care For The Chent's Recovery
%x__ Evalustion/Treatmen
x___ Fionancial Billing
Poc Client Reguesi

THIS AUTHORIZATION FOR RELEASE OF INFORMATION 15§ VALID UNTIL: anc year fram the date of signeture, or
when Geeater Minnetota Family Services® xervices nre terminoated, whichever oecurs first, luvthermorve:

i, lundersiand the (hix awhorization mey be revolcad sl any tise, This uwhoriizition renaine & effeet walet it s spccdlcaily revoked by wnm:n x\dm
to ATTH: Dues inr:y Offieer, Greater Minndcyola Family Searvices, 1V0, B 1810, Willmsar BN 3620). Tund 4 thaz any inlornsdi
belore difs revocation shalf nol be o beeaol ofcoaﬁdmnnhiy { understond that the tevesation will ued spply 1o my insvrance conpany when the law
provider nty innmrer with the right (0 commet o elaim vader my policy.

2. Tundentanct (it suthorfzing the discloture of this Information is veluntary. fcan refuse fo sign this sutlonizatioo. Ineed not sign tiis awdioeriaetion

1 peccitve serviess unlos the services sre cotrt-ordeced or 2w (o be provited solely for the purpose of creating protected heolth information for

disclosure to u third party {i.e. consultations).

[ uadentend that T bavs the ripht ta intpeet and reocive phola copics of keakh information disclosed updsr this authod ation,

4. Tunderstand dietiCbe individuad of organization thet socives the infermation i not & beokth exre provider ot trealth plan covered by Seder! privacy
eegulationr under Publio Low F104-191, 1996, lhc tafogmation deseribod in tbis suthosiztion niay be re-closod and ao fonper proteciod by the sene
federal tegulotionr. U'E bave quertions shotd disalusme of my health infornation, 1 can contnel Greator Mintzsols Famaily Serviees' Privavy Olficer,

5. A photeopry o facrimile copy of thic suthotization is sc effoctive as the original. § alsa give my pormictioa to exchrnpga informatfou by ute of
Gacriptile ne well af thie Unloed Soaes Postal Seovlor,

[N

Signatures:
Resident Date ! |
Pareat/Guardinn Date | {




AUTHORIZ, NEOQ SE OF INFO. ON
Frimary Clinfc
Greater Minnevota Family Scrvices - Sheller Core
3619 W 15™ Aveque, Willnar, MN 56201
Plhone: (320) 235-2664  Fax: (320) 235-1671

I i ! herehy autharizo
(Resident s Name) Date of Birthy
all Geenter Minnesols Frmily Bervices staff and at
{Resident’s Primnary Clinic)
o i
(Muilimg Address) (Fhone) {Fax)
(Frimary Physician's Noow)
Th: Bisclose Obtnin From Exchaege With

% _ losurance and Bilfing Infotmation .
Psychological, Psychistric Evaluations/Reports; Medicaf Reports Tncluding History and Physica

Reparts and Consultaticas

.. Pomily ped Social History Acadenie/School Transcripls
Treatment Plan, Discharge Sumniacy ' Coutv/Probation Information
Socin] Service Information Ortlier

(I undersiand (hat the infomation 1o be obtained oy inchede Chemieal Dependency Informution.)

The infoomation requestedfexchanged is needed for the following purpose(s):
% _ To Effcct a Continvum of Care For The Client's Recovery
X__ Evaluatioa/Tieatment
x__ Finoueial Billing

Per Client Request

THIS AUTHORIZATION POR RELBASE OF INFORMATTON {8 VALID UNTIL: ouc year from the date of signature, or
when .Greator Minnesotn Family Sevvices' services are terminated, whichever oceurs first, forthermore:

. understend et this sutbodzmion nay be revoked ol any timo. This suthurimtion remming in «ffeet wlesy it Is specifically revaked by written oatice
to ATTH: Data Privacy Officer, Grester Miaresota Frmily Serviees, RO, Bux 1810, Wilbuer bN $6261. [ soderntand that eny infomaiioa coloased
Lefaro (his revecetioa shalt oot be # breack of coafidastinlity. [ understand dhat the cevovotion wAll aot rpsly 10 ary infursnce coupamy when the faw
provides my nsures nith the right to confert 8 elsim wader my poticy.

2. Tundenstond that authorizing the disch of thit infoeasation is voluniary. §eaa refise 1o sign s suthorization. Eneed nod sign this evilorization
10 rE0cive services unfens the sorvicos e coatr-otdered or ars to be provided solely for the purpose of ereating protected beakth information foc
diszhosure to o third parly (i.c. copsulintions).

3. Tundenitend fiat] bave the right 10 foapect aud receive photo copies of health indormatioa dischrsed vader this sothodzation,

4. Cunderstand that if the individool or orgaaieation that repeives the mformstion & not o hoalth can provider or heulth plar cavarod by falenl privecy
regulations under Public Law £104-191, 1996, the informstion describied i this cuthudaation mey be ru-closed tad no Jonger protectod by dw sume
federal regulatione, [T huve queshions sbaut disclosuns of ary heafth Infonuation, 1 esn contret Grester Minncsote Family Serviess® Privaoy Offecr.

. Aphaesosoqy ec ficsimile copy of thik authorization it oy eifoctive as the original, | alo give my peruissios to exchange information by tie of
Gacaisnile as well es the United States Postal Service.

Slgnaturey:

Regident Date i i

Porent/Guavdinn Date | }




AUTHORIZATION FOR RELEASE OF INFORMATION
Plhsrmacy
Greater Minneyota Fantily Services ~ Shelter Care
3619 SW 15 Avepue, Willmar, MN 56201

Phoue: (320) 2353664 Fox: (320) 215-1671

L { l bereby autharize
{Resident's Nmne) Dute of Bink)

ufl Grestor Minnesaiz Famlly Sarvices siaf¥ and Theifey White Dryg st 1600 Ficst St SW, Wiinear, MIY 56201

Phone:  320-235-1930
Fax: J20-235-THOL.

Contact: AR Thrifty White Dirug staff
To: Dilscloge Obtair From Exchunge With

Peychological, Psychiatric Evaluations/Reports; Medical Reports fucluding Ristory dnd Physleal

Reporis and Consultations
Family and Bocial Histary Academic/Schaol Tragseripts

Treatment Plen, Discharge Summary Courv/Probalion Information

% . Dowasgee sud Billing Information
Socinl Service Information Other

(1 understand that e information to be obtained moy inchude Cheinical Dependency T formation.)

The information requested/esxchanged is needed for the following purpose(s):
% To Effecta Continvum of Cor¢ For The Clicat’s Recovery
% Ewvalmijon/Treatment
% PFinancial Billiag
Per Client Request

THIS AUTHORIZATION FOR RELEASE OF INFORMATION IS VALID UNTIL: onc year froar the date of sigoature, or
whoo Greater Minnecote Family Services' sorvices are terminated, whichever occury fivst, furthernoru:

1. Tend d diet thin nuriborization may be revolied dt any Unie. This anthorizmtion remaing in effect unfess it s npeolﬁmilywwkcilhr witten mh:c
Lo AT TN: Data Privecy Officor, Omater Minnceto Farmllecmccs. P.0. Dok 1810, Wiltmar MN 56204, Tund d that sny iafoonaiion red
before thic revoeativn slisll uol te o breach of comGdentiabity. {undeotand thal the rovoention will nol apply 1o oy insuraces corpeny whea the Inw
peavides my fsurer with the right to contad b claim under my palicy.

2. [undervland Gat sullcizioy the divelocure of tiis informalion {a vofuscry. {esn refuse o tiga wbic authorizarion. Eoesd nol sign this sullvnizmtion

16 reveive services ulast the nervices are coust-ordered o oee (o be provided solely Bor the perpese of crtating protestod health information foc

divclosure (o o thicd paety (Lo consatiations).

[ undersand thint Lhave the gkt o ipoct and motive phate coprics of hiarlth information disclosed under this quthorization,

[ endeorstand thel if dhe Indivithal or ongronizetion tal rceives the isformatioe {s pot & Yealth eare provider or hanhth phan covered by fedens! privacy

regulations under Public Low £102.191, 1994, the faforawtion devedibed i s xa) it may be re-clused and po touger protecicd by the same

federal regulnfions. I have questions about discknuce of ary bezlih infoomation, | can contadt Gregtor Minoesotx Ponily Serviecs' Privacy Offiee

3. Aphoiotopry oc facsimile copy of this suthorization ix a5 eBective as Uy original, [elsn give my permission to cxchangs informotion by use of
fageimile o3 well 63 the United Stotes Pastal Seeviee,

o

Siguatures:

Resident Date 1 |

Date | |

Parent/Guardizn




AUTHORIZATION FOR RELEASE OF INPORMATION
Generad
Uretter M‘nncmu Famsily Servives - Shelter Care
3619 SW 15® Aveaue, Willinar, MN 56201
Phooe; (320} 235-3664  Foxe (3203 2351671

L { ! horeby autharbes
{Regiden’s Name) (Date of Birth)
all Greater Minnessls Pamily Services staff and ot
{Organization)
. e |
(viziling Address) (Phone) (Fax}
{Cantact Person)
Ya; Discloxe Chbitala From Exchangs With
% _ loswrapce and Bifling Information
Psychological, Psychintric Evalustions/Reporis: Medical Reports Including History and Physical
Reports and Consultations
Family and Social History Acaderaic/Selicol Transeripls
Treatment Plan, Dischnrge Summary Court/Probaticn Information
Social Service Infarmation Other

(I understand that the information to be obtained may include Chemica! Dependeney Inforietion.)

The information requestedfexchanged is needed for the following purpose(s):
x__ To Effect o Countinuum of Care For The Clients Recovery
x__ Evoluation/Treatment
% Fmonciat Billing
Pec Chent Request

THIS ALITHORIZATION FOR RELEASE OF INFORMATION [8 VALID UNTIL: une year from the date of signnture, or
when Greater Minnerota Family Services” setvives are forminated, whichever ocenes firs(, furthermore:

Fo lundenond that this sunliogaanion asy be revoked at any time, This sithorization seoalon i ¢fToot untleas 11 is sprcifically revoked by written sofice
ta ATTN: Data Privesy Oieer, Orester Midndsodn Family Seovices, .0, Sox 1810, Wilkinay MH 56204, [ understand thel eay InformeSon rtfeased
trefore Hhis revocation sholl pot be & tnvach of confdentinfity. { Understamd that the reveeation will nof apply (0 my inssrance company when the faw
providey my imsaoes with Ihu right (o convert p clnir woder my pelicy.

2. laod d that owhosizing the disolosur of thlt informstion is yoluatmy. § ean nofuse 1o siga this suborration. Incod aot sign ik anborizstion

t receive seovices unlca!heu:\-cmmmdatrd:ndormlubammduimldyﬁ.ﬂhcpuqmof Himgs protected It inle e

diselosnre to o third pasty (Le, consottolivns).

[uenderctaod that Lhave the right to inspect and reeeive ptasto copics of health infaramtion disclostd uader Ui suthorlration.

[ padersezstd that il the individnal or aopaniostion that recches the infamatiog i not & heolth care pravider or beskth plan coversd by fedemd priveay

regulations under Public Law #104-191, 1996, the Information doserdbed i thic anthorzation ey be re-alosed and oo fonger protected by the cune

Cederal eegulstions, U1 heve questions aboutl disciosume of try health Enforrnation, 1 can cantact Grester Minnessit Eantily Servines’ Privacy Officec,

5 Aphetocopy o fresimtite cofiy of thic suthorization s ar effective ng the orginal. 1 atw give iny pormiesion fo exchange iaformation by use of
Berimile as well.ax e Unifed Sttes Postal Senvion,

AW

Signatures:

Resident Date i |

Pureat/Guordian Dute ] |




Grester Minnesota Family Services

Shelter Care
3610 SW 15 Avenws, Willmar, MN 56201
Phone: (320} 235-3664 Fax: (320) 235-1671

Activity Waiver
(Informed Consent and Gereral Waiver)

! hereby nuthorize lo participate in &ny trips,
(Resident}

events, community service and skills learning groups, sad/or other activities deented appropriate by the

GMES team. These ivclade, but are aot timited 10: cleaning and maintenance; water, leisure and

recreational activities; aud events which require travel In automobiies. )

L , agree for participant, myself, my heirs,
(Purcnt/Guardian)

executors, administeators, successors and assigns that neither Greater Minnesota Family Secvices (GMFS)
nor any of its officers, membexs, sgants, represenatives, nor employees shafl be linble for any ncpligence
implied or otherwise, or any persanaf injusy, or death, or property jass, medical expense or other damnge
or loss suffered or sustained by me/pacticipant named above in connections with or adsing from nay
activities of GMFS or sponsored or supervised by GMFS.

Furiher, for participunt/inyseif, my heirs, executors, administratary, Successors and assigns, | expressly
assume all risk whatsoever of personaf:infury or death or property damuge, medical expense of other foss
in connoction with any or all activities engaged in by me/panicipant named above and spousored or
supervised by GMFS and [ absolve and release GMFS, its officers, members, agents, representatives,
andfor employees from afl Hability and covenent and agree not 1o sue ar proseciste any claim against
GMFS on account of any personal injury or death or property demage or Joss of eny kind. Hismy
express intention aod purpose to waive any potcutisl claim for ony ability arising or clsimed to arise
from any activity sponsored, supervised or participated in by GMFES and it is Rusther my express infent
and purpose to bind paticipant/myself, my heirs, excoutors, adeministrators, and nssigns by this express
waiver and assumption of risk.

Not withstanding any expiration date of any other conseat or waiver which may be signed concurrently
with this waiver or otherwise, this waiver is inteuded to be permanent and shall remain in offect unless

specifically revoked.
If signiog as a parent, natural guardian, eppointed guardian, or ia any other representative capacity, 1

represent and warrant that [ possess the full fegal authorily lo enter this agreement on behalf of my child,
ward, conservatee, or other person,

Parent/Guardian . Date:

Resident _ Date:

Shelter Care staff Date:




Greater Minnesota Family Services
Shelter Care

3619 SW 15® Avenue, Willmar, MN 56201

Phone: (320 235-3664 Fax: (120) 235-167)

Consent to Monitor Incoming & Outgoing Communications

L , patent/puardian of
{Parenv/Guardian)

{Rosident)

hereby autharze Greater Minnesots Family Services Shelter Care siaff members to monitor the
incomiug and outgoing correspondencs of said minor, nader the laws of the State of Minnesota.

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

Parent/Guardian Date:

Shelter Care staff . . Date:




Greater Minnesots Familv Services
Shebter Care

3619 5W 15* Avenue, Willmar, MN 56201

Phane: (330) 235-3664 Fay: (120) 235-16T1

nformation Needed Prior To Admission

Residant™s Name:

Gender: M F
Race:
Heiply:
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:

Phane:
Fax:




Grenter Minnesots Family Services
Shelter Care

3619 W 15% Avenue, Willnar, MN 56201

Phone: (3203 235-1664 Fox: {320} 2351671

Consent for Medical Treatment

I, . parent/guardian of
ParstfGuardian)

{Hesidanty (Dnte o€ Birth)

have the authority 10 consent for medical treatment for said minor. Ihereby authorize Greater
Miunesota Pamily Services Shelter Care staff members to consent to any x-ray examination;
anesthetic, or surgical diagnosis; for treattient and hospital care, to be tendered to spid minar
under the general or special supervision and on the advice of a physician or surgeon duly
licensed under the law of the State of Minnesota.

1 also authorize GMFS to provide whatever therapy or psychological testing requested by said
inors referring agent at the time of admission. [ request that psyment for all services received
from Gteater Minunesota Family Services (GMFS) be made directly to GMFS. I authorize GMFS
to release to third party payot(s} diagnoses, dates, type aad provider of service(s) regarding
myself and/or my dependents for the purposes of processing & claim, '

[ aiso authorize GMFS Shelter Care staff to administer medication to the said misor as directed
end prescribred by a duly licensed physician or surgeon.

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

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

Parent/Guardian Date:
Shelter Care staff Date:
Pdmary [osurance: Secondary Insurance:
Company Company

Phone Phone

Member [D Member 1D

Poliey/Group Policy/Group

Policy Holder Policy Holder

Date of Binth Date of Burth




BHS-2308 {108

. IHONVORIAL )
Imformed Consont
a OATE M /D0D/YYE CONSENT EXPIRATION {Md /O ¥Y)
Form for Psychotropie
Medication{s) PHISCAN Chsk Matiages
Psychotrapic{s} '
£1 Current {1 Proposed () Curtenc 1 Prapasad
Genesic nanye: Generic namer
Trade name: Trade name;
Dose: mpg/day Dose: mpfday
Maximuza dose: mg/day Maximum dose: mg/day
Roure: : Route:
(T} Current ] Proposed Commenes/Other:
Genetic name:
Trade namc:
Dose: mg/day
Maxhmam dose: mgfday
Roure:
Oral Communication Written information including possible
i No, could aot reach [ Yes: slde-affecfs(*}
Telephone on ! I L] Giveu ar meeting (3 Sent with this formn
Meedogoo /1« | 3 Nor provided
Person fo contact for questions or concerns Tardive Dyskinesia (TD)(*)
NAME {5 Present [} Not presenc
Mot applicable ro the hotropic and case
G pplicabl prychotropic and
(*)Specily the exact side-effects and/or TD forms
o P provided:
TELERHOMNE
{ 1

The following information has been explained about the psychetrapte medication(s)
listed and writfen mformation has been provided abouts

‘The reasons for the medication{s)

A description of the behavier/condition in specific observabie and measurable retins
The rare and intensicy of the behavior/condition

The benefies of the medicarion{s)

The altesnative therapies available

The risks including possible side-cffects and their weatment

Spectfic aspreccs of the medication(s} such 2s name, dose. maximum dose, rouce, e,
The fact that t may refuse consent, o, if give, that I may change my mind ac any time
. The fact that my conscat cxpires in one year (or less), and must be rencwed

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

"-"':"“'.“‘F“:"’:"*'r”':“:"

Based upon the above {Check one): Comments:

] I apprave the use of the psychotropic(s) Lisced.
I da not approve the use of the psychotropic(s) listed.

£ T oaly approve as follows {specify in comments).

SIGhazURe DATE




Greater Minnesota Family Services - Shelter Care
3619 8W 15th Ave, Willmar, MN 36201 Phone: 320-235-3664 Fax: 320-235-1671

Intake / Discharge Medication Inventory

Resident D.OB.

Rx Number |Prescribing Physician| Medication Name | Size |Dosage| Times Given| Form | Container Type | Intake Amount [Discharge Amount

Imake Responsible Party: Time: Date:

Intake Shelter Care Staff Member: Time: Date:
Discharge Responsible Party; Time; Date:
Discharge Shelter Care Staff Member: Time: Dare:

{1 Iacknowledge the above containers and their content of medica
are consistent and aceurate with what is
my ¢hild.

tion that I am providing 1o Shelter Care for my child at the time of thelr intake
printed on the labels, I give permission to Shelter Care staff to administer the above medications to

(] ! 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 (1-2 caplets) to my child, as needed.

Parent / Guardian signature; Date: .




SHELTER CARE PROGRAM
3619 SW 1S 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 symploms
within 24 hours, or if the client’s condition changes significantly, Any standing order that is used regulacly for over 5 clays will be

brought to the attention of the physician.

1. Cintment 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 - T
Tylenol 325 mg 1-2 tabs q 4-6 hours PRN for relief of temporary pain. 10, Multiple Vitamins

[buprofen 200 mg 1-2 tabs g 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. Laxalive Artificial Tears [ pit 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

5. 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 LiceTreatment for-skin-breakdown/nurse-—— - ... . ...

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

Parent/Guardian; / /

Call 320-212-0464 for any questions



SHELTER CARE PROGRAM
GREATER MINNESOTA FAMILY SERVICES
3619 15" AVE SW, WILLMAR MN 56201
320-235-3664 (PHONE)
320-235-1671 (FAX)

PHARMACY ORDERS TO ADMINISTER MEDICATIONS
UNTIL PHYSICIAN’S ORDER CAN BE OBTAINED

/ /
(Resident) (DOB)

The following client of yours

has been admitted to our Shelter Care. Please verify that the following are medications that you haxve doctor’s

orders for and have been recently filled for this resident by faxing the medication information sheets for the

medications listed on this form.

give permission for

!
(Parent/Guardian) (Date}
(Pharmacy) (Address)
to release the information to Shelter Care Program. ALLERGIES:
RX Number Prescribing Physician | Medication / Strength Dose | Times | Symptom.s/Reason
Given

PLEASE FAX THIS FORM BACK WITH THE MEDICATON INFORMATION SHEETS FOR THE
MEDICATIONS THE RESIEDENT IS TAKING. FAX 320-235-1671

If this information is correct, please sign below. Please contact 320-235-3664 if there are questions or
comments. Thank you.
/ /

(Dater

{Pharmacist Signature)



Fora 23065
GREATER MINNESOTA FAMILY SERVICES
513 BW 5™ BTREET, WILLMAR MN 56201
HUINNESOTA 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 CAM GET ACCESS TO THIS INFORMATION. FPLEASE REVIEW IT CAREFULLY.

Qur fladge And Legal Duty To Frotect Health fnformation About You,

The privacy of your health Infarmation is important to us. We are required by federal and state laws to prodect
the peivacy of your haalth Information, Wa must give you nollos of our fegal dutfes and privacy practices
concaming your heakth infunmastion, Including:

*  We must protect information that we have created or recelved abot your past, present, o futute
haalth condition, health care we provide to you, or payment for your health cars,

Wa must notify you about how we protect your heaith information,

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

Wae may only uge or disciosa your health information o8 woe have described i fis Notics.

Wa musf ablde by the terms of tils Notice,

Wa are required ta abide by the terms of this Notice, We roserve the right to change the tarms of this Notice
and to make new Notice provisions effactive for all health information that we maintain. We wil post & revised
Notles in our offices, maks caples avallabie to you upon request and post the revisad Notlce on our viebsite.

UsSES AND DISCLOSURES OF YOUR HEALTH IHFORMATION

There are @ number of purposes for which it may bae necessary for us {o use or disclose your health Information.
For some of thase purposes, we are required to obtain your consent. in ather epecific instancas, we may be
required to obtaln your individual suthorizatfor,  And In 2 limited nurber of croumatances, we will be
authorized by Law fo disclose your health information without your cansent or authorization. Foflowing is a
deacription of thage uses and disclosuras,

A.  Uses and Disclosures of Your Health information for Furposes of Traatment, Payment and Health
Care Gperations.

*  Health Care Treatment. Wa miay use or discliose hasllh information atout you to provide and
manage your health care, This may Include communicating with other health care providers regarding
yaur ireatment and coordinating and managing the defivery of health services with others, For
example, we may usg or disclose heatth information about you when you need & prescriplion, [eb
Work, an x-ray, of other hesith care services,

*  Appolntment Remindars and Other Contacts. We may usa your heaith information to contact you
with rernindars about your appointments, alternative treatmants you may want to conskisr, or other of
our services that may be of Intarest to you,

*  Payment. We may use ot disclose your health information to bill and coflect payment for the
treatment snd sarvices provided to you. For example: A bill may be sent to you or & third party payer.
The Information on, or accompanying the bl fray Include Information thal idenfifies you, as well a5
you diagnosis, proceducss and supplles used.

Fage 1 GMFS07




> Health Care Operatlons. YWa may use or disclosa health informatian about you to afiow v to perform
busginess funcfions. For sxample, we may use your heallh nformaiion to help us train new staff and
conduel quafily Improvement activities. We may also dlsclose your information to consultants snd

= other business associetes who help us with thesa functons {for example, billing, computer support
and transcription servieas),

fMinnegota Patient Congent for Discloaures.
For sams of the disclosuras of health information described above, wa are required by Minnesofa Laws o
obtain & wriltan consant from you, unlass (he disclogure Is euthorized by Law.

8 Uses and Disclogures of Your Health Information that Require Your Opporualty to Agree or
Object.

tn the following Inslances wa will provide you with the opportunity to agree or objest to our use ot disclosure of

yaur haatth Information;

*  Perdaons Involved In Your Gare. \We mey, using our bast judgmant, disciose o a family member,
othar relative, close paragnal friend or any other person identified by you, health Information relavant
ta that parson's Invalvemant in your care or payment related to your cars,

= Nofifleation to Othars, We may, n some inelances, disclcse haealth informaton about you ta & Rmily
mermber, & personal rapresentative, or another person responsible for your care, It ander to nobify such
peraon about your currant location or general condition.

C. Uses and Discloaures Authorized by Law.
Under certain circumstances we am authorized by Law 0 use or disclose your health information without
obtelring & conaent ar authorization from you, These may Include whaen the use or disclosure fs:

*  Required by Law. Wa will disclose your health information when such disciosure is required by
federsl, state or local laws.

= Nacessary for public health activities. For example, when reporting to public health authorliies tha
exposure t certain communicable diseases ar dsks of contracting or spreading a disenss or condition,

v Ralated to victims of abuge and neglect. For ekample, when raporting suspectad victims of abuss
of naglect.

*  For health oversight activitfes. For example, when disclosing health information o a stale or faderal
health oversight agency so that they can appropriately monitor the heaith cara asysten.

*  For fudiclal and sdministrativa procaadings. For exampie, when cesponding to a raquest for haaith
Information contained in & courf order,

+  For law anforcament purposes. For example, when complying with laws that raquire the reporting of
certain types of wounds or injurias.

+ To a Coroner of Medical Examinar. To allow tham o camy oul thelr duties.

*  Toavert a serfous threat to hesith or safaty. For axarmple, when disclosing health Information that
will halp pravent a serious threat to the heeith or safsty of you or another person of the public,

s Related to specialfrad govarmment functions. For example, we may discloss health mformation
about you if | relates to miitary end veterang’ activities or national security.

*  Rulated to Workers' Compansation. For exampla, when reporting baaith information fo entities that
provide banefits for wark-retated injuries ang llinass.

+  Ralated lo cotractional Institvtions. And In other custody situations.

D.  lses and Disclosures of Your Health Information (hat Require Your Authorzation,

Other uses and disclosures of your heatth Information not coverad In this Motioe will be made only with your
written authorization. (F you give us an authorization, you may reveke tin wiiting at any time. Your revocation
will not affect any uses or disclosures permitied by your authorization while i was In effact.
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Your INDIVIDUAL RIGHTS

A.  Right to Ascess and Copy Your Health Information.

You have the right to sccags and recelva a copy or a summary of your haalth Information conlained in clinfcal,
billing and other racords that we malnfain and use to make decislons about you. We agk thal your request ba
mada in writing. We may charge a reasonable fee. There might be limiied situations in which ws may deny
your requesf. Under thess slluations, we will respond to you in writing, stating why we cannot grant your
raquest and descrbing your righte to request a raview of our dantal,

E. Right to Requaet an Amandment of Your Hesith informatlon.

You have the right to requast amandments {o the health informstion about you that we malntain and usa lo
make decisions aboul you, We ask that your reques! be made In writing and must expleln, In as much dotall as
possible, your reason(s) for the emendment and, when appropriate, provide supparing documantation.  Under
fmitad clrcumstances wa may deny your request. i wa deny your requast, we will raspand to you In wiiting
stating the reasons for the denial. You may file a statement of disagreement wilh us.  You may also ask that
any future disclosures of the heallh Information under disputs include your requestad amandmant and our denlal

fo yout request,

L. Rightfo Request Restrictlons on Usee and Disclosures of Your Hoalth Information.

You have tha right to request that we restrict our use or disclosure of your health information. We ask that your
request be mads In writihg. We are not raquired to agree 1o your request for a rasirictlon, and we Wil natify you
of our decision, Howevar, if we do agree, wa will comply with our agreemant, uniaas thare Is an emergency or
we are otherwisa required lo use or disclose the information.

B, Right to Request Confidential Communications.
Periadically, we will contact you by phone, emall, postcard raminders, of other means to the location identified in
our records with appolntmaent reminders, rasuits of tests of other health information aboul you. You hava the
fight o request that we communicate with you i a spacific way or al & specific focation. Fot axampla, you may
request thal we contact you at your work address or phone number or by email. We ask that your request be
made in wriling, While we are not required 1o agrea with your requast, wa will make efforis to accommodats

reasonable requests.

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

You have the right B raquest & listing of cerlain disckosures we have made of your health information. Wa ask
that your request be made In wiiting. You may ask for disclosures miade up lo six {8) years before the date of
your requast (not Including disclosures made prior to April 14, 2003). We will provida you one accounting in eny
12-month perfod frea of charge,

F.  Rightto Recelve a Copy of This Netico.
You have tha right to request and racelva a paper copy of this Notics af any ime.  We will make ihis Notice

available in eloctonic form and poest if In our web site.

If you have any questions about these rights or 1o exerclss any of them please contact our Privacy Office Usted
below.
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BUGGESTIONS urt COMPLAINTS

If you want more Information about our privacy practices or have questlons or concerns, plesse contact our
Privacy Office. If you ara congernad that your pitvacy righls hava been violated, you may fila a complaint with
our Privacy Office. You may also submit 3 written complaint to the LS, Depariment of Haatth and Human
Services. We wil pravida you with the address o file your compfaint with the U.8. Departmant of Haalth and
Human Servicss upon request. We suppart your right to the privacy of your heaith information. We will not
retaliate in eny way If you choosa to file a complalnt wAth us or with ths U.S. Depariment of Health and Human

Services.

Contaat infaomation for Rovacy Oficlal;
Greater Minnesota Famlly Services
ATTN: Data Privacy Office

513 SW 5™ Syreet

Willmar MN 58201
Phone: 320-214-969% ext 101 Fax: 330-214-9924 e-mail: gmfs@greaterminnesota.org
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Form 23005
Gireater Minoesots Family Services
513 5% Street SW, Willinag, MN 56201

Resident's Name:

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

Resident’s Name (printed):

Resideat’s Name {sigued):

Date:

Legal Representative's Name {printed):

Legal Representative's Name (signed):

Date:

Capacity or Authority of Legal Representative®;

*May be requested (o gravide verification of representative status.

For Office Use Only

We made the following efforts to obtain written acknowledgment of receipt of the “Notice
of Privacy Practicas™;

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




Rerident’s Nome

Shalter Care

Greater Minnesota Family Serviceg

1619 §W 15% Avenue, Willinar, MN 56201
Phone: (320) 235-3664 Fax: (Y20} 235-167¢

Approved Contacts

Relutloaybip to Razldent:

Mus! isve preentighardian spprovad prior 1o vig,

Relatfomatilp tn Rasidenes

Mutst have pacent/guardisa spprosol prior (o it

Redrldanship o Resldeais

Must kave prrent/guarding spproval prior 1o viat,

Brledoarbip to Rexkdeniy,

Mart have prient/nandian approval pooe o visit,

Reledonehip & Realdents,

Must hutve poreat/guanlian appravel priof ta visil,

Relattonsip to Ravidonts

WMie! fave pared/neendien kpprovel prioe 1o v,

Relatioachip to Reald

Moast hace puroat/auardien approval yrior to vt

Reintlouship to Reddent;

Must have pareat/gusrdum wppravid prior do ol
Betationship to Reddent:

MName: Plhtue:
TPhone OMoll ) Onesita Visite  SOtfsite Visiy £ Home Vinit
€ Yes ErNo  Misst have warkes sppeowl priorto disit 13 Yes " Na
Nanie: Plrous
IPhone  [IModl  OOmesite Visits  DOfaite Visie D Home Visite
Lt Yos TiHo  Must have workey syproval prioy (o vbsit. 35 Yes G No
Mame: Phugie:
EPhene  TMuil  DOn-dle Vids  COfwite Visis  C Homs Viils
it ¥er {iNa  Mudt bave wocker opproval prior ta visit 3 Yeu i Ne
Nanwe; Phooe:
CPhone  CMail  0Owite Vieits  SOFshe Vidie & Home Vidte
A 2 Mo Must have worket npprovad priet la visft D Yes 1 Ne
Napaa: - Plioae:
CPhone Eiail T Onesite Visitn G ODsite Vit £ Hemte Vinity
2¥e L Ne  Mud lave worker agprrovel prior to vl 7 Yec iiNo
Ranees Phaae:
Thwooe  OMoil O Onsie Visils  DONsite Visis 0 Home Virile
Yes LMo Muat have woekcer eppeoval prios fo visic 10 Yos 1 Nu
Nonwe: Thoae:
CPioce  EMail  DOn-slte Vidiw DOt Visit © Homse Viity
T e 2 Ne Mur huve wadicr approval prior o vish 2 Yex 2 No
N Phone:
OPhege  HMait D Onesite Visis D OEsits Visie  “Home Visits
[ ¥ex ' MNo  Muwsthave worker spproved priovta visit 3 Yos 3 K
Narrer Phene:
CPhone  CMsl DO Oweslte Visic  GOMaite Visin T Home Visite
HYes ZWe Mt have worker approvel prior to visit 2 Ve iiNe

Must have parest/gusrdian agycovel prins o visit,

1 emn giving pennission for the above peaple o have contact with my child and Shelier Core stafl

Perent/Guardian

Date:




wiNew Discoveries
Montessori Academy

1000 Fifth Avenue SE, Hutchinson, MN 55350 . 320.234.6362 {phone) 320.234.6300 (fax) www. ewdiscoveries.crg

STUDENT APPLICATION Date 0 En rolied
Student Information Grade O Wesiting List
Contacted Initialss
For Dffice Use
Student Name
Last First Middle
Address
Street City State Zip Code
SCHOOL most recently attended (date) & GRADE
Name(s) of previous school(s) attended
Parent/Guardian Information
. Name Phone
Last First
Address
Street City State Zip Code
Email Address Work Phone
Other Contact Numbers
. Name Phone
Last First
Address
Street City State Zip Code
Email Address Work Phone
Other Contact Numbers
Sibling(s)
School Attending Grade
School Attending Grade
School Attending Grade
Other:
Parent/Guardkan Signature

Date

Updated 02 22 17




New Discoveries Montessori Academy
1000 5% Ave SE
Hutchinson, MN 55350
Phone: 320-234-6362 Fax: 320-234-6300
www.newdiscoveries.org
Executive Director: David Conrad
MARSS Coordinator: Tara Erickson

Request for Student Records

Fauthorize

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 I.D. number and Early Childhood Screening Records for the following:

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

| 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



4 wei Department of

Educaﬂ@n

Home Language Questionnaire
ED-01336-08E

The following is to be completed by School District Personnel:

STUDENT IDENTIFICATION INFORMATION

Student's Full Name

Date Of Birth - Age | Grade Level

DISTRICT INFORMATION/VERIFICATION INFORMATION

School namekaw/ Discoverlds Momnteesory ﬁ%a‘{%y [ District number ¥/z/~(7

Ehereby verify that the above information is true and accurate to the best of my knowledge and befief,

David L. Conrud

Name (Printed)

Tlys

Signature —Respogisible Authority Title Date

The following is to be completed by Parent/Guardian:

STUDENT LANGUAGE INFORMATION

Dear Purents and Guardians:
In arder to help your child fearn, your child’s tedchers need to determine which language your child uses most,

Please respond to the questions below by checkmg the appropriate box.

1. Which fanguage did your child learn first? 1 English D Other (specify):
2. Which language is most often spoken in your home? [J English U1 Other (specify):
3. Which language does your child usually speak? 3 English O Other {specify):

PARENT/GUARDIAN INFORMATION

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

Name (Printed)

Signature — Parent/Guardian Date




New Discoveries Montessori Academy
STUDENT RELEASE FORM

Student’s Name Grade

NDMA needs current information each vear. Please read and fill out carefully.
Also keep in mind to call the office with any changes so we can remain current.

Please help us with the following information:

I) Please list those whom we are authorized to release your child to. Please include
person’s name, relationship to your child, and contact information.

Person’s name Relationship Phone

2) If there is anyone in particular who is NOT allowed to sign out your child
(e.g by court order, etc.}, please indicate below. Please provide legal papers.

Please circle your child’s ethnicity (This is required for state reporting):

White, not of Hispanic origin
Hispanic

American Indian

Asian or Pacific Islander
Black, not of Hispanic origin

3) If/when you need to take your child from school before the end of the school day,
please take the time to stop at the office to sign him/her out and get a student pass.
Your help in this is greatly appreciated.

Parent Signature

Parent Cell Phone #
Parent Work #

Enwiching Cormmmunily through Montessori Excellence



COMPUTER USE & INTERNET SAFETY POLICY

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 fo use New Discoveries
Montessori Academy computers. The use of New Discoveries Montessori Academy computers

" and the Internet is 2 privilege, not.a right. Any misuse or abuse of the conditions listed below will
result in the loss of privileges.

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

“ Students are only allowed to print materials related to their class work or project work, and must receive permission
from a staff member before printing.

%+ Students are not alfowed to download fites or programs from the Internet that are not related to classwork.

Students are not allowed to use the Internet unsupervised.

Students must take proper care of the computers while they are using them. Any form of vandalism is not allowed.
This includes any malicious attempt {o 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 privileges revoked. .On the first offense, the student will
lose privileges for 2 weeks. For the second offense, the student will lose privileges for 1 month. On the third offense,
Students and their parent(s)/guardian{s} will have a conference with instructional staff to determine the next step. in
cases of vandalism, students and their families will be responsible for any reasonable cost necessary for repair or
replacement of the item, as well as potential legal consequences.

Student Name {please print) Grade:

Student sighature Date:

Parent/Guardian Name (please print)

Parent/Guardian signature ___ _ Date:




New Discoveries Montessori Academy
GENERAL PERMISSION FORM

In order to streamline the school’s paperwork, New Discoveries Montessori Academy is requesting
signed releases as part of the registration process.

By my signature(s) below, I hereby certify that I am the legal parent/guardian of the child listed below~
and that [ have legal authority to give permission for the activities described below. Al
waivers/consents signed below shall be valid from the date of signing until I either withdraw my
permission in writing or my child is no longer enrolled at NDMA.

Student Name {Last/First) Grade

Name of Parent/Guardian completing this form (Print Name):

Media Release
I hereby grant permission for my child named above to be photographed, filmed, and/or interviewed for

press releases or brochures about the school. [ further give permission for my child to be included in
other school related publications, including the school’s website, for the purpose of publicizing and
promoting the program.

Signature of Parent/Guardian Date

Field Trip Release -~ o ' - . .
I hereby grant permission for my child named above to participate in loca! field trips (may involve
walking or riding a bus). I understand that | will be informed in advance about each planned trip.

Signature of Parent/Guardian Date

Medical Emergency .

In the event of an accident or sudden onset of illness, the school will not hesitate to seek proper care for
any child. I understand that the school will attempt to contact me as soon as possible and that the school
may transport my child to the nearest hospital or call an ambulance. I give the school my permission to

provide and authorize emergency medical care if necessary.

Signature of Parent/Guardian Date

Enwiching Communily through Montessori Excellence




New Century Acadcmg

950 School Rd SW

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

Date
Grade

For Office Use




New Centurg Academg

950 School Rd SW

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

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? I i Yes | | No

Please release alf student records for:

Student First/LLast Name

Who has registered to attend Greater MN Shelter Care obo: New Century Academy
DO NOT send permanent records

Include the following information and send to:
New Century Academy, 950 School Rd SW, Hutchinson, MN §5350

ALL Schootl Information

State MARSS Identification Number

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

Attendance Records

Health Records

Standardized Test Results

Psychclogical Services Reports

Special Education Records (if applicable)

Thank you!

Parent { Guardian Name {Please Print) Parent / Guardian Signature

New Ccnturg: A schoo! that creates an inclusive community woricing toscthcr to support

student achievement and a strong sense of self-worth.

New Centurg: Where students engage in critical t]-sinking and teamwaork, which empawers them
toward lif‘-c-|on5 [caming and 5[0[)31 citizcnship



tinnesota Department of
v L
Education

Home Language Questionnaire
ED-01336-08E

The following is to be completed by School District Personnel:

STUDENT IDENTIFICATION INFORMATION

Student's Full Name

Date Of Birth Age | Grade Level

DISTRICT INFORMATION/VERIFICATION INFORMATION

School name New Century Academy l District number 4093-07

| hereby verify that the above information is true and accurate to the best of my knowledge and belief.

Name (Printed)

Signature — Responsible Authority Title Date

The following is to be completed by Parent/Guardian:

STUDENT LANGUAGE INFORMATION

Dear Parents and Guardians:
In 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.

1. Which language did your child learn first? [ English [T Other (specify):
2. Which language is most often spoken in your home? [ English {1 Other {specify):
3. Which language does your child usually speak? (1 English [3 Other {specify):

PARENT/GUARDIAN INFORMATION

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

Nare {Printed)

Signature — Parent/Guardian Date




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")
No, not Hispanic/Latino

Yes, Hispanic/Latine (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 “X")

American Indian or Alaska Native (A person having origins in any of the original
pecples 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 Isiands.)

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

Parent/Guardian Date




NCA Computer ( Jse Folicg

In order to use schooi 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 New Century 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.

+ Computers are for academic purposes only. Any other activity is only allowed with
permission from a staff member. This includes games, playing music, internet
messaging, email, efc.

o 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.

« 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.

e 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.

» Students are not allowed to downioad files or programs from the Internet.

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 aftempt 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 conseqguences.

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

Acceptance of NCA Computer Use Policy:

| have read the NCA 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 Signhature: Date:

Parent/Guardian Signature: Date:




Ncw Centurg Acac]cmg

950 School Rd SW

Hutchinson, MN' 55350
320.234.3660

320.234.3668 (fax)
info@newcenturyacademy.com

LOCAL FIELD TRIP PERMISSION FORM

_has permission to attend local field trips during the school year

with New Century Academy. 1 understand my child is covered by insurance if traveling on the

bus. New Century Academy is NOT responsible for any other accidents.

Parent / Guardian _ Date



