Consent to Services Procedure		       Attachment 3
[bookmark: _Hlk158795346]BLUEBONNET TRAILS COMMUNITY SERVICES (BTCS) 
INFORMED CONSENT FOR SUBSTANCE USE SERVICES

Demographic Information:
Date: ___________________________________
Full Name (first, middle, last): ____________________________________________________ Social Security # ____________________
Telephone # __________________________________ Alternate Telephone # _________________________________________
Email: _________________________________________________ Date of Birth: ___________________ Age: _________
Assigned Sex at Birth: ________________   Gender/Sexual Identity: ___________________ Pronoun(s): __________
Race: __________________ Ethnicity: _________________ 
Address: ________________________________________________________________ County of Residence: ____________________
Marital Status (pick one):         Married        Separated        Divorced        Widowed       Single        Cohabiting
Pregnant: Yes_____ No ______    

Emergency Contact Name*(can be revoked at any time in writing): ___________________________________________ 
· Relationship: ______________________________ Phone: _______________________________
Barring limitations to confidentiality, I understand that I have the right to choose who I want to have information about my program and what I want shared. I understand that I may revoke this consent at any time
Contact Name: ___________________________________________ 
· Relationship: ______________________________ Phone: _______________________________

*BTCS Staff ONLY - CMBHS#: ______________ SC# ________________
	TREATMENT PROCESS – *Treatment Services ONLY
We provide services that facilitate recovery from substance use disorders to individuals who do not require a more structured environment such as residential services to meet goals outlined on the Plan of Care. Bluebonnet Recovery serves as a less restrictive alternative or step-down from inpatient or residential substance use treatment. Designed to accommodate work and school schedules, program staff offer services during the day and in the evenings in these counties: Bastrop, Burnet, Caldwell, Fayette, Gonzales, Guadalupe, Lee and Williamson.
· Intensive outpatient programming (IOP) consists of group counseling, individual counseling, and education groups for approximately 7-8 hours per week for approximately nine weeks. Services may be provided in person or by televideo. Staff and individuals regularly utilize supportive outpatient programing or SOP as a step-down from IOP. SOP consists of the same programming for approximately three hours per week for six weeks. 
· All treatment service tracks include a combination of individual and group counseling, educational groups and life skills groups to help the individual stop or reduce substance abuse and illegal activities while motivating the individual to live a life free of the negative consequences of substance abuse. 

	FAMILY ENGAGEMENT OPPORTUNITY 
I understand that my identified family and their involvement in my care can reduce harm and can also improve treatment, treatment completion and treatment outcomes for those with a history of substance use.  An identified family member can participate in individual services with you at any point in time. Identified families are welcome to engage in BTCS Recovery sponsored events at that time. 
If at any point in time you would like to share information with your identified family, you must complete a written consent form with your counselor/case manager. If at any point in time you no longer wish to have your identified family’s involvement in your care you must decline providing consent or revoking all pre-existing consent(s). Revocation of consent regarding SUD services is only applicable to SUD services. Additional providers may require you to complete additional steps to revoke consent regarding their care. Do you wish to have an identified family engagement during the course of your care?
Yes: ______ No: ______
Initial: _________

	DUPLICATION OF SERVICES:
When you receive services from more than one provider, it can be helpful for each to collaborate to best support you. It also helps us ensure we are supporting you in different ways and avoid contradicting the care you are receiving. 
Are you currently receiving substance use or mental health treatment from another provider? 
Yes: ______ No: ______
If yes, are you willing to provide consent for your SUD provider to speak with your other treatment providers? If not, I'm aware I can change my mind at any time and provide consent to speak with my other providers.
Yes: ______ No: ______
Initial: _________

	PROGRAM DOCUMENTATION
I affirm that I have been provided an orientation to the program, its staff, services, and facilities, including each of the following areas:
1. Hours of operation/Walk-In Hours – if applicable
2. Rules, Regulations, and Expectations
3. After Hours Emergency Contact
4. Bill of Rights and Responsibilities 
5. Grievance and Appeal Procedures
6. Confidentiality & Privacy Policy – HIPAA/42CFR part 2 general limits, STIs & TB, and Incarceration
7. Fee assessment and explanation – If applicable
8. Clinical Diagnosis & the Name and Qualifications of staff of assigned primary counselor – If entering outpatient services ONLY
9. Avenues for providing feedback
10. Site and safety organization - familiarization with premises, emergency exits and/or shelters, fire suppression equipment, first aid kits, etc.
11. Tobacco & Vaping policy
12. Policy on seclusion and restraint
13. Sexually Transmitted Infection(s), HIV, Hepatitis B & C, & Tuberculosis, Reproductive Health/Sexual Wellness, Tobacco Cessation, FASD – Substance Use Effects on Pregnancy, Overdose Awareness & Prevention, Trauma/Intimate Partner Violence & Addiction, Family & Peer Recovery Support 
14. Policy regarding illegal, legal, prescription drugs and weapons brought into the program
I have received a copy of the "Welcome Packet " including each of the above areas. These items were explained to me, and questions answered, though I am aware I can ask additional questions at any time. My rights will be explained to me annually.
 Initial: _________

	RISKS & BENEFITS:
It is important that I understand there are potential risks and benefits of making this decision. 
Potential Benefits:
· Gain knowledge & skills regarding substance use and contextual factors related to families.
· Identify problem areas & develop a collaborative plan to address them
· Develop a plan to reinforce support and anticipate barriers to sustain wellbeing after services end. 
· Reduced harm and risk from substance use
· Reduce the impact of drug use related to physical health, mental health, and interpersonal relationships
· Finding hope in inter/intrapersonal connection with a peer, counselor, and/or case manager
Potential Risks: 
· Difficult or uncomfortable emotions when discussing past experiences or current struggles
· Experience of Post-Acute Withdrawal Symptoms without support
· Temporary problems (emotional, physical, relational) while adjusting to a new recovery-centered life
Potential Risks of Choosing Not to Participate in Services:
· Physical, mental, social, and/or family problems may get worse
· Legal, educational, and/or employment problems may get worse
· Nothing changes

Initial: _______

	QUALITY OF CARE FEEDBACK
I agree to be notified of opportunities to participate in efforts to improve quality of care in BTCS programs. I understand this feedback is voluntary.  
Yes: ______ No: ______

	FINANCIALS – Treatment Services ONLY
The estimated charge for Intensive Outpatient Treatment is $______________dollars. Payment is expected at the time of service unless another agreement is established. Fee adjustments are possible, but not guaranteed, due to financial hardship. 
Payment Types: I am aware that if I do not qualify for state-assisted funding or if funding has been expended, I have options on how to pay: 
· Insurance – I am responsible for the cost but understand that Bluebonnet Trails will submit claims on my behalf. I understand that inquiring about mental health and substance use coverage through my insurance is a step that may expedite my access to care.
· Payment Plans & Pre-Payment Discounts
· Credit, Debit, or Cash 
· The daily charge for this program depends on the number of service hours received per day. The fee per day will be _________.
Initial: _______

	TECHNOLOGY-FACILITATED SERVICES: GENERAL PHONE CALLS, TEXTS & EMAILS
Phone calls and text messages can make service coordination faster but these communication methods do have risks. With text messages and e-mails, there is a chance that someone in your home, or possibly a hacker, could gain access to your email, voicemail, text messages or attachments. Please be aware that staff may outreach to you leaving HIPAA & 42 CFR (part 2) compliant voice messages that, in no way, identify you personally, for necessary communications. I consent to BTCS staff contacting me via the following means:
Telephone Calls: Yes: ______ No: ______ - Leave VM?  Yes: ______ No: ______- Text Messages?  Yes: ______ No: ______ 
Email:  Yes: _______ No: _______ 
Limitations to communications? _______________________________________________________________________________________
Initial: _________

	TECHNOLOGY-ASSISTED SERVICES:  SERVICES DELIVERED BY ELECTRONIC MEANS
Select Preferred Method of Communication:          Face to Face                Televideo               Telephone 

Do you have Medicaid? Yes _______  No _______

Services are available through electronic means from BTCS staff and volunteers. I understand that: 
1. BTCS provides televideo services through a two-way HIPAA-compliant audio/video link using a secure pin and/or password.
2. My provider and I will talk through the audio/video link for individual and/or group services provided by televideo. 
3. My provider will ask for my verbal consent to participate in each service provided through electronic means and this will be documented in my service record. I can ask that sessions and/or the audio/video link be stopped at any time. 
4. Audio and video services have potential risks and benefits, including, but not limited to: 
Potential Benefits: 
· Easier access to substance use, mental health, and specialty services 
· Convenience for me (i.e., may save time or money)
Potential Risks: 
· Interruption or disconnection
· A picture and/or audio that is not clear enough to meet the needs of the service
· Delays in treatment may occur due to deficiencies or failures of the equipment
· Televideo services are conducted through the internet.  There is a small chance that someone could tap into the session if security protocols fail.
· Others in the household may see or hear any services conducted on camera if left open and unattended.
5. If any of these risks occur, or if it is determined that televideo/telephone services are inappropriate for my situation, the service may be discontinued. This could result in a referral for face-to-face services or another program, if needed.  If you do not feel comfortable with virtual services, face-to-face services can be arranged.
6. My provider will routinely determine whether I need additional social services and supports and make appropriate referrals. 
7. I understand that information obtained during the electronic service will become part of my medical record. 
8. I acknowledge that I have received BTCS’s Notice of Privacy Practices, or that I have reviewed the notice on the BTCS website  
     at www.bbtrails.org/get-help (see Consumer Rights Information).
9. I understand that I will not receive any royalties or other compensation for taking part in this service. 
10. BTCS monitors to prevent fraud, waste and abuse of services, including those provided electronically.  
11. I know how to file a grievance or complaint if I need to do so.

I certify that this form has been fully explained to me, that I have read it or have had it read to me and understand the contents. I understand I may revoke this consent at any time. 
I consent to receive electronic services. Yes ________ No ________

	DIAGNOSIS & COUNSELOR/CASE MANAGER – *Treatment Services ONLY
I understand I am being treated for a preliminary diagnosis of:  ____________________________________.  I understand it has been recommended that I participate in Intensive Outpatient and/or Co-Occurring Psychiatric & Substance Use Disorder Treatment. If I am unable to demonstrate progress towards my treatment objectives or make strides towards sustained recovery, I may be referred to a higher level of care to best meet my individual treatment needs to be decided in conjunction with my counselor.
My counselor/case managers: ____________________________, credentialed as a________________________________. 
Depending on my program, I may receive individual counseling or case management sessions with my primary provider. At times, I may receive group or individual services facilitated by other licensed counselors, casemanager, supervised counselor interns, peers, and approved volunteers. 
Initial: _________

	DISMISSAL FROM SERVICES
If I am unable or unwilling to participate in services for any reason, I should communicate with staff appropriately. I understand that if I am unable to participate respectfully or within the boundaries outlined in the Rights, Rules, and Responsibilities handouts, staff may evaluate my situation and determine whether I am appropriate for continued services. If it is determined that termination of the clinical relationship is necessary, referrals to alternative providers will be offered. 
Initial: _________

	REFUSAL OF SERVICES & TREATMENT ALTERNATIVES 
I understand that although the results of my screening and assessment indicate that I be recommended for services, I am choosing NOT to accept services at this time. It is recommended that I speak with my counselor/case manager who can offer alternative service ideas, support, and resources at Bluebonnet Trails or in the community. Resources can include, but are not limited to, the following: 
· Alternative Programs
· Alternative Treatment
· Peer Support Groups (AA/NA, SMART Recovery, Celebrate Recovery, CODA, etc.)
· Mental Health Supports
· Community Referrals (Primary Care, OB/GYN, STI Testing, Food Banks, etc.)
Sign to Decline Services: ________________________________________________    Date: ________________



CONSENT TO SERVICES
I hereby request and consent to services for myself/dependent which may include screening, assessment, case management, individual and/or group counseling – if applicable and psychoeducation. Following assessment, services will be recommended based on my individual needs.
By signing below, I am consenting to the recommended treatment and services based on clinical necessity at this time. 

Signature of Participant ____________________________________________________ Date: _______________

Signature of Legal Guardian: ____________________________________________ Date: ________________ 

Relationship to Person in Services: ____________________________________________ 

Signature of Staff: ____________________________________________________ Date: ________________
*If incarcerated, Case Manager witnessed me consent to intake documentation via televideo.



Bluebonnet Trails Community Services
Limits of Confidentiality 
 
Federal confidentiality laws protect information about you and your health maintained by this program.  Representatives of the BTCS may not disclose protected health information to anyone outside the program without express written consent.  Notice of privacy practices is provided within the welcome packet. 
 
Exceptions include:
1. If you or your legally authorized representative consent in writing; 
2. The disclosure is made to medical personnel, in a medical emergency, or to a qualified person for research, audit or program evaluation; 
3. The disclosure is required by court order; 
4. All Bluebonnet Trails Community Services staff is ethically and legally bound to report disclosure of any information that suggests you are an imminent danger to yourself or others.  
5. If there is suspicion or disclosure of abuse, neglect, or exploitation of an individual under the age of 18, over the age of 65, or anyone with a disability; and, 
6. If you have insurance and consent to basic information exchange for the purposes of billing. 
 
Sexually Transmitted Infections & Tuberculosis  

BTCS is required to protect you from unauthorized disclosure of information about any medical condition surrounding Tuberculosis and any sexually transmitted infections without my written consent. These records are protected under Subtitle D, Title 2, Health and Safety Code, Chapter 85, Section 85.15, and all other applicable laws.  
 
Staff of BTCS cannot and will not discriminate against you due to Tuberculosis or Sexually Transmitted Infection status. You will be afforded treatment and services opportunities as long as you meet criteria for program admission, are appropriate for a level of care offered by our program and are able to physically and mentally fully engage in the services.  
 
You will be given an AIDS/HIV Risk Assessment and provided information on HIV/TB and STIs to enhance your personal knowledge.  BTCS can provide me with referrals to receive confidential testing for AIDS/HIV/TB and STIs.  Results of any testing will be provided to you alone and can only be shared with BTCS staff should you choose to do so. 
 
By signing below, I am aware of these potential limitations to confidentiality:  

_______________________________________________________________________________________________________________
Participant Signature          					                                                Date 

_____________________________________________________________________________________________________________ 
Signature of Legally Authorized Representative                Relationship to Participant                  Date 

_____________________________________________________________________________________________________________ 
Staff Signature             								             Date 
*If incarcerated, Case Manager witnessed me consent to intake documentation via televideo. 


Bluebonnet Trails Community Services 
Limits of Confidentiality 

Limits of Confidentiality in Correctional Facilities 

Federal law and regulations protect the confidentiality of participant records maintained by this program, regardless of your legal status.  Representatives of the program may not disclose to anyone outside the program whether someone participates in or has had contact with the program. 

What’s different about being incarcerated? 
Because incarceration is a unique situation, we are unable to guarantee the protection of your confidentiality to the same degree as possible in our clinics. Before you agree to begin services, it is important that you are aware of the following: 
 
Bluebonnet Trails Community Services staff will take every precaution to minimize communication about your case while in the presence of corrections staff or others currently incarcerated, but that we may not prevent it in the following circumstances:  

· REQUESTING TO SEE YOU: Corrections staff will know you are participating in services when we request to see you and document that we saw you though they do NOT have access to your HIPAA-protected chart.  
· MEETING AREAS: If the corrections facility lacks a private area in which to meet, you risk other inmates and/or corrections staff seeing and possibly overhearing your name or pieces of sessions in passing or over the radio when called.  
· RECORDING: At times, we may need to meet in attorney areas which are not recorded, however, there is a possibility that we may meet in an area under audio or video surveillance, like visitation areas. Bluebonnet Trails staff will do their best to inform you if aware that a session is under surveillance, though it is important to be aware that most jail activity is under video surveillance regardless of counselor’s presence on the premises. 
· OBSERVATION: If you are in administrative detention, it is possible that corrections staff may be stationed near the door during our session. Pending the level of the offense and likelihood of violence, corrections staff may be present and videotape your encounter, though this is a rarity. If this were to occur, BTCS staff will deny meeting under these circumstances and resume services after restrictions have been reduced or lifted.  

Bluebonnet Trails staff must respect correctional facilities policies with regards to safety but will do its best to prioritize your privacy to make the most of your therapeutic experience.  

*Pandemic Addendum: Due to COVID-19 pandemic protocol, this service may be provided telephonically as approved by HHSC. I was informed about the possible limitations to confidentiality and provided verbal consent when I was unable to provide a physical signature. *

By signing below, I am aware of these potential limitations to confidentiality:  

_______________________________________________________________________________________________________________
Participant Signature          					                                                Date 

_____________________________________________________________________________________________________________ 
Signature of Legally Authorized Representative                Relationship to Participant                  Date 

_____________________________________________________________________________________________________________ 
Staff Signature             								             Date 
*If incarcerated, Case Manager witnessed me consent to intake documentation via televideo.

Bluebonnet Trails Community Services 
Substance Use Services Bill of Rights
BTCS shall respect, protect, implement, and enforce participant rights contained in the Bill of Rights. I understand I (and/or my Legally Authorized Representative) have the right to: 
1. Accept or refuse treatment or services after receiving this explanation 
2. Agree to treatment, services, or medication and change my mind at any time (unless specifically restricted
by law) 
3. A humane environment providing reasonable protection from harm and appropriate privacy for my personal 
needs 
4. Be free from abuse, neglect, and exploitation 
5. Be treated with dignity and respect 
6. Appropriate treatment or services in the least restrictive setting available that meets your needs 
7. Be told about the program's rules and regulations before I am admitted, including, without limitation,
policies related to restraints and seclusion 
8. Be told before admission: (A) the condition to be treated, if applicable; (B) the proposed treatment; (C) the
risks, benefits, and side effects of all proposed treatment, services, and/or medication; (D) the probable health and mental health consequences of refusing treatment or services; (E) other treatments or services that are available and which ones, if any, might be appropriate for me; and (F) the expected length of stay 
9. A treatment or service plan designed to meet my needs developed by me and my provider 
10. Review and update the treatment or service plan on a regular basis 
11. Refuse to take part in research without affecting my regular care 
12. To deny unnecessary or excessive medication 
13. Have information about me kept private and be told when/if the information can be released without my
permission 
14. Be told in advance of all estimated charges and any limitations on the length of services of which the facility
is aware 
15. Receive an explanation of my treatment or services and rights if I have questions while I am engaging in
services
16. Make a complaint by contacting the BTCS Client’s Rights Officer (CRO) and receive a response from the
CRO within a reasonable amount of time 
17. Make a complaint directly to the Texas Health and Human Services Commission (HHSC) at any time 
18. Get a copy of these rights before I am admitted, including the address and phone number for the BTCS CRO and Texas HHSC.  I understand this information is available on the General Public Complaint and Positive Feedback Handout I received when services were initiated and that this is also available at www.bbtrails.org/get-help under Consumer Rights Information. 
19. Have my rights explained in a way I can understand within 24 hours of being admitted 

My signature below acknowledges my rights have been explained to me, that I had the opportunity to ask questions, and that I understand my rights as a Participant. 

Participant Signature: ______________________________________________________ Date: _________ 

Legally Authorized Representative: _______________________________________ Date: ___________

 Staff Signature: _______________________________________________________ Date: ____________
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Partnership Agreement 
 
Welcome to Bluebonnet Trails Community Services (BTCS)! Recovery is at the center of our approach to care. Our goal is to partner with you to meet your health care needs. We strive to exceed expectations and make your experience as comfortable and stress-free as possible.  
 
As partners, we both have rights and responsibilities. Please read this statement and ask any questions you may have. 
 
Human Rights 
1) You have a right to be treated with respect and dignity regardless of race, religion, sex, national origin, sexual orientation, political affiliation or ability to pay for services.  
2) Our staff also have the right to be treated with dignity and respect. 
 
Payment for Services 
1) You are responsible for providing accurate information about your financial status. Please notify us of any changes in your financial status, address, insurance information, and Medicare or Medicaid eligibility. We need this information to decide how much to charge you and/or bill private insurance, Medicaid, Medicare, or other benefits you may be eligible for.  
2) We will bill insurance on your behalf; however, you are responsible for all applicable co-pays or deductibles. If for any reason your insurance company does not cover the services received, you will be responsible for payment in full for those services unless you qualify for financial assistance.  
3) Not all services are covered by insurance. The following documentation may be requested to determine if you are eligible for financial assistance for non-covered services. For example, if your household income is less than the federal poverty level, you will be charged a discounted fee. You may choose not to provide this documentation; however, you will be billed the full amount for non-covered services. 
· Proof of Income (i.e., Paystubs, benefit verification or award letter) 
· Proof of Residency (i.e., Utility Bill or Letter of Support if living with family or friends) 
· Proof of Major Expenses impacting your income, if applicable (i.e., Payment toward major medical bills, childcare, catastrophic home damage, etc.) 
4) If you are eligible for Medicaid, Medicare and/or Medicare Part D benefits, you must apply for these benefits, and we can assist you if you request. If you do not provide proof of application or denial of benefits, you may become responsible for the full cost of your services and medications.  
5) If you do not have or are not using insurance, you have the right to receive a Good Faith Estimate explaining how much your medical care will cost. Under the law, health care providers must provide a cost estimate at least one (1) business day before non-emergency services are delivered if your appointment is scheduled in advance. This includes related costs such as medical tests, prescription drugs and equipment. We advise you to save a copy or picture of your Good Faith Estimate. If you receive a bill that is at least $400 more than your estimate, you may dispute the bill. For questions or more information about your right to a Good Faith Estimate, please visit www.cms.gov/nosurprises or call 877-696-6775. 
6) You have a right to receive an explanation of your bill. Please call 512-244-8209 if you have any questions. 
7) You must pay, or arrange to pay, all applicable fees for services. If you cannot pay right away, please let us know so we can provide care for you now and work out a payment plan.   
8) We will not deny services solely based on inability to pay.   
 
 
Privacy 
1) You have a right to receive services in privacy. Your medical records are also private, except in special situations, such as when a judge subpoenas records. Only legally authorized persons may see your records in these circumstances, unless you request in writing for us to share them with someone else. A complete description of your privacy rights is outlined in our Notice of Privacy Practices. The Notice details your rights under the Health Insurance Portability and Accountability Act (HIPAA). You should receive the Notice during the intake process, and it is available on our website: www.bbtrails.org/get-help/.  
 
Health Care 
1) You are encouraged to participate in decisions about your care, and you are responsible for providing us complete information about your health or illness, so we can give you proper care.  
2) You have a right to information and explanations in the language you normally speak and in words you understand. You have a right to information about your health or illness, treatment plan, and expected outcomes, if known, and information regarding Advance Directives. If you do not wish to receive this information, or if it is not medically advisable to share that information with you, we will provide it to a legally authorized person upon request. 	 
3) You are responsible for appropriate use of our services, which includes following our staff's instructions, making and keeping scheduled appointments, and arriving to appointments on time. If you must cancel, please call 1-844- 
309-6385 at least 24 hours in advance, or the earliest time possible. If you miss two (2) consecutive appointments, you will be asked to meet with a team member to determine next steps.   
4) For your safety and convenience, some services are delivered by televideo or telephone. It is important you download televideo applications in advance, login on time and be prepared to participate in a quiet, well-lit, confidential space free from distractions such as driving, working, and shopping. As our licensed clinicians are licensed to practice in Texas, please know that if you choose to go on vacation out of state when you have a scheduled appointment, we may need to reschedule for when you return. Please let us know your circumstances in advance. 
5) You have a right to health care and treatment that is reasonable for your condition and within our capacity to provide. You have a right to be transferred or referred to another facility for services if we are unable to meet your needs. Please note that BTCS does not pay for services you receive elsewhere; however, we are happy to coordinate with your new provider or assist you with sending your medical records.  
6) You are responsible for the supervision of children you bring to BTCS, including their safety and the protection of other clients and property. 
 
Complaints 
1) If you are not satisfied with our services, please ask to speak with a Program Director. You may also file a complaint with our Client’s Rights Officer at any time by calling (512) 244-8324, e-mailing complaints@bbtrails.org, or mailing your complaint to our main office: 

Bluebonnet Trails Community Services 
Office of Rights Protection/Complaints 
1009 N. Georgetown Street 
Round Rock, TX 78664 
   
2) If this does not resolve your concern, you may also refer to the General Public Complaint and Positive Feedback Handout you received during the intake process to file a complaint with the state office. This is also available on our website: www.bbtrails.org/get-help/. Upon request, we can assist you with filing a complaint. We will never penalize you for filing a complaint, and we will continue to see you as a client during the complaint process if you wish.  
3) If you are receiving services in a Rural Health Clinic location, in the event that your complaint remains unresolved with Bluebonnet Trails Community Services, you may file a complaint with our accreditor, The Compliance Team, Inc. via their website www.thecomplianceteam.org or via phone at 1-888-291-5353.  
 
Termination of Services 
1) You may choose another provider at any time. We can also decide to stop treating you as a client under certain circumstances with 30 days advance notice. We will provide you with referrals to assist you with finding an alternative health care provider. We can also decide to stop treating you immediately and without notice if we have determined you have created a threat to safety of staff and/or other clients.  
2) If we must issue you a notice of termination, you have the right to appeal the decision. Instructions on how to make an appeal will be included in the notice. 
 
I acknowledge I have received a copy of this Partnership Agreement document and understand its contents. 
  
Client Name:  	 	 	 	 	 	 	 	                       Date: 
 
Relationship to Client: _________________________________________ 
 
Client/Guardian Signature: 	 	 			 	          Date: 	 	  	 
Explained to me by:  	 	 	 	 	 	 	 	Date: 	 	 	 
 	                            	 	   (Staff Name and Position) 	 
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Bluebonnet Trails Community Services – *Treatment Services
ATTESTATION STATEMENT   
 
Name: ______________________________________________ 
 If you DO have proof of income (pay stub), insurance, address (mail or bill in your name), or identification (driver’s license or ID card) please attach in a text message or email to the intake staff. 
If you DO NOT have these documents, continue to the below list, and initial each line next to what you were unable to provide. 

_____ Income/Employment - I DO NOT have the documentation of my income/employment for admission to DSHS funded services. 
_____ Insurance - I DO NOT have insurance, or any other assistance, for admission to DSHS funded services.  
_____ Residence - I DO NOT have documentation for permanent residence but do reside in the State of Texas.  
_____ Identification - I DO NOT have proof of identification, and that by signing below, I certify that I am the person named on all required forms.  

I currently reside at:  
______________________________________                                          _______________________________________  
Who I live with 	 	 	             	Their Phone Number  

_____________________________________________________________________________________ 
Resident’s Address                                                                    City                      State 	        Zip Code  
  
_____ I decline to provide the above documents.  
  
I, ______________________________________, confirm that this Certification Statement is accurate and that my Financial Summary contains a correct assessment of my income and expenses and shows that I am unable to fully pay for DSHS funded services.  
  
_________________________________________  	 	 	             _________________ 
Signature of Client  	 	 	 	 	 	  Date  
  
_________________________________________  	 	 	            __________________ 
Signature of SUD Counselor, as Witness  	 	 	 Date  
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