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9. If the client has Medi-Cal the Intake worker forwards the intake package to the
therapist on duty and completes the SRL in Clinitrak.

10. Therapist on duty opens the episode, completes the assessment and care plan,
inputs diagnosis and funding source in Clinitrak.

11. Clinical Director determines and communicates to on-duty therapist and
Coordinator of the day the programs that have funding available for which clients
may be eligible. Eligibility criteria for Open Access programs is as follows:

a. Outpatient Mental Health Services
i.  Medical Necessity - For a service to be considered medically
necessary and reasonable it must meet the following criteria:
i. Client must have a DSM IV diagnosis;

ii. Must have an impairment or impairments that result from a
mental disorder or disorders;

iii. Must receive interventions designed to address the condition
and significantly diminish the impairment or prevent significant
deterioration in an important area of life functioning; and

iv. The condition would not be responsive to physical health care
based treatment.

ii. In addition to the criteria listed above, persons under 21 years of age
must also meet the following:
i. Have a condition unresponsive to physical care based
treatment; and,
ii. Meet requirements of Title 22, Section 51340(e)(3)
ii.  Inthe case of targeted case management, in addition to the above,
medical necessity is met under Section 1830.205 and Section
51340(f).

b. Evidence-Based Practices (EBP)
i.  Must meet same criteria as identified above (a. Outpatient) and as
specified in Documentation Guide for each specific EBP.

c. Field Capable Clinical Services
i. ages 0 and above
ii. experiencing a serious and persistent mental illness or
iii. have significant mental health problems that are not as severe or as
persistent but whose level of functioning is adversely affected by their
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mental health problems and are unable to participate in services
provided in traditional mental health clinic programs

The following services are exempt from Open Access and the intake is handled by the
specified Program Coordinator.

12. Wraparound (WA) referrals are received from DCFS Interagency Screening

Committee.

a. Clients may be referred to DCFS for Wraparound services and request
TCCSC as the provided. The referrals will still come through the DCFS
Interagency Screening Committee.

b. The Wraparound Coordinator assigns the case based on available resources
and needs of the family.

13. Full Service Partnership (FSP) TAY/CHILD

a. Child Focal Population (ages 0-15)

Zero to five-year-old (0-5) with serious emotional disturbance (SED)
who is at high risk of expulsion from preschool, is involved with or at
high risk of being detained by Department of Children and Family
Services, and/or has a parent/caregiver with SED or severe and
persistent mental illness, or who has a substance abuse disorder or co-
occurring disorders.
Child/youth with SED who has been removed or is at risk of removal
from their home by DCFS and/or is in transition to a less restrictive
placement.
Child/youth with SED who is experiencing the following at school:
suspension or expulsion, violent behaviors, drug possession or use,
and/or suicidal and/or homicidal ideation.
Child/youth with SED who is involved with Probation, is on psychotropic
medication, and is transitioning back into a less structured
home/community setting.
1A child/youth is considered seriously emotionally disturbed
(SED) if he/she exhibits one or more of the following
characteristics, over a long period of time and to a marked
degree, which adversely affects his/her functioning:
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(1) An inability to learn which cannot be explained by
intellectual, sensory, or health factors;

(2) An inability to build or maintain satisfactory
interpersonal relationships with peers and teachers;

(3) Inappropriate types of behavior or feelings under
normal circumstances exhibited in several situations;

(4) A general pervasive mood of unhappiness or
depression; (5) A tendency to develop physical symptoms
or fears associated with personal or school problems. [34
C.F.R. Sec. 300.7(b)(9); 5 Cal. Code Regs. Sec. 3030(i).]

2. Transition-age Youth (TAY) Focal Population (ages 16-25)
A transition-age youth must have a serious emotional disturbance
(SED) or a severe and persistent mental illness (SPMI)2 and meet

one or more of the following criteria:

a. Homeless or currently at risk of homelessness.

b. Youth aging out of:

e Child mental health system
¢ Child welfare system
e Juvenile justice system

c. Youth leaving long-term institutional care:

e Level 12-14 group homes

e Community Treatment Facilities (CTF)

e State Hospitals
e Probation camps

d. Youth experiencing first psychotic break.

Institutes for Mental Disease (IMD)

e. Co-occurring substance abuse issues are assumed to cross-cut along
the entire TAY focal population described above. For transition-age youth,
severe and persistent mental illness (SPMI) may include significant
functional impairment in one or more major areas of functioning, (e.g.,
interpersonal relations, emotional, vocational, educational or self-care) for
at least six (6) months due to a major mental illness. The individual’s
functioning is clearly below that which had been achieved before the
onset of symptoms. If the disturbance begins in childhood or
adolescence, however, there may be a failure to achieve the level of

functioning
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that would have been expected for the individual rather that deterioration
in functioning.

14. Multi-disciplinary Assessment Team (MAT)
a. Referral from MAT-DCFS Documentation Guide

15. Therapeutic Behavioral Services (TBS)

a. Children under the age of 21 with full scope Medi-Cal

b. Are placed in a Rate Classification Level (RCL) facility of 12 or above
and/or a locked treatment facility for the treatment of mental health needs;

c. Are being considered for placement in these facilities; or

d. Have undergone at least one emergency psychiatric hospitalization
related to their current presenting disability within the preceding 24
months.

16. Day Treatment Intensive (DTI)
a. Must be between the ages of 5-12
b. At risk of hospitalization, a more restrictive facility, or an out of home
placement.

17. Program Coordinator maintains a referral tracking log.

18. Program Coordinator notifies referral source and/or client when referral is
received.

19. Program Coordinators assigns referral to program and staff that best meets
needs.
a. Cultural and linguistic
b. Age
c. Diagnosis
d. Gender

20. Program coordinator assigns cases in the following priority order:
Discharged from hospital within 72 hours

Imminent danger to self or others

Psychotic

DCFS clients

All others

PO oTR
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21. Therapist receives referral

a. Confirms Medi-Cal eligibility with billing department
b. Determines if an open episode exist.

i. If client has an open episode with another agency therapist
contacts agency to determine if client is actively receiving services
and/or coordinates transition of services.

22. Therapist attempts initial contact

a.
b.
c.
d.

e.

First contact attempt to be within 48 hours of assignment of case
Second attempt to be within no more than one week of assignment.

If therapist is unsuccessful after two attempts, a third attempt must be
made which can be either face-to-face or a written notice.

If two intake appointments are missed by the client, the referral is
returned to the Program Coordinator as No Outcome.

If client is non-responsive to all attempts therapist returns referral to
Program Coordinator.

23. Assigned therapist contacts client/caregiver to:

a.
b.

@~oao

Explain services, locations and hours of operation

Inquire if client is receiving mental health services elsewhere and what
type.

Intended treatment plans with current agency.

Explore financial arrangements.

Determine linkage needs including services not provided by TCCSC
Address Advances Directives and documents outcome.

Schedule intake appointment.

24. Therapist opens an episode and enters diagnosis in Clinitrak within 24 hours of
first face-to-face intake appointment.

25. The therapist completes intake documentation in accordance with policy.




Procedures for Completing the Service Request Log

The Service Request Log must be completed for all walk-ins, phone calls and referrals that are sent to us
directly (DMH, schools, other providers, etc.)

***all referrals received through DMH’s SRTS system are not required to be entered into the Service
Request Log***

Open Access Walk-ins

e Intake coordinator conducts intake interview and completes intake paperwork (which will now
include the Service Request Log (SRL) form in Clinitrak)

Referrals sent directly to Outreach

e Qutreach will complete the paper/PDF Service Request Log form

e SRL forms are sent to the Clinical Director Assistant (CDA)

e CDA enters into Clinitrak (create client demographics and completed SRL form)

e CDA follows up with Outreach for final disposition and enters it into SRL form in Clinitrak:
Once outreach completes and submits the referral form and the SRL, Referral Coordinator
would have the dispositions.

Referrals Received from outside sources (emailed/faxed to us directly from DMH/Schools/Other
entities)

e All referrals will be sent to Clinical Director Assistant (CDA)

e CDA contacts person on referral and completes the SRL form (directly in Clinitrak or paper first,
then data entry into Clinitrak)

e CDA will let them know the next available Open Access date

e After Open Access Date, CDA reviews Open Access information and enters deposition into SRL

Walk-ins (non-Open Access days)

e Provide the person with a Service Request Log form and have them complete it

o Let them know the next available Open Access date

e Completed SRL form is given to Clinical Director Assistant (CDA)

e CDA enters into Clinitrak (create client demographics and completed SRL form)

e After Open Access Date, CDA reviews Open Access information and enters deposition into SRL

Phone Calls **(will monitor how many calls we get to see if more than one person needs to be assigned
this task)**

e All request for services phone calls will be sent to Clinical Director Assistant (CDA)

e  CDA will complete the SRL form (directly in Clinitrak or paper first, then data entry into Clinitrak)
e CDA will let the caller know the next available Open Access date

e After Open Access Date, CDA reviews Open Access information and enters deposition into SRL
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Purpose:

To ensure services are individualized, integrated, family-focused and culturally
responsive.

Policy:

TCCSC has adopted the Organizational Provider's Manual for Specialty Mental
Health Services under the Rehabilitation Option and Targeted Case
Management Services as its official standard for service delivery and provides
services as defined as Specialty Mental Health Services under Code of California
Regulation (CCR) Title 9, Chapter 11.

Procedures:

1. TCCSC utilizes the Clinical Documentation Guide as a guide for completing
documentation of client intake, assessment, and client care.

2. Direct service staff is trained in utilizing and accessing Clinical Documentation
Guide.

3. The Clinical Documentation Guide is located in the Public Folders under the
Policies and Procedures folder.
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Purpose:

To establish agency standards of prohibited Interventions.
Definitions:

Policy: TCCSC prohibits the use of corporal punishment, aversive stimuli, withholding
nutrition or hydration, demeaning, shaming or degrading language or activities, forced
physical exercise, invasive procedures, punitive work assignments, punishment by
peers, group punishment, and/or withholding inclusion in activities. Any intervention that
produces adverse side effects or is deemed unacceptable according to prevailing
professional standards will be discontinued immediately.

Procedures:

1. TCCSC administrative staff and clinical supervisors monitor interventions
used and prohibit the use of inhuman and/or punitive behavioral interventions
and practices.

2. If a clinician and/or case manager is suspected of using such interventions
and practices their work will be reviewed by our risk management coordinator
and disciplinary action will be enforce when needed.
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PURPOSE: To provide guidelines for referring clients to psychiatric services, managing
psychoactive medications and to provide a foundation for quality management relating to

the use of the major classes of psychoactive medications.

POLICY: To ensure clients are referred to psychiatric services when there is a need

and to ensure proper monitoring of medication.

DEFINITIONS:

PROCEDURE:

A. Medication Referral

1. Clinicians are to assess the need for a psychiatric referral at intake and throughout
client’s treatment. Clinicians are to refer clients for a psychiatric medication evaluation

when a client is:
i. discharged from a psychiatric hospital
ii. experiences audio and/or visual hallucinations
ii. displays extreme aggression
iv. experiences delusions and/or paranoia
v. has a history of psychotropic medication use
vi. displays extreme hyperactivity and/or impulsiveness
vii. has a sudden change in personality

viii. experiences extreme mood changes and/or depressive symptoms

ix. de-compensating

X. experiences a significant change in functioning and/or behavior
xi. exhibits disorganized speech and/or behavior

xii. any other relevant clinical issue as deemed by clinician

B. Management and Monitoring

1. Monitoring of individuals taking any medication should be determined
by the unique clinical situation and condition of the individual, including type of

medication(s), health risk factors, duration of treatment, concurrent general medical
conditions and associated medications and laboratory monitoring of serum levels. All

such activity and results shall be documented in the clinical record.
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2. Refusal to undergo a medical examination and/or appropriate medical

monitoring is a special situation that must be addressed by the treatment team and/or
prescribing physician. Risks and benefits of prescribing medication shall be discussed
with the individual being treated and guardian if the client is a minor. The physiological
dangers inherent in this situation must be considered and the nature and outcomes of
such deliberations must be clearly documented in the clinical record.

C. Outpatient Medication Review

1. The prescribing physician must document review of medications with

the client or guardian when:
i. anew medication is prescribed
ii. atleastannually even in the absence of medication changes
iii. the client refuses taking medication

2. The “Psychotropic Medication Authorization Form” issued by Juvenile
Court must be used when applicable.

3. Information to be provided to the client/guardian shall include:

I.  An explanation of the nature of the illness and of the proposed treatment
(name, dose, route, frequency and purpose).

II. A description of any reasonable and foreseeable material risks or
discomforts.

lll. A description of anticipated benefits.

IV.  Adisclosure of appropriate alternative procedures or courses of treatment, if
any.

V.  Special instructions regarding food, drink or lifestyles.
VI.  Whenever medications are reviewed, it is recommended that the client be
given information about the class of medication, including common usage,

important side effects and interactions with other medications.

VII.  Patients shall be advised of the possible additional side effects which may
occur after three months of use of certain medications; such side effects may
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include persistent involuntary movements, and that these symptoms of
tardive dyskinesia are potentially irreversible and may appear after
medications have been discontinued.

VIIl.  If a short term medication is prescribed to a client, the client and/or caregiver
will only be provided information on that specific medication.

D. Associated Assessment

1. Relevant information contained in progress notes from other clinical disciplines and
staff should be reviewed and considered by the treating physician in formulating
medication treatment planning. Factors influencing the physician’s treatment decisions
obtained from other treating clinicians should be documented.

2. Physicians should be capable of utilizing the full spectrum of psychotropic agents
available for the specific population being treated and consistent with the physician’s
background, training and scope of practice.

3. In circumstances where multiple clinicians are involved in the treatment, physicians
should periodically review and discuss medication treatment plans with other disciplines
and document this activity in the clinical record.

E. Availability
In emergency cases, Dr. Nucum can be reached by pager at (714) 655-5380

and Dr. Speight at (323) 491-8872.

F. Medical Referrals

1. When necessary the physician will refer clients to medical clinic or hospital in the
area for any physicals or other medical examinations are required. A list of
medical/clinics and hospitals will be provided to clients.

CLINIC/HOSPITAL LIST:
Kedrin Community Health Center
4211 Avalon Boulevard

Los Angeles, CA 90011
(323)233-0425
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LA Cienega Medical & Industrial Clinic
3344 South La Cienega Boulevard

Los Angeles, CA 90016

(310)837-0149

Los Angeles Free Clinic
8405 Beverly Boulevard
Los Angeles, CA 90048
(323)653-8622

Martin Luther King Medical Center
12021 Wilmington Ave

Los Angeles, CA

(310) 668-4701

Harbor UCLA Professional Building
Universal Care Clinic

(310) 222-1282

21840 Normandie Ave,

Torrance, CA

Antelope Valley Hospital
(661) 949-5000

1600 W Avenue J
Lancaster, CA 93534

Antelope Valley Heath Center
(661) 471-4000

335-B East. Avenue K-6
Lancaster, CA 93535

Olive View=UCLA Medical Center

(747) 210-3000
14445 Olive View Dr.
Sylmar, CA 91342
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Purpose:

To implement a protocol in which crisis are responded to with a safe resolution and
ensures the protection of the staff, client and community

Definitions:
e After hours refers to any event occurring outside of posted regular office hours.

e Operational Hours refers to any event that occurs during regular posted office hours.

Policy:
All staff shall comply with crisis protocol for crisis occurring during or after office hours

After Hour Procedures:

1. Call placed to agency’s 24-hour crisis services line by client, caregiver, parent or
other.
24 hour answering service staff receives call and obtains nature of call
Caller is placed on hold, and on call staff is contacted and provided with details of
call.
4. Callis connected to on call staff
5. On call staff conducts phone interview to obtain additional information and makes
an assessment to assist with determining course of action
On call staff contacts clinical supervisor for consultation
On call staff coordinates response from agency staff and/or other community
resources.
a. Primary Clinician
b. Case Manager
c. LA COUNTY:
i. PMRT
ii. LAPD System Wide Mental Health Assessment Response Team
ii. (SMART)
iv. SHERIFF Mental Evaluation Team (MET)
d. RIVERSIDE COUNTY:
i. Riverside County 24/7 Mental Health Urgent Care - Provides 24
hour/7 days/365 urgent care mental health screening and
assessment services and medications to address the needs of

wnN

N o
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those in crisis in a safe, efficient, trauma-informed, and least-
restrictive setting.

ii. Riverside County HELPLine - 24 Hour Crisis/Suicide Intervention -
The HELPIline is a free, confidential Crisis/Suicide Intervention
service. Operated by highly trained volunteers, the line is open 24-
hours a day, seven days a week.

Phone: (951) 686-HELP (4357)

iii. Locations: Riverside: 9990 County Farm Rd. Riverside, CA 92503
(951) 509-2499 Palm Springs: 2500 N Palm Canyon Dr, Suite #
A4 Palm Springs, CA 92262 (442) 268-7000

On call staff arrives on location within (1) hour

On call staff works to deescalate the situation and intervenes to ensure the safety

of all individuals in the environment.

10. On call staff conducts assessment to determine need for hospitalization based on
criteria. LPS designated staff will conduct an assessment if on location to
determine need for hospitalization.

i. Voluntary

ii. Involuntary (51/50)

11. On call staff facilitates action plan based on results of assessment

12. If client agrees to voluntary hospitalization, on call person locates a bed within
local hospitals and assist with transporting and/or arranges transportation to
hospital if needed.

13. If hospitalization is involuntary on call person will support the process and assist
with transition.

14. If hospitalization is not need/agreed to, on call person develops a safety plan
with the client, caregiver, parent, other.

15. On call staff consults with supervisor and treating clinician to provide update on
outcome

16. Staff completes crisis intervention progress note for activities

© ®

Operational Hour Procedures:
1. Call comes in to office and is received by receptionist.
2. Caller is identified and asked if they know who their therapist is
3. Caller is placed on hold and the therapist is contacted to respond to the crisis.
a. If therapist is not available (sick, vacation) the therapist’'s Program
Coordinator and/or living will are contacted to respond to the crisis.
b. If therapist does not respond within 15 minutes the therapist’s Program
Coordinator is contacted
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4. TCCSC staff contacts the client and arrives on location to visit client within one
hour and provide client with interventions to help deescalate and keep the client
safe.

5. Staff conduct an assessment to determine the need for hospitalization and will
work with outside assessing units (law enforcement, etc.) if they have been
called to respond and arrive on the scene to determine the need for either
voluntary or involuntary (5150) hospitalization.

6. Staff facilitates an action plan based on the results of the assessment.

a. If client agrees to voluntary hospitalization, staff will locate a bed within
local hospitals and assist with transporting and/or arranges transportation
to hospital if needed.

b. If hospitalization is involuntary staff will support the process and assist
with transition.

i. If hospitalization is not needed or agreed to, staff will develop a
safety plan with the client, caregiver, parent, other.

c. Staff will consult with Supervisor to provide update on outcome and
completes crisis intervention progress note for activities

7. A staffing is held for the client within 24 hours of the incident to discuss a plan for
the client
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Purpose: Outreach is the first step to engaging individuals and families to accept care
for immediate health and safety needs. The outreach staff actively collaborates with
other homeless service providers and community resources to ensure clients have
access to services and resources and to ensure continuum of care.

Definitions:

Outreach worker — A paraprofessional or therapist with primary responsibility for
providing outreach services in accordance with contractual terms.

Policy: Outreach services will link individuals and families to needed services and
resources and will be done in a way to respect the dignity of services recipients and
focus on their strengths.

Procedures:

1. Outreach services are performed by a team lead by a professional or
paraprofessional staff member, depending on contractual requirements.
a. Staff will be non-judgmental, patient, persevering and will possess the:

Ability to establish and maintain a trusting relationship.
Ability to handle rejection.
Sensitivity to the needs of the individuals and families in crisis.

iv. Capacity to view all persons positively and recognize their
strengths.
v. Positive regard and respect for service recipients.
vi. Cultural sensitivity and linguistic competence.
2. Outreach workers will receive training and supervision on special services needs

of service recipients including:

a. The nature of the service population.

b. Methods of engaging individuals and families.

c. Crisis intervention methods.

d. Making linkages and referrals to community partners, collaborators and
community services.

e. ldentifying medical needs or problems and special health needs of the
targeted populations, including:

i.
.
i.
V.

Substance Abuse

Mental lliness

HIV/AIDS

Victims of violence, abuse or neglect
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v. Pregnant and homeless mothers with young children
vi. Criminal Justice System involvement

vii. Development disabilities

viii. Older Adults

f.  The agency’s plans for managing medical and psychiatric emergencies.

g. Safety guidelines for street outreach.

Outreach worker builds trust with homeless individuals and assesses immediate
health and safety needs.

a. Outreach workers assigned to a shelter will arrive and begin providing
services at the agreed upon specified time.

i.  Will adjust outreach schedule if requested to the convenience of
the service recipient.

ii. Works collaboratively with shelter case manager to identify needs
and assist subject with task completion/follow through.

b. Outreach worker displays a willingness to work with the individual and
family in a non-threatening manner showing respect for the client’s
autonomy and confidentiality.

i. Assessment is done in a location that provides the maximum
amount of privacy.
ii. Worker obtains client and/or families permission to complete the
needs assessment
Outreach worker utilizes needs assessment to identify the following:
a. Safety, including potentially life-threatening situations.
b. Basic and immediate needs including food, clothing, shelter, hygiene, and
laundry;
Level of functioning.
Overall mental health.
DMV, Birth records etc
Substance abuse issues.
Need for legal assistance
Need for public assistance, (SSI,GR,GAIN etc)
Health information including harm reduction, STDs, HIV/AIDS, pregnancy
prevention;
Strength and capabilities, including capabilities for making decisions.
Outreach worker consults with supervisor and others as necessary to ensure
client’s needs are appropriately identified and a plan to meet them is developed.
Outreach worker completes outreach note in Clinitrak within 24 hours of each
client episode.

@ me a0




TESSIE CLEVELAND COMMUNITY SERVICE CORPORATION
POLICY AND PROCEDURE

DIVISION: Clinical

NUMBER: 1.06

SUBJECT: Outreach Services

APPROVED BY: ‘W o408 Q heliwruid:

EFFECTIVE DATE: April 15, 2009

TO BE PERFORMED BY: All Clinical Staff REVISION DATE:

Electronic File Location:

Page 3 of 3

a. Supervisor reviews and approved note discussing any concerns or

suggestions with outreach worker as appropriate.

Outreach worker follows-up with client, whenever possible, to obtain information
regarding follow through with appointments, linkages, determine progress, and

stability.

a. Outreach worker may contact direct resources/linkages provided, in an

effort to obtain information regarding outcome and follow-up.

b. Outreach worker will follow up with shelter case managers to provide

current status of service recipients.

Once Outpatient mental health services episode is opened and services are
obtained, the Mental Health therapist and case manager completes goals/needs,

and outreach services are discontinued.
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Purpose: Discharge planning is important in order to maintain gains achieved during
the course of treatment and to link clients to community resources to help strengthen
their ability to develop support systems and improve self-reliance

Policy: Discharge planning begins upon intake.

Procedure:

1)
2)
3)
4)
5)
6)
7)

8)

9)

Assess client’s strengths, needs, formal/informal support systems, high risk
factors, and functional impairments.

Client works towards attaining mutually agreed upon goals and outcomes
considered for success.

During the course of treatment, community and family supports are identified that
assist the client with aftercare management.

Formal and informal supports are developed, accessed and their use is reinforced
to create client familiarity.

Therapist consults with Coordinator/ Clinical Supervisor for approval to discharge.
Coordinators enter the discharge date in the dashboard to notify the entire team.
Therapist discusses progress, plans for discharge and aftercare with client and
support system.

Treatment is titrated and established timeframe for discharge is mutually agreed
upon. Linkage to informal and formal support systems is reinforced.

a. If client leaves program prior to achieving goals and desired outcomes,
therapist will provide client with referral to multiple service providers that
could meet the needs.

b. Client, family and therapist work together to create a culturally appropriate
aftercare plan.

c. Therapist coordinates discharge with collaborating partners.

Therapist completes discharge forms according to individual program guidelines.
(see Documentation Guide)

10) Agency conducts a follow-up contact at 3 and 6 months following discharge, to

determine client’s ability to function successfully. (Client Follow-up Survey)
a. If client regressed and family requests services, immediate readmission
will occur and an assessment will determine course of intervention.

11) Any client who is unable to be treated by the agency contract will be

linked to a community agency that is able to provide needed services.
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12) In the case a client loses third-party benefits the agency will continue
serving them until they are fully linked to a provider that can services them within
their resources.

13) In the case a Therapist/ Case manager needs to be removed from the case, the
client’s case will be transferred to a new Therapist/ Case manager and the
Coordinator will do the following:

1)

2)

3)
4)
5)
6)
7)

8)

Call the client and/or caregiver to inform them that the therapist will be
removed from the case and their case will be transferred to a Therapist/
Case Manager.

Inform Clinical Director if the client and/or caregiver is upset with changes.
Clinical Director will call the client and family to explain changes.

Inform Research Department of cases transferred to a new Therapist.
Have team member go out with new staff to introduce to the family.
Review client’s records to ensure that all paperwork is present.

Consult with the new Therapist, if needed.

No later than two weeks, make sure cases are being seen by the new
Therapist/Case Manager.

Notify the Training Coordinator about changes in therapist/case manager.
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Purpose:

1.1 To provide guidelines for the identification and treatment of individuals with co-
occurring mental health and substance-related disorders at TCCSC.

DEFINITION:

2.1 Co-occurring Disorder: Individuals with mental iliness are considered to have co-
occurring substance abuse disorder when they have a history of alcohol and/or
drug use, abuse or dependency that interferes with their ability to function in an
age-appropriate manner in the key life domains (e.g., Axis IV, current DSM).

2.2 Substance Use: The use of any psychoactive substance that interferes with the
individual’s mental status and functioning in the key life domains, but does not
meet current DSM criteria for substance abuse or dependence.

2.3 Substance Abuse and Dependence: The use of any psychoactive substance
meeting current DSM criteria for psychoactive substance dependence or abuse.
Potential drugs of abuse include alcohol, as well as other psychoactive drugs.

Policy:

3.1 Recognizing that co-occurring substance-related disorders (COD) are a

significant problem for a large number of people with mental disorder, the policy

and goals of TCCSC are to:

3.1.1  Improve the quality of care for individuals with a COD;
3.1.2 Ensure that treatment planning for individuals with a COD is
comprehensive, addressing the person’s substance-related and mental

illness needs; and

3.1.3 Ensure that individuals who are qualified for services and substance-
related services are not denied access to these services because of
concomitant substance abuse problems.

PROCEDURE:

4.1 Individuals with a COD require specialized services to support their stability and
functioning in the community. Integrated treatment of the mental health and
substance-related disorders within a single treatment and setting is the standard

of care.

4.2 Treatment of co-occurring disorders shall focus on staged interventions with a

longitudinal perspective.

4.2.1 Abstinence is a hallmark of recovery from substance-related disorders.
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4.2.2 Interventions that result in reduced symptomatology and engage and
retain individuals with a COD in treatment reduce morbidity even without
achieving abstinence.

4.2.3 Adherence to prescribed medication regimens is fundamental to recovery
for those individuals with a COD where medication is a principal part of
their treatment and recovery.

4.3 Clinical treatment of individuals with a COD shall be based on scientific evidence
and conform to all applicable therapeutic guidelines/parameters, standards of care, and
quality improvement.

4.3.1 Individuals with a COD can benefit from treatment whether initiated by
the individual, court order, family intervention, threat of loss of
employment, etc.

4.3.2 Alternatives for individuals with a COD who use substances, or are non-
compliant with medication, shall be provided within the continuum of care.

4.3.3 Interventions designed to improve the general health status of individuals
with a COD, including smoking cessation, diet and exercise, and sexually
transmitted disease (STD) prevention are essential components of the
overall treatment.

4.4 TCCSC Mission

4.4.1 Policies and practices that restrict access to treatment for people with a
COD are in conflict with effective treatment principles and the agency’s
primary responsibility.

4.4.2 Policies and practices requiring no substance use for specific periods of
time prior to receiving indicated mental health services, including
medication services, are not consistent with the policy. Policies and
practices that involve withholding treatment to entire categories of
individuals with COD because of substance use and abuse history are
unacceptable.

4.4.3 The recognized standard of care for individuals with a COD is that the
individual’s support systems (family members, significant others, etc.)
should be involved with treatment. Program design, procedures, and
structures should specify how this principle is incorporated.

4.5 Screening and Assessment
4.5.1 Screening and assessment of individuals referred to TCCSC must include
psychiatric, substance use, physical health, and psychosocial
components. When screening identifies substance-related problems, a
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comprehensive assessment and placement in services specifically
matched to the assessed level of need must be completed.

4.6 Individuals with a Co-Occurring Disorder Either Under the Influence of Alcohol and
Other Drugs and/or Presenting with Mental Health Symptoms
4.6.1 Individuals with a COD either under the influence of alcohol and other

drugs and/or presenting with mental health symptoms, shall be provided,
among other interventions, services, referral services, and outreach services
based upon their level of impairment. Case management services shall be
used to assist in such instances.

4.6.2 Individuals with a COD either under the influence of alcohol and other drugs
and/or presenting with mental health symptoms, shall be assessed and
given the appropriate level of intervention to ensure the safety of the
individual(s) and the community.

4.6.3 Individuals with a COD currently receiving treatment and who present as
under the influence of alcohol and other drugs shall have their treatment,
including medication services, modified based on their level of impairment.

4.7 Integrated Treatment/Continuum of Care Integrated, simultaneous utilization of
mental health and substance-related treatment interventions is TCCSC'’s standard of
care.

4.7.1 Individuals shall be assessed to determine substance-related problems. If it

is determined that an individual needs additional substance related services
the clinician will provide resources to meet their needed level of care. All
added services will be added to client’s coordination plan.

4.7.2 All efforts shall be made to retain the individual in treatment, regardless of
the individual’s current alcohol and/or drug use and compliance with
psychiatric treatment. Specific retention and treatment strategies are based
on the individual's needs.

4.7.3 Every attempt shall be made to include family members and significant
others in the individual’s treatment, consistent with the rights and the best
interests of the individual.
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4.8 Professional Training Clinicians and treatment providers shall be trained in COD
treatment. Expert consultation and specific COD training shall be available on an

ongoing basis.

4.9 Psychopharmacologic Treatment of Substance Abusing Clients by Mental Health

Psychiatrists Psychopharmacologic management of individuals with a COD shall be
informed by a comprehensive knowledge of potential pharmacologic inter-relationships
among drugs of abuse and associated general medical conditions,
psychopharmacologic medications, and anti-craving medications.
4.9.1 Drug testing results are part of the individual’s clinical record and the
information is subject to confidentiality laws and regulations.
4.9.2 Laboratory examinations relevant to substance use disorders must be
available, including toxicology, human immunodeficiency virus (HIV),

acquired immunodeficiency syndrome (AIDS), tuberculosis, liver

enzymes, hepatitis B virus (HBV), hepatitis C virus (HVC), complete blood
count (CBC) and indices, serology for STDs and thyroid function.
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PURPOSE: To ensure TCCSC clients have access to a licensed child
psychiatrist 24 hours per day/7 days per week.

POLICY: A psychiatrist shall be available at regularly scheduled times for routine
office visits and shall be on-call 24 hours per day/7 days a week for crisis and
emergencies situations.

Procedure: A physician will be able to meet his/her clients and provide
psychiatric consultation to all clients receiving Outpatient, DTI, TBS, FSP and/or
Wraparound services as follows:

1) Therapists who have a client needing a medication evaluation will contact
the TCCSC scheduling clerk. The following information is required to schedule
a medication visit:

a. Client's name and MIS number

b.Caregiver's name and relationship to client

c. Home telephone number

d.Therapist's name and contact information

2) The scheduling clerk will provide the therapist with the date and time for the
next available routine visit.

3) The physician will advise the scheduling clerk when a follow-up visit is needed
to monitor psychotropic medications.

4) The scheduling clerk will maintain time on the physician's schedule for
consultations, case conferences and/or priority medication visits.

5) The scheduling clerk will refer calls from clients wanting to schedule a
medication visit to the therapist or case manager for follow-up.

6) The scheduling clerk will contact the client's caregiver within 48 hours to
confirm the appointment. When a client cancels, the scheduling clerk will attempt
to reschedule with another client.

7) The psychiatrist will educate staff, clients and families regarding diagnostic
impressions, treatment options, possible side effects of prescribed drugs and
appropriate use of medication.
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8) The psychiatrist will participate in case conference, provide staff training
and consult with staff and families on an as-needed basis.

9) Any child discharged from a psychiatric hospital, referred by a psychiatric
emergency room or crisis intervention team will be provided a priority
medication appointment as soon as possible, within no more than 48 hours
following referral.

10) Any client with an urgent need for medication, as approved by the Clinical
Director, will be given an appointment the next regularly scheduled
medication day.

11) In a crisis or emergency, as approved by the Clinical Director, the on-call
psychiatrist will be contacted to determine appropriate crisis intervention.

12) If necessary clients may be referred to local hospitals for any medical
problems.

HEALTH CENTERS IN SPA 1

Antelope Valley Health Center
335-B East Avenue K6
Lancaster, CA 93535

(661) 723-4526

HEALTH CENTERS IN SPA 6

Martin Luther King, Jr. Center for
Public Health

11833 S. Wilmington Avenue
Los Angeles, CA 90059

(323) 568-8100

Ruth Temple Health Center
3834 S. Western Avenue

Los Angeles, CA 90062

(323) 730-3507
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HEALTH CENTERS IN SPA 7

Whittier Public Health Center
7643 S. Painter Avenue
Whittier, CA 90602

(562) 464-5350

Curtis R. Tucker Health Center
123 W. Manchester Boulevard
Inglewood, CA 90301

(310) 419-5325

Torrance Health Center
(Immunization and STD services
only)

711 Del Amo Boulevard
Torrance, CA 90502

(310) 354-2300
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Purpose: Health information must be captured and maintained to safeguard
confidentiality and in accordance with guiding laws and regulations. Quality client care
depends on ease of access and sharing medical information, by providing a secure
means of collecting and warehousing both physical and electronic health data.

Policy: TCCSC shall create and maintain a medical record containing all data and/or
information required by law and contract, gathered about the client from intake to
discharge, in the most secure and confidential manner feasible.

Procedures:
The TCCSC client medical record is an amalgamation of physical and electronic records
incorporating all medical information into a complete record of care. Each client has a
unique and distinct medical record.
1. Composition
a. The medical record contains all components required by Title XXIl and
others specific to the client. The record at a minimum will contain the
following:
i.  Administration
1) Demographic Information
2) Payor Financial Information
3) Transfer of Coordinator/SFPR
ii.  Consents and Notices
1) Consent for Services
2) HIPAA/Acknowledgement of Receipt (Privacy Notice)
3) Consent for Release of Information
iii.  Correspondence - All information received from or sent to other
than TCCSC
iv.  Assessments and Plans - Documents are filed sequentially with
most current on top
1) Change/Update of Diagnosis
2) Coordination Plan
3) Care/Safety Plan
4) Assessment Addendum
5) Assessment (Child/Adolescent, Adult, 0-5, or Short)
6) Discharge Information
v.  Ancillary Med - Documents are filed sequentially with most current
on top
1) Laboratory Results
2) Medical Consultations Evaluation by Physician
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vi.  Physician Notes and Orders - Documents are filed sequentially
with most current on top
1) Physician’s Orders
2) Outpatient Medication Review
vii.  Progress Notes including but not limited to:
1) Documentation of care received by client
2) Records of any communication with client/caregiver/family
3) Unusual circumstances, such as;
a) Complications
b) Injuries to client
c) Adverse reactions to treatment
d) Death of client
e) Use of non-violent physical crisis intervention
viii.  Medication Notes including but not limited to:
1) History
2) Prescription information
3) Adverse reactions, if any
ix.  The following forms are filed in correlation with documents
amended by the client:
1) Letter of Amendment to Health Information
2) Statement of Disagreement/Request to Include
Amendment and Denial with Future Disclosures
2. Validity, Accuracy, and Integrity
a. Medical information is collected as close to the source as possible
i. Client
i.  Family
iii. Caregiver
b. Identification of client is conclusive and supported with positive
documentation
c. Entries into the client medical record must be:
i. Accurate
ii.  Timely and dated
iii.  Entered by authorized personnel
iv.  Signed by author
v.  Countersigned by supervision when required by law and/or
contractual agreement
d. When an error is made in a medical record entry, the original entry must
not be obliterated, and the inaccurate information should still be
readable/accessible. The correction entry must include the following:
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i. Documents created in a paper format:
1) State reason for correction in black ink
2) Draw a single straight line through the incorrect entry
3) Date when the error was found
4) Initial error
ii. Documents originally created in a paper format, and then scanned
electronically:
1) Electronic version must be corrected by printing the
documentation
2) State reason for correction in black ink
3) Draw a single straight line through the incorrect entry
4) Date when the error was found
5) Initial error
6) Resubmit corrected document to coordinator
7) Coordinator submits document to IT department informing
them that the document is a resubmission
8) IT department archives incorrect document and scans the
corrected document
iii. Documents created electronically:
1) Print out form and make necessary corrections in black ink
2) State reason for correction
3) Draw a single straight line through the incorrect entry
4) Date when the error was found
5) Initial error
6) Resubmit corrected document to coordinator
7) Coordinator submits document to IT department informing
them that the document is a resubmission
8) IT department archives incorrect document and scans the
corrected document

e. Once an entry has been signed physically and electronically, alterations
cannot be made in the form. If errors are later found in the entry or if
information must be added, this will be done by means of addendum to the
original entry. The addendum should also be signed physically or
electronically and should include the date signed. Staff will provide
caregivers, if needed, a copy of the form with changes.
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f. If a document is scanned incorrectly, has wrong patient information, or is
mislabeled, the following must be done:
i. Staff who found the error must report the mistake to their
Coordinator or Supervisor.
ii. Coordinator confirms the error and informs IT department to make
corrections:
Scanned Incorrectly
1) IT department will hide the incorrect scanned document
and rescan document correctly.
Wrong patient information
1) IT department will be notified and they will correct the error
Mislabeled
1) IT department will correct the label of document in the client
medical record
e. Standardized forms, well-documented procedures, and policies on mis-
use of electronic passwords and signature stamps are utilized to ensure
high-quality and meaningful entries into the medical record
f. Chart auditing and case record reviews further protect the client medical
record against entry errors and form the basis for systemic process
improvements
g. Employees and/or their dependents who receive care from TCCSC wiill
have their record audited by management
3. Retention
a. As mandated by State of California Title 22 and required by contractual
agreements client medical records must be retained for 10 years in
accordance with State and Federal guidelines and regulations.
4. Storage/Security
a. The physical medical record is secured:
I. By an offsite records management company that provides
HIPPA compliant, secure storage and control
in accordance with Principles of Global Facility Protection,
which include:
1) Intrusion detection and alarm systems
2) Physical access controls
3) Fire detection and suppression systems
4) 24/7 central monitoring of protection systems
ii. By policy establishing limitations to medical record access
b. The electronic medical record is secured:
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i. By policy and practice governing security of all TCCSC data
i. Routine data-backup and redundancy
iii.  Double password controlled access
iv.  System access to employee records will be restricted
5. Retrieval
a. External access to medical records information can be granted under the
following circumstances:
i. Court order or subpoena
ii. Client/Caregiver signed release of information for the specific
release request
iii. By TCCSC policy governing data access
b. If physical chart is required, Coordinator of staff requesting the physical
chart will notify the Program Liaison the reason for retrieval.
c. Program Liaison will obtain permission from Executive Director to retrieve
chart from off site record management company.
i. If permission is granted, Program Liaison and/or authorized
personnel will contact off site to retrieve chart within 24 hours of request
being approved.

6. Monitoring
a. Medical Record quality is ensured through regular chart audits

Reference Policies:

Storage and Data Security
Referral and Intake

Clinical Documentation Manual
Behavioral Support Management
Chart Auditing
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Purpose: To provide the foundation and guidelines to manage TCCSC'’s
Medication Support Services PRESCRIPTION ONLY Program to ensure the
reduction of risks associated with prescribing and managing psychotropic
medications, such as adverse medication reactions and/or errors.

Policy: TCCSC will ensure medications are prescribed and managed in
accordance with industry standards, FDA requirements, and all applicable
licensure, contractual and legal requirements.

Definitions:

Adverse Medication Event - An injury resulting from a medical intervention
related to a medication, including harm from an adverse drug reaction or a
medication error.

Significant Adverse Medication Reaction - A response to a medicinal product that
is noxious and unintended and that occurs at doses normally used in humans for
the prophylaxis, diagnosis, or treatment of disease or for the restoration,
correction, or modification of physiological or psychological function.

Significant Medication Error — Gross mistakes made in prescribing medication
incorrectly, such as prescribing wrong medication, wrong dosage, wrong time
given or issuing to the wrong person.

Procedures:

Referral and Assessment

A. Medication Referral
1. Therapists are to assess the need for a psychiatric referral at intake and
throughout client’s treatment. Therapists are to refer clients for a
psychiatric medication evaluation when a client is:
a. discharged from a psychiatric hospital
b. experiences audio and/or visual hallucinations
c. displays extreme aggression
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B. Assessment
1. Psychiatrist conducts a consultation with client and/or responsible

s@ oo
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K.

experiences delusions and/or paranoia

has a history of psychotropic medication use
displays extreme hyperactivity and/or impulsiveness
has a sudden change in personality

experiences extreme mood changes and/or depressive symptoms
de-compensating
experiences a significant change in functioning and/or behavior
exhibits disorganized speech and/or behavior

any other relevant clinical issue as deemed by clinician

authority figure. Psychiatrist also access to the following information within
the clinical case record

a.

S@ reoo0C

Age

Sex

Diagnosis and associated conditions

Any food and medication allergies

Any sensitivities or areas of clinical concern

Height and Weight when necessary

Drug and alcohol use and abuse

Any current or past medications

Pregnancy and lactation information (when necessary)

C. Prescribing Medication

1. Medications are prescribed only by psychiatrist.
2. Acceptable medication orders utilized by the organization are as
follows:

a.
b. Standing Orders
C.

d. Taper Orders

As needed (PRN) orders

Automatic Stop Orders
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e. Range Orders
f. Orders for Medication at Discharge or Transfer
3. Elements of a complete order consist of the following:
a. Name of Prescriber
Address of office
Office telephone number
Office fax number
Prescriber’s California License number
Prescriber's DEA number
Prescriber's NPl number
Patient Name
Date Written
Address and date of birth of patient, (if Class 2 medication)
k. Name of Medication
Dosage and Strength of medication
m. Directions including route, frequency and possibly a PRN as
needed
n. Number of refills
0. Quantity (amount given)
p. Signature of prescriber
4. Psychiatrist maintains a list of look-alike/sound-alike medications. This
list is referred to:
a. When prescribing a medication not typically prescribed and/or
prescribing a medication that has not been prescribed before.
b. Medical Director annually reviews and modifies Look
Alike/Sound Alike Medication list as necessary
5. When an order is identified as incomplete, illegible or unclear, the
Medical Director and/or prescribing physician corrects the error by one
or all of the following ways:
a. Talk to and clarify the order with the pharmacy directly
b. Rewrite prescription as necessary in a legible manner

Se@ o oo0CT
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6.

Medical Director reviews and makes necessary updates prior to
ordering preprinted order sheets.

D. Use of High Alert Medications

1. The Medical Director maintains a list of identified high alert

medications.

Psychiatrist manages high alert medications by meeting with the client
and/or legal consenting adult about the risk of utilizing high alert
medications
i.  Psychiatrist reviews with client and/or caregiver all high risk
issues affecting the patient and documents positive or
negative response. If high risk issues are reported,
psychiatrist makes adjustments to medication, as necessary

E. Use of Multiple Psychotropic Medications

1.

2.

Psychiatrist limits use of multiple psychotropic agents in the same
class, and prescribes them only when clinically necessary.

If it is determined that use is needed, psychiatrist provides informed
consent, including risks and benefits, discusses alternatives, possible
side effects, and monitors use

F. Use of High Dose Pharmacotherapy

1.

Psychiatrist prescribes the minimal amount of medicine necessary to
induce response. In isolated and clinically necessary circumstances,
psychiatrist may use a higher than recommended dosage.

In the event this is clinically necessary, psychiatrists provides informed
consent (see Informed Consent Policy) to the client and/or legally
responsible adult, including risks and benefits, discuss alternatives,
side effects and monitors use.
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G. Prevention, Identification and Management of Side Effects
1. Prevention of Side Effects
a. Psychiatrist and therapists are to use effective strategies to ensure

prevention of side effects by ensuring client and/or caregiver
understand possible or likely side effects, encouraging consistency
in attending appointments, and consistency in use of medications.

2. ldentification of Side Effects
a. Psychiatrist asks open ended and specific follow up questions to

obtain information on worrisome side effects.
b. In the event of indication of tardive dyskenesia, psychiatrist
conducts the AIMS scale test.
3. Management of Side Effects
a. Psychiatrist monitors for side effects and if a significant side effect
is identified, the psychiatrist will change medications as needed

H. Response to adverse medication events, reactions or errors
1. In the event that staff is notified of an adverse medication event,

reaction or error occurs, the prescriber is immediately notified.
2. Psychiatrist responds to the issue and develops a corrective action
plan for ameliorating the situation, including, but not limited to:
a. Notifying the client and/or caregiver
b. Complete agency incident report
c. Reviewed by Medical Director and submit to Executive Director
d. Complete and submit the MedWatch Online Voluntary Reporting
form 3500 for medication errors and serious adverse medication
reaction as necessary.
3. Implements its process for responding
a. Data is collected on any adverse reactions or medication errors
through the completion of an incident report.
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I.  Monitoring of Medication Management System
1. The Risk Manager collects data on the performance of the medication

management system including:
a. Significant medication errors
b. Significant Adverse Reactions
2. Risk Manager analyzes and compiles a quarterly report by conducting
a root cause analysis
a. The report is provided to the Board, Medical Director and CQI.
b. Data is compared over time to identify risk points, levels of
performance, patterns, trends, and variations of the medication
management system
c. Based on analysis, agency identifies opportunities for
improvement for medication management system and takes
action on improvement opportunities
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Purpose: To establish policy and procedures related to the use of a standardized
suicide risk assessment for all clinical staff and establish procedures for reviewing and
mitigating suicide risk.

Policy: A suicide assessment, including the appropriate components of the C-SSRS,
must be completed for all clients and potential clients six years of age or older at all
service contacts (whether by phone or face to face with the client/potential client)
including screening, triage, and assessment in accordance with the procedures below.

Definitions:

Suicide Screening and Assessment Descriptors:

Suicide Assessment: An assessment that includes the completion of the Columbia-
Suicide Severity Rating Scale (C-SSRS), current mental status report, synopsis of
any active psychiatric symptoms, identified protective factors, acute and chronic risk
factors, and clinician judgment.

Columbia-Suicide Severity Rating Scale (C-SSRS): An evidence-based suicide
risk screening tool that assesses the full range of ideation and behavior items with
recommendations for next steps (e.g., referral to mental health professionals).
C-SSRS (Lifetime/Recent Full Version): Assesses lifetime history of suicidality as
well as any recent suicidal ideation and/or behavior in the last three (3) months
(Attachment 1).

C-SSRS (Recent/Screen Version): Provides a truncated form of the Full Version.
Screens for suicidality in a potential client.

Low Suicide Risk: A client who indicates upon response to the C-SSRS:
No suicidal ideation or behaviors occurring within lifetime (“No” to item 1 and 2)
Moderate Suicide Risk: A client who indicates upon response to the C-SSRS:

Suicidal ideation with method occurring in the past month (“Yes” to Item 3 in the C-
SSRS ldeation Section); and/or
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Suicidal intention with or without a specific plan, but not occurring within the past one
month (“Yes” to Item 4 and/or 5 in the C-SSRS Ideation Section); and/or

Actual, interrupted, or aborted suicide attempt(s) or preparatory behavior, but not
occurring within the past three months (“Yes” to the Behavior Question(s) on the C-
SSRS or to Item 6 on the C-SSRS screen versions).

High Suicide Risk: A client who indicates upon response to the C-SSRS:

Suicidal intention with or without a specific plan occurring in the past month (“Yes” to
Item 4 and/or 5 in the C-SSRS Ideation Section); and/or

Actual, interrupted, or aborted suicide attempt(s) or preparatory behavior occurring
within the past three months (“Yes” to the Behavior Question(s) on the C-SSRS or
Item 6 on the C-SSRS screen versions).

Common Terminology of Suicide Behaviors:

Aborted Attempt: An act committed by an individual in an effort to cause his or her
own death that was deliberately not completed.

Interrupted Attempt: Steps taken by an individual to injure self that is stopped by
something or someone before the potential for harm has begun.

Preparatory Behavior: Any act of preparation for an imminent suicide attempt
occurring before potential for harm has begun. This can include anything that goes
beyond the verbalization or thought of self-harm, such as obtaining the elements of
the intended method (e.g., buying a gun, collecting pills) or preparing for one’s death
by suicide (e.g., writing a suicide note, giving away belongings).

Suicide: A death of an individual by a deliberate self-inflicted injury.

Suicide Attempt: An act committed by an individual in an effort to cause his her own
death.
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Procedures:

1. For all newly active clients, an initial Suicide Assessment, which includes the use
of the C-SSRS (Lifetime/Recent Full Version), shall be completed as a baseline
assessment (Attachment 1).

2. If an existing client does not have an initial suicide assessment, which includes
the use of the C-SSRS (Lifetime/Recent Full Version), the C-SSRS (Lifetime/Recent
Full Version) shall be completed at the next service contact (Attachment 1).

3. The C-SSRS (Recent/Screen Version) must be completed for all clients and
potential clients six years of age or older at all service contacts when it has been
determined based upon the Lifetime/Recent Full Version C-SSRS that client is either
moderate or high risk until it is determined that the client’s risk level has reached the
low risk criteria.

4. For those clients who are assessed and determined based upon the
Lifetime/Recent Full Version C-SSRS to be low risk will be reassessed every
Treatment plan cycle period (whether by phone or face to face with the
client/potential client). If it is determined during the course of treatment that client’s
suicide risk increase, the clinician will complete a new Lifetime/Recent Full Version
C-SSRS and based upon the severity rating will follow the policy as documented.

5. For children under the age of six, a suicide assessment should be completed as
clinically appropriate.

6. If there are multiple contacts with the client/potential client on the same day by the
same staff, the suicide assessment only needs to be completed once. If the contacts
are by different staff, each staff must complete a suicide assessment.

7. If the contact is with a significant support person, the applicable elements of a
suicide assessment are recommended. Information gathered from a significant
support person should be included when determining the risk.
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8. For any client who is determined to be at moderate to high suicide risk after
(answering yes to either question 1 or 2), staff making the determination shall
immediately:

A. Contact the appropriate authorities if it is determined that there is an
immediate life threat.

B. Ifitis determined after assessment that there is no immediate threat of life,
the clinician will consult with Supervisor/Coordinator to determine steps to be
taken including but not limited to:

a) Conduct an evaluation of the client to determinate if he/she meets the
criteria of danger to self and, if applicable, initiating an application for
involuntary detention in accordance with California Welfare and
Institutions Code (WIC) Sections 5150/5585.

b) Develop a Safety Plan with the client and significant other(s) to identify
and monitor current stressors that may serve as risk factors and/or
identify protective factors including, but not limited to:

* Considering past suicide attempts and triggers to the
attempts.

» Considering risk of modeling, e.g., from exposure to a recent
death by suicide event for an adolescent client or a client who
has a history of a family member who has died by suicide.

+ Considering current risk factors/stressors such as age
(adolescent), pending custody proceedings, school,
relationships, job, legal or financial issues.

» Considering past or current substance use and obtaining
consultations as needed regarding concurrent co-occurring
disorders interventions.

» Considering current medical conditions such as pain or
psychiatric symptoms that may decrease coping or increase
ideation/plans, such as psychosis.

+ Considering recommendation of psychotherapy or
psychoeducation for maximizing social, coping, or stress
management and/or other indicated skills.

* Encouraging inclusion of family, friends, or significant others
in order to contribute to and support the safety plan.
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* Assisting individual and family/friends involved in treatment in
planning the removal of immediately available or preferred

methods of self-harm.
* Identifying resources to contact in the event of crises.
» Determining level of client and/or significant other

engagement in increasing protective factors and reducing
identified risk and seeking consultation if there is insufficient

engagement for the level of risk determined.

c) Document the notification (progress note) of the

Coordinator/Supervisor and, if applicable, the treating Psychiatrist on
the same business day or sooner depending on the risk level in order

to inform him/her of the risk and to determine if a medication

consultation prior to the next scheduled consultation is advised.

d) The Coordinator/Supervisor will notify the Program Liaison to schedule
a treatment team review of the client’s case including, as applicable,
stressors, diagnosis, substance use implications, inclusion of family
involvement or other indicators of risk, interventions and plan of

communication until the risk has dissipated.

9. Program Liaison will immediately notify the Clinical Director of any suicide
attempts or suicides.
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Purpose: The County of Los Angeles requires that Full Service Partnership contracted
agencies have on staff licensed, trained, and DMH certified clinicians to perform
Lanterman-Petris-Short (LPS) evaluations and, when necessary, are authorized to write
the application for a 5150 psychiatric hold. This was done to, as DMH notes, “end the
inappropriate, indefinite, and involuntary commitment of persons with mental health
disorders.” Additionally, the LPS Act also established a right to prompt psychiatric
evaluation and treatment, in some situations, and set out strict due process protections for
mental health clients

Policy: TCCSC shall at all times have LPS certified licensed clinicians on staff who will
complete LPS evaluations and applications for holds on TCCSC clients who present a
danger to self and/or others or who are gravely disabled.

Process

1.

2.

3.
4.

7.

TCCSC'’s Clinical Director (CD) develops and maintains a list of certified LPS
evaluators (Evaluator) and assigns requests on a rotating basis.

The therapist or physician determines the client needs an evaluation because he/she
may be a danger to self, danger to others, and/or gravely disabled.

Therapist calls the CD and requests a LPS evaluation.

CD immediately contacts the on-call LPS Evaluator and provides the therapist
information.

Evaluator contacts the therapist to consult on the case and to determine how best to
contact client/caregiver.

Evaluator contacts client/caregiver and completes a 5150 assessment and prepares
DMH required documentation.

a. Ifitis determined that the client needs hospitalization, Evaluator contacts
hospital to arrange for admission.

i. If unable to locate a hospital with an available bed, Evaluator contacts
TCCSC'’s after-hours crisis contact to request assistance locating a
facility that will take the client.

ii. Evaluator arranges transportation to the hospital, via LACDMH
ACCESS hotline or through other DMH approved means.

iii. Evaluator waits with the client until transportation is on-site, the client
is loaded in the vehicle, and the client is handed-off in accordance
with DMH policy.

b. If a hold is not warranted, the LPS Evaluator will complete necessary
paperwork and give the family and/or contact person instructions on what to
do should the client’s behaviors escalate and needs further intervention or
evaluation.

Evaluator follows-up with CD and therapist to notify of assessment outcome.
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8. Evaluator writes a note in Clinitrak documenting the outcome of the client visit.
9. Evaluator completes check request form for compensation, if the hold is done
outside of normal business hours and submits it according to the CD for processing.
a. Evaluators will receive compensation for 5150 assessments if it is performed
outside of TCCSC’s regular business hours; the rate of which will consider
the professional level of the employee, the experience and expertise required
to perform the task and the amount of time typically required to complete the
task and ensure safety of the client.
10. CD arranges a staffing with client’s care team to discuss the case and make
recommendations for continued treatment.
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DAY TREATMENT INTENSIVE (DTI)
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Purpose:

To ensure compliance with the September 1, 2003 DMH implementation of required
change in criteria for reimbursement of all Day Treatment Intensive Clients by imposing

specific payment authorization and claims certification and program integrity

requirements to ensure that claimed services are actually provided and that they are

provided in accordance with sound fiscal, business and medical practices and
professional standards, are not unnecessary or substandard, do not result in

unnecessary costs to or reimbursement by the Medicaid or Medi - Cal Program and/or

do not otherwise constitute fraud or abuse (CCR Title 9).

Definitions:

“‘Day Treatment Intensive” means a structured, multi-disciplinary program of therapy
which may be an alternative to hospitalization, avoid placement in a more restrictive
setting, or maintain the beneficiary in a community setting, with services available at
least three hours and less than twenty four hours each day the program is open. Service
activities may include, but are not limited to, assessment, plan development therapy,

rehabilitation and collateral (Title 9, CCR, Section 1810.212).

Policy:
To ensure compliance with DMH requirement of initial and on-going payment

authorization by the Central Authorization Unit (CAU) via the secured Internet based
system, designed for the payment authorization of Day Treatment Intensive (DTI)

services.

Procedure:

1) TCCSC provider must request an authorization for every Day Treatment service
whether initial or continued from Central Authorization Unit (CAU) for Day

Treatment Intensive (DTI) services prior to the start of such services.

2) DTI must be reauthorized in 3 months intervals if the client continues to meet

service and medical necessity criteria.
3) Providers will submit the following required documents to the CAU:
A Client Care Plan for all authorization requests.
A Service Necessity Assessment (SNA)

4) The CCP and SNA will be completed and submitted to the CAU via the

Authorization System for the Day Treatment Secure Internet website:
https://dmhdowney1.co.la.ca.us
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a) TCCSC provider will access the online system and click on the “Day
Treatment & TBS Authorization System” in the left column of the screen.

b) TCCSC provider can then click on the Training and testing Only link to learn
the system without entering data to learn and familiarize themselves with the
system.

c) DTI data entry system is the first link in the left column, Production data entry.

d) TCCSC provider will be prompted to enter their user name and password.
Provider user name will be their employee number behind tcs (i.e. tcs1234).
Everyone’s initial password will be 123456. Provider will be prompted to
change password screen to choose a new password.

e) To create a Day Treatment Service Plan, provider will click on Add Day
Treatment Intensive. To access an existing service plan, click on
Authorization Search.

f) In order save an authorization, the provider will be prompted to enter the
following with the aid of a drop down menu: Client’s MIS number, Provider
Number, Clinician responsible for treatment, Diagnosis, Service Type, and
Client Current Status

g) Provider must request 5 days per week and provided requested start and
stop date with a span no more than three months.

h) Provider must complete the following fields to complete the authorization:

1. Client Care Plan including: Long term Goals and Barriers, Current
Focus/Short Term Goals, Progress and Review for Goals (To be filled out
if Re-Authorizing a client for service)

2. Service Needs Assessment including: Living Arrangement, Symptoms,
Functional Impairments, Expected Behavior Changes, Previous
Treatment, Reason for higher level of care, Specific Interventions,
Psychotropic Medication, Axis I-V.

5) Authorization request must have a turnaround time of 7 days for processing with
CAU and must be submitted 7 days prior to end of authorization period for
approval. Authorizations should be submitted 15 days prior to the current plan
expiring.

6) TCCSC provider must request prior authorization from the CAU when DTI will be
provided more than five days per week.
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7) TCCSC provider must request payment authorization for continuation of DTI
every three months.

8) DTI staff must develop a treatment plan and complete the appropriate online
Client Care Plan to complete an authorization requests as outlined in Day
Treatment Concurrent Mental Health Services Therapeutic Behavioral Services
handbook in Section IIl pages 7-30.

9) If DTI staff cannot access the SNA on the Authorization System for Day
Treatment secure Internet Website, The provider will contact the CAU at
(213)738-2466 for a copy of the SNA questions. When completed the SNA may
be faxed to the CAU at (213)351-2495.

10) DTI staff may also choose to submit additional supportive documentation, which
may include client progress notes, psychological testing results, etc. Staff may
also be asked by the CAU to submit additional supporting documents.

11) Staff will be notified of the determination via the same secure website link.

12) If authorized, providers will be able to provide the services requested, enter the
units of service in the Information System (IS) and the IS will prepare a claim to
Medi-Cal on it regular monthly cycle.

13) If the authorization is denies, both the client or their representative and DTI staff
have the right to appeal the decision.

14) When appealing the decision, DTI clinician may contact the clinician with CAU by
phone or email to present clinical argument for appeal. DTI clinician will provide
CAU clinician with any requested documentation for appeal or make requested
changes to authorization request.
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PURPOSE: To ensure Wraparound clients have access to staff 24 hours/7 days per week, to
respond in a crisis.

POLICY: Wraparound clients shall be provided their Wraparound staff's pager numbers,
TCCSC’s number and instructions on how to access staff during and after normal working
hours. Wraparound staff shall respond to a page in accordance with TCCSC’s Pager policy (see
Policy 1003 — Pager Communication). The Wraparound staff shall be involved in developing the
client’s Crisis Response Plan and shall know his/her responsibilities in an emergency or crisis.

PROCEDURE:

1) During the initial CFT meeting, each client will be given contact information for
each team member, including TCCSC Wraparound staff and informal/formal
supports, to contact.

2) Each crisis response plan will identify specific needs of the client and the role of
every Wraparound staff involved in creating the plan.

3) Wraparound staff will assist in developing his/her client’s specific Crisis
Response Plan and will be instructed on how to respond accordingly.

4) In case of a crisis, the CFT will enact the Crisis Response Plan and will take
steps identified and/or necessary to abate the crisis.
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Purpose:

To ensure that all Tessie Cleveland Community Services Corp. (TCCSC) staff respect
the dignity, privacy, self-worth, self-determination and personal beliefs of all clients within
the therapeutic relationship and are conversant with and abide by the provisions of law
pertaining to clients’ rights.

Definitions:

Client Rights-

TCCSC clients have certain rights, including the right to:

Have confidentiality

Have a client-driven treatment plan

Refuse treatment services Information regarding discharge policies
Review their medical records

Privacy

Know the cost of services

Be free from unnecessary physical restraint and physical abuse

Client Responsibilities-

TCCSC requires cooperation from clients to ensure they receive the best possible
service and care. Client responsibilities include:

Provide all the facts when they begin treatment

Participate in the development of their treatment plan and work toward their goals

Report concerns regarding treatment

Maintain scheduled appointments or call 24 hours ahead to cancel

Provide staff with necessary personal information and documentation (i.e. proof

of income, copy of medical insurance card, copy of social security card)

e Inform TCCSC of changes in hame, insurance, address, phone number and
financial status

o Pay share of cost, if applicable, and/or inform TCCSC in advance of inability to

pay
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o Treat staff and fellow clients with respect
e Report grievances
e Respect the confidentiality of fellow clients

Policy:

TCCSC staff will respect and promote client rights and responsibilities in a non-
discriminatory manner. TCCSC staff will provide a safe and secure therapeutic

environment for clients to participate in treatment and work towards goal attainment.

Procedures:

TCCSC protects the legal and ethical rights of all clients by providing:

Proactive efforts to educate clients about their rights.

a. Client Rights are posted in visible areas within the agency.

Fair and equitable treatment including:

a. The right to receive services in a non-discriminatory manner
b. The freedom to express and practice religious and spiritual

beliefs.

Clients with sufficient information to make an informed choice about using

TCCSC'’s services during initial contact which includes and is available in

the major languages of Service Areas 6, 7, and 8 (English and Spanish):
a. A written summary of their rights and their responsibilities at

initial contact, which includes:

i. A copy of LA County’s Guide to Medi-cal Mental Health

Services

(http://file.lacounty.gov/dmh/cms1l 159129.pdf)

i. Acopyof TCCSC’s Clients Rights and Responsibilities

pamphlet with includes:

a. Basic expectations for use of TCCSC'’s

services
b. Hours that services are available

c. Rules, expectations, and other factors that
can result in discharge or termination of

services



http://file.lacounty.gov/dmh/cms1_159129.pdf
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d. An explanation of how to lodge
complaints/grievances, grievances, or
appeals.

V. Client grievance forms are available to all clients, including information on
how to complete and submit form. (TCCSC GRIEVANCE FORM)
a. All client rights and grievance information is culturally
sensitive and linguistically appropriate.

V. TCCSC shall provide a second opinion at the request of a beneficiary,
when TCCSC determines that the medical necessity criteria as described
in Diagnostic Statistical Manual Version 5 (DSM 5) has not been met.
TCCSC shall determine to whom the second opinion request is assigned,
and the second opinion must be rendered in a face-to-face encounter.
The second opinion process shall be at no cost to the beneficiary.
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Purpose:

To provide Tessie Cleveland Community Services Corp. (TCCSC) guidelines to ensure
all non-English speaking TCCSC clients receive equal access to services in the
language of their choice (i.e., clients’ primary or preferred language). Under no
circumstances shall a client be denied services because of language barriers.

Definitions:

N/A

Policy:

TCCSC will continue to recruit and hire mental health professionals who are
proficient in non-English languages

In accordance with applicable Federal, State and County Policy and Agreements,
TCCSC will provide equal access to all non-English speaking mentally ill
consumers in the greater Los Angeles area.

TCCSC will provide all clients with documents and consent forms in the language
spoken by client, legal guardian and/or caregiver.

Procedures:

TCCSC accommodates the communication and cultural needs of clients by:

Communicating, in writing and orally, in the languages of the major population
groups served;
a. TCCSC provides services in Service Planning Areas 6, 7, and 8.
i. Major languages of areas served are English and Spanish

Providing, or arranging for, bilingual personnel or translators or arranging for the
use of communication technology, as needed;

Providing telephone ampilification, sign language services, or other
communication methods for deaf or hearing impaired persons;

Providing, or arranging for, communication assistance for persons with special
needs who have difficulty making their service needs known; and
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considers the person's literacy level.

Providing brochures and other forms of literature (such as the beneficiary guides)
will be made available in the threshold languages of: Armenian,
Cambodian/Khmer, Cantonese, Farsi, Korean, Mandarin, other-Chinese,
Russian, Spanish, Tagalog and Vietnamese. (DMH Patient Rights - Website)

a. TCCSC maintains a roster of staff proficient in non-English languages.

i. TCCSC staff proficient in a non-English language may qualify for
bilingual compensation.

ii. Identified bilingual staff available for translation services will be
provided training, as needed.

b. Exception: Client needs may better be served by referral to an agency
provider of similar but more culturally or language-specific services. The
referral process will allow latitude for clinical judgment in some cases.

TCCSC provides interpreter services for clients and their family members. The
agency maintains a list of staff members, all of whom have been carefully
screened and trained, who make themselves available, free of charge, to provide
interpreter services.

a. If an in-house interpreter is not available, the agency uses the
AT&T; Language Line, which offers interpreter services in
numerous languages.

If a client, legal guardian and/or caregiver choose to use a family member or
friend as a translator, they may do so.

It is strongly recommended that minor children not be used as translators.



http://dmh.lacounty.gov/wps/portal/dmh/!ut/p/c4/04_SB8K8xLLM9MSSzPy8xBz9CP0os3hXAwMDd3-3YCN3YzdHA09XF-MQvwATQ-cwA_2CbEdFAKm8WL0!/?WCM_PORTLET=PC_7_E000GOFS2G3FA0IED3TNP419J0022101_WCM&WCM_GLOBAL_CONTEXT=/wps/wcm/connect/dmh+content/dmh+site/home/our+services/our+services+detail/patients+rights
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Purpose:

To ensure that all clients, legal guardians, and/or caregivers have access to client rights
through posting of client rights in visible areas within the agency.

Definitions:
N/A

Policy:

. Proactive efforts are made to educate clients, legal guardians, and/or caregivers
about their rights. The list of Client’s Rights is posted in visible areas within the
agency. It includes information on how to process the forms. Client's Rights
information is also given to clients, legal guardians, and/or caregivers during the
intake process and is available upon request. (TCCSC Clients Rights &
Responsibilities Pamphlet)

Il. All Client’s Rights and Grievance information is culturally sensitive and
linguistically appropriate.

Procedures:
l. Clients, legal guardians, and/or caregivers will be informed of their rights through

posting of the information in visible areas within the agency and educated about
the grievance procedure when applicable.
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Purpose:

1.

2.

To establish TCCSC responsibilities for maintaining confidentiality of client
information.

To assure all applicable County, State and Federal laws, rules and regulations
pertaining to confidentiality are appropriately incorporated into TCCSC
operations.

To assure all pertinent sources of information within the purview and
responsibility of TCCSC are maintained and shared in accordance with all
applicable confidentiality policies, regulations and laws.

Policy:

1.

2.

TCCSC shall ensure and protect the privacy and confidentiality of all sources of
client information in accordance with all applicable County, State and Federal
laws, policies and procedures, including but not limited to:

a. All information and records obtained in the course of providing
services to voluntary and involuntary recipients of specified
services, including mental health, community mental health,
admissions and judicial commitments to mental institutions. (State
of California Welfare and Institutions Code [WIC] Section 5328)

b. All Protected Health Information (PHI) as specified in the Health
Information Portability and Accountability Act of 1996 (HIPAA).
(HIPAA 45 CFR 160.103 and 164.500)

Employees shall take personal responsibility to ensure they understand and use
current and relevant confidentiality laws, regulations and guidelines as applicable
to their job responsibilities and duties. For purposes of this policy, the term
‘employee” is used broadly and is defined to mean any permanent or temporary
employee, temporary agency or locum tenens employee, persons employed
under contract or purchase of service agreement, unpaid students, interns,
volunteers and any other persons who represent TCCSC in the course of their
work duties.

Confidentiality of client information shall be maintained in all formats, such as
paper, electronic mail, computerized information systems, photographs, audio
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and video recordings communication with media and other verbal and non-verbal
(gesturing, etc.) communication, in keeping with all applicable laws, regulations
and procedures.

Confidentiality shall be assured without compromising applicable legal rights of
access for information by any appropriate party, including employees, clients,
family, professionals and agencies or other pertinent groups.

Each coordinator shall be responsible for enforcing all confidentiality policies and
regulations within his/her scope of responsibility.

Procedure:

1.

All TCCSC employees, including students, volunteers and interns, shall review,
sign and abide by all applicable confidentiality oaths.

Confidentiality shall be applied to the use, dissemination or release of all
information and records in the course of providing services to either voluntary or
involuntary recipients as specified in the State of California W&I Code, Section
5328. All information and records developed in the course of providing services
shall be deemed confidential unless otherwise indicated.

Employees shall never access or use confidential and/or sensitive and/or
Protected Healthcare Information (PHI) with anyone who does not have the
“need to know”. This shall include, but not be limited to, use and storage of
passwords in a manner that assures they are not shared with unauthorized
persons.

Release of client information to any party shall be carried out only upon
completion of a valid and current written authorization for use and disclosure.
Exceptions shall be made only when release without client/legal representative
consent is mandated by legal statute, or when communication without such
written consent is legally authorized as specified in W&I Code 5328 and HIPAA
Standards as described in DMH Policy Practices Notice.

Situations mandating release of information with or without consent include, but
are not limited to, the following:
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a. By a mandated reporter who has knowledge of or observes a child in

10.

11.

his/her professional capacity or within the scope of his/her employment
whom he/she knows or reasonably suspects has been the victim of child
abuse (Penal Code Section 11166).

b. By a mandated reporter who encounters suspected elder or dependent
adult abuse or neglect

When the patient, in the opinion of his/her therapist, presents a serious danger to
a reasonably identified victim or victims. (Tarasoff Decision).

Upon receipt of a properly served subpoena. Subpoenas for consumer (client)
records shall be referred to:

Clinical Director

TCCSC

8019 South Compton Avenue
Los Angeles, CA 90001

Information and records obtained in the course of providing services may be
shared in communications between qualified professionals in the provision of
services or appropriate referrals (WIC, Section 5328). Among employees, client
records or information contained in such records may be released to TCCSC
employees when they are performing their job duties and such information is
needed in the fulfillment of their responsibilities.

Employees who receive requests for treatment information from consumers
and/or family members shall refer and comply with LA County DMH'’s policies of
Client/Personal Representative Access to Mental Health Records or Providing
Notification and Patient Information to Family Members for specific guidelines.

Employees shall not make use of confidential information and records relative to
TCCSC clients in connection with outside work or business interests.
Confidential information possessed by TCCSC and required by professional
clinicians in carrying out private services to clients shall be obtained only through
appropriate channels.

Confidentiality shall be maintained in all programs that are collaborative in nature
between TCCSC and various departments and service delivery systems (e.g.,
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12.

13.

14.

15.

16.

drug and alcohol treatment, developmental disabilities, health services) in
keeping with all applicable statutes and regulations. Programs requiring such
collaboration across service delivery systems shall develop and implement an
appropriate interagency confidentiality policy, such as a Memorandum of
Understanding, Trading Partner Agreement or other appropriate document or
mechanism to assure all applicable regulations, statutes and procedures
regarding confidentiality across all systems are adequately addressed.

Employee shall also apply all pertinent confidentiality guidelines to documents
not typically included in a clinical record, such as telephone calls or Patients’
Rights, and interpreter services as well as all information maintained in computer
or hand tally databases/logs, such as telephone number, name, address and
social security number.

Employees shall follow the appropriate procedures for maintaining confidentiality
in the reporting of incidents involving injuries, deaths and alleged patient abuse.

Employees shall assure that client records are distributed, maintained and stored
in a manner that will assure access only to those employees authorized to review
records.

Confidentiality of HIV and AIDS information as it pertains to TCCSC clients shall
be maintained.

Information stored in electronic data systems shall be maintained in keeping with
all applicable confidentiality regulations. This shall include data from both
microcomputer systems and Network computers/MIS and Clinitrak.

Client Records

1.

Only staff who have signed an Annual Oath of Confidentiality, may have access to
client records.

All client records shall be maintained in accordance with applicable Federal and
State client record confidentiality laws. No information regarding a client in written or
verbal form can be provided to any individual without the explicit, time limited, written
consent of the client, or by without duly served subpoena for such records.
Employees may share client information with one another only on a need to know
basis, e.g., when it is necessary to assist in accessing services or in furthering that
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client’s treatment progress and follow all applicable HIPPA laws governing
discussing client information.

Physical medical records are secured:

a. By an offsite records management company that provides HIPPA compliant,
secure storage and control in accordance with Principles of Global Facility
Protection, which include:

1) Intrusion detection and alarm systems

2) Physical access controls

3) Fire detection and suppression systems

4) 24/7 central monitoring of protection systems

Electronic medical records are secured:
a. By policy and practice governing security of all TCCSC data
i. Routine data-backup and redundancy
ii. Double password controlled access
iii. System access to employee records will be restricted

Retrieval
a. External access to medical records information can be granted under the
following circumstances:
i.  Court order or subpoena
ii.  Client/Caregiver signed release of information for the specific release
request
iii. By TCCSC policy governing data access
b. If physical chart is required, Coordinator of staff requesting the physical chart will
notify the Clinical Director(s) the reason for retrieval.

c. Clinical Director(s) will obtain permission from Executive Director to retrieve chart
from off-site record management company.

d. If permission is granted, Clinical Director(s) and/or authorized personnel will
contact off site to retrieve chart within 24 hours of request being approved.

Staff seeing clients in the field are to take appropriate steps to ensure that any
confidential client information (i.e., assessments, involuntary holds, progress notes)
and computers are maintained in a manner that ensure compliance with all Federal
and State client record confidentiality laws.
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a. Staff are assigned HIPPA compliant travel equipment, which can include
boxes or backpacks, to help keep computers and person information secure

while they are in the field.

Equipment is assigned to staff at the start of employment by the I.T.

Department.

i. The I.T. Department provides each employee with a unique code to
secure the contents within equipment, which includes combination

locks.

7. At no time shall medical records be kept unsecured.
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Purpose:

To establish Tessie Cleveland Community Services Corp. (TCCSC) responsibilities for
maintaining confidentiality when releasing client information and to assure all pertinent
sources of information are shared in accordance with applicable confidentiality policies,

regulations and laws.
Definitions:
N/A

Policy:

l. TCCSC shall ensure and protect the privacy and confidentiality of all sources of
client information in accordance with all applicable County, State and Federal
laws, policies and procedures, including but not limited to:

a. All information and records obtained in the course of providing services to
voluntary recipients of specified services, including mental health,
community mental health, admissions and judicial commitments to mental
institutions. (State of California Welfare and Institutions Code [WIC]

Section 5328)

b. All Protected Health Information (PHI) as specified in the Health

Information Portability and Accountability Act of 1996 (HIPAA). (HIPAA

45 CFR 160.103 and 164.500)

Il. Confidentiality shall be assured without compromising applicable legal rights of
access for information by any appropriate party, including employees, clients,
family, professionals and agencies or other pertinent groups.

M. Each Supervisor/Program Coordinator shall be responsible for enforcing all
confidentiality policies and regulations within his/her scope of responsibility.

Procedures:

l. All TCCSC employees, including students, volunteers and interns, shall review,
sign and abide by all applicable confidentiality oaths.
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Confidentiality shall be applied to the use, dissemination or release of all
information and records in the course of providing services to either voluntary
recipients as specified in the State of California W&I Code, Section 5328. All
information and records developed in the course of providing services shall be
deemed confidential unless otherwise indicated.

Employees shall never access or use confidential and/or sensitive and/or
Protected Healthcare Information (PHI) with anyone who does not have the
“need to know”. This shall include, but not be limited to, use and storage of
passwords in a manner that assures they are not shared with unauthorized
persons.

Release of client information to any party shall be carried out only upon
completion of a valid and current written authorization for use and disclosure.
Exceptions shall be made only when release without client/legal representative
consent is mandated by legal statute, or when communication without such
written consent is legally authorized as specified in W&l Code 5328 and HIPAA
Standards as described in DMH Policy Practices Notice.

Situations mandating release of confidential information with or without consent
include, but are not limited to, the following:

a. By a mandated reporter who has knowledge of or observes a child in
his/her professional capacity or within the scope of his/her employment
whom he/she knows or reasonably suspects has been the victim of child
abuse (Penal Code Section 11166). (Mandated Reporting of Suspected
Child Abuse and Neglect)

b. By a mandated reporter who encounters suspected elder or dependent
adult abuse or neglect. (Mandated Reporting for Suspected
Elder/Dependent Adult Abuse and Neglect)

C. When the client in the opinion of his/her psychotherapist, presents a
serious danger to a reasonably identified victim or victims (Tarasoff Law).

Information and records obtained in the course of providing services may be
shared in communications between qualified professionals in the provision of
services or appropriate referrals (WIC, Section 5328). Among employees, client
records or information contained in such records may be released to TCCSC

EFFECTIVE DATE: April 15, 2009

Page2 of 4
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employees when they are performing their duties and such information is needed
in the fulfillment of their responsibilities.

VII. Employees who receive requests for confidential client information from
consumers and/or family members shall refer to TCCSC’S Clients’ Right to
Copies policy for specific guidelines.

VIIl.  Documents/information that are not generated by TCCSC may not be released.
VIIl.  Employees must complete or receive a request to release confidential client
information to disclose any client information. (RELEASE OF INFORMATION
FORM)
a. Form ensures TCCSC's responsibility for maintaining confidentiality of

b.

client
Informed, written consent includes the following elements:

VI.

Vii.
viii.

An updated release of information form must be completed and
signed by client, legal guardian and/or caregiver on an annual basis.
the signature of the person whose information will be released, or the
parent or legal guardian of a person who is unable to provide informed
consent;

the specific information to be released;

the purpose for which the information is to be used, except where
disclosure is mandated by law or the person is receiving service under
court supervision or directive;

the date the consent takes effect;

the date the consent expires, upon case closure, or as the law
requires, when a contracted or cooperating service provider requires
the release of information for ongoing service provision; (not to
exceed one year from date of effect for clients admitted to program
and not to exceed 90 days for single contact clients)

the name of the person to whom the information is to be given;

the name of the person within the organization who is providing the
confidential information; and a statement that the person or family
may withdraw consent at any time and when permitted by law,
confidential information may be released without the informed, written
consent of the person or legal guardian.



http://tccsc.org/Docs/Release_Info.pdf�
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c. After the release of information form is completed and signed by the client,
legal guardian and/or caregiver, the form will be maintained within the client’s

chart in the Medical Records office.

Situations mandating release of information with or without a release of

information form include, but are not limited to the following:

i. By a mandated reporter who has knowledge of or observes a client in

his/her professional capacity or within the scope of his/her

employment whom he/she knows or reasonably suspects has been

the victim of child abuse
ii. By a mandated reporter who encounters suspected elder or
dependent adult abuse or neglect.

ii.  When the client, in the opinion of his/her therapist, presents a serious

danger to a reasonably identified victim or victims. Refer to

“‘Duty to

Warn and Protect Third Parties in Response to a Threat (Tarasoff

Decision)”.
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Purpose:

To establish guidelines for audio/videotaping, photographing, or filming clients to insure

protection of clients’ rights to privacy.
Definitions:

a. Audiotape - A recording of the voice alone.

b. Consent - A written agreement signed by the client or guardian which assumes

legal competency, knowledge, comprehension and voluntariness.
c. Film - See photographing.

d. Photographing - A visual image reproduced as a photographic still, film,
videotape or digital image on any device.

e. Recordings - Any reproduction, audio or visual.
f. Videotape - A recording of the voice and image.

Policy:

Clients may be audio/videotaped, photographed, or filmed only when prior written
consent has been obtained from the client, client’s legal guardian or parent of a minor,

and for the following purposes:

Supervision of staff, interns, students, volunteers
Evaluation of the treatment process

Staff development or training

Community education

Research

Personal or social purposes

To determine the identification of a client
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Procedures:

1) TCCSC staff must obtain approval from Clinical Director prior to any photographing
and/or audio/videotaping of client on behalf of TCCSC.

2) TCCSC staff will discuss the purpose and type of recording to be done with client,
and have form completed and signed by client, parent and/or legal guardian.

a) If consent is denied, staff is informed of request and appropriate arrangements
will be made to ensure confidentiality. Client, parent and/or legal guardian may
revoke consent at anytime. (Media Consent Form)

3) TCCSC staff submits the consent form to medical records to be filed in client’s chart.

4) If it is determined that there is no longer an essential need to maintain photograph
and/or audio/videotape materials, copies of materials will be returned to client or
destroyed in the instance that:

a) Client, parent and/or legal guardian withdraws consent.

b) Client is discharged.

c) Purpose for which materials were intended has been completed

5) Tapes, photographs or films may not be used by any person, group or organization
outside of TCCSC without explicit permission of TCCSC and client.
6) These procedures must be followed for each instance where recording, filming or

photography will take place.

EFFECTIVE DATE: April 15, 2009

Page 2 of 2
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Purpose:

To ensure that a uniform process exists for Tessie Cleveland Community Service Corp.
(TCCSC) clients to access copies of personal mental health records.

Definitions:

N/A

Policy:

Clients can inspect or receive copies of personal records, by appointment, during regular
TCCSC business hours. Every client has a right to inspect all documentation, including
treatment and billing records, enclosed in their personal chart.

Procedures:

. To inspect or copy personal mental health records, a client must submit a

request in writing to their direct service provider. A form will be provided to you
for this request. (CLIENTS RIGHTS TO COPIES FORM)

a. All client requests to inspect or copy personal records will be channeled
through the Clinical Directors office.

b. Within ten (10) working days after the receipt of a formal written request
for client records, the clinical team will determine whether to comply with
the request and notify the client accordingly.

C. An extension of ten (10) working days may be granted in specified
instances if:

i. A voluminous amount of records must be found and assembled.

d. TCCSC may deny a client’s request to inspect and/or copy personal
records. When considered harmful only that section of the requested
health information will be forwarded to a qualified mental health
professional for interpretation.

i. A client may request that the denial be reviewed.
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ii. Client will be notified of the outcome of the review

I1. Fees and Charges

a.

Copies of personal records will be made available to the client upon
payment of certain fees and charges. These will be determined by the
TCCSC Administration.

These fees represent the reasonable cost for duplication,

including labor, materials, overhead, postage, etc.

Monies collected as fees and charges for this service are subject
to accounting procedures and controls prescribed by TCCSC

Administration.
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Purpose:

To encourage the resolution of all client grievances and to facilitate the mediation and

settlement

of issues as soon as possible.

Definitions:

l. Formal grievance proceedings are available for any TCCSC client complaint
which states that a staff member or the agency has:

a.

b.

f.

Policy:

Violated a right of the client(s) as defined by TCCSC client rights policies.

Treated a client in an arbitrary or unreasonable manner.

Denied, involuntarily reduced or terminated services or failed to provide
services authorized by a treatment plan due to negligence, discrimination or

other improper reason.
Engaged in coercion to improperly limit client self-efficacy.

Unreasonably failed to intervene to protect a client whose rights are

jeopardized by the actions of another client in a setting controlled by TCCSC.

Failed to treat a client in a humane and dignified manner.

Grievance procedures shall be fully available to anyone applying for or receiving mental
health services provided by Tessie Cleveland Community Services Corp. (TCCSC). No
TCCSC employee shall retaliate against a consumer for filing a grievance.

Procedures:

l. Filing of Grievances:
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a. A grievance may be filed by a client, or if he or she is unable to do so, by a
person designated by the client and/or legal guardian or conservator
appointed by a legal entity. (TCCSC GRIEVANCE FORM)

b. A grievance must be filed within forty-five (45) days of the action complained
of, unless good cause is shown for a late filing. A grievance may be
withdrawn at any time by the affected client, unless it was filed by a guardian
or conservator. Withdrawal of a grievance will not affect any agency
disciplinary action.

c. A grievance should be filed in writing with the Clinical Director.

d. Any person filing a grievance may appoint, in writing, a representative of his
or her choice to assist in pursuing the grievance.

e. Any chosen advocate may appear and advocate for the grievant at any
proceedings pertaining to the grievance.

f.  All records relating to the grievance shall be confidential unless disclosure is
authorized, in writing by all parties involved.

g. A copy of all records concerning a grievance shall be kept on TCCSC
premises.

l. Procedure after Grievance Filing:

a. As soon as possible after the filing of a grievance, Clinical Director will
interview the grievant, interview appropriate other parties, examine relevant
records and take any other action which will enable a full understanding of
the issue.

b. The inquiry, disposition and if necessary, Clinical Director’s decision will be
completed within twenty-one (21) days of receipt of the grievance, unless the
Clinical Director authorizes an additional fifteen (15) days for reasonable
cause with written notice to the grievant.

c. The Clinical Director will mediate, provide information and counseling or take
other actions likely to assist the parties in resolving the issue. The Clinical
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Director will encourage all parties to accept an informal resolution. The
Clinical Director will inform the grievant that he or she has ten (10) business
days to consider signing an acceptance of the proposal that will terminate the
grievance, or, in the alternative, that he or she has right to a formal decision
on the grievance. Failure of a grievant to respond to an offered resolution
within ten (10) business days shall be treated as a withdrawal of the
grievance.

If the grievant requests a formal decision or rejects a proposed resolution, the
Clinical Director will prepare a written report of the information found, and
present it to the TCCSC Chief Executive Officer (CEO) and/or Risk Manager
(RM) and the grievant. The grievant and his or her representative, shall be
given the opportunity to present additional material and, upon request, to
appear in person before the CEO and/or RM. The CEO and or RM will
provide a written decision to the grievant, including a statement of any actions
to be taken and the grievant’s appeal rights.




TESSIE CLEVELAND COMMUNITY SERVICE CORPORATION
POLICY AND PROCEDURE

DIVISION: CLINICAL NUMBER: 10.09

SUBJECT: Mandated Reporting for Suspected Elder/Dependent Adult Abuse and Neglect

APPROVED BY: % [ T Quﬂdt EFFECTIVE DATE: April 15, 2009

TO BE PERFORMED BY: ALL STAFF REVISION DATE:

Electronic File Location: Page 1 of 8
Purpose:

To provide Tessie Cleveland Community Services Corp. (TCCSC) with guidelines
regarding cases of suspected elder or dependent adult abuse.

Definitions:

a.

Elder is defined as any person residing in this state, 65 years of age or older.
(Welfare and Institutions Code [WIC] 15610.27).

Dependent adult means any person between the ages of 18 and 64 years who
resides in this state and who has physical or mental limitations that restrict
his/her ability to carry out normal activities or to protect his/her rights, including,
but not limited to, persons who have physical or developmental disabilities or
whose physical or mental abilities have diminished because of age. (WIC
15610.23(a))

Dependent adult includes any person between the ages of 18 and 64 years who
is admitted as an inpatient to a 24-hour health facility, as defined in Sections
1250, 1250.2, and 1250.3 of the Health and Safety Code. (WIC 15610.23(b))

Developmental disability means a disability that originated before an individual
attains the age of 18, continues, or can be expected to continue, indefinitely and
constitutes a substantial disability for that individual. This term shall include
mental retardation, cerebral palsy, epilepsy and autism. This term shall also
include disabling conditions found to be closely related to mental retardation or to
require treatment similar to that required for individuals with mental retardation,
but shall not include other handicapping conditions that are solely physical in
nature. (WIC 4514(a))

Abuse of an elder or a dependent adult is defined as physical abuse, neglect,
financial abuse, abandonment, isolation, abduction or other treatment resulting in
physical harm or pain or mental suffering. (WIC 15610.07(a))

i. Physical abuse means any of the following:

> Assault
> Battery
> Unreasonable physical constraint or prolonged or
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continual deprivation of food and/or water.

Sexual assault, which means any of the following:

¢

¢
¢
¢
¢
¢
¢

Sexual battery
Rape

Spousal rape
Incest

Sodomy

Oral copulation
Sexual penetration

Use of a physical or chemical restraint or psychotropic medication
under any of the following conditions:

¢
¢

For punishment;

For a period beyond that for which the medication
was ordered pursuant to the instructions of a
physician and surgeon licensed in the State of
California, who is providing medical care to the
elder or dependent adult at the time the instructions
were given; or

For any purpose not authorized by the physician
and surgeon. (WIC 15610.63)

i. Neglect means either of the following:

>

The negligent failure of any person having the care or custody of an
elder or a dependent adult to exercise that degree of care that a
reasonable person in a like position would exercise; or

The negligent failure of an elder or dependent adult to exercise that
degree of self care that a reasonable person in a like position would

exercise.

Neglect includes, but is not limited to, all of the following:

e Failure to assist in personal hygiene or in the provision of
food, clothing, or shelter;
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e Failure to provide medical care for physical or mental
health needs. (No person shall be deemed neglected or
abused for the sole reason that he/she voluntarily relies on
treatment by spiritual means through prayer alone in lieu of
medical treatment.)

Failure to protect from health and safety hazards;

o Failure to prevent malnutrition or dehydration; or

e Failure of an elder or dependent adult to satisfy the needs
specified above for himself or herself as a result of poor
cognitive functioning, mental limitation, substance abuse,
or chronic poor health. (WIC Code 15610.57)

iii. Financial abuse of an elder or dependent adult occurs when a person or
entity:

» Takes, secretes, appropriates or retains real or personal property of
an elder or dependent adult to a wrongful use or with intent to defraud
or both; or

> Assists in taking, secreting, appropriating or retaining real or personal
property of an elder or dependent adult to a wrongful use or with
intent to defraud or both.

iv. Abandonment means the desertion or willful forsaking of an elder or a
dependent adult by anyone having care or custody of that person
under circumstances in which a reasonable person would continue to
provide care and custody. (WIC 15610.05)

v. Isolation means any of the following:

» Acts intentionally committed for the purpose of preventing, and that do
serve to prevent, an elder or dependent adult from receiving his/her
mail or telephone calls.

» Telling a caller or prospective visitor that an elder or dependent adult
is not present, or does not wish to talk with the caller, or does not wish
to meet with the visitor where the statement is false, is contrary to the
express wishes of the elder or the dependent adult, whether he/she is
competent or not, and is made for the purpose of preventing the elder
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or dependent adult from having contact with family, friends or
concerned persons.
» False imprisonment, as defined in Section 236 of the Penal Code.
» Physical restraint of an elder or dependent adult for the purpose of
preventing the elder or dependent adult from meeting with visitors.

vi. Abduction means the removal from this state and the restraint from
returning to this state, or the restraint from returning to this state of
any elder or dependent adult who does not have the capacity to
consent to the removal from this state and the restraint from returning
to this state, or the restraint from returning to this state, as well as the
removal from this state or the restraint from returning to this state of
any conservatee without the consent of the conservator or the court.
(WIC 15610.06)

vii. Mental suffering means fear, agitation, confusion, severe depression or
other forms of serious emotional distress that is brought about by
forms of intimidating behavior, threats, harassment or by deceptive
acts performed or false or misleading statements made with malicious
intent to agitate, confuse, frighten or cause severe depression or
serious emotional distress of the elder or dependent adult.

viii. Goods and services necessary to avoid physical harm or mental
suffering include, but are not limited to, all of the following:

The provision of medical care for physical and mental health needs;
Assistance in personal hygiene;

Adequate clothing;

Adequately heated and ventilated shelter;

Protection from health and safety hazards;

Protection from malnutrition, under those circumstances where the
results include, but are not limited to, malnutrition and deprivation of
necessities or physical punishment; or

Transportation and assistance necessary to secure any of the needs
described above. (WIC 15610.35)

VVVYVVYYVY
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I. Regarding Confidential Information and Privileged Communication

a. Allinformation obtained in the course of providing mental health services is
made confidential under Welfare and Institutions Code, Section 5328 et seq.
Confidential information may be disclosed for reporting purposes. Such
disclosure should be not more than the minimum amount of information
necessary to achieve the goal of the report. (45 CFR 164-512(c))

i. The fact that information described in 3.5.1 has been disclosed must be
documented in the client’s medical record. Documentation will include:

> Date of disclosure;

» Purpose/circumstance of disclosure;

» The names of persons/agencies to whom the disclosure was made;
and

» The specific information disclosed. (45 CFR 164.528(b)(2))

b. In any court proceeding or administrative hearing, neither the physician-
patient nor the psychotherapist-patient privilege applies to the specific
information reported pursuant to “Elder Abuse and Dependent Adult Civil
Protection Act”. (WIC 15632(a))

II. Immunity

a. The employer of a mandated reporter shall incur no civil or other liability for
failure of these persons to comply with the requirements of the “Elder Abuse
and Dependent Adult Civil Protection Act”. (WIC 15659(f))

b. No mandated reporter who reports a known or suspected instance of elder or
dependent adult abuse shall be civilly or criminally liable for any report
required by section 3.2. (WIC 15634(a))

i. A mandated reporter may present to the State Board of Control a claim
for reasonable attorney fees incurred in any action against that person
on the basis of making a report required or authorized by this article if
the court has dismissed the action upon a demurrer or motion for
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C.

summary judgment made by that person, or if he/she prevails in the
action. (WIC 15634(c))

No mandated reporter who, pursuant to a request from an adult protective
services agency or a local law enforcement agency investigating a report of
known or suspected elder or dependent adult abuse, provides the requesting
agency with access to the victim of a known or suspected instance of elder or
dependent adult abuse, shall incur civil or criminal liability as a result of
providing that access. (WIC 15634(b))

i. A mandated reporter may present to the State Board of Control a claim
for reasonable attorney fees incurred in any action against that person
on the basis of making a report required or authorized by this article if
the court has dismissed the action upon a demurrer or motion of
summary judgment made by that person, or if he/she prevails in the
action. (WIC 15634(c))

No person required to make a report pursuant to this article, or any person
taking photographs at his/her discretion, shall incur any civil or criminal
liability for taking photographs of a suspected victim of elder or dependent
adult abuse or causing photographs to be taken of such a suspected victim or
for disseminating the photographs with the reports described in section 3.2.
(WIC 15634(a))

A mandated reporter may present to the State Board of Control a claim for
reasonable attorney fees incurred in any action against that person on the
basis of making a report required or authorized by this article if the court has
dismissed the action upon a demurrer or motion for summary judgment made
by that person, or if he/she prevails in the action. (WIC 15634(c))

[ll. Liability

a. Failure to report physical abuse, abandonment, abduction, isolation,
financial abuse or neglect of an elder or dependent adult, in violation of
this section, is a misdemeanor, punishable by not more than six months
in the county jail, by a fine of not more than one thousand dollars
($1,000), or by both that fine and imprisonment. (WIC 15460(h))
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b. Any mandated reporter who willfully fails to report physical abuse,

abandonment, abduction, isolation, financial abuse or neglect of
or dependent adult, in violation of this section, where that abuse

an elder
results in

death or great bodily injury, shall be punished by not more than one year
in a county jail, by a fine of not more than five thousand dollars ($5,000),

or by both that fine and imprisonment. (WIC 15360(h))

Procedures:

IV. Reporting Requirements

a. Any mandated reporter who, in his/her professional capacity, or within the

scope of his/her employment, has observed or has knowledge of an

incident

that reasonably appears to be physical abuse, abandonment, abduction,
isolation, financial abuse or neglect, or is told by an elder or dependent adult

that he/she has experienced behavior, including an act or omission,

constituting physical abuse, abandonment, abduction, isolation, financial
abuse or neglect, or reasonably suspects that abuse, shall immediately

consult with their supervisor. After a consultation, the reporter will re

port the

suspected instance of abuse by telephone immediately or as soon as
practicably possible and by written report sent within two working days. (WIC

15630(b)(1))

i. Reasonable suspicion means an objectively reasonable

suspicion that a person would entertain, based upon facts that

could cause a reasonable person in a like position, drawi
appropriate, upon his/her training and experience, to sus
abuse. (WIC 15610.65)

ii. Written reports shall be submitted on forms adopted by

ng, when
pect

the State

Department of Social Services. These reporting forms are

distributed by the county adult protective services agenci
long-term care ombudsman programs. (WIC 15658(a)(1

iii. Written reports collect the following information:

es and

)

> The name, address, telephone number and occupation of

the person reporting;
> The name and address of the victim;
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b.

The date, time and place of the incident;

Other details, including the reporter’s observations and
beliefs concerning the incident;

Any statement relating to the incident made by the victim;
The name of any individuals believed to have knowledge
of the incident; and

The name of the individuals believed to be responsible for
the incident and their connection to the victim.

YV VYV VYV

When two or more mandated reporters are present and jointly have
knowledge or reasonably suspect that types of abuse of an elder or a
dependent adult for which a report is or is not mandated have occurred, and
when there is agreement among them, the telephone report may be made by
a member of the team selected by mutual agreement, and a single report
may be made and signed by the selected member of the reporting team. Any
member who has knowledge that the member designated to report has failed
to do so shall thereafter make the report. (WIC 15630(d))
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Purpose:

To provide Tessie Cleveland Community Services with guidelines regarding cases of
suspected child abuse and neglect.

Definitions:

N/A

Policy:

Mandated Reporters

a. Section 11166 of the Penal Code requires any child care custodian, medical

practitioner, or employee of a child protective agency who has knowledge of or
observes a child in his/her professional capacity or within the scope of his/her
employment whom he/she knows or reasonably suspects has been the victim of
child abuse to report the known or suspected instance of child abuse to a child
protective agency immediately or as soon as practically possible by telephone
and to prepare and send a written report thereof within 36 hours of receiving the
information concerning the incident.

Reporting Responsibilities

a. Child abuse must be reported “when one acquires knowledge of or observes
facts which give rise to a reasonable suspicion” — Penal Code, Section
11166(a). Reasonable suspicion occurs “when it is objectively reasonable for a
person to entertain such a suspicion, based on facts that could cause a
reasonable person in a like position, drawing when appropriate on his/her
training and experience, to suspect child abuse” — Penal Code, Section
11166(a).

b. When two or more persons who are required to report are present and jointly
have knowledge of a suspected instance of child abuse, and when there is
agreement among them, the reporting requirements may be carried out by a
member of the team selected by mutual consent. Any member who has
knowledge that the designated member has failed to report shall make the
required report. No supervisor or administrator may impede or inhibit such

Page 1 of 3
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reporting duties. No person making such report shall be subject to any
sanction for fulfilling this responsibility.

I1l. Reportable Child Abuse and Neglect

a.

Physical injury that is inflicted by other than accidental means on a child
by another person.

Sexual abuse — Penal Code, Section 11165(b).

Willful cruelty or unjustifiable punishment of a child that includes infliction
of unjustifiable physical pain or mental suffering — Penal Code, Section
11165(d).

Cruel or inhuman corporal punishment or injury — Penal Code, Section
273(d).

Severe and general neglect of a child — Penal Code Section 11165(c).

Abuse in out-of-home care, including “negligent” abuse — Penal Code,
Section 11165)f).

Venereal disease diagnosed in any child less that 14 years of age —
Penal Code, Section 288(a) and (b) or Attorney General Opinion 83-911.

IV. Legal Liability/Immunity

a.

Penal Code, Section 11172, provides that persons required to make
reports of known or suspected instances of child abuse are immune from
civil or criminal liability for making a required or authorized report. Failure
to report child abuse is a misdemeanor, punishable by confinement in the
County jail for a term not to exceed six (6) months or by a maximum fine
of $1,000 or by both.

Mandated reporters who provide child protective agencies with access to
the victim of a known or suspected instance of child abuse shall not incur
civil or criminal liability as a result of the access. Because immunity from
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liability does not eliminate the possibility that actions may be brought
against mandated reporters, claims for reasonable attorney’ fees incurred
in any action against that person on the basis of making the required
report may be presented to the State Board of Control for review. If all
requirements are met under Penal Code, Section 11172, up to a
maximum of fifty thousand dollars ($50,000) will be paid for such attorney
fees.

V. Confidentiality vs Reporting

a.

Procedures:

The duty to report child abuse supersedes the confidentiality provision of
the Lanterman-Petris-Short Act (Welfare and Institutions Code, Section
5328).

I.  Reporting Protocol

a.

When a mandated reporter suspects, by observation or acquired
knowledge, that a child has been abused, reporter will immediately
consult with their supervisor. After a consultation, an immediate telephone
report must be made to the Department of Children’s Services/Child
Protective Services or to law enforcement. In an emergency, a telephone
report must be made to the Police Department. All cases of suspected
child sexual abuse must be reported to law enforcement.

The telephone report shall contain the name of the person making the
report, the name and location of the child, the nature and extent of the
injury, and any information related to the specific incident of suspected
child abuse being reported — Penal Code, Section 11167.

The telephone report shall be followed by a written report within thirty-six
(36) hours. This report shall be written on Department of Justice form
#SS8572 (Suspected Child Abuse Report 11166) which has instructions
for completion on the back of the form. This completed form is routed to
the agency that received the telephone report of the incident. Forms may
be obtained from the Department of Children’s Services/Child Protective
Services or from the DMH/Children and Youth Services Bureau,
Coordinator of Child Abuse Services.
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Purpose:

To provide guidance regarding consent for mental health treatment services for minor
(under 18 years of age) clients. The general rule is that the parent or legal guardian must
consent to medical care for a minor; however, there are numerous exceptions to this
rule, especially when dealing with adolescents aged 12-18 in the outpatient mental
health and substance abuse treatment setting where they may be legally permitted to
provide their own consent to treatment if certain conditions are met.

Also, in an emergency, care may be provided to a minor even without consent if there is
difficulty locating the parent or guardian. This policy will also address minor clients who

are wards or dependents of the Court.

Policy:

To clarify for TCCSC staff which minors are considered "adults" for medical consent
purposes ("emancipated" and "self-sufficient" minors), and those instances when a
minor aged 12 to 18 may qualify to consent to his/her own outpatient mental health care
or substance abuse program treatment under the so-called "sensitive services"
exceptions. It also clarifies financial responsibility for treatment provided to minors

pursuant to their own consent.
Definitions:

1. Parent or Legal Guardian Consent

a. Right of Parent/Legal Guardian to Consent

i. It is the general rule that the parent or legal guardian must
consent to medical or behavioral health care for minor patients,
unless the minor has the right to consent to the care under minor
consent laws. Only one parent is necessary to provide consent,
and unless the provider is aware of evidence to the contrary, it can
be assumed that the other parent has not objected. Adoptive
parents have the same rights as natural parents. In a same-sex
couple only the biological parent would have authority to consent
unless the other partner adopts the child. If same-sex partners
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both adopt the same rules would apply and either adoptive parent
could consent. If only one partner is an adoptive parent, and the
other is not the biological parent, only that partner could consent.

A parent who is him/herself still a minor (under 18) may consent to
their minor child’s medical care so long as they are sufficiently
mature to rationally weigh the risks and benefit of that care and
understand the nature of the treatment proposed.

Implied Consent in an Emergency

i. In an emergency, care may be provided to a minor without
parent/guardian consent if necessary to alleviate pain or
prevent serious medical harm if the parent or guardian has
not yet been located. Unless there is evidence to indicate
that the parent/guardian would object to the care, consent
may be implied.

What the Right to Consent Includes

i. When services are provided to a minor client who does not
qualify for minor consent, the parent/guardian will have the
right to consent to or refuse the recommended medical
treatment. In the case of outpatient mental health services
this would typically involve minors under 12 years of age,
or minors who are living at home with their parents (or
legal guardians) and receiving services at the request of
their parents or the school. The parent or guardian shall
also have a right to know how the minor's private medical
information will be used or disclosed, and how the parent
or guardian may access that information.

d. The Right to Refuse Treatment

i. The parent/guardian's right to consent includes the
right to refuse treatment. Health care providers who
believe that the refusal of care will harm a minor
client should immediately discuss the situation with
a supervisor; if the refusal of care triggers suspicion
of medical neglect, child protective services should
be immediately contacted pursuant to mandated
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child abuse reporting requirements (i.e., if the
refusal of care will likely harm the child, a report
must be made).

e. Divorced Parents

When parents divorce the Court decides who will
have physical custody and who will have legal
custody of the child/ren. In most situations, the
parent who has physical custody also has legal
custody. Often, the parents will have "joint" or
shared legal custody. The parent(s) who has legal
custody has the right to consent to medical care. If
only one parent has legal custody, then only that
parent may consent to medical care. If the parents
have "joint legal custody" usually either parent can
consent to the treatment unless the court has
required both parents to consent to the proposed
care. Such an order is rare. In most situations,
providers can presume that either parent can
consent unless there is evidence to the contrary
(some providers like to obtain consent from both
divorced parents when treatment is provided to a
minor child, but again, this is not usually required
by the court). However, if either parent disputes the
other parent's legal right to make medical decisions
the provider should ask to see documentation of
the court's order and place a copy in the chart. If
there is any question about legal custody or a
divorced parent's right to consent to medical care
for the minor, the provider should contact TCCSC
or the Child, Youth and Families Administration.
Delegation of Authority to a Third Party
i. A parent or guardian who has the legal
authority to consent to care for the minor
child has the right to delegate this authority
to other third parties (aged 18 and older); for
example, the parent may delegate authority
to consent to medical care to the school, to
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a coach, to the step-parent, or to a baby-
sitter who is temporarily caring for the child
while the parent is away or at work. A copy
of the written delegation of authority shall be
kept in the chart. (Authorization for Third
Party to Consent to Treatment of Minor
Lacking Capacity to Consent) but a
handwritten note that clearly delegates
authority to consent to an adult person (18
or older) is also acceptable.

Typically providers will limit care to routine
procedures that the parent already has
consented to, or to emergency situations
when relying on delegated consent. If the
person with delegated authority is
requesting a new course of treatment,
change in medications, or other non-routine
procedure, it is recommended that the new
treatment be deferred until the parent’s
return, unless it is clearly medically
indicated. If you are unsure, check with a
colleague for another opinion or discuss it
with your supervisor. Document any
discussions or concerns.

g. Caregiver Affidavits and Caregiver Authority to

Consent

In some cases, a minor child lives with and
is being raised by a “surrogate parent.” If
this adult is a "qualified relative" (often the
grandparent, or an aunt or older sibling)
who has stepped into the role of parent
because the biological parents are no
longer willing or able to care for the child he
or she may fill out a Caregiver's Affidavit.
(Careqiver's Authorization Affidavit) These
so called "caregivers" who have
"unofficially" undertaken the care of the
child are authorized by law to consent to

Page 4 of 20
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most medical and mental health care and to
enroll these children in school; the use of
this form does not legally bind the caregiver
to the child or imply any other legal
obligations. Once they have completed the
"Caregiver's Affidavit" form (which is then
placed in the chart) they may consent to
medical care for the minor child. The
affidavit is valid for one year after the date
on which it is executed and a new form
should be completed and placed in the chart
each year as needed. If the parent(s)
returns, the "caregiver's" authority is ended,
and once again the parent has authority to
consent to or refuse care for the child.

h. Financial Liability of Parent/Guardian

If the parent or guardian consents to the
treatment of a minor, the parent or guardian
is financially liable for that treatment. The
parent or legal guardian is also financially
responsible when care is provided pursuant
to delegated consent or a Caregiver's
Affidavit. The parent or guardian is not
financially responsible for services provided
to emancipated or self-sufficient minors, or
for "sensitive services" that the minor is
receiving subject to minor consent.
However, if the parent or guardian
participates in outpatient mental health
treatment or counseling, or alcohol or drug
abuse treatment, the parent or guardian is
financially liable for those services rendered
with their participation (even though the
services are being provided pursuant to
minor consent).

Page 5 of 20
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2. Dependents and Wards of the Court

Minors who are dependents or wards of the court do not lose their own rights re: consent
to sensitive services, and the provider should not deny such services if the minor

otherwise qualifies to provide his/her own consent.

a. Dependents (Welfare and Institutions Code section 300)

A minor who has been neglected, abused, abandoned, or otherwise has no
parent(s) or guardian willing or able to exercise appropriate care or control can
be adjudged a "dependent child" of the juvenile court. (Welfare and Institutions
Code 300.). When a child is adjudged a dependent child of the court on the
ground that the child is a person described in Welfare and Institutions Code
section 300, the court may make any and all reasonable orders for the care,
supervision, custody, conduct, maintenance, and support of the child, including

medical treatment, subject to the further order of the court.

b. Children in Temporary Custody (Welfare and Institutions Code Section 305)

A police officer may take a child into temporary custody if the child is believed to

be a dependent described under section 300, and who is in need of medical care
or who is in danger; also included are children who are about to be released from
a hospital into the care of a parent where there is a danger of harm to the child,
and children who are found in a street or public place suffering from a sickness or
injury that requires care. A social worker may authorize care for such a minor
upon the recommendation of the provider after notifying the parent or guardian
that such care will be provided. If the parent or guardian objects, a court order
authorizing the necessary care is necessary.

Authority to Provide Medical Care to Dependents: Children in Temporary
Custody

Welfare and Institutions Code section 369 (a) states that "Whenever any person
is taken into temporary custody under Article 7 (commencing with Section 305)
and is in need of medical, surgical, dental, or other remedial care, the social
worker may, upon the recommendation of the attending physician and surgeon
or, if the person needs dental care and there is an attending dentist, the
attending dentist, authorize the performance of the medical, surgical, dental, or
other remedial care." The social worker must notify the parent or guardian, if any,
of the care found to be needed before that care is provided and if the parent or
guardian objects, the care shall only be given upon order of the court in the
exercise of its discretion.
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d. Authority to Provide Medical Care to Dependents: Children Concerning Whom a

Petition has Been Filed (Unadjudicated Cases)

Welfare and Institutions Code section 369(b) states that whenever it appears to
the court that any person concerning whom a petition has been filed with the
court is in need of medical, surgical, dental, or other remedial care, and that there
is no parent, guardian, or person standing in loco parentis capable of authorizing
or willing to authorize the remedial care or treatment for that person, the court,
upon the written recommendation of a licensed physician and surgeon, or it the
person needs dental care, a licensed dentist, and after due notice to the parent,
guardian, or the person standing in loco parentis, if any, may make an order
authorizing the performance of the necessary care for that person.

Authority to Provide Medical Care to Dependents: Children Placed by Court
Order with the Care and Custody of Social Worker

Welfare and Institutions Code section 369(c) states that when a dependent child
is placed by the court within the care and custody or under the supervision of a
social worker of the county in which the dependent child resides, and it appears
to the court that there is no parent, guardian, or person standing in loco parentis
capable of authorizing or willing to authorize medical, surgical, dental, or other
remedial care or treatment, that the court may after due notice to the parent or
guardian, if any, order that the social worker may authorize the care for the
dependent child by licensed practitioners as may from time to time appear
necessary.

Authority to Provide Medical Care to Dependents: Children who Require
Immediate Medical , Surgical or other Remedial Care:

Welfare and Institutions Code section 369(d) provides that in an emergency
situation, care may be provided without a court order upon the authorization of a
social worker. The social worker must make reasonable efforts to obtain the
consent of, or notify the parent, guardian or person standing in loco parentis prior
to authorizing that care. "Emergency situation" means that the child requires
immediate treatment to alleviate severe pain, or there is a need for an immediate
diagnosis and treatment of an unforeseeable medical, surgical, dental or other
remedial or contagious disease which, if not immediately diagnosed and treated,
would lead to serious disability or death.

g. Release of Information:
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In any case in which the court orders the performance of any medical, surgical,
dental or other remedial care for dependent minors, the court may also make an
order authorizing the release of information concerning that care to social
workers, parole officers, or any other qualified individuals or agencies caring for
or acting in the interest and welfare of the child under order, commitment or
approval of the court.

Dependent minors who have been removed from the physical custody of a
parent under Welfare and Institutions Code section 361:

If a child is found to be a dependent of the court under section 300 and has been
removed from the physical custody of the parent under section 301, only a
juvenile court judicial officer shall have authority to make orders regarding the
administration of psychotropic medications for that child. The juvenile court may
issue a specific order delegating this authority to a parent upon making findings
on the record that the parent poses no danger to the child and has the capacity
to authorize psychotropic medications. Court authorization for administration of
psychotropic medications shall be based upon a request from a physician,
indicating the reasons for the request, a description of the child's diagnosis and
behavior, the expected results of the medication, and a description of the side
effects of the medications.

Los Angeles Superior Court Order re: Dependents of the Court

The Superior Court of the State of California, in and for the City and County of
Los Angeles Unified Family Court, Juvenile Division has issued a Standing
Order, No. 210A for mental health treatment for dependents of the court or those
whose dependency status is pending, which grants authority to the Foster Care
Mental Health Unit of the Department of Public Health to authorize mental health
treatment for minors. The authority extends to consent for assessment,
treatment, sharing of information, determination of eligibility, and provision and
payment for outpatient services when the parent or guardian is unavailable,
unable or unwilling to provide such consent (staff must document attempts to
reach the parent or guardian). The order does not permit inpatient placement, or
antipsychotic medications unless there is consent from the parent or guardian or
further order of the court.

Wards of the Court (Section 601 and 602)
A minor who refuses to obey his parents or who violates curfew, or who is
deemed to be a habitual truant, may be adjudged a ward of the court (section
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601). A minor who violates the law may be also be adjudged a ward of the court
(section 602).Welfare and Institutions Code section 727 provides that "When a
minor is adjudged a ward of the court on the ground that he or she is a person
described by section 601 or 602 the court shall make any and all reasonable
orders for the care, supervision, custody, conduct, maintenance, and support of
the minor, including medical treatment, subject to further order of the Court."
Documentation supporting the authority of a probation worker, social worker,
juvenile hall staff, etc. should be obtained and placed in the record prior to
providing services pursuant to such an order.

k. Foster Parents
A foster parent's right to consent to treatment for a minor depends upon whether
the minor has been placed with the foster parent by court order, or with the
consent of the minor's legal custodians, or on a temporary basis before a
detention hearing has been held. Written evidence of the foster parent's authority
(e.g., a copy of a court order or the consent of the minor's parent or legal
guardian) should be placed in the minor's medical record before proceeding with
treatment. Finally, the court order must specifically allow the foster parent to
consent to medical treatment. A placement order alone is insufficient.

I.  Documentation When Treating Dependents and Wards of the Court
In situations where someone other than the parent or guardian is providing
consent, (unless it is an emergency) care must be taken to establish a non-
parent's legal authority to consent to care before treatment begins. Often this
requires identification of the child's status as well as the ability or inclination of
the natural parents to provide consent. A copy of the Court Order delegating this
authority (to a Foster Care, for example) should be placed in the client's medical
record before care is provided. If a ward or dependent qualifies for "sensitive
services minor consent," and could therefore legally provide his/her own consent
to the treatment, the provider should not seek authorization from the court
appointed legal guardian or from the parent. The ward or dependent enjoys the
same consent privileges and confidentiality as a minor in the care and custody of
the parent.

m. Court Authorization to Consent
In rare situations a court may summarily grant consent to medical treatment upon
verified application of a minor aged 16 or older who resides in California if
consent for medical care would ordinarily be required of the parent or guardian,
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but the minor has no parent or guardian available to give the consent. (If the
minor is suspected of being a runaway, Child Protective Services should be
notified.) For example, if a non-emancipated, non-self-sufficient 16 year old in a
non-emergency situation would clearly benefit from antipsychotic medications,
but the parent or guardian was out of the state and had not delegated authority to
any other adult, the provider might choose to get such an order rather than delay
the medical treatment while a surrogate decision maker could be found. A copy
of the court order should be obtained and placed in the patient's medical chart
before treatment is provided pursuant to the order.

n. Financial Liability: Dependents and Wards of the Court
Services for minors who are dependents or wards of the Court, or who are
referred through the Foster Care Mental Health Program, will generally be paid
through full-scope Medi-Cal or through the parent’s insurance. If needed,
supplemental coverage is also available through a special DHS fund for this
purpose.

3. Minors Treated as "Adults"

a. Emancipated and Self-Sufficient Minors' Right to Consent
Certain minors are considered to be "adults" under the law for purposes of
medical consent. They can consent to both "sensitive services" and to non-
sensitive services. They still have to have mental capacity to consent, but they do
not suffer automatic legal incapacity due to their young age. These minors are
clearly defined under the law and include "emancipated minors" and "self-
sufficient minors."

b. Definition of Emancipated Minor
Emancipated minors include 1) minors 14 and older who have been emancipated
by court order, 2) minors who are serving in the active US military forces, and 3)
minors who are married or who have been married (parenthood by itself does not
emancipate a minor).

c. Definition of Self-Sufficient Minor
Self-sufficient minors are defined by law as minors aged 15 and older who are
living separate and apart from their parents and who are also managing their own
financial affairs regardless of their source of income. The law permits
"notification" of the parent or guardian of the care (as opposed to "consent") if the

10
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minor has told the provider where the parent is located, however such
disclosures are discretionary, not mandatory. It is recommended that the self-
sufficient minor be consulted regarding parental notification and that in general,
such notification be in accordance with the wishes of the minor.

d. Use of the Checklist for Minor Consent and Minor Consent Forms

When minors seek medical services pursuant to their status as "adults" they may
also independently qualify for minor consent for "sensitive services." For
example, they may be receiving "sensitive services" such as outpatient mental
health care that is described by Family Code section 6924(b) or outpatient
substance abuse services described in Family Code section 6929, and they may
be consenting to their own antipsychotic medications pursuant to their status as
an emancipated minor. All relevant boxes on the Checklist for Minor Consent
should be checked.

The minor may then sign the "Consent of Minor" form (MH 521E) and services
may be provided directly to the minor. The minor's medical care is confidential,
and information about the care should not be divulged to parents/guardians
without the minor's specific authorization except in rare instances when required
or permitted by law. In the case of self-sufficient minors receiving non-sensitive
services (e.g. antipsychotic medications), a parent or guardian may be contacted
regarding the care if the minor has provided information about the
parent/guardian's whereabouts; however, prudent providers would not make
such a disclosure without first notifying the minor and getting the minor's consent
to make such a disclosure.

e. Financial Responsibility - Emancipated and Self-sufficient Minors

Generally, a minor seeking services as an "adult" (emancipated or self-sufficient
minor) will be financially responsible for his/her own care. When the minor is still
"covered" by the parent's insurance plan, the issue of whether insurance will be
billed or not must be discussed with the minor, and specific permission to bill
insurance should be obtained. Failure to obtain permission, or billing without the
minor's knowledge and consent, could result in a breach of confidentiality.
Note: If the emancipated or self-sufficient minor receives services that also
qualify under "sensitive services minor consent" it is important not to bill the
parents directly or indirectly (through their insurance plan). Other sources are
often available to pay for the care.

4. Minors Seeking "Sensitive Services"

11
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a. Minor's Right to Consent to Treatment for "Sensitive Services"

Minors seeking certain sensitive services may be legally authorized to provide
their own consent to those services. The minor also controls whether or not the
parent will have access to records generated as a result of receiving those
services. When minor consent applies, sensitive services should never be
provided over the minor's objection; in other words, even if the parent provides
consent, non-consent by the qualified minor bars treatment.

Overview of Sensitive Services

"Sensitive services" that may be provided to minors aged 12 and older without
parental consent (or knowledge) include rape care and treatment (see discussion
of additional, separate provision of law below), treatment of infectious reportable
conditions (including HIV testing), outpatient mental health and residential care
treatment (not ECT or psychotropic medications) if certain conditions are met
(see discussion below), and outpatient substance abuse treatment (not
methadone). Minors of any age may consent to their own care and treatment for
sexual assault and rape under a separate provision of the law; however, if the
minor is under the age of 12, or 12 and older seeking sexual assault care as
opposed to rape care and treatment, the provider must attempt to notify the
parent or guardian of the care and treatment unless the provider believes that the
parent or guardian committed the rape or assault.

Outpatient Mental Health Care and Minor Consent

The law states that minors 12 and older may consent to mental health treatment
or counseling on an outpatient basis if both of the following requirements are
satisfied: 1) the minor, in the opinion of the attending professional person, is
mature enough to participate intelligently in the outpatient services, and 2) the
minor would either present a danger of serious physical or mental harm to self or
to others without the mental health treatment or counseling, or is the alleged
victim of incest or child abuse.

The attending professional person should clearly chart that these criteria have
been met if services are provided pursuant to this provision of the law.
Parent/guardian consent is required if psychotropic medications are prescribed or
if inpatient mental health facility services are provided. The law also does not
authorize a minor to consent to convulsive therapy or psychosurgery.

12
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d. Involvement/Notification of Parent or Guardian in Outpatient Behavioral Health
Services
If outpatient mental health treatment or counseling services are provided
pursuant to "sensitive services minor consent" (Family Code section 6924) the
law states that it shall include the involvement of the minor's parent or guardian
unless, in the opinion of the professional person who is treating or counseling the
minor, the involvement would be inappropriate. The professional person must
state in the record whether and when the person attempted to contact the minor's
parent or guardian, and whether the attempt to contact was successful or
unsuccessful, or the reason why, in the professional person's opinion, it would be
inappropriate to contact the minor's parent or guardian.

e. Substance Abuse Programs and Minor Consent
The law states that minors aged 12 and older may consent to outpatient services
for the treatment of alcohol and drug abuse (Family Code 6929). This does not
include methadone treatment (Noted: if minor is pregnant, methadone treatment
may be provided under Family Code 6925 as part of her reproductive health
care.) See the previous discussion in part 4.d. above, regarding involvement of
the parent or legal guardian, unless the provider deems it inappropriate. The
same rules for involving the parent or legal guardian, and charting the decision to
involve them, or not, apply in the case of substance abuse treatment.

Behavioral health care providers providing services at government funded
substance abuse programs should consult 42 USC section 290dd-2 and 42 CFR
Part 2 sections that address the rights of participants in those programs. It should
be noted that because minors 12 or older may consent to medical care and
counseling related to the diagnosis and treatment of a drug or alcohol related
problem, parents or guardians have no legal authority to demand drug testing of
their minor children who are 12 or older. Furthermore, parents and guardians
should not be advised of their minor child's participation unless written
authorization is received from the minor permitting such a disclosure. California
Family Code section 6929 (g) includes a provision for parental access to the
record which only applies to private programs that receive no federal or state
funding; that subsection should therefore not be followed in the County
programs, as it is in direct conflict with federal statutes.

Minors who are under 12, or who require methadone treatment, require parent or
guardian consent.
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f. Einancial Liability of Minor Seeking "Sensitive Services"
When the minor seeks services under the "sensitive services" minor consent
rules, it is important that the "Payor Financial Information Form" (PFI) be
completed as described in the procedures. If the minor is "covered" by the
parent's insurance plan, the issue of whether insurance will be billed or not must
be discussed with the minor, and specific permission to bill insurance should be
obtained. Failure to obtain permission, or billing without the minor's knowledge
and consent, could result in a breach of confidentiality.

Il. Procedures

1. Parent/Guardian Consent (See Below for Procedures for "Minor Consent")

a. Consent will be obtained from the parent or guardian prior to treatment, unless
an emergency exists. If a procedure is complex, or where there are risks that
may not be commonly understood, informed consent will also be obtained (see
related policy on "Informed Consent"). At intake, the parent or guardian will be
provided with Consent Form CYF MRD 80 - Parent/Legal Guardian Consent - to
review. The name of the provider, agency, or clinic will be filled in by staff where
indicated on the form prior to handing the form to the parent or guardian.

b. Inthe case of an emergency situation, consent may be implied and the treatment
may proceed without consent so long as there is no evidence to indicate that the
parent or guardian would refuse the treatment. An emergency will be deemed to
exist if immediate services are required to alleviate severe pain, or immediate
treatment or diagnosis of a medical condition is required because the condition
could lead to serious disability or death if not immediately diagnosed and treated.
If treatment is provided without consent pursuant to the emergency "exception”
the provider should document his/her belief that an emergency situation exists
and describe in the chart the specific details pertaining to the emergency
situation as well as all attempts to contact the parent or guardian.

c. The provider will ask if the parent/guardian has any questions about the form,
and will then discuss general privacy practices and confidentiality concerns,
review the conditions of treatment, including risks, benefits and alternatives
(including doing nothing), and will then ask the parent/guardian to sign the form.
Generally, it is presumed that people are being truthful in filling out the form and
it is not necessary to ask to see picture ID or a birth certificate to verify the

14




TESSIE CLEVELAND COMMUNITY SERVICE CORPORATION
POLICY AND PROCEDURE

DIVISION: CLINICAL NUMBER: 10.11

SUBJECT: CONSENT TO SERVICE MINORS WITHOUT CONSENT FROM A PARENT OR LEGAL
GUARDIAN.

APPROVED BY: M s408 Q[\uﬁu}«uﬁc EFFECTIVE DATE: April 15, 2009
TO BE PERFORMED BY: ALL STAFF REVISION DATE:
Electronic File Location: Page 15 of 20

information on the form. (Note: typically a photocopy of the insurance card is
obtained by clerical staff at the initial visit.) However, if there is reason to doubt
the information on the consent form (for example, if the provider does not believe
that this adult is really the child's parent) then further inquiry is justified and
appropriate. It is also presumed that the person consenting to the care for the
minor is not doing it over the objections of the other parent, or in the case of
divorced parents, over the objection of the other parent who may have legal
custody as well. If there is evidence that a conflict does exist, the matter should
be immediately referred to a supervisor and services should not be provided until
the matter has been resolved.

d. If the adult (age 18 or older) presenting with the minor child has documentation
that the parent/guardian has delegated authority to consent to this other adult,
the provider may use his/her discretion to provide services. In some cases, it
would be prudent to wait until the parent/guardian can accompany the child for
services, while in other cases, telephone consultation with the parent to confirm
the services provided and to obtain oral informed consent until such time that a
written form can be signed will be appropriate.

e. If the adult (age 18 or older) presenting with the minor child claims to be a
qualified relative who is raising the child in the parent's absence, the Caregiver's
Affidavit form should be filled out. Proof of identity should be obtained and copied
in this case, and the form and proof of identity should be placed in the chart. The
Caregiver may then proceed with the above steps in providing consent and
informed consent. The Caregiver's Affidavit form should be renewed annually.

f.  If the adult (age 18 or older) presenting with the minor child is a foster parent,
probation officer, law enforcement officer, social services worker or any other
person working within his/her official capacity as an individual who works with
wards or dependents of the court, and is seeking medical care for the minor
child, documentation verifying that the individual has legal authority to seek such
treatment should be obtained. Typically DHS will forward the 1122 A form to the
provider or to Foster Care Mental Health. Another avenue may be through the
panel attorneys appointed by the court for DHS kids. A court order granting such
authority to the individual would be another example of this type of
documentation. If the child is an “in-home” dependent, the parent or legal
guardian should give consent to mental health services. If there are questions,
the provider should immediately discuss this with a supervisor; if necessary,

15
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contact Tessie Cleveland Community Servicesor Children, Youth and Family
Administration. Note: if the child is a dependent of the Court pursuant to Welfare
and Institutions Code 300 et seq., consent for antipsychotic medications may not
be provided by the parent/guardian unless this authority has been specifically
restored to the parent/guardian by the Court after a hearing on the matter.

g. Iflanguage barriers exist, an interpreter or AT&T translation services should be
contacted. If other communication barriers exists (e.g., hearing disability),
attempts must be made to find a "signer" or other person or means to
communicate with the parent/guardian. Providers need to know that without
communication they do not have consent.

h. If a procedure is complicated, or has risks that might not be commonly
appreciated, more information must be disclosed to the parent/guardian, and an
informed consent form should be signed and placed in the chart. A copy should
be given to the parent/guardian to keep. Any time a new treatment is proposed,
or a new medicine prescribed, informed consent discussions should be
undertaken with the parent/guardian as part of good patient care and ongoing
education.

If an unusual situation presents itself (e.g., where a person presenting
him/herself as the parent does not appear to be the legally authorized
parent/guardian, or where the parent/guardian refuses recommended medical
care) the provider must immediately discuss the situation with a supervisor. In
some cases, legal counsel might need to be contacted (e.g., confusion over the
divorce decree or the court order delegating parental rights to a foster parent).

If the parent or legal guardian is not physically present, but can give verbal
consent by telephone, ask another staff person to “listen in” on the other line
(with permission) while verbal consent is given. Carefully document the verbal
consent and then obtain written consent as soon as practicable. Faxed consent
is also adequate when face-to-face consent is not possible and you have
reasonably determined identity of the parent. Have the parent sign a written
consent at the next appointment or as soon as practicable. Phone and faxed
consent should be used only when the situation justifies this and it would not
make sense to wait for the parent to arrive from work for example.

2. Minor Consent

16
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a. If a minor (under 18) presents for services and qualifies for Minor Consent, the
Checklist for Minor Consent should be filled out (MRD 80 M2). If services will be
provided because the minor is emancipated or self-sufficient, the minor should
complete the form and sign it. A copy of the appropriate documentation
confirming that the minor is emancipated or self-sufficient should be obtained (for
example, the identification card issued by the DMV stating that the minor is
emancipated, or the military ID card). If services are provided pursuant to the
"sensitive services" exception, the Provider should complete and sign the form.

b. The minor may then be provided with the Minor Consent form (MRD 80 M1) to
review. The name of the provider, agency, or clinic will be filled in by staff where
indicated on the form prior to handing the form to the minor.

c. The provider should ask if the minor has any questions about the form, and
should then discuss general privacy practices and confidentiality concerns,
especially as might be related to insurance billing issues. If the minor does not
wish his/her parent/guardian to know he/she is receiving services, care must be
taken that insurance not be billed. A copy of the insurance card should not be
made, and the fact that insurance should not be billed should be clearly noted in
bold letters on the Minor Consent form (e.g., "DO NOT BILL INSURANCE").
Other arrangements for payment may be discussed at this time. In the case of a
minor receiving sensitive services, the PFIl form should be completed (see ltem
10 below). The provider should also review the conditions of treatment, including
risks, benefits and alternatives (including doing nothing), and then ask the minor
to sign the form which is then placed in the chart. A copy is given to the minor
patient.

d. If minor consent is justified pursuant to the outpatient mental health "sensitive
services" exception, the provider will specifically state in the medical record
progress notes that both of the legal requirements for minor consent are
satisfied: 1) that the minor, in the opinion of the attending professional person, is
mature enough to participate intelligently in the outpatient services (including the
basis for that opinion), and 2) that the minor would either present a danger of
serious physical or mental harm to self or to others without the mental health
treatment or counseling (describing the harm that would occur), or is the alleged
victim of incest or child abuse (describing the allegations). Note: if there are
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allegations of incest or child abuse that would trigger a reasonable suspicion of
child abuse, a mandated child abuse report must also be filed.

e. If outpatient mental health treatment or counseling services or outpatient
substance abuse services are provided, the law states that the treatment shall
include the involvement of the minor's parent or guardian unless, in the opinion of
the professional person who is treating or counseling the minor, the involvement
would be inappropriate. The professional person must therefore state in the
record whether and when the person attempted to contact the minor's parent or
guardian, and whether the attempt to contact was successful or unsuccessful, or
the reason why, in the professional person's opinion, it would be inappropriate to
contact the minor's parent or guardian. Specific details must be included in the
charting to support the opinion.

f.  If minor consent appears justified pursuant to the "sensitive services" exception
for outpatient behavioral health services, but the professional person is uncertain
whether the criteria actually exist, charting should reflect this concern beginning
with the initial interview. Under most circumstances, the issue should be resolved
within the first several visits. Each visit should be supported with charting that
explores the issue and discusses why it appears to the provider that the criteria

apply.

g. Sometimes a minor who initially meets criteria for "sensitive services" minor
consent for outpatient behavioral health services no longer meets those criteria
after a period of treatment or counseling. If and when that point is reached, the
professional person offering the services must inform the minor patient that
further therapy or counseling will require parent/guardian consent, and
appropriate steps should then be taken to either obtain that consent with the
minor patient's permission, or to discontinue services.

h. The Payor Financial Information Form (PFI) is required for each client who is
receiving services pursuant to the minor consent for "sensitive services." Minors
receiving sensitive services should not be enrolled in sensitive Medi-Cal; that
program has been discontinued as of July 1, 1998. Part | of the PFl, fields 1-20
only, should be completed. Part Il fields 5 (clinician's signature) and 6 (comments
- indicate that client is "minor consent") should also be completed. This is the
documentation that the billing office will need in order to demonstrate that no
billing to third party payers was submitted and no UMDAP liability was charged to
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the Responsible Parties. A PFIl submitted without the clinicians' signature or
without a note that the client is "minor consent" will not be accepted by the billing
office. Billing staff must return incomplete PFI forms to the clinic for completion
and resubmission.

If an unusual situation presents itself, for example, where the minor is referred for
5150 assessment, or is emancipated but does not appear to have the mental
capacity required to thoughtfully weigh the risks and benefits of the proposed
treatment, the supervisor should be immediately advised and appropriate steps
taken to resolve the matter.

IV. Special Instructions

1
2.
3

10.

. A consent form is necessary for each new episode at each program provider.

The client may withdraw consent at any time.

If the minor is under LPS Conservatorship, the conservator should be contacted
to arrange for consent to services.

Consent forms should be witnessed by someone other than the minor's provider.
Another member of the staff may act as witness. All witnesses should be 18
years of age or older.

Note that the clinician and the agency run the risk of liability when treatment is
initiated without documented consent.

The Minor Consent Form (MRD 80 M1) or Parent/Legal Guardian Consent Form
(CYF MRD 80) should be used by staff of Community Behavioral Health
Services. A private practitioner network (PPN) provider is NOT required to use
these forms if the PPN provider prefers to use his/her own form which addresses
the necessary consent elements.

The consent form includes a statement that pertains to the completion of
assessment forms and other inter-agency outcomes measures.

If the minor or parent/legal guardian is willing to provide consent, but does not
wish to (or is unable to) sign the form, it should be so noted on the form and in
the progress notes of the minor's record.

The consent form must be permanently filed in the minor's record according to
Tessie Cleveland Community Services chart order policy.

A copy of the Consent Form should be given to the minor or parent/legal

guardian who signs it.
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11. Note that the Consent Forms refer to the Notice of Privacy of Practices which will
be required under HIPAA privacy regulations beginning April 14, 2003. Until the
Notice of Privacy Practices becomes available for distribution to our clients,
simply check the box indicating that the client did not receive the Notice of
Privacy Practices and write in "n/a" (not applicable) as the "explanation."

12. Note that there may be situations where an "Educational Surrogate" has authority
pursuant to his/her role in assisting a student obtain educational services as part
of the IEP process to consent to a mental health assessment or any behavioral
health service that is considered part of IEP services available to the student.

13. In the case of dependents of the court, the Foster Care Mental Health Unit can
sign the consent form for the minor once they have Form 1122-A. DHS either
sends Form 1122-A to Foster Care Mental Health Unit along with the screening
packet, or alternatively, the foster parent or DHS gets the form and forwards it to
Foster Care Mental Health. For questions about Form 1122-A or the authority of
Foster Care Mental Health Unit to authorize behavioral health care for a minor,
call 970-3875. The fax is 970-3813.
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Purpose:

To safeguard the client and agency by ensuring individuals and/or legally responsible
representative fully understand services and the risks and benefits of treatment.

Policy:

All persons obtaining mental health treatment from TCCSC will have a duly executed
informed consent on file and will be fully informed of the rights and responsibilities
therein.

Procedure:

1.

Informed consent to treat is obtained during the first face-to-face appointment
with a client and/or their legal representative.
a. Clientis informed of:
i. proposed care, treatment and services for the individual served.
ii. reasonable alternatives
iii.  pros and cons of the proposed and alternative care, treatment, and
services
b. Client’s rights to refuse or withdraw consent at any time are explained
and financial obligations for services.

Treatment services are explained in a clear and understandable language to a
client and/or their legal representative possessing adequate mental capacity.
a. Using words at the level of comprehension of client and/or their legal
representative.
b. In alanguage understandable to the client and/or their legal
representative, preferably in their primary language.
c. When client and/or their legal representative is oriented to time, place,
person and situation.

Legal mandates to report are disclosed including:
a. Child abuse
b. Elder abuse
c. credible threats to harm self or others

At the time informed consent is explained, the client and/or legal representative is

also presented with the Client Right's and Grievance’s brochures.

Page 1 of 2
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5. The Consent form is signed by the client and/or legal representative and
becomes a part of the official medical record and treatment can commence.

6. If client and/or legal representative refuses to sign the consent form and agrees
to services, a witness signs the form attesting to client’s verbal consent.
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Purpose:

To establish agency-wide practices for the safe and appropriate use of
behavioral techniques to ensure safety of the staff, client and family in cases of
crisis which may cause potential injury and/or threaten safety of self and others.
The agency’s philosophy for Behavioral Support Management (BSM) policies
and practices promote positive behavior and protect the safety of clients and staff
and that use of restraint is reserved for those occasions when unanticipated,
severely aggressive or destructive behavior places the client or others in
imminent danger.

Definitions:

Crisis Prevention Institute® Non-Violent Physical Crisis Intervention - program
developed by the Crisis Prevention Institute® is a training program that is a
holistic behavior management system based on the philosophy of providing the
best Care, Welfare, Safety, and Securitys™ for staff and those in their care, even
during the most violent moments. The program focuses on preventing disruptive
behavior by communicating with individuals respectfully and with concern for
their well-being. The program teaches physical interventions only as a last
resort—when an individual presents an imminent danger to self or others—and
all physical interventions taught are designed to be non-harmful, noninvasive,
and to maintain the individual’s dignity. Follow-up debriefing strategies are also
key components of the training program.

Policy:

Physical restraint shall be used with extreme caution, in emergency situations
only, in accordance with all legal and regulatory requirements, and only after
other less intrusive alternatives have failed or been deemed inappropriate. All
TCCSC employees are limited to the use Nonviolent Physical Crisis Intervention
techniques when dealing with an individual whose behaviors poses a threat of
imminent, serious, physical harm to self and/or others.
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Procedures:
Guidelines and Practice of Behavioral Support Management
l. Introduction

When dealing with at-risk, troubled, oppositional, acting out, maladaptive and/or
defiant youth, program staff might be required to employ behavior support
management techniques to foster adaptive, appropriate and pro-social behavior
and assure the safety of the individual youth, other clients and/or the staff. Such
techniques start with the establishment of written guidelines, rules and
expectations of appropriate and pro-social behavior. When a client’s behavior is
in opposition to the written rules and guidelines and places him/herself and/or
others in harm’s way, additional behavior management techniques may be
utilized. Those behavior support management techniques range from verbal
persuasion to the agency’s standard use of the Crisis Prevention Institute’s Non-
Violent Physical Crisis Intervention physical interventions and in compliance with
all legal requirements.

TCCSC'’s concern with the safety of its clients advocates a practice of behavioral
support management that includes utilizing:

1. Information from the client’'s assessment and care plan (behavior support
and management plan) which includes:
a. a screening of the potential risk of harm to self or others to
determine the need of BSM interventions
b. Strategies to help client de-escalate their behavior and prevent
harassing, violent, or out-of-control behavior
c. Effectiveness of previous uses of behavioral interventions and what
interventions should or should be used
d. Medical conditions or other factors that could put the client at risk of
injury
e. Signature of client and/or caregiver agreeing to the plan
2. The Crisis Prevention Institute, Inc.’s (CPI) Nonviolent Crisis Intervention
® training program promotes a philosophy of Care, Welfare, Safety, and




TESSIE CLEVELAND COMMUNITY SERVICE CORPORATION
POLICY AND PROCEDURE

DIVISION: CLINICAL NUMBER: 11.01

SUBJECT: BEHAVIOR SUPPORT MANAGEMENT

APPROVED BY: ‘W saxts @ hediv il EFFECTIVE DATE:

W s
TO BE PERFORMED BY: All Staff REVISION DATE:1/12/14
Electronic File Location: Page 30of 11

Security SM for both staff and clients. The focus of the program is on
verbal de-escalation techniques. Restrictive behavior management
interventions such as physical restraint less restrictive interventions have
been tried and failed. Which teaches the following to keep staff, clients
and caregivers safe and minimizes the use of restrictive behavior
management interventions:

a. Behavior support management techniques designed to foster
pro-social behavior. Such techniques are utilized not exclusively
for the purpose of behavioral control. Behavioral support
techniques include respondent and operant conditioning,
shaping, extinction, redirection and social modeling with both
primary and secondary reinforcement integrated within the
programming. Such techniques can be used appropriately to
reduce excessive negative behavior and promote pro-social
behavior and development;

b. Employ the least intrusive method possible to assure the safety
of all parties concerned (i.e. the individual child, other clients
and staff)

c. When possible, assure that less intrusive interventions have
been offered to the child before more restrictive methods are
applied;

d. When faced with the necessity of applying such interventions,
protect as much as possible, the dignity and privacy of the
client.

II. The Continuum of Behavior Management Techniques

Fundamentally, the continuum of behavioral support management techniques
and interventions can be divided into three general categories:

1. Behavioral management interventions that foster adaptive and pro-social
behavior;
2. De-escalation procedures when the child becomes agitated
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3. Special treatment procedures when the client’s intensity and duration is
such that de-escalation techniques, including brief physical holdings, are
no longer effective to bring the behavior under control.

[ll. Behavior Support Management Techniques Designed to Foster Pro-

Social Behavior

Behavior support management techniques are therapeutic interventions utilized
to foster pro-social behavior and discourage maladaptive behavior within the

clients.

TCCSC employs behavior support management techniques that include:

1. Practices to maintain a safe environment and prevent the need for
restrictive behavior management interventions.
2. Fully informed clients and families regarding the behavior support system
at the time of admission. (i.e. level system, pre-determined consequences
for certain adaptive and maladaptive behaviors)
3. Group consequences that are approached with great care and effort not to

infringe on individual's appropriate care.

4. Specific procedures and interventions that are prohibited. At a minimum,

the following are prohibited:

a. Procedures that deny a nutritionally adequate diet

b. Physically abusive punishment.

c. Any behavior support intervention that is implemented by another
client without the expressed consent of a staff member
d. Any behavior support management intervention that is contrary to
local, state and/or national licensing or accrediting bodies, should
school or program be so licensed and/or accredited.
e. Application of consequences that are not in accordance with the

client’s rights.

5. Regular reviews of how TCCSC practices compare with current

information and research on effective practice.
a. As members of the Crisis Prevention Institute® our certified
instructors receive continuous updates on current information and
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best practices in the field of crisis prevention and behavior
management through the Instructor Forum, CPI’s quarterly
newsletter, and through the Journal of Safe Management of
Disruptive and Assaultive Behavior, a professional journal
published by CPI. CPI offers a variety of additional resources to
Certified Instructors, including advanced training courses, on-site
consultations, free access to CPI’s Professional Staff Instructors
through a toll-free line, and various print materials.
6. Regular reviews of policies, procedures and incident reports to determine
whether:
a. Additional resources are necessary
b. Changes on current practice are needed

VI. De-Escalation Interventions

De-escalation techniques are specifically delineated as those interventions that
are designed to de-escalate agitated behavior that, if unchecked by the staff
and/or the client, may rise to the level of being a danger to self, others,
destruction of property or serious disruption of the therapeutic environment. The
purpose of de-escalation interventions is to reduce maladaptive and agitated
behavior and replace it with pro-social behavior. The skilled practice and
application of de-escalation techniques are the most effective way to prevent the
use of special treatment procedure.

1. De-escalation Technique include Verbal Interventions (Extensive training
on the following topics are in place):

a. Staff members need to mentally prepare. Remain calm, become
aware of what the person is saying and doing, feel respect for
person not the behavior.

b. Share your observations and listen to what is being processed.

c. lIdentify what is causing the issue and/or feeling.

d. Assist the person with developing more productive avenues to
express feeling.

2. TCCSC, employs the following de-escalation interventions and elements
into their behavioral support plan:
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a. When appropriate, the least restrictive behavioral de-escalation
interventions are used and the following protocols are delineated:
i. Type of behavior interventions utilized,
ii. What contextual circumstances call for what type of
behavioral interventions and
iii. The duration and methods employed in the de-escalation
process.

2. Physical Holds

a. Brief physical holds may only be utilized under the following
conditions:

I.  Danger to self (i.e. attempting to or in the process of
head banging, punching the wall, attempting to swallow a
“sharp,” scratching or carving in an attempt to cause
damage, etc.).

ii.  Danger to others (i.e. attempting to or endangering
others by slapping, kicking, biting, etc.).

iii.  Substantial destruction of facility/staff/others property (i.e.
damaging furniture, computer equipment, etc.).

Iv.  As last possible resort

. Physical holds are never used as punishment and should not exceed:
a. 10 minutes
a. Prolonged physical restraint increases the risk of restraint-
related death. Whenever possible, all reasonable and
alternative non- restrictive interventions should be used if the
duration of a physical restraint exceeds 10 minutes.

. . Staffing

a. Individual hold- one staffing

b. Team hold- minimum of three staff

. Clients who require a physical hold are monitored continuously, face-to-
face and are assessed throughout the duration of the hold by staff for any
harmful or psychological reactions.




TESSIE CLEVELAND COMMUNITY SERVICE CORPORATION
POLICY AND PROCEDURE

DIVISION: CLINICAL NUMBER: 11.01

SUBJECT: BEHAVIOR SUPPORT MANAGEMENT

APPROVED BY: ‘W saxts @ hediv il EFFECTIVE DATE:

W s
TO BE PERFORMED BY: All Staff REVISION DATE:1/12/14
Electronic File Location: Page 7 of 11

VI. Risk Management and Performance Improvement (documentation)

1. All staff are trained on Non-Violent Physical Crisis Intervention and receive
a detailed model of procedures to utilize following an incident that requires
the use of a physical hold.

a. All employees involved will complete a TCCSC critical incident
report immediately following the event. Incident reports are filled out
immediately following the de-escalation of the event. (TCCSC
CRITICAL INCIDENT REPORT)

b. Staff will report incident to program coordinator and complete the
incident report form.

I Coordinator will report and forward incident report to
the Risk Manager.

ii. A copy of the incident report is provided to the
caregiver and the original is placed in the client’s file.
a. Incident reports include the following

documentation:
1. Clinical justification for use of physical
hold

Name of client

Staff involved

Reasons for intervention

Length of application and intervention

Verification of continuous visual

observation of client during hold

7. Verification of de-briefing and de-
escalation procedures used

Iii. All critical incident reports will be reviewed by Clinical

Director and program coordinator to discuss

S

a. Precipitated behavior of restraint

b. Discussion of whether proper restraint
procedures were followed

C. Consideration of whether any follow-up

Is appropriate for individuals involved.
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c. Program Coordinator will notify caregiver when CPI was
administered.

I PC will contact caregiver immediately if it is
determined that contact will aid in reducing adherent
behavior.

ii. In all cases, caregiver will be notified of use of CPI
prior to close of business day.

d. Staff documents the use of Non-violent Crisis Intervention in the
client’s chart, including:

1. Clinical justification for use of physical hold

2. Name of client

3. Staff involved

4. Reasons for intervention

5. Length of application and intervention

6. Verification of continuous visual observation of client
during hold

7. Verification of de-briefing and de-escalation procedures
used

VII. Informed Consent

1. Parents/guardians and clients are informed, at the time of admission
regarding behavior management interventions including physical holding
and special treatment procedures. (TCCSC’S BSM PAMPHLET)

a. Upon admission, the family and client are informed about the
general conditions under which behavior management
techniques are utilized, including physical holdings, seclusion
and/or restraint. A written consent is obtained for the
parent/guardian, and if applicable, by the client for the use of
these interventions.

b. As part of the admission process, the staff presents the
parent/guardian with a written, general explanation of behavior
management policies and procedures, including the use of
physical holdings, seclusion and/or restraint.
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c. Parent/Guardian signature(s) are obtained for the use of those
interventions. Clients are equally informed about these
interventions and are encouraged to sign the consent form.
They may refuse to sign the form but parental/guardian written
consent will permit the application of those interventions.

VIII. Staff Training and Competence

1. All staff are trained and competent in the use of Non-violent physical crisis
intervention.

a. All staff must go through the 8 hour initial competency based
training course and receive a 3 hour refresher course every 2 years
and/or as needed. Both include pre/post test observed in practice to
ensure competency. Training covers all permitted interventions,
including:

i. When it is appropriate to use restrictive intervention

ii. Proper and safe use of interventions, including time limits

iii. Understanding the experience of being placed in a physical
hold

iv. Signs of distress

v. Response techniques to prevent and reduce injury

vi. Negative effects that can results from misuse of physical
holds

b. All clinical staff receive training on recognizing and assessing

i. Physical and mental status of clients, includes signs of
distress
ii. Nutritional and hydration needs
iii. Readiness to discontinue use of intervention
iv. When medical or emergency personnel are needed

2. All staff are given copies of the Behavior Support Management policy.

3. TCCSC educates, assesses and documents the competence of staff in
minimizing the appropriate use of physical holdings and/or restraint and,
before they participate in any use of said interventions, are also educated
and trained in their safe use.
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a. In order to minimize the use of these procedures, all direct care
staff as well as any other staff involved in the use of said
interventions receive ongoing training in and demonstrate an
understanding of the:

IX. DEBRIEFING

Underlying causes of threatening behaviors exhibited by
the client;

Possibility that a client may exhibit an aggressive
behavior that is related to a medical condition and not
related to his or her emotional condition, for example,
threatening behavior that may result from delirium in
fever and hypoglycemia;

Behaviors that can affect the client’s behavior — including
staff's own behaviors.

Use of de-escalation, mediation, self-protection and other
techniques, such as time-out,

Signs of physical distress in individuals who are being
held, restrained, or secluded.

1. The CPI COPING Model of the Nonviolent Crisis Intervention training
program incorporates the following factors into the debriefing process:
a. Evaluation of client’s physical and emotional well-being
b. ldentification for the needs of counseling or other services related
to the incident
c. ldentification of antecedent behaviors and modification of care plan
if necessary
d. Facilitation of the client back into routine activities

2. The CPI COPING Model has two different formats, one for staff debriefing
and one for re-establishing Therapeutic Rapport with a client after he/she

has acted out.

a. Debriefing occurs with the client immediately following the incident
and includes personnel involved and the program coordinator.

10

Page 10 of 11
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b. Debriefing with caregiver occurs when clients are transported home
after the program or activity and includes the client and staff person
involved in incident. Staff discuss the client’s current physical and
emotional status; the precipitating events that led to the use of a
physical hold; and how the incidents was managed and any
necessary changes that need to occur to mitigate future incidents

11
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PURPOSE:

To ensure referrals are disposition timely and assigned or referred to staff with
appropriate competencies to provide required services.

POLICY:
TCCSC shall accept for care, treatment or services only those individuals whose service
needs it can meet. Referrals are assigned based on acuity and availability of staff.

DEFINITION:
TCCSC Client — Individuals 0-21 who meet program specific requirements as indicated
in the procedure section.

PROCEDURE:

1. Complete the Riverside University Health Services Behavioral Health Provider
Request Referral Form
a. Ifaclientis in need of immediate intervention for safety reasons, the client will be
assigned or referred for appropriate services.
b. When an American Indian client is identified, therapist coordinates services with local
tribal council to ensure cultural mores and legal requirements are met.

2. The referral is forwarded to the appropriate Program Coordinator who will send to
Riverside County for authorization.

3. Program Coordinators determines which staff will most appropriately meet the
client’s needs, such as Cultural and linguistic, Age, Diagnosis, and Gender

4. The referral is given to the appropriate staff. Eligibility criteria for each is as follows:
a. Outpatient Mental Health Services
i. Medical Necessity - For a service to be considered medically necessary and
reasonable it must meet the following criteria:
i. Client must have a DSM V diagnosis;

ii. Must have an impairment or impairments that result from a mental
disorder or disorders;

iii. Must receive interventions designed to address the condition and
significantly diminish the impairment or prevent significant
deterioration in an important area of life functioning; and

iv. The condition would not be responsive to physical health care based
treatment.
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ii. In addition to the criteria listed above, persons under 21 years of age must
also meet the following:
i. Have a condition unresponsive to physical care based treatment;
and,
ii. Meet requirements of Title 22, Section 51340(e)(3)
iii. In the case of targeted case management, in addition to the above, medical
necessity is met under Section 1830.205 and Section 51340(f).

Program Coordinator maintains a referral tracking log.
a. Program Coordinator ensures notice is sent to clients who cannot be served or
cannot be assigned within 45 days to determine continued need for services
b. If client responds and services are still needed, client is moved to Level 1 acuity.
c. If services are no longer desired, referral will be cancelled.

Program Coordinator notifies referral source and/or client when requested services
are not provided by TCCSC and makes referral to appropriate provider.

Clients referred for Outpatient services are assigned in the following priority order:

a. Discharged from hospital within 72 hours

b. Imminent danger to self or others

c. Psychotic

d. Department of Child Protective Services clients
e. All others

Therapist receives referral
a. Confirms Medi-Cal eligibility with TCCSC’s IS department
b. Determines if an open episode and Single Fixed Point of Responsibility exist.

i. If client has an open episode with another agency therapist contacts agency
to determine if client is actively receiving services and/or coordinates
transition of services.

ii. If the IS identifies an existing SFPR, therapists completes transfer of
coordinator form.

Therapist attempts initial contact
a. First contact attempt to be within 48 hours of assignment of case
b. Second attempt to be within no more than one week of assignment.
c. If therapist is unsuccessful after two attempts, a third attempt must be made which
can be either face-to-face or a written notice.
d. If two intake appointments are missed by the client, the referral is returned to the
Program Coordinator as No Outcome.
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e. If client is non-responsive to all attempts after 30 days therapist returns referral to
Program Coordinator
i. Program Coordinator or designee sends intake follow-up letter to last known
address notifying client that referral is closed and instructions if services are
still needed.

10. Assigned therapist contacts client/caregiver to:

Explain services, locations and hours of operation

Inquire if client is receiving mental health services elsewhere and what type.
Intended treatment plans with current agency.

Explore financial arrangements.

Determine linkage needs including services not provided by TCCSC
Address Advances Directives and documents outcome.

Schedule intake appointment.

@~ ooo0oTw

11. Therapist opens an episode and enters diagnosis in Clinitrak within 24 hours of first
face-to-face intake appointment.

12. The therapist completes intake documentation in accordance with policy.
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PURPOSE:

Provide a formal process for beneficiaries to request a change in program of service or

rendering staff.

POLICY:

TCCSC recognizes that beneficiaries have the right to request change in program of
service and/or practitioner to achieve maximum benefit from mental health services.

Every effort shall be made to accommodate such requests.

DEFINITION:

1. Provider - Person or entity who is licensed, certified, or otherwise recognized or
authorized under state law governing the healing arts to provide specialty mental

health services and who meets the standards for participation in the Medi-Cal

program.

2. Program of Service - A specific location and/or provider.

3. Practitioner - Staff who provides services to beneficiaries (i.e. psychiatrist,

psychologist, nurse, psychiatric social worker, case manager, therapist, etc.).

4. Voluntary Change of Provider:

a. Only changes of program of service and/or practitioner, resulting from beneficiary
requests constitute voluntary changes of provider.

b. The following occurrences do not constitute a voluntary change of provider:
a. A beneficiary changes program of service due to staff turnover, staff
reorganization, or termination of a provider contract;

b. A beneficiary moves to a different geographic area within the County and,
therefore, changes program of service and practitioner;

c. A beneficiary changes program of service from a child to an adult

provider; and

d. A beneficiary is discharged from the system.
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PROCEDURE:

1. Beneficiaries may request a program of service and/or practitioner change by
completing and submitting the Request for Change of Provider form.

2. Request for Change of Provider forms are available upon request at program of
service locations.

3. Beneficiaries may request assistance with completing the Request for Change
of Provider form from any mental health staff.

4. Completed Request for Change of Provider forms shall be submitted to staff.

5. Clinic staff shall submit the Request for Change of Provider forms upon receipt
to Program Director.

6. Program Director shall attempt to accommodate all beneficiary requests to
change program of service and/or practitioner.

a. The beneficiary is under no obligation to provide any reasons for his/her
request to change program of service location or practitioner. However, in
order to improve the quality of programs and understand the nature of the
request, program managers shall attempt to obtain information regarding
the request from the beneficiary. The program of service may be able to
clarify a misunderstanding or resolve a concern at a level that is
satisfactory to the beneficiary. The beneficiary may, at this time or any
other, rescind the request.

b. Frequent or repeated requests or an insufficient number of practitioners
are examples of reasons why program managers may not be able to
accommodate a beneficiary with a change of provider. Program Director
shall document the reasons.

7. Within 10 working days of receiving a Request for Change of Provider form,
Program Director shall attempt to verbally notify the beneficiary of the outcome,
followed by the appropriate written confirmation.

a. The appropriate written confirmation of notification shall be maintained in
a separate administrative file and retained for 10 years.

b. If the beneficiary is not satisfied with the outcome of the request, he/she
may pursue the RUHBS beneficiary problem resolution process and file a
grievance.
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8. All submitted Request for Change of Provider forms shall be collected by the
Program Director at the end of each workday and maintained in a separate
administrative file.

9. Request for Change of Provider forms shall be retained by the Program Director
for 10 years.




TESSIE CLEVELAND COMMUNITY SERVICE CORPORATION
POLICY AND PROCEDURE

DIVISION: Clinical NUMBER: 12.03

SUBJECT: Interpreter Services

APPROVED BY: “oese Qlacdisen EFFECTIVE DATE: March 5, 2018
L

TO BE PERFORMED BY: Riverside Clinical Staff REVISION DATE:

Electronic File Location: Page 1 of 2

Purpose: To ensure TCCSC is sensitive to and provides services that meet the cultural
and language needs of our clients and/or caregivers.

Policy: Whenever possible and feasible, clinical staff will be assigned to provide
services that reflect the culture and who speak the primary language of the client and/or
caregiver. When this is not possible, staff will have ready access to interpreter services
and written aids.

Definition:
1. RUHS-BH — Riverside University Health System — Behavioral Health

Procedures:

1. Whenever possible, the need for an interpreter should be determined prior to an
appointment.

a. Assessing how well a person can understand English is the first step in
identifying the need for an interpreter

b. Even when a client appears to have adequate proficiency in English, a
stressful or unfamiliar situation may affect the client’s ability to communicate
effectively.

2. When making an appointment, staff should ask if an interpreter is needed.

a. Engaging an interpreter is recommended if:
i. requested by the client

ii. the client cannot comprehend or respond to basic questions in English

ii. the client is difficult to understand, or can only respond in a limited
way

iv. the client relies on family or friends to communicate

v. the client prefers to speak in his/her own language

vi. the client speaks English as a second language, and is in a stressful,
complex or unfamiliar situation.

3. Staff should determine if there is a TCCSC staff person available qualified to provide
these services.

a. If so, staff will use TCCSC resources to provide interpreter services.

4. If it is determined that interpreter services are needed, and no one is available to
provide those services, staff call RUHS-BH’s free 24 hours a day, 7 days per week
services by calling 800-706-7500.

a. If the client cannot hear or speak well, staff will call 877-735-2929.
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5. Staff will also assess whether clients/caregivers need written information in a
language other than is available with TCCSC.
a. This includes the need for large print, accessible electronic format, and other

formats.
b. If so, staff request such materials by contacting RUHS-BH at 800-706-7500.
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Purpose: To ensure that a Notice of Adverse Benefit Determination (NOABD) is
completed each and every time there is a reduction, change,
termination, or denial of services.

a. Policy: Staff will complete a NOABD whenever there is a reduction,
change, termination or denial of services of a Medi-Cal or Drug Medi-Cal
recipient and The client DOES NOT agree with the termination, denial or
reduction of services client. If the client does not have Medi-Cal or Drug
Medi-Cal, then you DO NOT need to complete an NOABD. If the client
has met their treatment goals and is discontinuing services, no NOABD is
needed.

b. If the client withdraws from services (e.g., does not return to or make
contact with the clinic),

No NOABD is needed if there is no response to a 10-day pending
termination letter.
GENERAL COMMENT — A POLICY DOES NOT HAVE NOTES. THESE
SHOULD BE PART OF THE OUTLINE - LIKE a. b. c., etc.
Definition: The NOABD used to be referred to as a Notice of Action (NOA). It is a Medi-
Cal/Drug Medi-Cal requirement that notifies the beneficiary in writing of Tessie
Cleveland Community Services’ “determination” (of what?) in response to a request
form, or on behalf of, the beneficiary.

Which NOABD forms should be used:
There are 4 different types of NOABDs that may be used:
a) NOABD Denial of Authorization for Requested Services
1. Must be mailed within 2 days of the date of action and is
used when
a. The client is requesting medication but we refer
them to their primary care provider instead.
b. The Client is requesting individual therapy but we
refer them to group therapy instead.

c. Clientis receiving one level of service but is
terminated due to behaviors indicating they are not
benefiting from that level (e.g., client is receiving
services in a residential program but is terminated
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due to repeated violations of the programs polices
and is referred to an Intensive Outpatient
Treatment (I0OT) program).

d. Client is not appropriate for a specific service/level
of care that requires an authorization or referral
from the county to provide services (e.g., Day
Treatment, Residential, TBS)

e. When the ASAM level of care (LOC) indicates a
lower LOC but the client continues to insist they
only want a higher level (e.g. ASAM indicates
outpatient, but client demands residential) *Note: If
the client initially calls requesting a higher level but
after discussion is understanding they don’t meet
criteria for that level of service, no NOABD is
necessary.

f. If referring to IEHP or other Health Plans, see #2
below.

b) NOABD Delivery System
1. Must be mailed within 2 days of the date of action and is used
when:

a. Client does not meet criteria for Specialty Mental
Health Services or Substance Abuse Services through
the contracted agency and is referred to an outside
agency, to IEHP, or a community agency.

c) NOABD Modification of Requested Services
1. Must be mailed within 2 days of the date of action and is

used when:

a. When stepping down to a lower level of care (when
benchmarks have been met) but the client is not in
agreement.

b. When the ASAM LOC indicates a higher level of
care but the service is not available (e,g,. a
residential bed), and a lower level of care is
authorized in the interim.

**Note: Reducing services as part of the continuum of
successful treatment and the client understands/agrees,
no NOABD is necessary.
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d) NOABD Failure to Provide Timely Access to Services
1. Must be mailed within 2 days of the date of action and is

used when:

a. An initial service cannot be provided within 24 hours
(emergent), 48 hours (urgent), 14 days (psychiatric), or
10 days (routine) whether due to no appointment
availability for whatever reason, clinic or program
issues. Do not use if an appointment was offered within
the timeframes but the client declined and requested
an appointment beyond the timelines.

Procedure:
1. The decision for issuing the notice will be made by a licensed/license waivered
staff using criteria identified above for each of the NOABD form.
2. The licensed/licensed waiver staff will complete the NOABD form and distribute
(to whom) according to timeline provide by RUBH.
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For Court Use Only
« SUPERIOR COURT OF CALIFORNIA, COUNTY OF LOS ANGELES »

Psychotropic Medication Authorization Form LOG #

THIS FORM MUST BE FAXED TO THE PROPER LOCATION BELOW TO OBTAIN COURT AUTHORIZATION
PRIOR TO THE ADMINISTRATION OF PSYCHOTROPIC MEDICATION, ABSENT AN EMERGENCY .
DEPENDENCY: Fax(562) 941-7205

DELINQUENCY: Fax:(323) 441-1110 or (323) 441-1120

A. IDENTIFYING INFORMATION Please include this form with discharge packet!
Child’s Name (Last, First, MI) D.O.B. Sex | Ethnicity | Ct. Dept. Court Case No.
Child’s Current Placement Name and Address Phone Plcmt. Contact Person
Fax
Placement O Relative . 01 B.3. Nidorf Juv. Hall [ propation Camp [ state Hospital O county Jail
O Foster Home Facility: [ cCentral Juv. Hall
Type O Group Home O Los Padrinos Juv. Hall [J Dorothy Kirby Center [] Developmental Center [] Other,
] Acute Hospital Name: Phone Hosp. Contact Person
Address:
Fax
CSW/DPO: Name: Region/Office: Phone:
Name of Prescribing Physician (print) License No.

Specialty: []Gen./Family Practice [Pediatrics [JNeuro.[]Child/Adolesc.Psychiatry []Gen.Psych. [] Other:

Address:

Office Phone: Emergency Phone: Fax:

SECTIONS B & C ON PAGES 1 & 2 MUST BE PERSONALLY COMPLETED AND SIGNED BY THE PRESCRIBING PHYSICIAN.

B. CLINICAL INFORMATION
B1. Date child last seen by physician: Who brought child/what is relationship?

B2. Information about child from: (I child-[J caregiver-[1teacher-Cl records-[J other Present illness duration:

B3. Diagnosis: (DSM IV Dx & Codes required)

B4. Current therapeutic services other than medication (specify type, frequency, location):

B5. Last Physical Exam (Minor must have had physical exam during the 12 months prior to starting psychotropic medication and then yearly.)

Date of PE: Location of PE records:
Current Height: Weight: Date Measured:

Significant Medical Problems or Lab Test, BP or Pulse Abnormalities: [ ] No [] Yes
Non-psychotropic prescribed medications taken regularly: ] No [ Yes

}| If Yes, describe below or attach information.

B6. Indicate relevant|aboratory tests performed or ordered. [INo lab work done/ordered
Ocec OJua Oviver Function [l Thyroid Function [IKidney Function [JGlucose [ Lipid Panel [Electrolytes [1EKG
[ Medication Blood Level (specify): Clother:

B7. Current Psychotropic medication request is: ] Continuation of RxOnly  [] Non-emergency ] Emergency

Nature and circumstances of emergency must be specified here to allow for temporary administration pending judicial order:
(Administration of Continued medication or Emergency medication may proceed immediately upon submission of form.)

Psychotropic Medication Authorization Form (PMAF) 10-24-05 Page 1 of 3





Child’s Name (Last, First, MI) LOG #
C. MEDICATIONS (List all psychotropic medications now being taken or to be taken when authorized or being discontinued.)

Mark them ew—ontinued-@iscontinued (with respect to the child not the prescribing physician) (Use additional sheet if needed.)

Indicate if cross titrating medications. If use of a medication is to be short-term (less than 6 months), specify time frame.
C1l. N ADMINISTRATION SCHEDULE
NAME OF MEDICATION(S) or - Indicate Initial and Target Schedules for New Rx MAXIMUM
AND C - Indicate Current Schedule for Continued Rx ToTtAL
TARGET SYMPTOMS FOR EACH orl . Indicate mg/dose and # of doses/day Dose/Day
D - If PRN, specify conditions & parameters of use

Med:
Targets:
Med:
Targets:
Med:
Targets:
Med:
Targets:
Med:
Targets:
Med:
Targets:

C2. Indicate response to ongoing Rx treatment and reasons for any Rx changes (with respect to target symptoms &/or adverse effects):

C3. Prior medications:

C4. (Completion of C4 a. or b. is required.) (Complete C5 and/or C6 if they are applicable.)

a. D Child has been informed of the proposed medication treatment, anticipated benefits and potential adverse effects.
Child is D agreeable to D opposed to the proposed treatment. (Child's own written statement may be attached.)
b. |:| Child has not been informed because the child is too young and/or lacks the capacity to understand the treatment or provide a response.
Cb. |:| Child’s current Foster Parent or Relative Caretaker has been informed of the proposed medication treatment, anticipated benefits and

potential adverse effects.
Foster parent or Relative Caretakeris D agreeable to D opposed to  the proposed treatment (Use additional sheet if needed.)

C6. |:| Child’s Parent or Legal Guardian (circle one) will not or cannot consent to the proposed treatment.

Additional explanation (Use additional sheet if needed.):

I hereby declare that all the foregoing is Prescribing Physician’s Signature Date

true to the best of my knowledge.

Psychotropic Medication Authorization Form (PMAF) 10-24-05 Page 2 of 3





Child’s Name (Last, First, Ml) LOG #

D. NOTICE
Parent/Guardian Notice sent on: Notifying Agency: [ Probation [] DCFS
Date
By:
Print Name Sign
If not sent, reason;
Child’s Attorney Notice sent by Court on:
Date
By:
Print Name Sign

If not sent, reason:

E. JCMHS REVIEW

] This form has been reviewed by staff of Juvenile Court Mental Health Services. This review is intended to give the court
general information regarding the appropriateness of the psychotropic medication treatment for which authorization is
requested given the clinical information indicated on the form (age, diagnosis, symptoms, etc.).

See attached JCMHS review page for further information.

F. COURT ORDER (to be completed by the court)

Court having read and considered the above request:

[ The matter is set for a hearing within five court days on (date): at (time): in department:
The application for authorization to administer psychotropic medication is
a) [ Granted as requested

b) ] Denied (specify reason for denial):

c) [ Granted with the following modifications or conditions (specify):

This order for authorization is effective until terminated or modified by court order or until 180 days from this order, whichever
is earlier. If the prescribing physician named above is no longer treating the child, the authorization may extend to physicians
who subsequently treat the child. Except in an emergency situation, an increase in the dosage beyond the approved maximum
daily dosage or a change in or the addition of other medications requires the treating physician to submit a new application. A
change in the child’s placement does not require a new order for psychotropic medication, and this authorization, if it is still in
effect, must accompany the child if placement is changed.

Notice Requirements
a) L] The notice requirements have been met.

b) [ The notice requirements have NOT been met. Proper notice was not given to:

Date:

Print Name Sign
Judicial Officer of the Juvenile Court

Print | | Save Clear

Psychotropic Medication Authorization Form (PMAF) 10-24-05 Page 3 of 3





		DOB: 

		SEX: 

		ETH: 

		DEPT: 

		CASE#: 

		PLCMT NAME & ADD: 

		PLCMT PH: 

		PLCMT FAX: 

		PLCMT CONTACT: 

		REL: Off

		OTHER FAC: 

		OTH: Off

		CJ: Off

		DC: Off

		STHOSP: Off

		CAMP: Off

		DKC: Off

		CJH: Off

		BJNJH: Off

		LPJH: Off

		GH: Off

		FH: Off

		HOSP ADD: 

		HOSP NAME: 

		HOSP PH: 

		HOSP FAX: 

		HOSP CONTACT: 

		CSW/DPO NAME: 

		CSW/DPO OFFICE: 

		CSW/DPO PH: 

		DOC NAME: 

		DOC OFF PH: 

		DOC OFF FAX: 

		DOC EMG PH: 

		WHO BROUGHT: 

		DOC TYPE OTHER: 

		PI DUR: 

		PE DATE: 

		PE RECORDS LOCATION: 

		HT: 

		WT: 

		HT/WT DATE: 

		MED ABNORMALITIES: 

		MED LEVEL: 

		LAB OTHER: 

		GP: Off

		PED: Off

		NEU: Off

		CAP: Off

		PSY: Off

		OTH DOC: Off

		HOSP: Off

		KIDNEY: Off

		GLU: Off

		LIPID: Off

		ELEC: Off

		EKG: Off

		MED LVL: Off

		CBC: Off

		UA: Off

		LIVER: Off

		THYROID: Off

		LAB OTH: Off

		CONT: Off

		NONEMG: Off

		EMG: Off

		INFO CH: Off

		INFO CG: Off

		INFO TCH: Off

		INFO REC: Off

		INFO OTH: Off

		MEDS NO: Off

		MEDS YES: Off

		PROBS NO: Off

		PROBS YES: Off

		CHILD NAME: 

		SCHEDULE 1: 

		SCHEDULE 2: 

		SCHEDULE 3: 

		SCHEDULE 5: 

		SCHEDULE 6: 

		MAX TOTAL DOSE/DAY 1: 

		MAX TOTAL DOSE/DAY 6: 

		MAX TOTAL DOSE/DAY 5: 

		MAX TOTAL DOSE/DAY 4: 

		MAX TOTAL DOSE/DAY 3: 

		MAX TOTAL DOSE/DAY 2: 

		MED 1: 

		MED 2: 

		MED 3: 

		MED 4: 

		MED 5: 

		MED 6: 

		TARGET SX 1: 

		TARGET SX 2: 

		TARGET SX 3: 

		TARGET SX 4: 

		TARGET SX 5: 

		PRIOR MEDS: 

		N/C/D 3: 

		N/C/D 4: 

		N/C/D 5: 

		N/C/D 6: 

		CHILD INF AGREE: Off

		CHILD INF OPP: Off

		CHILD NOT INF: Off

		FP/CT INF: Off

		FP/CT AGREE: Off

		FP/CT OPP: Off

		CHILD INF: Off

		DOC ADDRESS: 

		DATE LAST SEEN: 

		N/C/D 2: 

		N/C/D 1: 

		FLD2200: 

		DOC SIG DATE: 

		PAR/LG OPP: Off

		NA - PROBATION: Off

		PARENT/GAURDIAN NOTICE SENT DATE: 

		PARENT/GUARDIAN NAME: 

		PARENT/GUARDIAN REASON NOT SENT: 

		CHILD'S ATTORNEY REASON NOT SENT: 

		NA - DCFS: Off

		JCMHS REVIEW: Off

		CHILD'S ATTORNEY NOTICE SENT DATE: 

		CO - MATTER SET: Off

		CO - MATTER TIME: 

		CO - MATTER DEPT: 

		CO - MATTER GRANTED: Off

		CO - MATTER DENIED: Off

		CO - MATTER DATE: 

		CO - DENIED REASONS: 

		CO - GRANTED WITH CONDITIONS REASONS: 

		CO - GRANTED WITH CONDITIONS: Off

		NOTICE REQUIREMENTS MET: Off

		NOTICE REQUIREMENTS NOT MET: Off

		CHILD'S ATTORNEY NAME: 

		PRINT NAME: 

		DATE SIGNED: 

		NOTICE REQUIREMENTS NOT MET REASON: 

		DOC LIC: 

		SPECIALTY OTHER DESC: 

		DX1: 

		DX2: 

		TARGET SX 6: 

		PARENT OBJECTION EXPLANATION: 

		PARENT OBJECTION EXPLANATION 2: 

		CURRENT THERAPIES: 

		CURRENT THERAPIES2: 

		CURRENT THERAPIES3: 

		RESPONSE TO TREATMENT - REASON FOR CHANGES: 

		RESPONSE TO TREATMENT - REASON FOR CHANGES2: 

		RESPONSE TO TREATMENT - REASON FOR CHANGES3: 

		NATURE OF EMERGENCY: 

		NATURE OF EMERGENCY2: 

		SCHEDULE 4: 

		FLD2100: 

		FLD2300: 
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Client Follow-Up Survey

Client’s Name:

Caregiver’s Name:

Discharge Date: Survey Contact Date:

Please circle one: 3 Months Follow-Up 6 Months Follow-Up

“Hi, my name is and I’m calling from Tessie Cleveland Community Services Corporation. Can | speak
to /the caregiver of ? I’'m calling to ask for your input on our services. It will only

take about 3-5 minutes and will help us ensure that we continue to provide stellar services to our clients and the
community. Can | ask you just a few brief questions?”

1. Do you feel that your child improved as a result of the services provided by our agency?

2. Inthe following areas, how would you currently rate your child’s functioning (please choose
either: “Excellent”, “Satisfactory”, or “Problematic”.

Excellent Satisfactory Problematic N/A  Unknown
Behavior at home O O O O [l
Behavior at school or work O O O O O
Grades O O O O Cl
Relationships with peers O ] | O O
Relationship with family O O O O O

3. Since terminating services with our agency, would you describe his/her overall functioning
as: “Improved”, “worse”, or “the same”? Please describe any changes:

4. Does he/she require any further services at this time?
a. Ifso, please describe:

“Thank you very much for your time! We appreciate your feedback!”

***|f respondent answered yes to question #4, also state: “you will be receiving a call shortly to follow up with you
regarding your current need for services.”

TCCSC-CLINICALOOS
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ISMP’s List of High-Alert Medications

H igh-alert medications are drugs that bear a heightened risk of
causing significant patient harm when they are used in error.
Although mistakes may or may not be more common with these
drugs, the consequences of an error are clearly more devastating to
patients. We hope you will use this list to determine which medica-
tions require special safeguards to reduce the risk of errors. This
may include strategies like improving access to information about

these drugs; limiting access to high-alert medications; using
auxiliary labels and automated alerts; standardizing the ordering,
storage, preparation, and administration of these products; and
employing redundancies such as automated or independent double-
checks when necessary. (Note: manual independent double-checks
are not always the optimal error-reduction strategy and may not be
practical for all of the medications on the list).

Classes/ Categories of Medications Specific Medications

adrenergic agonists, IV (e.g., epinephrine, phenylephrine, norepinephrine)

colchicine injection***

adrenergic antagonists, IV (e.g., propranolol, metoprolol, labetalol)

anesthetic agents, general, inhaled and IV (e.g., propofol, ketaming)

antiarrhythmics, IV (e.g., lidocaine, amiodarone)

antithrombotic agents (anticoagulants), including warfarin, low-molecular-weight
heparin, IV unfractionated heparin, Factor Xa inhibitors (fondaparinux), direct
thrombin inhibitors (e.g., argatroban, lepirudin, bivalirudin), thrombolytics (e.g.,
alteplase, reteplase, tenecteplase), and glycoprotein IIb/1lla inhibitors (e.g., eptifi-
batide)

cardioplegic solutions

chemotherapeutic agents, parenteral and oral

dextrose, hypertonic, 20% or greater

dialysis solutions, peritoneal and hemodialysis

epidural or intrathecal medications

hypoglycemics, oral

inotropic medications, IV (e.g., digoxin, milrinone)

liposomal forms of drugs (e.g., liposomal amphotericin B)

moderate sedation agents, IV (e.g., midazolam)

moderate sedation agents, oral, for children (.g., chloral hydrate)

narcotics/opiates, IV, transdermal, and oral (including liquid concentrates, immediate
and sustained-release formulations)

neuromuscular blocking agents (e.g., succinylcholing, rocuronium, vecuronium)

radiocontrast agents, IV

total parenteral nutrition solutions

epoprostenol (Flolan), IV

insulin, subcutaneous and IV

magnesium sulfate injection

methotrexate, oral, non-oncologic use

opium tincture

oxytocin, IV

nitroprusside sodium for injection

potassium chloride for injection concentrate

potassium phosphates injection

promethazine, IV

sodium chloride for injection, hypertonic (greater than 0.9% concentration)

sterile water for injection, inhalation, and irrigation
(excluding pour bottles) in containers of 100 mL or more

““Although colchicine injection should no longer be used, it will remain on the list until
shipments of unapproved colchicine injection cease in August 2008. For details,
please visit: www.fda.gov/bbs/topics/NEWS/2008/NEW01791 html.

Background

Based on error reports submitted to the USP-ISMP Medication Errors Reporting
Program, reports of harmful errors in the literature, and input from practitioners and
safety experts, ISMP created and periodically updates a list of potential high-alert
medications. During February-April 2007, 770 practitioners responded to an ISMP
survey designed to identify which medications were most frequently considered
high-alert drugs by individuals and organizations. Further, to assure relevance and
completeness, the clinical staff at ISMP, members of our advisory hoard, and safety
experts throughout the US were asked to review the potential list. This list of drugs
and drug categories reflects the collective thinking of all who provided input.

© ISMP 2008. Permission is granted to reproduce material for internal newsletters or communications with proper attribution. Other

reproduction is prohibited without written permission. Unless noted, reports were received through the USP-ISMP Medication Errors o II}SUt.ute. for S?fe S
Reporting Program (MERP). Report actual and potential medication errors to the MERP via the web at www.ismp.org or by calling Medication Practices
1-800-FAIL-SAF(E). ISMP guarantees confidentiality of information received and respects reporters’ wishes as to the level of detail WWw.ismp.org

included in publications.
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ISMP’s List of Confused Drug Names

his list of confused drug names, which includes look-alike and
Tsound-alike name pairs, consists of those name pairs that have

been involved in medication errors published in the ISMP
Medication Safety Alert” and the ISMP Medication Safety Alert”
Community/Ambulatory Care Edition. The errors involving these
medications were reported to ISMP through the ISMP Medication
Errors Reporting Program (MERP).

This list also contains the names that appear on The Joint
Commission’s list of look-alike and sound-alike names. The Joint
Commission established a National Patient Safety Goal that requires
each accredited organization to identify a list of look-alike or sound-
alike drugs used in the organization. Those names that appear on The
Joint Commission’s list have been noted with an asterisk (*) below.

Abelcet* amphotericin B* amLODIPine aMILoride
Accupril Aciphex amphotericin B* Abelcet*
acetaZOLAMIDE* acetoHEXAMIDE* amphotericin B* Ambisome*
acetic acid for irrigation glacial acetic acid Anacin Anacin-3
acetoHEXAMIDE* acetaZ OLAMIDE* Anacin-3 Anacin
Aciphex Accupril antacid Atacand
Aciphex Aricept Antivert Axert
Activase Cathflo Activase Anzemet Avandamet
Activase TNKase Apresoline Priscoline
Actonel Actos argatroban Aggrastat
Actos Actonel argatroban Orgaran
Adacel (Tdap) Daptacel (DTaP) Aricept Aciphex
Adderall Inderal Aricept Azilect
Adderall Adderall XR aripiprazole proton pump inhibitors
Adderall XR Adderall aripiprazole rabeprazole
Advair* Advicor* Asacol 0s-Cal
Advicor* Advair* Atacand antacid
Advicor Altocor Atrovent Natru-Vent
Afrin (oxymetazoling) Afrin (saling) Avandamet Anzemet
Afrin (saline) Afrin (oxymetazoling) Avandia Prandin
Aggrastat argatroban Avandia* Coumadin*
Aldara Alora AVINza INVanz
Alkeran Leukeran AVINza* Evista®
Alkeran Myleran Axert Antivert
Allegra Viagra azaCITIDine azaTHIOprine
Aora Aldara azaTHI0prine azaCITIDine
ALPRAZolam* LORazepam™ Azilect Aricept
Altocor Advicor B & 0 (belladonna and opium) Beano
amantadine amiodarone BahyBIG HBIG (hepatitis B immune globulin)
Amaryl Reminyl Bayhep-B Bayrab
Ambisome* amphotericin B* Bayhep-B Bayrho-D
Amicar* Omacor* Bayrab Bayhep-B
Amikin Kineret Bayrah Bayrho-D
aMILoride amLODIPine Bayrho-D Bayhep-B
amiodarone amantadine Bayrho-D Bayrab

* These drug names are included on The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements of
the National Patient Safety Goals. Visit www.jointcommission.orq for more information about this Joint Commission requirement.

Permission is granted to reproduce material for internal newsletters or communications with proper attribution. Other
reproduction is prohibited without written permission. Unless noted, reports were received through the ISMP Medication
Errors Reporting Program (MERP). Report actual and potential medication errors to the MERP via the web at
www.ismp.org/merp or by calling 1-800-FAIL-SAF(E). ISMP is a federally certified patient safety organization (PS0),

providing legal protection and confidentiality for patient safety data and error reports it receives.
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ISMP’s List of Confused Drug Names
Onug Name Confused Drug Name
Beano B & 0 (belladonna and opium) Clindesse Clindets
Benadryl henazepril Clindets Clindesse
henazepril Benadryl clomiPHENE clomiPRAMINE
Benicar Mevacor clomiPRAMINE clomiPHENE
Betadine (with providone-iodine) Betadine (without providone-iodine) clonazePAM cloNIDine
Betadine (without providone-iodine) Betadine (with providone-iodine) clonazePAM LORazepam
Bextra Letia cloNIDine clonazePAM
Bicillin CR Bicillin L-A cloNIDine* KlonoPIN*
Bicillin L-A Bicillin C-R Clozaril Colazal
Bicitra Polycitra Coagulation factor IX (recombinant) Factor IX Complex, Vapor Heated
Brethine Methergine codeine Lodine
Brevibloc Brevital Colace Cozaar
Brevital Brevibloc Colazal Clozaril
buPROPion busPIRone colchicine Cortrosyn
busPIRone buPROPion Comvax Recombivax HB
Capadex [non-US product] Kapidex Cortrosyn colchicine
Capex Kapidex Coumadin™ Avandia*
Carac Kuric Coumadin* Cardura™
captopril carvedilol Cozaar Colace
carBAMazepine 0Xcarbazepine Cozaar Zocor
CARBOplatin ClSplatin cycloSERINE cycloSPORINE
Cardura* Coumadin* cycloSPORINE cycloSERINE
carvedilol captopril Cymbalta Symbyax
Casodex Kapidex DACTINomycin DAPTOmycin
Cathflo Activase Activase Daptacel (DTaP) Adacel (Tdap)
Cedax Cidex DAPTOmycin DAGTINomycin
ceFAZolin cefTRIAXone Darvocet* Percocet®
cefTRIAXone ceFAZolin Darvon Diovan
CeleBREX* CeleXA* DAUNOrubicin* DAUNOrubicin citrate liposomal™
CeleBREX* Cerebyx* DAUNOrubicin* DOXOrubicin*
CeleXA ZyPREXA DAUNOrubicin* IDArubicin*
CeleXA* CeleBREX* DAUNOrubicin citrate liposomal* DAUNOrubicin*
CeleXA* Cerebyx* Denavir indinavir
Cerebyx* CeleBREX* Depakote Depakote ER
Cerebyx* CeleXA* Depakote ER Depakote
cetirizine sertraline Depo-Medrol Solu-MEDROL
chlordiazePOXIDE chlorproMAZINE Depo-Provera Depo-subQ provera 104
chlorproMAZINE chlordiazePOXIDE Depo-subQ provera 104 Depo-Provera
chlorproMAZINE chlorproPAMIDE desipramine disopyramide
chlorproPAMIDE chlorproMAZINE dexmethylphenidate methadone
Cidex Cedax Diabenese Diamox
ClSplatin CARBOplatin Diabeta* Lebeta®
Claritin (loratadine) Claritin Eye (ketotifen fumarate) Diamox Diabenese
2 Claritin-D Claritin-D 24 Diflucan* Diprivan*
% Claritin-D 24 Claritin-D Dilacor XR Pilocar
‘6 Claritin Eye (ketotifen fumarate) Claritin (loratadine) Dilaudid Dilaudid-5

* These drug names are included on The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements of
the National Patient Safety Goals. Visit www.jointcommission.orq for more information about this Joint Commission requirement.

Permission is granted to reproduce material for internal newsletters or communications with proper attribution. Other
reproduction is prohibited without written permission. Unless noted, reports were received through the ISMP Medication
Errors Reporting Program (MERP). Report actual and potential medication errors to the MERP via the web at 3
www.ismp.org/merp or by calling 1-800-FAIL-SAF(E). ISMP is a federally certified patient safety organization (PS0), 7
providing legal protection and confidentiality for patient safety data and error reports it receives.
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ISMP’s List of Confused Drug Names

Drug Name Confused Drug Name Drug Name Confused Drug Name

Dilaudid-5 Dilaudid Fiorinal Fioricet
dimenhyDRINATE diphenhydrAMINE flavoxate fluvoxamine
diphenhydrAMINE dimenhyDRINATE Flonase Flovent

Dioval Diovan Flovent Flonase
Diovan Dioval flumazenil influenza virus vaccine
Diovan Zyban FLUoxetine PARoxetine
Diovan Darvon FLUoxetine DULoxetine
Diprivan* Diflucan* fluvoxamine flavoxate
Diprivan Ditropan Folex Foltx
disopyramide desipramine folic acid* folinic acid (leucovorin calcium)*
Ditropan Diprivan folinic acid (leucovorin calcium)* folic acid*
DOBUTamine DOPamine Foltx Folex
DOPamine DOBUTamine fomepizole omeprazole
Doxil Paxil Foradil Fortical
DOXOrubicin* DAUNOrubicin* Foradil Toradol
DOXOrubicin* DOXOrubicin liposomal* Fortical Foradil
DOXOrubicin* 1DArubicin* gentamicin gentian violet
DOXOrubicin liposomal* DOXOrubicin* gentian violet gentamicin
Dulcolax (bisacodyl) Dulcolax (docusate sodium) glacial acetic acid acetic acid for irrigation
Dulcolax (docusate sodium) Dulcolax (hisacodyl) glipiZIDE glyBURIDE
DULoxetine FLUoxetine glyBURIDE glipiZIDE
Durasal Durezol Granulex Regranex
Durezol Durasal guaiFENesin guanFACINE
Duricef Ultracet guanFACINE guaiFENesin
Dynacin Dynacirc HBIG (hepatitis B immune globulin) BahyBIG
Dynacirc Dynacin Healon Hyalgan
edetate calcium disodium edetate disodium heparin* Hespan*
edetate disodium edetate calcium disodium Hespan* heparin*
Effexor* Effexor XR* HMG-CoA Reductase Inhibitors ("statins") nystatin
Effexor XR* Effexor* HumaL0G* HumuLIN*
Enbrel Levbid Humal0G* NovoLOG*
Engerix-B adult Engerix-B pediatric/adolescent HumaLOG Mix 75/25 HumuLIN 70/30
Engerix-B pediatric/adolescent Engerix-B adult Humapen Memoir (for use with HumaL0OG) Humira Pen
Enjuvia Januvia Humira Pen Humapen Memoir (for use with HumaL0OG)
ePHEDrine* EPINEPHrine* HumuLIN* NovoLIN*
EPINEPHrine* ePHEDrine* HumuLIN* HumaL0G*
Estratest Estratest HS HumuLIN 70/30 HumaLOG Mix 75/25
Estratest HS Estratest Hyalgan Healon
ethambutol Ethmozine hydrALAZINE* hydr0XVYzine*
Ethmozine ethambutol HYDROcodone* oxyGODONE*
Evista* AVINza* Hydrogesic hydr0XVYzine
Factor IX Complex, Vapor Heated Coagulation factor IX (recombinant) HYDROmorphone* morphing*
Femara Femhrt hydr0XVYzine Hydrogesic
Femhrt Femara hydrOXVYzine* hydrALAZINE*
fentaNYL SUFentanil 1DArubicin* DAUNOrubicin*
Fioricet Fiorinal IDArubicin* DOXOrubicin*

* These drug names are included on The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements of
the National Patient Safety Goals. Visit www.jointcommission.orq for more information about this Joint Commission requirement.

Permission is granted to reproduce material for internal newsletters or communications with proper attribution. Other
reproduction is prohibited without written permission. Unless noted, reports were received through the ISMP Medication
Errors Reporting Program (MERP). Report actual and potential medication errors to the MERP via the web at
www.ismp.org/merp or by calling 1-800-FAIL-SAF(E). ISMP is a federally certified patient safety organization (PS0),

providing legal protection and confidentiality for patient safety data and error reports it receives.
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ISMP’s List of Confused Drug Names

Drug Name Confused Drug Name Drug Name Confused Drug Name

Inderal Adderall Lariam Levaquin
indinavir Denavir Lasix Luvox
inFLIXimab riTUXimab Lente Lantus
influenza virus vaccine flumazenil leucovorin calcium* Leukeran™
influenza virus vaccine tuberculin purified protein derivative (PPD) Leukeran Alkeran
Inspra Spiriva Leukeran Myleran
INVanz AVINza Leukeran™ leucovorin calcium*
iodine Lodine Levaquin Lariam
Isordil Plendil Levbid Enbrel
isotretinoin tretinoin levetiracetam levofloxacin
Jantoven Janumet levofloxacin levetiracetam
Jantoven Januvia levothyroxine lamoTRIgine
Janumet Jantoven levothyroxine Lanoxin
Janumet Januvia Lexapro Loxitane
Janumet Sinemet Lipitor Loniten
Januvia Enjuvia Lipitor ZyrTEG
Januvia Jantoven lithium carbonate lanthanum carbonate
Januvia Janumet Lodine codeine
K-Phos Neutral Neutra-Phos-K Lodine iodine
Kaopectate (hismuth subsalcylate) Kaopectate (docusate calcium) Loniten Lipitor
Kaopectate (docusate calcium) Kaopectate (bismuth subsalcylate) Lopressor Lyrica
Kadian Kapidex LORazepam* ALPRAZolam*
Kaletra Keppra LORazepam clonazePAM
Kapidex Capadex [non-US product] LORazepam Lovaza
Kapidex Capex Lotronex Protonix
Kapidex Casodex Lovaza LORazepam
Kapidex Kadian Loxitane Lexapro
Keflex Keppra Loxitane Soriatane
Keppra Kaletra Lunesta Neulasta
Keppra Keflex Lupron Depot-3 Month Lupron Depot-Ped
Ketalar ketorolac Lupron Depot-Ped Lupron Depot-3 Month
ketorolac Ketalar Luvox Lasix
ketorolac methadone Lyrica Lopressor
Kineret Amikin Maalox Maalox Total Stomach Relief
KlonoPIN* cloNIDine * Maalox Total Stomach Relief Maalox
Kuric Carac Matulane Materna
Kwell Queell Materna Matulane
LaMIGtal LamiSIL Maxzide Microzide
LamISIL LaMICtal Menactra Menomune
lamiVUDine* lamoTRIgine* Menomune Menactra
lamoTRIgine* lamiVUDine* Mephyton methadone
lamoTRIgine levothyroxine Metadate methadone
Lanoxin levothyroxine Metadate CD Metadate ER
Lanoxin naloxone Metadate ER Metadate CD
lanthanum carbonate lithium carbonate Metadate ER methadone
Lantus Lente metFORMIN* metroNIDAZOLE*

* These drug names are included on The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements of

the National Patient Safety Goals. Visit www.jointcommission.orq for more information about this Joint Commission requirement.
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Drug Name Confused Drug Name Drug Name Confused Drug Name

methadone dexmethylphenidate Neurontin Noroxin
methadone ketorolac Neutra-Phos-K K-Phos Neutral
methadone Mephyton NexAVAR NexIUM
methadone Metadate NexIUM NexAVAR
methadone Metadate ER niCARdipine NIFEdipine
methadone methylphenidate NIFEdipine niCARdipine
Methergine Brethine NIFEdipine niMODipine
methimazole metolazone niMODipine NIFEdipine
methylphenidate methadone Norcuron Narcan
metolazone methimazole Normodyne Norpramin
metoprolol succinate metoprolol tartrate Noroxin Neurontin
metoprolol tartrate metoprolol succinate Norpramin Normodyne
metroNIDAZOLE* metFORMIN* Norvasc Navane
Mevacor Benicar NovoLIN* HumuLIN*
Micronase Microzide NovoLIN* NovoLOG*
Microzide Maxzide NovoLIN 70/30* NovoLOG Mix 70/30*
Microzide Micronase NovoLOG* Humal0G*
midodrine Midrin NovoLOG* NovoLIN*
Midrin midodrine NovoLOG FLEXPEN NovoLOG Mix 70/30 FLEXPEN
mifepristone misoprostol NovoLOG Mix 70/30 FLEXPEN NovoLOG FLEXPEN
Miralax Mirapex NovoLOG Mix 70/30* NovoLIN 70/30*
Mirapex Miralax nystatin HMG-CoA Reductase Inhibitors ("'statins'")
misoprostol mifepristone Occlusal-HP Ocuflox
morphing* HYDROmorphone* Ocuflox Occlusal-HP
morphine - non-concentrated oral liquid* morphine - oral liquid concentrate™ OLANZapine QUEtiapine
morphine - oral liquid concentrate™ morphine - non-concentrated oral liquid* Omacor* Amicar*
Motrin Neurontin omeprazole fomepizole
MS Contin* OxyCONTIN* opium tincture* paregoric (camphorated tincture of opium)*
Mucinex* Mucomyst* Oracea Orencia
Mucinex D Mucinex DM Orencia Oracea
Mucinex DM Mucinex D Orgaran argatroban
Mucomyst* Mucinex* Ortho Tri-Cyclen Ortho Tri-Cyclen LO
Myleran Alkeran Ortho Tri-Cyclen LO Ortho Tri-Cyclen
Myleran Leukeran 0s-Cal Asacol
naloxone Lanoxin 0Xcarbazepine carBAMazepine
Narcan Norcuron oxyGODONE* HYDROcodone*
Natru-Vent Atrovent oxyCODONE* OxyCONTIN*
Navane Norvasc OxyCONTIN* MS Contin*
Neo-Synephrine (oxymetazoline) Neo-Synephrine (phenylephrine) OxyCONTIN* oxyCODONE*
Neo-Synephrine (phenylephrine) Neo-Synephrine (oxymetazoline) paclitaxel paclitaxel protein-bound particles
Neulasta Lunesta paclitaxel protein-bound particles paclitaxel
Neulasta Neumega Pamelor Panlor DC
Neumega Neupogen Pamelor Tambocor
Neumega Neulasta Panlor DC Pamelor
Neupogen Neumega paregoric (camphorated tincture of opium)* opium tincture*
Neurontin Motrin PARoxetine FLUoxetine

* These drug names are included on The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements of
the National Patient Safety Goals. Visit www.jointcommission.orq for more information about this Joint Commission requirement.

Permission is granted to reproduce material for internal newsletters or communications with proper attribution. Other
reproduction is prohibited without written permission. Unless noted, reports were received through the ISMP Medication
Errors Reporting Program (MERP). Report actual and potential medication errors to the MERP via the web at
www.ismp.org/merp or by calling 1-800-FAIL-SAF(E). ISMP is a federally certified patient safety organization (PS0),
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Patanol Platinol QUEtiapine OLANZapine
Pavulon Peptavlon quiNIDine quiNINE
Paxil Doxil quiNINE quiN1Dine
Paxil Taxol Queell Kwell
Paxil Plavix rabeprazole aripiprazole
pemetrexed pralatrexate Razadyne Rozerem
Peptavlon Pavulon Recombivax HB Comvax
Percocet* Darvocet* Regranex Granulex
Percocet Procet Reminyl Robinul
PENTobarbital PHENobarbital Reminyl Amaryl
PHENobarbital PENTobarbital Renagel Renvela
Pilocar Dilacor XR Renvela Renagel
Platinol Patanol Reprexain ZyPREXA
Plavix Paxil Restoril Risperdal
Plendil Isordil Retrovir* ritonavir*
pneumococcal 7-valent vaccine pneumococcal polyvalent vaccine Rifadin Rifater
pneumococcal polyvalent vaccine pneumococcal 7-valent vaccine Rifamate rifampin
Polycitra Bicitra rifampin Rifamate
pralatrexate pemetrexed rifampin rifaximin
Prandin Avandia Rifater Rifadin
Precare Precose rifaximin rifampin
Precose Precare Risperdal Restoril
prednisoLONE predniSONE risperidone ropinirole
predniSONE prednisoLONE Ritalin ritodrine
PriLOSEC* PROzac* Ritalin LA Ritalin SR
Priscoline Apresoline Ritalin SR Ritalin LA
probenecid Procanbid ritodrine Ritalin
Procan SR Procanbid ritonavir* Retrovir*
Procanbid probenecid riTUXimab inFLIXimab
Procanbid Procan SR Robinul Reminyl
Procardia XL Protain XL ropinirole risperidone
Procet Percocet Roxanol Roxicodone Intensol
Prograf PROzac Roxanol Roxicet
propylthiouracil Purinethol Roxicet Roxanol
Proscar Provera Roxicodone Intensol Roxanol
Protain XL Procardia XL Rozerem Razadyne
protamine Protonix Salagen selegiline
proton pump inhibitors aripiprazole SandIMMUNE SandoSTATIN
Protonix Lotronex SandoSTATIN SandIMMUNE
Protonix protamine saquinavir SINEquan
Provera Proscar saquinavir (free base) saquinavir mesylate
Provera PROzac saquinavir mesylate saquinavir (free base)
PROzac Prograf Sarafem Serophene
PROzac* PriLOSEC* selegiline Salagen
PROzac Provera Serophene Sarafem
Purinethol propylthiouracil SEROquel SEROquel XR

* These drug names are included on The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements of
the National Patient Safety Goals. Visit www.jointcommission.orq for more information about this Joint Commission requirement.
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SEROquel Serzone Testoderm Testoderm with Adhesive
SEROquel SINEquan tetanus diptheria toxoid (Td) tuberculin purified protein derivative (PPD)
SEROquel XR SEROquel Thalomid Thiamine
sertraling cetirizine Thiamine Thalomid
sertraline Soriatane tiaGABine* tiZANidine*
Serzone SEROquel Tiazac Liac
Sinemet Janumet Ticlid Tequin
SINEquan saquinavir tiZANidine* tiaGABine*
SINEquan SEROquel TNKase Activase
SINEquan Singulair TNKase t-PA
SINEquan Zonegran Tobradex Tobrex
Singulair SINEquan Tobrex Tobradex
sitaGLIPtin SUMAtriptan TOLAZamide TOLBUTamide
Solu-CORTEF Solu-MEDROL TOLBUTamide TOLAZamide
Solu-MEDROL Depo-Medrol Topamax* Toprol-XL*
Solu-MEDROL Solu-CORTEF Toprol-XL* Topamax*
Sonata Soriatane Toradol Foradil
Soriatane Loxitane t-PA TNKase
Soriatane sertraline Tracleer Tricor
Soriatane Sonata traMIADol* traZ0Done*
sotalol Sudafed traZ0Done* traMADol*
Spiriva Inspra TRENtal TEGretol
Sudafed sotalol tretinoin isotretinoin
Sudafed Sudafed PE Tricor Tracleer
Sudafed PE Sudafed tromethamine Trophamine
SUFentanil fentaNYL Trophamine tromethamine
sulfADIAZINE sulfiSOXAZOLE tuberculin purified protein derivative (PPD) influenza virus vaccine
sulfiSOXAZOLE sulfADIAZINE tuberculin purified protein derivative (PPD) tetanus diptheria toxoid (Td)
SUMAtriptan sitaGLIPtin Tylenol Tylenol PM
SUMAtriptan zolmitriptan Tylenol PM Tylenol
Symbyax Cymbalta Ultracet Duricef
Tambocor Pamelor valacyclovir valganciclovir
Taxol Taxotere Valcyte Valtrex
Taxol Paxil valganciclovir valacyclovir
Taxotere Taxol Valtrex Valcyte
TEGretol TEGretol XR Varivax VZIG (varicella-zoster immuneglobulin)
TEGretol Tequin Vesanoid Vesicare
TEGretol TRENtal Vesicare Vesanoid
TEGretol XR TEGretol Vexol Vosol
Tequin TEGretol Viagra Allegra
Tequin Ticlid vinBLAStine* vinGRIStine*
Testoderm TTS Testoderm vinCRIStine* vinBLAStine*
Testoderm TTS Testoderm with Adhesive Viokase Viokase 8
Testoderm with Adhesive Testoderm Viokase 8 Viokase
Testoderm with Adhesive Testoderm TTS Vioxx Zyvox
Testoderm Testoderm TTS Vliracept Viramune

* These drug names are included on The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements of

the National Patient Safety Goals. Visit www.jointcommission.orq for more information about this Joint Commission requirement.
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Viramune Viracept Zocor Cozaar
Vosol Vexol Zocor* ZyrTEC*

VZIG (varicella-zoster immuneglobulin) Varivax zolmitriptan SUMAtriptan
Wellbutrin SR* Wellbutrin XL* Zonegran SINEquan
Wellbutrin XL* Wellbutrin SR* Lostrix Zovirax

Xanax* Zantac* Lovirax Zyvox
Xeloda Xenical Zovirax Lostrix
Xenical Xeloda Zyban Diovan
Yasmin Yaz ZyPREXA CeleXA
Yaz Yasmin ZyPREXA Reprexain
Zantac* Xanax* ZyPREXA* Lestril*
Zantac* IyrTEC* ZyPREXA* ZyrTEC*
Leheta* Diabeta* ZyPREXA Zydis Zelapar (Zydis formulation)
Zeheta Zetia ZyrTEC Lipitor
Zegerid Zestril IyrTEG* Zantac*
Zelapar (Zydis formulation) ZyPREXA Zydis IyrTEC* Zocor®
Lestril Zegerid IyrTEG* ZyPREXA*
Zestril* Letia* ZyrTEC ZyrTEC-D
Zestril* ZyPREXA* ZyrTEG (cetirizing) ZyrTEG ltchey Eye Drops (ketotifen fumarate)
Letia Bextra ZyrTEC-D ZyrTEC
Letia Lebeta LyrTEG ltchey Eye Drops (ketotifen fumarate) ZyrTEG (cetirizing)
Letia* Lestril* Zyvox Vioxx
Liac Tiazac Zyvox Zovirax

* These drug names are included on the The Joint Commission’s list of look-alike or sound-alike drug names from which an accredited organization creates it own list to satisfy the requirements
of the National Patient Safety Goals. Visit www.jointcommission.org for more information about this Joint Commission requirement.
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Errors Reporting Program (MERP). Report actual and potential medication errors to the MERP via the web at
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PARENTAL/GUARDIAN INFORMED MEDIA RELEASE CONSENT

I, , the parent or legal guardian, as
Please Print Name

appropriate, of , hereby give
Please Print Client’s Name

my permission for Tessie Cleveland Community Services Corporation (TCCSC) to

record, film, photograph, audiotape, videotape

Please Print Client’s Name

Name, image, likeness, spoken word, work, performance and movement in any form these works or any part thereof for the
purpose of and in connection with any material that my be created by TCCSC, including, without limitation, for posting on
TCCSC’s website, brochures, mailers, and/or any other marketing/advertising/outreach publications/materials.

I hereby further agree that TCCSC is the sole owner of all rights, title and interest, including copyrights in such works and
any parts thereof for all purposes, as TCCSC determines in their sole discretion without limitation, reservation or
compensation to me or my child.

By entering into this informed consent and release and granting permission as stated herein, 1 am expressly authorizing
TCCSC to use, in whole or in part, my child’s name, likeness, image, spoken words, client work, performance and movement
in connections with any materials for TCCSC, including all manner and media and TCCSC determines in their sole
discretion.

I also understand that TCCSC shall own all rights, title and interest, including the copyright(s), in and to the materials, to be
used and disposed in perpetuity without limitation as TCCSC shall determine in their sole discretion.

By entering into this informed consent and release and granting the permission as stated herein, I also am releasing TCCSC
and their respective officers, directors, agents and/or employees from and against any and all liability, loss, damage, costs,
claims and/or causes of action arising out of or related to my son/daughter’s participation in any media events, including,
without limitation, television broadcasts, promotional materials or website projects.

I have read the Informed Consent and Release and understand its terms. | sign it voluntarily and with full knowledge of its
significance.

CHILDS NAME: DOB:

PARENT/GUARDIAN’S NAME:

PARENT/GUARDIAN SIGNATURE:

DATE:
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-
AUTHORIZATION FOR REQUEST OR USE/DISCLOSURE
OF PROTECTED HEALTH INFORMATION (PHI)

COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH (“LACDMH”)

CLIENT:

Name of Client/Previous Names Birth Date MIS Number

Street Address City, State, Zip

AUTHORIZES: DISCLOSURE OF PROTECTED HEALTH
INFORMATION TO:

Name of Agency Name of Health Care Provider/Plan/Other

Street Address Street Address

City, State, Zip Code City, State, Zip Code

INFORMATION TO BE RELEASED:

. Assessment/Evaluation _ Results of Psychological Tests _ Diagnosis

. Laboratory Results ____ Medication History/ ___ Treatment

____ Entire Record (Justify) Current Medications

. Other (Specity):

PURPOSE OF DISCLOSURE: (Check applicable categories)
____ Client’s Request
____ Other (Specify):

Will the agency receive any benefits for the disclosure of this information? _ Yes No

I understand that PHI used or disclosed as a result of my signing this Authorization may not be
further used or disclosed by the recipient unless such use or disclosure is specifically required
or permitted by law.

EXPIRATION DATE: This authorization is valid until the following date: / /
Month Day  Year
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MH 602
Revised 2/04 Page 2 of 2

-
AUTHORIZATION FOR REQUEST OR USE/DISCLOSURE
OF PROTECTED HEALTH INFORMATION (PHI)

COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH (“LACDMH”)

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATON:
Right to Receive a Copy of This Authorization - I understand that if I agree to sign this
authorization, which I am not required to do, I must be provided with a signed copy of the form.

Right to Revoke This Authorization - 1 understand that I have the right to revoke this
Authorization at any time by telling DMH in writing. I may use the Revocation of
Authorization at the bottom of this form, mail or deliver the revocation to:

Contact person Agency Name

Street Address City, State, Zip

I also understand that a revocation will not affect the ability of DMH or any health care provider
to use or disclose the health information for reasons related to the prior reliance on this
Authorization.

Conditions. I understand that I may refuse to sign this Authorization without affecting my
ability to obtain treatment. However, DMH may condition the provision of research-related
treatment on obtaining an authorization to use or disclose protected health information created
for that research-related treatment. (In other words, if this authorization is related to research
that includes treatment, you will not receive that treatment unless this authorization form is
signed.)

I have had an opportunity to review and understand the content of this authorization form. By
signing this authorization, I am confirming that it accurately reflects my wishes.

Signature of Client / Personal Representative Date

If signed by other than the client, state relationship and authority to do so:

REVOCATION OF AUTHORIZATION

SIGNATURE OF CLIENT/LEGAL REP:

If signed by other than client, state relationship and authority to do so:
DATE: / /
Month Day Year
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MISSION STATEMENT

To provide stellar social
services that are innovative,
goal-oriented, measureable
and enhances the quality of
life to promote self-
determination for individuals
served.

VISION STATEMENT

To become the premier

leader in providing innovative

human services

CORE VALUES

DEDICATED
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SERVICE
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Los Angeles, California 90001
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Headquarters:
8019 South Compton Avenue
Los Angeles, California 90001

Carson:
18220 South Broadway Avenue
Gardena, California 90248

(323) 586-7333
Fax (323) 588-5622

www.tccsc.org
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BEHAVIOR SUPPORT MANAGEMENT PHILOSOPHY

When dealing with at-risk, troubled, oppositional,
acting out, maladaptive and/or defiant youth, the
program staff might be required to employ
behavior support management techniques to
foster adaptive, appropriate and pro-social
behavior and assure the safety of the individual
youth, other clients and/or the staff. Such
techniques start with the establishment of written
guidelines, rules and expectations of appropriate
and pro-social behavior. When a client’s
behavior is in opposition the written rules and
guidelines and places him/herself and/or others
in harm’s way, additional behavior management
techniques may be utilized. Those behavior
support management techniques range from
verbal persuasion to the agency standard use of
the Crisis Prevention Institute’s Non-Violent
Physical Crisis Intervention physical interventions.

TCCSC's concern with the safety of its clients
advocates a practice of behavioral support
management that includes utilizing The Crisis
Prevention Institute, Inc.’s (CPI) Nonviolent Crisis
Intervention® training program. This program
promotes a philosophy of Care, Welfare, Safety,
and Security for both staff and clients. The focus
of the program is on verbal de-escalation
techniques. Our program teaches the following to
keep staff, clients and caregivers safe and
minimizes the use of restrictive behavior
management interventions:

1. Behavior support management techniques
designed to foster pro-social behavior. Such
techniques are utilized not exclusively for the
purpose of behavioral control. Behavioral
support techniques include respondent and
operant conditioning, shaping, extinction,
redirection and social modeling with both
primary and secondary reinforcement
integrated within the programming. Such
techniques can be used appropriately to
reduce excessive negative behavior and
promote pro-social behavior and
development;

2. Employ the least intrusive method possible to
assure the safety of all parties concerned
(i.e. the individual child, other clients and
staff)

3.  When possible, assure that less intrusive
interventions have been offered to the child
before more restrictive methods are applied;

4. When faced with the necessity of applying such

interventions, protect as much as possible, the dignity

and privacy of the client.

Behavior support management techniques are
therapeutic interventions utilized to foster pro-social

behavior and discourage maladaptive behavior within

the clients. TCCSC employs behavior support
management techniques that include:

Practices to maintain a safe environment and
prevent the need for restrictive behavior
management interventions.

Fully informed clients and families regarding the
behavior support system at the time of admission.
(i.e. level system, pre-determined consequences for
certain adaptive and maladaptive behaviors)
Group consequences that are approached with
great care and effort not to infringe on individual’s
appropriate care.

Specific procedures and interventions that are
prohibited. At a minimum, the following are
prohibited:

a. Procedures that deny a nutritionally
adequate diet
Physically abusive punishment.

c.  Any behavior support intervention that is
implemented by another client without the
expressed consent of a staff member

d. Any behavior support management
intervention that is contrary to local, state
and/or national licensing or accrediting
bodies, should school or program be so
licensed and/or accredited.

e. Application of consequences that are not in

accordance with the client’s rights.

De-Escalation Interventions

De-escalation techniques are specifically delineated as

those interventions that are designed to de-escalate

agitated behavior that, if unchecked by the staff and/or
the client, may rise to the level of being a danger to self,
others, destruction of property or serious disruption of

the therapeutic environment. The purpose of de-

escalation interventions is to reduce maladaptive and

agitated behavior and replace it with pro-social

behavior. The skilled practice and application of de-

escalation techniques are the most effective way to
prevent the use of special treatment procedure.

Physical Holds

Brief physical holdings may only be utilized
under the following conditions:

Danger to self (i.e. attempting to or in the
process of head banging, punching the
wall, attempting to swallow a “sharp,”
scratching or carving in an attempt to
cause damage, etc.).

Danger to others (i.e. attempting to or
endangering others by slapping, kicking,
biting, etc.).

Substantial destruction of

facility /staff /others property (i.e.
damaging furniture, computer equipment,
etc.).

As last possible resort

Physical holds are never used as punishment

and should not exceed:

da. 15 minutes for children aged nine and
younger

b. 30 minutes for individuals aged ten and
older

Risk Management and Performance
Improvement

All staff trained in Non-Violent Physical Crisis
Intervention receives a detailed model of
procedures to utilize following an incident that
requires the use of a physical hold. All
employees involved will complete a TCCSC
critical incident report immediately following
the event. Incident reports are filled out
immediately following the de-escalation of the
event.

Staff will report incident to program
coordinator and complete the incident report
form. Coordinator will report and forward
incident report to Clinical Director A copy of
the incident report is provided to the caregiver
Incident reports include clinical justification for
use of physical hold, reasons for intervention,
length of application and intervention and
consideration of whether any follow-up is
appropriate.. In all cases, caregiver will be
notified of use of CPI prior to close of business
day.
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BENEFICIARY/CLIENT GRIEVANCE OR APPEAL AND
AUTHORIZATION FORM

You may file a GRIEVANCE at any time.
You may authorize another person to act on your behalf.

You have the right to file an APPEAL with the HEAD OF SERVICE when you are

Denied or limited authorization of a requested service;

Reduced, suspended, or terminated a previously authorized service;
Denied, in whole or in part, payment for a service;

Changed services or fails to provide them in a timely manner;

Failed to act within the timeframes for disposition of standard grievances,
the resolution of standard appeals or the resolution of expedited appeals.

ISAE I

Person Filing the Grievance or Appeal

LAST NAME: FIRST NAME:
DATE OF BIRTH: MEDI-CAL#:
ADDRESS: CITY: ZIP:
PHONE:

Grievance or Appeal Filed Against

FACILITY: 8019 S. Compton Ave. 18220 S. Broadway Ave.

NAME OF PROVIDER:

PROGRAM:

You will not be subject to discrimination or any other penalty for filing a grievance or
appeal. Your confidentiality will be protected at all times in accordance with State and
Federal law.





DESCRIPTION OF GRIEVANCE or APPEAL.: (Please submit any supporting
written documents with the Grievance or Appeal. Use additional sheets if needed.)

Signature of Client/Client’s Representative Date

If signed by client’s personal representative, state
relationship and authority to do so.





AUTHORIZATION FOR USE AND DISCLOSURE OF HEALTH
INFORMATION:

If you sign this document, you give permission to the TCCSC to investigate your
Grievance or Appeal. This Authorization will allow your health care providers to
disclose the following health information to TCCSC to investigate your Grievance or
Appeal:

e Your past and current medical records; and
e Other information relating to your grievance or appeal and/or denial or
rights.

Expiration Date:
This Authorization will expire on the date of the resolution of your Grievance or Appeal.

Your Rights Regarding This Authorization:
If you agree to sign this Authorization, you must be provided with a signed copy of this
form.

You do not have to sign this Authorization, and your refusal will not affect your ability to
obtain treatment.

You can revoke or cancel your Authorization to allow use of your health information at
any time by telling Los Angeles County — Department of Mental Health in writing. You
must sign your revocation request and mail or deliver it to:

TESSIE CLEVELAND COMMUNITY SERVICES CORP.
HEAD OF SERVICE
8019 S. COMPTON AVE.
Los Angeles, CA 90001

If you revoke this Authorization, we may still use and share your health information that
has already been obtained for reasons related to prior reliance of this Authorization.

Authorization Approval: By signing this form, | authorize the use or disclosure of the
health information described above. | understand that my health information used or
disclosed as a result of my signing this Authorization may not be further used or
disclosed unless another authorization is received from me or such use or disclosure is
specifically permitted or required by law.

Signature of Client/Client’s Representative Date

If signed by client’s personal representative, state relationship and authority to do so.





YOU HAVE THE RIGHT TO FREE LANGUAGE ASSISTANCE SERVICE.
CALL THE HEAD OF SERVICE AT
(323) 586-7333

e Did you complete the information requested on the form?

e Did you list your phone number and address where we can contact you?

e Did you sign both the Grievance or Appeal section on page 2 and the
Authorization section on this page?

Please mail to:
TESSIE CLEVELAND COMMUNITY SERVICES CORP.
HEAD OF SERVICE

8019 S. COMPTON AVE.
Los Angeles, CA 90001

Please don’t forget a postage stamp.





		BENEFICIARY/CLIENT GRIEVANCE OR APPEAL AND AUTHORIZATION FORM

		Person Filing the Grievance or Appeal

		Your past and current medical records; and

		TESSIE CLEVELAND COMMUNITY SERVICES CORP.

		Los Angeles, CA  90001

		TESSIE CLEVELAND COMMUNITY SERVICES CORP.



		Los Angeles, CA  90001








MH-646 CAREGIVER’S
07/07/07 AUTHORIZATION AFFIDAVIT* Page 1 of 2

Use of this affidavit is authorized by Part 1.5 (commencing with Section 6550) of Division 11 of the California Family
Code. It does not affect the rights of the minor’s parents or legal guardian regarding the care, custody, and control of
the minor, and does not mean that the caregiver has legal custody of the minor. This affidavit does not mean that the
minor is automatically a dependent for health care coverage purposes.

The minor named below lives in my home and | am 18-years of age or older.

1. Name of minor:

2. Minor’s birth date:

3. My name (adult giving authorization):

4. My home address:

5. O 1amagrandparent, aunt, uncle, or other qualified relative of the minor.
(“Qualified relative,” for purposes of item 5, means a spouse, parent, stepparent, brother, sister, stepbrother, stepsister, half-
brother, half-sister, uncle, aunt, niece, nephew, first cousin, or any person denoted by the prefix “grand” or “great,” or the spouse
of any of the persons specified in this definition, even after the marriage has been terminated by death or dissolution.)

6. Check one or both (for example, if one parent was advised and the other cannot be located):

LI I have advised the parent(s) or other person(s) having legal custody of the minor of my intent to
authorize mental health care, and have received no objection.

0 Iamunable to contact the parent(s) or other person(s) having legal custody of the minor at this
time, to notify them of my intended authorization.

7. My date of birth:

8. Photo 1.D. (California driver’s license or California Identification card):
(Attach copy; see page 2, To Caregivers, #4) I.D. #

WARNING: DO NOT SIGN THIS FORM IF ANY OF THE STATEMENTS ABOVE ARE INCORRECT, OR
YOU WILL BE COMMITTING A CRIME PUNISHABLE BY A FINE, IMPRISONMENT OR BOTH.

I declare under the penalty of perjury under the laws of the State of California that the foregoing is true and correct.
If the minor stops living with you, you are required to notify any school, health care provider, or health care service
plan to which you have given this affidavit.

Caregiver Signature: Date:

O This affidavit was read in/or interpreted in for the client and/or
responsible adult.

Name of Interpreter
* File in Section #2, Consents & Notices

Agency: Prov.#:

Los Angeles County - Department of Mental Health
CAREGIVER’S AUTHORIZATION AFFIDAVIT





CAREGIVER’S AUTHORIZATION AFFIDAVIT Page 2 of 2

Please Note:

e This declaration does not affect the rights of the minor’s parents or legal guardian regarding the care,
custody, and control of the minor, and does not mean that the caregiver has legal custody of the
minor.

e A person who relies on this affidavit has no obligation to make any further inquiry or investigation.

e This affidavit is valid only one year after the date on which it is executed.

IMPORTANT INFORMATION

TO CAREGIVERS

1. “Qualified relative,” for purposes of item 5, means a spouse, parent, stepparent, brother, sister,
stepbrother, stepsister, half-brother, half-sister, uncle, aunt, niece, nephew, first cousin, or any
person denoted by the prefix “grand” or “great,” or the spouse of any of the persons specified in
this definition, even after the marriage has been terminated by death or dissolution.

2. The law may require you, if you are not a relative or currently licensed foster parent, to obtain a
foster home license in order to care for a minor. If you have any questions, please contact your
local department of social services.

3. If the minor stops living with you, you are required to notify any school, health care provider, or
health care service plan to which you have given this affidavit.

4. If you do not have the information requested in item 8 (California driver license or California
Identification card), provide another form of identification such as your social security number or
Medi-Cal number.

TO SCHOOL OFFICIALS

1. Section 48204 of the Education Code provides that this affidavit constitutes a sufficient basis for
determination of residency of the minor, without the requirement of a guardianship or other
custody order, unless the school district determines from actual facts that the minor is not living
with the caregiver.

2. The school district may require additional reasonable evidence that the caregiver lives at the
address provided on item 4.

TO HEALTH CARE PROVIDERS AND HEALTH CARE SERVICE PLANS

1. No person who acts in good faith reliance upon a Caregiver’s Authorization Affidavit to provide
medical or dental care, without actual knowledge of facts contrary to those stated on the affidavit,
IS subject to criminal liability or to civil liability to any person, or is subject to professional
disciplinary action, for such reliance if the applicable portions of this form are completed.

2. This affidavit does not mean that the minor is automatically a dependent for health care coverage
purposes.

6/28/07






MISSION STATEMENT

e To provide exceptional, social
services to a diverse population
with focused efforts on the
underserved and un-served
members of the community.

e To provide prompt, sensitive, goal-
oriented and measurable services
that work together on improving
and changing the quality of life for
each of our clients and their
families.

e To continuously develop innovative
methods of services delivery that
lead to positive progress for our
clients, their families and the
community in ways that are
consistent with self-determination
and preservation.

VISION STATEMENT

To become the premier leader in
providing innovative human services

CORE VALUES

DEDICATED
EMPATHETIC
PROFESSIONAL
INTEGRITY
SERVICE
INNOVATIVE

8019 South Compton Avenue

Los Angeles, California 90001

(323) 586-7333
www.tccsc.org

CLIENTS &
STAKEHOLDERS
INFORMATIONAL
BROCHURE

CLIENTS
BILL OF
RIGHTS
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8019 South Compton Avenue
Los Angeles, California 90001
(323) 586-7333

Fax (323) 588-5622

www.tccsc.org






CLIENTS RIGHTS

Each client receiving counseling services from

TCCSC has the following rights:

e The right to be treated with consideration
and respect for personal dignity, autonomy
and privacy;

e The right to service in a humane setting which
is in the least restrictive feasible as defined
in the treatment plan;

e  The right to be informed of one's own
condition and proposed or current services,
treatment or therapies, and of the
alternatives;

e  The right to be informed of available
program services;

e The right to give consent to or refuse any
service, treatment or therapy upon full
explanation of the expected physical,
medical and/or agency consequence of such
consent or refusal;

e  The right to a current, written, individualized
service plan that addresses one's own mental
health, physical health, and social and
economic needs, and which specifies the
provision of appropriate and adequate
services, as available, either directly or by
referral;

e  The right to active and informed
participation in the establishment, periodic
review and re-assessment of the service
plan, and to receive a copy of it;

e  The right or freedom from unnecessary or
excessive medication;

o  The right to freedom from unnecessary
physical restraint or seclusion;

e The right to participate in an appropriate
and available agency service, regardless of
refusal of one or more other services,
treatments, or therapies, or regardless of
relapse from earlier treatment in that or
other service, unless there is a valid and
specific necessity which precludes and/or
requires the client's participation in other
services. This necessity shall be explained to
the client and written in the client's current
service plan;

e  The right to be informed and the right to
refuse any unusual or hazardous treatment
procedures;

e The right to be advised and the right to
refuse observation by others and techniaues

such as one-way mirrors, tape recorders, video
recorders, television, movies or photographs;

The right to consult with an independent treatment
specialist or legal counsel at one's own expense;
The right to confidentiality of communications and of
all personally identifying information within the
limitations such as one-way mirrors, tape recorders,
video recorders, television, movies or photographs;
and requirements for disclosure of various funding
and /or certifying sources, under state and federal
statutes, unless release of information is specifically
authorized by the client or parent or guardian of a
minor client or court-appointed guardian of the
person of an adult in accordance with Rule 5122:2-
3-11 of the Administrative Code;

The right to have access to information in any
agency record pertaining to one's self only, unless
access to particular, identified items of information is
specifically restricted for that individual client for
clear treatment reasons. Clear treatment reasons
shall be understood to mean only severe emotional
damage to the client such that dangerous or self-
injurious behavior is an imminent risk. The person
restricting the information shall explain to the client
and other persons authorized by the client, the
factual information about the individual client that
necessitates the restriction. The restriction must be
renewed at least annually to retain validity. Any
person authorized by the client has unrestricted
access to all information. Clients shall be informed in
writing of agency policy and procedure for viewing
or obtaining copies of personal records;

The right to be informed in advance of the reason(s)
for discontinuation of service provision, and to be
involved in planning for the consequence of the
event;

The right to receive an explanation of the reasons
for denial of service;

The right not to be discriminated against for
receiving service on the basis of race, ethnicity, age,
color, religion, race, sex, national origin, disability,
or HIV infection, whether a-symptomatic or
symptomatic, or AIDS;

The right to know the cost of services;

The right to be fully informed of all client rights;
The right to exercise one's own rights without
reprisal in any form including continued and
uncompromised access to service;

The right to file a grievance; and

e The right to have oral and written
instructions concerning the procedure for
filing a grievance.

o  The right to know the cost of services;

e The right to be fully informed of all client
rights;

e The right to exercise one's own rights
without reprisal in any form including
continued and uncompromised access to
service;

e The right to file a grievance; and the right
to have oral and written instructions
concerning the procedure for filing a
grievance.

In addition to the established rights identified
above, all clients have the right to freedom
from humiliation and abuse /neglect. The
agency will not tolerate sexual or unlawful
harassment behaviors directed toward our
clients. The agency will not tolerate actions,
words, jokes, or comments (oral or written)
based on an individual's sex, race, ethnicity,
age, religion, disability, or any other legally-
protected characteristic. Clients who experience
or witness any of these circumstances shall
report them immediately to the Client Rights
Officer. Copies of this policy, as well as the
grievance procedure, are available in the
business office upon request.

Clients have additional rights as they relate to
their PHI as follows:

e The right to access their designated
record set;

e The right fo request restrictions on uses
or disclosures of their PHI;

e The right to request that
communications related to PHI be
confidential; and

e The right to request amendment of
their designated record set.

SLHODIA SALN3AITO







MH 521E
Revised 10/18/93

(]

[]

[]

[1]

CONSENT OF:-MINOR

EMANCIPATED: (To be completed by service deliverystaff) This minor has been declared emancipated from
his/her parent/guardian by the courts and has been issued an identification card by the Department of Motor
Vehicles (Civil Code 60-70). A copy of the identification card is filed with this form.

SELF-SUFFICIENT: (To be completed by the client) This minor is self-sufficient as exhibited by being able
to declare all of the following (Civil Code 34.6):

T'am 15 years of age or older, having been born on the day of in

the year

I am living at the address given on admission for services which is apart from the home/residence
of my parents or legal guardian.

I am managing my own financial affairs as indicated by the financial information provided by me on
admission for services.

I understand that I am financially responsible for the charges for my mental health services and I may not
disaffirm this consent because I am a minor.

Signature of client Date

MARRIED: (To be completed by service delivery staff) This minor is or has been married (Civil Code 25.6
and 62a). A copy of the marriage certificate if filed with this form.

NEED OF MENTAL HEALTH SERVICES: (To be completed by a Licensed Practitioner of the Healing Arts)

This minor is in need of mental health services. I certify that each of the following five requirements are met
(Civil Code 25.9):

1.
2.

the client is 12 or older and mature enough to participate intelligently in the services provided
the client meets one of the following:

[ ] there is danger of serious physical or mental harm if participation is not permitted or

[ ] there is alleged incest or child abuse

the client’s parent(s)/guardian(s)

[ ] were contacted on by or

f ] were not contacted because
the client’s parent(s)/guardian(s)
[ 1 are currently involved in the services provided

[ ] do not want or are unwilling to participate in the treatment or

[ ] are not appropriate to participation in the services provided

the client WILL NOT be prescribed psychiatric medications without his/her parent/guardian signing the
Consent for Services form

LFPHA Signature and discipline Date

This confidential information is provided to you in accord Name: MIS#:
with zpplicable Welfare and Insiimtions Code Section.
Duptication of this information for further disclosure is
prohibized without the prior written consent of the patieny || ASENCY:
anthorized representative to who it pertains unless otherwise

permitted by law. Destruction of this information is required -
e o siated purpose of the origival reqocst & fufiled, Los Angeles County - Department of Mental Health

CONSENT OF MINOR
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MH 500E
Revised 09/07/04 CONSENT FOR SERVICES

The undersigned client or responsible adult* consents to and authorizes mental health service by

Name of Facility

These services m ay include psy chological testing, psy chotherapy/counseling, rehabilitation service, medication,
case management, laboratory tests, diagnostic procedures, and other appropriate services such as TCCSC's policy for
Behavior Support Management, which utilizes a non-violent approach to maintaining a safe environment and prevents
restrictive behavior intervention techniques. TCCSC's Behavior Support Management program uses the curricula of the
Crisis Prevention Institute's Non-Violent Physical Crisis Intervention and it teaches personnel to identify and de-escalate
behaviors before restraints are necessary. (Clients and stakeholders are provided with a brochure on the full spectrum of
TCCSC's Behavior Support Management policies and procedures.). While these services may be delivered at different
locations, services provided within the Los Angeles County mental health sy stem will be coordinated by the staff of a
single agency.

The undersigned understands:

1. He/she has the right to
a. be informed of and participate in the selection of any of the above services to be provided;

b. receive any of the above services without being required to receive other services from the Los Angeles
County mental health system.

2. All of the above services are voluntary and he/she has the right to request a change in service provider
(agency or staff) or service coordinator or withdraw this consent at any time.

3. Information from a client’s service record relative to service delivery needs may be shared with any agency
within the Los Angeles County mental health system (County-operated and contract) without obtaining the
consent of the client.

4. To ensure treatment staff have available to them the most complete information about you when deciding
on treatment appropriate to your needs and for quality of care, any information you disclose to staff which
is determined by them to be important to your care, will be recorded in your clinical record.

5. All personnel of the agency, as a condition of their employment, annually sign an oath of confidentially
which prohibits them from sharing client information except as allowed under Federal, State, and
Department confidentiality laws, policies, and procedures. Information contained in a client’s service
records is available to personnel within this agency who have a clinical need to access the information.

6. All client names are entered into a computer-based Management Information System that identifies the
program(s) that is (are) providing services to the client. This information is available without client consent
to any representative of the Department’s directly operated or contract service agency system.

Signature of Client Signature of Witness Date

Signature of Responsible Adult Relationship to Client Date

O Client is willing to accept services, but unwilling to sign the Consent.
O I have completed or have caused to be completed the Consent of Minor form for any client under the
age of 18 signing without parental/guardian consent.

Staff Signature Date
This consent was translated into for the client and/or responsible adult.
A copy of this Consent 1 was given [ declined on by
Date Initial

*Responsible Adult = Guardian, Conservator, or Parent of Minor
This confidential information is provided to you in accord with
State and Federal laws and regulations including but not lim ited . .
to applicable Welfare and  Institutions Code, Civil Code and Name: MIS #:
HIPAA Privacy Standards. Dupli cation of this inform ation for

further disclosure is prohi bited without prior written Agency: Prov. #:
authorization of the client/aut horized representative to who it
pertains unless otherwise permitted by law. Los Angeles County — Department of Mental Health

CONSENT FOR SERVICE
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Purpose:	This Consent informs the client (or parent/guardian) of his/her rights when receiving services
	      and documents his/her explicit or implied consent for services.

Recording Procedure:   A signed Consent for Services must be completed whenever a person receives
       voluntary services from the Department of Mental Health.  Consents are ordinarily obtained prior to
       service delivery at each clinic/provider site.  If the client has been discharged from all services and 
       is later readmitted to any service, a new Consent for Services must be completed.

	The Department encourages staff to solicit and, when possible, obtain the signature of the conservatee 
 or minor client even though he/she may not be the legally responsible party.

	Signature of Witness/Translator:  We have allowed only one space for this potentially dual function.  
      The Consent must always be signed by a witness.  In some instances, the witness may also act as
      a translator.

	WHEN A CLIENT UNDER THE AGE OF 18 SIGNS WITHOUT THE CONSENT OF HIS/HER
 PARENT/GUARDIAN, THE CONSENT OF MINOR FORM (MH521), WHICH INDICATES THE CIVIL
 CODE UNDER WHICH HE/SHE CAN INDEPENDENTLY SIGN, MUST BE COMPLETED.

	Other language translations:  Clients may sign a translated version of the Consent for Services.  
       When another language translation is signed, the English version must either be printed on the back
       of the translation or placed immediately adjacent to the language translation in the clinical record.

Filing Procedure:  The Consent of Services should be filed in the Administration Section of the clinical
       record behind the Face Sheet.


MH500E Revised 06/16/04 






WAL CRITICAL INCIDENT REPORT FORM
G vahﬁfgdwcg 5
N First: Middle: Last:
ame
Residence . . . .
Address Street Address: City: Zip: Phone:
DOB: Caregiver Name | First: Last:

Always notify TCCSC within 24 hours via FAX: (323) 588-5622

OTraffic Accident OPhysical Altercation OAbuse CINeglect OTheft of TCCSC Property [OEmergency Services

OlInappropriate Staff Behavior OlInappropriate Client Behavior  COLaw Enforcement Involvement  [OOther

Date Incident Occurred: Time: OAM OPM OUnknown
Detail Description of Incident (What you saw and/or what you heard in order of occurrence — use back if necessary):

Names and phone numbers of witnesses to the incident (Provide information for all witnesses)

[OCase Management ODay Treatment OMHSA (FSP/TAY)  OMHSA (Older Adult)

OOutpatient [OWraparound Services  [OOther
Person Completing Critical Incident Report Form:

Name of person completing form: Relationship to Agency: Title/Relationship to person involved in incident:
Address: City: Zip: County: Phone:
Name: Title/Relationship: Phone: Date Completed: Time Completed:

Disposition: (Describe actions were taken as a result of incident and what actions can be taken in the future to avoid similar situations):

When faxing information that is not on this form, please label it with the consumer’s name and incident date.






BEHAVIOR SUPPORT MANAGEMENT
(NON-VIOLENT PHYSICAL CRISIS INTERVENTION)

TRAINING CURRICULUM:

Purpose

The purpose of the Non-Violent Physical Intervention Program is to prepare individuals to
recognize and de-escalate potentially violent situations. The care, welfare, safety and security for
anyone involved in crisis intervention.

Program Type

The CPI program is an institutional designed formal education experience with various instructional
strategies utilized to maintain interest and reach individuals' different learning styles. A "team
teaching™ approach is used in most of our settings. Facilitation of the program may also be
presented with one facilitator.

Program Design

Instructor/Facilitator requirements: Successful participation in the four day facilitator training
workshop. As a certified instructor, you are certified to train the staff of the facility/organization
which constitutes your base employment. Michigan State University Extension employees and
registered volunteers constitute our authorized target audience. In order to retain certification,
twenty four hours of instruction must take place and the re-certification fee must be submitted
annually. This certification is maintained upon job change and the new organization staff is then
the authorized target audience.

Training Environment: Adequate space is required for "informal” classroom setting to contribute to
openness of participants and a carpeted activity area for technique training. This area will require up
to 1500 square feet for an average class size of twenty-five, larger area for maximum class size of
forty.

Class size: Minimum: seven (7); maximum: forty (40). Classes have an average of fifteen (15) to
twenty-five (25) participants.

Course materials: All materials of this program have strict copyright requirements along with strict
restrictions of facilitators.

Pre & Post-tests: Copyrighted tests which are required to be given. Post test must be submitted
and a score of 80% achieved in order for participant to become certified in the CPI program.





Participant workbooks: This workbook is the only cost to participants, excluding refreshments and
instructor re-certification fee. Participants are given workbooks in order to complete as their note
guide. Theoretically, this book also becomes a reference for them in the future. The pre and post-
tests are also included as part of the workbook which protects the CPI, Inc., from illegal copying of
tests for

certification.

Student Completion Cards: Successful participation is rewarded with a student completion card.
Participants are not able to present the CPI program to others.

Instructional Strategies

Various instructional strategies are utilized in order to reach various learner needs and styles. The
following lists the program course outline with strategies used to attempt to deliver the message.

Introduction: Very important for success of program. Ice breaker activities are utilized for group to
begin to relate to each other. Name tags and name tents are used to individualize participants. CPI
program, materials and agenda are reviewed. Learner expectations are part of this time and
constantly referred back to for clarification and to attempt to meet learner needs.

Strategies: small & large group activities, short lecture, dialogue.

Pre-test: This is titled, "What do you know?" on agenda in order to attempt to make learner
comfortable. The pre-test is NOT emphasized.
Strategies: short lecture, explanation and modeling.

Preventive Techniques: Use of CPI video for this section. The facilitator then reviews and
interjects activities, poses questions and draws on past experiences of participants.
Strategies: lecture, video, problem solving, questioning.

Personal Space: This section begins with actual role plays and activities. Lecture of content then
follows with bridging back to activities and past experiences.
Strategies: lecture, role plays, questioning, activities.

Paraverbal Communication: This section relates to recognizing body language and how something
is said or received is just as important as what is said.
Strategies: Role plays, activities-individual & small group, lecture and questioning.

Verbal Intervention: Discussion and activities regarding recognizing the crisis cycle and attempting
to stop the cycle before physical acting out is achieved.
Strategies: lecture, role play, problem posing, small group activities, problem posing.

Wrap-up Question/Answer Period: a review of where we were today and where we are exploring
tomorrow. Questioning regarding if anything was new, reviewed and how the information has been
or will be utilized in the future.

Strategies: problem posing and questioning.





DAY 2:
Ice breaker: An activity to maintain group comfort takes place.

Review: Previous day material, activities, experiences and learner expectation list are discussed.
An attempt to draw learners into dialogue regarding materials presented yesterday and materials to
be presented today takes place.

Strategies: problem posing, questioning, model.

Precipitating factors/rational detachment: CPI video and information is discussed regarding
possible causes of anger and detaching oneself from the personal attack. Strategies: lecture, role
play, small group activities, sharing experiences, questioning.

Staff fear and anxiety: A presentation of physiological factors of fear and possible causes plus
control techniques.

Strategies: lecture, small group activities, problem posing and scenario solving (cooperative
learning).

Nonviolent physical intervention techniques: Teaching of actual techniques to use in a violent
situation. The goal is to provide for the safety and welfare of all involved, unlike a self defense act.
Strategies: use of CPI video, transparencies, lecture, modeling, small group activities, individual
activities, problem posing, questioning.

Postvention: The time after a violent or potentially violent situation occurs is called postvention.
The participants are provided with techniques to follow with acting out person and all involved.
Strategies: video, lecture, problem posing and questioning.

Wrap-up and questions: review of two day activities. The attempt to discuss and open dialogue
regarding past and future experiences. Review of learner expectations and meeting of needs.
Strategies: problem posing, dialogue, questioning.

Post test: The agenda and emphasis is titled, "What have you learned?" Thirty minutes are
scheduled for this activity. Due to the diverse learning abilities and needs of the participants, the
last ten minutes are permitted to use notes to review answers. Our goal is not to test knowledge but
to prepare the learners for recognizing a potentially dangerous situation. A score of 80% is required
for a student completion card.

Strategies: discussion, individual assistance.

Evaluation: The exploration of outcomes is of great interest. Outcome questions and data
collection instruments follow.






SUPPLEMENTAL THERAPEUTIC
O 43000 BEHAVIORIAL SERVICE ASSESSMENT Page 10f 2

I. Provider Information

TBS Rendering Provider
Name: Telephone #:

Single Fixed Point of Responsibility
Agency:
Name: Discipline: Telephone #:

I1. Client Identifying Information

Name: DOB: Age: Sex: [ ] Male [] Female
Ethnicity: Medi-Cal: [ ] Yes [ ] No
Current Living Situation:

Parent/Caregiver: Address: Phone:
CSW/Probation Officer: Phone:

Regional Center/Case Manager: Phone:

Other: Address: Phone:

I11. Child/Adolescent Initial Assessment

Completed by (name of agency and provider): Reviewed on (date):
Additional Information/Changes to Initial Assessment:

IV. TBS Class Eligibility

[] The child/youth is currently placed in Rate Classification Level (RCL) facility of 12 or above and/or locked treatment
facility for the treatment of mental health needs

[] Child/youth is being considered by the County for placement in one of the facilities described above

[] Child/youth has undergone, at least, one emergency psychiatric hospitalization related to his/her current presenting
disability within the preceding 24 months

[ ] Child/youth previously received TBS while a member of the certified class

V. Criteria for TBS Eligibility

| To prevent out-of-home placement or a higher level of care
[ ] To ensure transition to home, foster home, or lower level of care

V1. TBS Assessment

la. lIdentify the specific behaviors and/or symptoms that jeopardizes continuation of the current placement or the specific
behaviors and/or symptoms that interfere with the child or youth transitioning to a lower level of care:

This confidential information is provided to you in accord with State and
Federal laws and regulations including but not limited to applicable Welfare
and Institutions code, Civil Code and HIPAA Privacy Standards.
Duplication of this information for further disclosure is prohibited without . ; .
prior written authorization of the client/authorized representative to whom it Agency: Provider #:
pertains unless otherwise permitted by law. Destruction of this information
is required after the stated purpose of the original request is fulfilled.
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V1. TBS Assessment (continued)

1b.Describe child or youth’s behaviors and/or symptoms in terms of intensity, frequency, and duration in support of TBS, note
when and/or where behaviors and symptoms occur:

2a.What other specialty mental health service(s) is client currently receiving? Indicate why child or youth needs TBS in

addition to current service(s):

2b.List previous less intensive services that have been tried and/or considered and describe why these less intensive services

are not or would not be appropriate:

3. ldentify skills and adaptive behaviors that the child or youth is using now to manage the targeted behaviors and/or
symptoms and/or is using in other circumstances that could replace the targeted behavior and/or symptom:

4. ldentify what changes in behavior and/or symptoms TBS is expected to achieve and how the child’s therapist or treatment
team will know when these services have been successful and can be reduced or terminated:

5. (Optional) Provide any additional clinical information supporting the need for TBS:

VII. Diagnosis

| Diagnosis is the same as on the Child/Adolescent Initial Assessment
[ ] Diagnosis is different from the Child/Adolescent Initial Assessment (Complete MH 501 Diagnosis Information Form by an LPHA)

VIII. Signatures

Signature & Discipline

Date Co-Signature & Discipline (if required) Date

This confidential information is provided to you in accord with State and
Federal laws and regulations including but not limited to applicable Welfare Name: IS#:
and Institutions code, Civil Code and HIPAA Privacy Standards. ' :
Duplication of this information for further disclosure is prohibited without
prior written authorization of the client/authorized representative to whom it
pertains unless otherwise permitted by law. Destruction of this information
is required after the stated purpose of the original request is fulfilled.

Agency: Provider #:
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