Parsons State Hospital Service Request Form

Consumer Information

Consumer Name: Birth Date:
Street: City:
County: Zip:
Medicaid Number: SSN:

Phone Number:

Developmental Disability Diagnosis:

Level of Intellectual Disability:
evere Profound Moderate Mild Borderline N/A
Does the person have a current mental health diagnosis? Yes :lNo

Mental Health Diagnosis:

Does the person have a current Person Centered Plan (PCP)? |:|Yes|:|No PCP Date:

Does the person have an HCBS. Plan of Care? |:|Yes |:|No

Current Medications, Dosage/Frequency and Purpose:

Medical Issues:

Current placement and history of previous placements:




Parent/Guardian Information

Parent/Guardian Name:

Street:

City:

County:

Zip Code:

Phone Number:

Mobile Number:

Email:

Managed Care Organization (MCO) Information

MCO:

Name of Care Coordinator/Contact Person:

Street Address: City: Zip Code:

Phone Number: Fax Number: Email:
Information on Services Receiving

Is a Community Developmental Disabilities Organization (CDDO) involved? Yes No

If yes, has the CDDO been notified of referral? Yes No

Is there a current Developmental Disability Profile (DDP) or BASIS? |:| YesDNo
CDDO Information

Name of CDDO: Contact Person:

Phone Number: Email:

Street Address: City: Zip Code:
Case Manager Information

Name of Case Manager:

Phone Number: Email:

Street Address: City: Zip Code:
Day Services Information

Name of Day Services: Contact Person:

Phone Number: Email:

Street Address: City: Zip Code:

Residential Information (if different from day services)

Name of Residential:
Phone Number:
Street Address:

Contact Person:
Email:
City: Zip Code:




Name of School: Contact
Person: Phone Number: Email:
Street Address: City: Zip Code:

Is the individual currently receiving mental health services?

Other mental health services:

CMHC:

CMHC Case Manager: Phone Number:

Police involvement/Legal System involvement (Please explain if marked)
|:| Multiple police interactions
|:|Previous arrests
|:|Pending charges (please specify)

|:|Currently incarcerated

Trauma history
|:|Physical abuse
|:|Sexual abuse
|:|Emotional abuse
|:|Witnessed violent crimes
|:|Recent and/or significant loss

|:|Neglect

|:| Exploitation




Contact Name: Phone Number:

Affiliation:

Requested service(s) (one or more):

DDT&TS/Outreach Services

[Staff Training Services

Outpatient Sex Offender Treatment Consultation

Notes on service(s) requested:

Date of Request:

Note: All consents must be witnessed

Email to: Nathan.Grommet@ks.gov
Or FAX 620-421-3623


Nathan.Grommet@ks.gov

DUAL DIAGNOSIS TREATMENT & TRAINING SERVICES
PARSONS STATE HOSPITAL & TRAINING CENTER

IDENTIFYING INFORMATION

Person being served:

Name: Birth Date:

Where does the person live? Please check one of the following:
O At home with immediate family [J By him/herself
[] At home with a foster family H In a home with 8 or fewer residents
[] At home with a relative In a facility with more than 8 residents

Other:

DEVELOPMENTAL DISABILITIES AGENCY INFORMATION

Developmental Disability:

Tier Level

Community Developmental Disabilities Organization (CDDO):

Community Support Provider (CSP) Information:

Agency(ies)

Day Services:

Residential Services:

Developmental Disabilities Case Manager:

Case manager’s office address:

Street City Zip

Case manager’s phone number Case manager’'s email address

MENTAL HEALTH AGENCY INFORMATION

Is the individual currently receiving mental health services? Yes No

Psychiatrist
Community Mental Health Center (CMHC) information, if utilized:
CMHC NAME

Street Address City Zip
CMHC phone number
Mental Health (MH) Therapist

MH Case manager



Mental Health Diagnoses

Please list only the current mental health diagnosis

Diagnosis Age of Onset if known

Hospitalizations

I:Hlas the person ever been hospitalized for behavioral or emotional problems?
No

Clyes If yes, please provide the hospital name and the admission and discharge dates for each.

Hospital Admission Date Discharge Date

SCHOOL INFORMATION

Is the person CURRENTLY in school? [ Yes I No Highest grade this person has completed
Does this person currently have behavioral problems at school? I ves CINo
Would you like an outreach consultant to work with your child’s school? Cyes CINo

Name of Teacher

Name of School
School Address
School Phone

BEHAVIORAL INFORMATION

Has a behavioral specialist been consulted prior to today? Cyes [CINo

If yes, please indicate the type of practitioner providing behavioral consultation.

[ Psychologist ] Autism Specialist [] School Behavioral Consultant

[C] Behavioral Analyst [ positive Behavior Supports Specialist Clother
Please indicate whether this individual has been involved with any of the following in the past 3 months

[J1. The Judicial System
2. Social Services
3. Inpatient Mental Health

Has the person previously received services from DDT&TS? [JYes [INo
If yes, please provide the date(s) for previous consultations:



In the past THREE Months (ONLY):

1. Did the person injure him/herself? For example, did the Yes No
person bite him/herself, insert items into body or cavities or
into the skin, bank his/her head on the wall or floor, etc.?

2. Did the person hit, scratch, kick, bite or otherwise physically Yes No
attack others?

3. Did the person display behaviors such as screaming, crying, Yes No
tipping over furniture, knocking materials to the floor, etc.?

4. Did the person destroy or damage property (i.e. breaking Yes No
windows, throwing furniture, tearing up clothing, etc.)?

5. Did the person demonstrate noncompliance? Yes No

6. Was the person verbally aggressive against others? Yes No

How often do these behaviors currently occur? Hourly Daily| __ [Weekl Monthly or less often

_How severe are the behaviors?
‘gMild: disruptive with little risk to property or health

Moderate: property damage or minor injury
Severe: Significant threat to health or safety

Situations in which behavior is most likely to occur:

Days/Times
Settings/Activities
Persons Present

What usually happens right Before the behavior?

What usually happens right After the behavior?

Please return all documents to the Admissions Coordinator, Nathan Grommet, at fax number:
620.421.3623



Parsons State Hospital & Training Center
Dual Diagnosis Treatment & Training Services

2601 Gabriel Avenue, P.O. Box 738
Parsons, KS 67357-0738

Ph: 620-448-3088 Main Fax: 620-421-3623 DDT&TS Fax: 620-421-1499

| authorize the release of information for/to Parsons State Hospital & Training Center/
Dual Diagnosis Treatment & Training Services:

NAME BIRTHDATE

ADDRESS SSN

t+ To | FROM Managed Care Organization:

Name Position/Relationship Phone
Agency Street Address

City State Zip Fax
Informationiis to include: . _ Information is to be used for:

All medical, social, psychological, behavioral, educational,

psychiatric and other pertinent information OR [ Placement purposes

[ITreatment planning

[ Medical HSChOOI_ [Jconsultation and recommendations
[ Social _ O Behavioral CITo assist with legal proceedings
L] Special Education Psychiatric [ To assist others in planning/providing services
Psychological [ Educational planning/placement
Other Other

This Authorization expires on .
If left blank authorization will expire 30 days after the case is closed.

Signature of Client Date
Signature of Parent/Guardian Date
Signature of Witness Date

Consent will not be considered valid without a witness’ signature and a client or parent/guardian signature. Apublic notaryis not
necessary. | understand that | am not required to sign this release, and if signed, | may revoke it at any time, except to the extent that is
required by law. To revoke this authorization, | may contact PSH&TC in writing. | understand that PSH&TC cannot require a signed release as a
condition of services unless permitted by law. | have the right to inspect or copy any consultation recommendations provided by PSH&TC. |
understand that records obtained by PSH&TC may include HIV, psychiatric, alcohol, or drug abuse information. Information gathered by
PSH&TC may include psychological and behavioral information. This information may be protected by State and Federal laws and regulations. |
understand that if the information is collected by
someone who is not a health care provider it may be re-disclosed and is no longer protected by privacy regulations. | hereby release and
discharge PSH&TCl/indicated Agency and the person or entity to or from which the above information is provided/received and their employees
from any liability for the release of any information disclosed pursuant to this authorization.

Form updated: 10/27/2022



Parsons State Hospital & Training Center
Dual Diagnosis Treatment & Training Services

2601 Gabriel Avenue, P.O. Box 738
Parsons, KS 67357-0738

Ph: 620-448-3088 Main Fax: 620-421-3623 DDT&TS Fax: 620-421-1499

I authorize the release of information for/to Parsons State Hospital & Training Center/
Dual Diagnosis Treatment & Training Services:

NAME BIRTHDATE
ADDRESS SSN
t+ TO | FROM The following Agency/Individual:
Name: Position/Relationship Phone
Agency Street Address
City State Zip Fax

Information is to include:
All medical, social, psychological, behavioral, educational,
psychiatric and other pertinent information OR

[ Medical [1school
Social |:| Behavioral
Special Education [ Psychiatric

Psychological

Other

Information is to be used for:

[]Placement purposes
[ Treatment planning
Consultation and recommendations
To assist with legal proceedings
[]To assist others in planning/providing services
[C]Educational planning/placement

Other

This Authorization expires on

If left blank authorization will expire 30 days after the case is closed.

Signature of Client

Date

Signature of Parent/Guardian

Date

Signature of Witness

Date

Consent will not be considered valid without a witness’ signature and a client or parent/guardian signature. Apublic notaryis not
necessary. | understand that | am not required to sign this release, and if signed, | may revoke it at any time, except to the extent that is
required by law. To revoke this authorization, | may contact PSH&TC in writing. | understand that PSH&TC cannot require a signed release as a
condition of services unless permitted by law. | have the right to inspect or copy any consultation recommendations provided by PSH&TC. |
understand that records obtained by PSH&TC may include HIV, psychiatric, alcohol, or drug abuse information. Information gathered by
PSH&TC may include psychological and behavioral information. This information may be protected by State and Federal laws and regulations. |
understand that if the information is collected by

someone who is not a health care provider it may be re-disclosed and is no longer protected by privacy regulations. | hereby release and
discharge PSH&TCl/indicated Agency and the person or entity to or from which the above information is provided/received and their employees
from any liability for the release of any information disclosed pursuant to this authorization.

Form updated: 10/27/2022



Parsons State Hospital & Training Center
Dual Diagnosis Treatment & Training Services
2601 Gabriel Avenue, PO Box 738
Parsons, KS 67357-0738

Ph: (620) 448-3088 Main Fax: (620) 421-3623 DDT&TS Fax: (620) 421-1499

CONSENT FOR VIDEOTAPING

I/we authorize Parsons State Hospital/Dual Diagnosis Treatment & Training Services (DDT&TS) to
videotape my son/daughter/ward/self as deemed
necessary to evaluate behavior(s). This tape will be used for evaluation and training (e.g., in-
servicing staff, presentations, etc.) purposes only. | understand that | have the right to withdraw
this consent at any time and that | have the right to view any videotape made of my
son/daughter/ward. | understand that the videotapes may be kept for future reference by the
DDT&TS team following the consultation but will not be released to anyone without my express
written consent to release any videotape(s).

This consent will expire on
If left blank, this consent will expire 30 days after the case is closed except as indicated above.

Client/Consumer Signature Date
Parent/Guardian Signature Date
Witness Signature Date

NOTE: Consent will not be considered valid without a witness’ signature and a client or parent/guardian signature.

Form updated: 10/27/2022
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Parsons State Hospital & Training Center
Dual Diagnosis Treatment & Training Services
2601 Gabriel Avenue, PO Box 738
Parsons, KS 67357-0738

Ph: (620) 448-3088 Main Fax: (620) 421-3623 DDT&TS Fax: (620) 421-1499

CONSENT FOR EVALUATION AND TREATMENT

I/we grant permission for Parsons State Hospital and Training Center / Dual Diagnosis
Treatment & Training Services (DDT&TS) team to complete a full evaluation of my
son/daughter/ward/self, , Wwhich may include any or all of

the following: observe; share information; review records, make behavior support
recommendations; and, if necessary, pilot various behavior support strategies.

| realize when behavior supports are initiated there exists the possibility of a temporary (i.e., few
days or weeks) of increased or worsening of behaviors for which my son/daughter/ward was

referred. | understand that all of the information regarding the evaluation will remain confidential.

This consent will remain in effect until it is expressly revoked in writing or until one year from
the date signed, whichever occurs first.

Client/Consumer Signature Date
Parent/Guardian Signature Date
Witness Signature Date

NOTE: Consent will not be considered valid without a witness’ signature and a client or parent/guardian signature.

Form updated: 10/27/2022
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Parsons State Hospital & Training Center
Dual Diagnosis Treatment & Training Services
2601 Gabriel Avenue, PO Box 738
Parsons, KS 67357-0738

Ph: (620) 448-3088 Main Fax: (620) 421-3623 DDT&TS Fax: (620) 421-1499

Informed Consent/Assent to Allow Environmental Manipulations
Procedures by the DDT&TS Outreach Consultation
Team

I/we grant permission for the Dual Diagnosis Treatment & Training Services (DDT&TS) team to
conduct environmental manipulations of the behavioral antecedents and consequences
(Functional Behavior Analysis) for behavior exhibited by my son/daughter/ward/self,

| understand that | may revoke this consent at any time. The behavioral antecedents and
consequences of my son/daughter/ward’s behavior are being manipulated so that the DDT&TS

Outreach personnel can better determine the causes of behavior resulting in a referral for services.

An additional purpose for these procedures is to provide the community support team with
recommendations for behavioral planning that will likely lead to increased successful community
living. | understand that manipulations of the antecedents and consequences of aberrant behavior
can result in a temporary increase in those behaviors. | understand that the DDT&TS Outreach
personnel conducting these manipulations will provide agency staff with

training so that staff can be involved in this process. | further understand that these manipulations
will not take place without a detailed outline provided in writing to the requesting agency and the
parent/guardian (if applicable). This consent will remain in effect until it is expressly revoked or
until one year from the date signed, whichever occurs first.

Client/ Consumer Signature Date
Parent/Guardian Signature Date
Agency Personnel Position Date
Witness Signature Date

NOTE: Consent will not be considered valid without a witness’ signature and a client or parent/guardian signature. Form updated

1/25/11.1 understand that | am not required to sign this release, and if signed, | may revoke it at any time, except to the extent that is required by law. To revoke this authorization, | may contact
DDT&TS verbally or in writing. | understand that DDT&TS cannot require a signed release as a condition of services unless permitted by law. | have the right to inspect or copy any intervention
documentation provided by DDT&TS. | understand that records obtained by DDT&TS may include HIV, psychiatric, alcohol, or drug abuse information. Information gathered by DDT&TS may
include psychological and behavioral information. This information may be protected by State and Federal laws and regulations. | understand that if someone who is not a health care provider
collects the information, it may be re-disclosed and is no longer protected by privacy regulations. | hereby release and discharge DDT&TS/indicated Agency and the person or entity to or from
which the above information is provided/received and their employees from any liability for the release of any information disclosed pursuant to this authorization.

Form updated: 10/27/2022
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Parsons State Hospital & Training Center
Dual Diagnosis Treatment & Training Services
2601 Gabriel Avenue, PO Box 738
Parsons, KS 67357-0738

Ph: (620) 448-3088 Main Fax: (620) 421-3623 DDT&TS Fax: (620) 421-1499
CONSENT FOR Email

I/we authorize the Dual Diagnosis Treatment & Training Services (DDT&TS) to communicate with
community support team members about my son/daughter/ward/self, via
electronic mail/communication service. | understand that this communication cannot be
guaranteed to be secure.

RISKS ASSOCIATED WITH EMAIL

Some, but not all, of the risks with email are listed here:

» Email can be immediately broadcast worldwide and received by many intended and unintended recipients;

» Email senders can easily misaddress an email;

» Email is easier to falsify than handwritten or signed documents;

» Backup copies of email may exist even after the sender or recipient has deleted his or her copy;

* Employers and on-line services have a right to archive and inspect emails transmitted through their systems;
* Email can be intercepted, altered, forwarded, or used without authorization or detection;

* Email can be used to introduce system computer viruses; and

» Email can be used as evidence in court.

| understand these risks and agree to allow the use of email for communication purposes.
Should | change my email address, | will notify DDT&TS. Should | decide to revoke consent
for email communication, | will send written revocation by postal mail.

This consent will expire on
If left blank, this consent will expire 30 days after the case is closed.

Client/Consumer Signature Date
Parent/Guardian Signature Date
Witness Signature Date

NOTE: Consent will not be considered valid without a witness’ signature and a client or parent/

guardian signature. Form updated: 10/27/2022
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Parsons State Hospital and Training Center a I l Sas

Dr. Mike Dixon, Superintendent

2601 Gabriel Avenue Dcpan:lmgn} for Agling Phone: (620) 421-6550
Parsons, KS 67357 and Disability Services vww.kdads.ks.gov/PSHTC
Laura Kelly, Governor

Laura Howard, Secretary

Informed Consent
Consultation Services by DDT&TS During the Covid-19 Outbreak

The purpose of this document is to inform the Dual Diagnosis Treatment and Training Services clients, support teams and

families of requirements that will need to be met before the consult team meets with the client, support teams and families

in person due to the Covid-19 outbreak. The information below provides details on restrictions on travel to certain areas of
the state, precautions the team will be taking and considerations for agreeing to have in-person services and alternatives if

the team chooses to forgo in-person services. DDT&TS is committed to continuing to provide services in a safe manner

during this outbreak.

General Information

e DDT&TS will follow the mask policy of the agency/school in which the client receives services; families will be
asked if they would like DDT&TS to wear masks while observing in their home

e If day service/residential services have additional restrictions, DDT&TS will abide by those restrictions

o DDT&TS to schedule travel to previously restricted counties starting March 1%, 2021

Travel Restrictions

e Social distancing rules will need to be followed by DDT&TS staff while working in the home/residential
service/day service

e All DDT&TS staff will be wearing masks if required by the client’s support team and using hand sanitizer and
hand sanitizing wipes to minimize exposure to Covid-19.

e If space is not available to allow for social distancing during entrance and exit meetings, then those meetings will
be held via phone/video conference

o Staff will postpone all observations if experiencing any symptoms consistent with Covid-19 or if they have been
exposed to COVID-19

Precautions

o Please be advised that it is still possible for vaccinated persons to carry the virus according to current knowledge
per the CDC. This means it is possible for vaccinated persons to pass COVID-19 to others, especially those who
have not been vaccinated

e Teams agree to provide accurate daily information regarding possible exposure, illness or suspicion of illness to
the consult team working in the home/day service/residential service

o Teams may report information to their consultant at any time; a team/agency representative will be
identified to ensure the following information is communicated to DDT&TS prior to entering any
homes/agencies

o Consultants will ask the following questions prior to traveling to the home/residential service/day service

= Does anyone currently have a fever?

* Has anyone had a fever in the past 24 hours?

= [fanyone has had a fever, have they been fever free without medications for 72 hours?

* Do you have any suspicion that you or anyone else in the home/residential service/day service has
been exposed to Covid-19 in the last 14 days?



Alternative Services

e Alternative services are available for teams that forego in-person consults

Consultants can engage in video conferencing with teams to discuss general recommendations but cannot provide
a function-based recommendation without observing the challenging behavior directly

e Teams can provide video footage of the challenging behavior to consultants for review

o Teams can set up live streaming of the client for consultants to observe the client in real time remotely

As always, teams can continue to provide data to consultants

Events leading to suspension of services

¢ Any member of the team/household/residential service coming into contact with a confirmed case of Covid-19

e Any member of the team/household/residential service being confirmed as having Covid-19 or extreme suspicion
that Covid-19 is present but testing has been denied to the person

e Any member of the team/household/residential service showing symptoms of Covid-19 as outlined by the CDC

¢ Any member of the team/household/residential service having a fever of 100.4 or higher.

Inherent risks exist in continuing with in-person treatment services. There is increased risk of contracting Covid-19,
although those risks have been minimized to the extent possible per CDC guidelines. Individuals who are very young, old,
or have underlying health conditions are at an increased risk for severe complications because of Covid-19, up to and
including hospitalization. Teams should follow CDC and local health official guidelines if anyone is ill or feel they have
contracted Covid-19. Even with precautions, DDT&TS cannot guarantee that teams, families or clients will not come into
contact with Covid-19 or that transmission will not occur.

By signing this document parents/guardians are providing consent to receive in-home services with DDT&TS.
Parents/guardians also agree to follow the guidelines listed in this document. Your signature acknowledges that you have
read this document, you have asked questions as needed and you understand the information outlined above. You also
agree to assume the risk (listed here or otherwise) with receiving in-person services from the Parsons State Hospital Dual
Diagnosis Treatment and Training Services Team and you do not hold DDT&TS liable or responsible for potential
transmission of Covid-19.

You may end the consent at any time, without notice, by informing your consultant and DDT&TS Director Stephanie
Luther (stephanie.luther@ks.gov). Ending consent will lead to an immediate stop to in-person services. You may restart
services by signing a new consent form. Ending consent for services or failing to provide consent for services does not
end your services with DDT&TS and will not impact future services with DDT&TS, either during the Covid-19 outbreak
or after the Covid-19 outbreak.

Parents/guardians who are uncomfortable with in-person services during this time are not required to continue in-person
services. Please see above alternate means for engaging in services. Your consultation and services will remain open and
will resume as usual when appropriate (e.g., the outbreak has ended, shelter in place orders have ceased, comfort levels
change, etc.).

Sign below to agree to in-person services:

Parent/Guardian Name Client Name

Parent/Guardian Signature Date


mailto:stephanie.luther@ks.gov
mailto:stephanie.luther@ks.gov

Agency Representative Signature Date

I do not provide my consent for in-person services

Please print your name here:

and client name here:

Date:
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