Public Health}

Seattle & King County

Court Clinician and Community Support Services

The Public Health Seattle-King County, Jail Health Services Court Clinician
services provides eligibility determination and treatment planning for various
therapeutic courts to include; Regional Mental Health Court (RMHC), Regional
Veteran’s Court (RVC), City of Seattle Mental Health Court (SMC MHC) City of
Seattle Veterans Treatment Court (VTC).

COURT CLINICIAN SERVICES: Eligibility for these therapeutic courts is
based on a number of factors. Your Court Clinician will assess and review
with you your program eligibility. For participants who are found eligible
for a therapeutic court a treatment plan for opting into the court will be
developed by you and your Court Clinician for final approval by the court.

COMMUNITY SUPPORT SERVICES: For participants who are in RMHC and
are in need of support connecting to and engaging with community
based treatment, housing, benefits and other resources the Community
Support Specialist can assist. The Community Support Specialist can take
participants to appointments, assist with obtaining benefits and meeting
other court obligations.

Offering Court Clinician and Community Support services in a therapeutic court
creates a partnership between you and your defense attorney, the prosecutor’s
office, probation, and your behavioral health services in the community.

CONFIDENTIALITY: Your Court Clinician and the Community Support
Specialist coordinates your behavioral health care with your community
providers and other members of the court team. Written permission is
required to disclose your health care information outside of your health care
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providers or as permitted or required by law. The Court Clinicians and
Community Support Specialist are required by law to report the following
conditions to the proper authorities: Child abuse or dependent adult abuse
(physical or sexual); or if you express intent or ideation to harm yourself or
another person. Homelessness by itself is not considered child abuse or
neglect.

MY RIGHTS: | understand that | do not have to sign this consent to get health
care benefits (treatment, payment, enrollment, or eligibility) or to receive
services from Jail Health Services or any other providers. However, if | refuse
to sign this consent to services | will not be eligible to participate further in
RMHC/RVC or SMC MHC/VTC screening process.

EXPIRATION: Unless it is revoked, this consent will expire upon graduation
from the court or when | withdraw from, or am discharged from, the Regional
Mental Health Court/Veterans Court or City of Seattle Veteran’s Treatment
Court. “Discharge” means ineligibility for further services through Regional
Mental Health Court or Veterans Court, unless formally re-referred to the
program. Itis not the same as being placed in inactive status due to lack of
recent contact; the consent continues in effect while a participant is “inactive”
unless the participant revokes consent.

If you choose to receive RMHC/RVC or SMC MHC/VTC Court Clinician services
from Public Health Seattle-King County Jail Health Services please sign below.

Yes: | would like to receive Court Clinician Services from Public Health
Seattle & King County Jail Health Services.

No: | would not like to receive Court Clinician Services from Public
Health Seattle & King County Jail Health Services. By declining Court Clinician
services | understand that my referral into Regional Mental Health Court or
Veteran’s court will closed as this time.

Signature: Date:
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AUTHORIZATION FOR CARE COORDINATION

FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

The undersigned authorizes Public Health or its staff to exchange information (written or verbal) to the persons or organizations
identified below for the purpose of ongoing care coordination. A Care Coordination Authorization form is needed for each
client.

[ understand that my records may contain information regarding the testing, diagnosis, and/or treatment of HIV (AIDS
virus), positive sexually transmitted diseases, drug and/or alcohol abuse, mental illness or psychiatric treatment. I give my
specific authorization for these records to be released, unless I check any of the boxes below.
When checked, this consent excludes release of the following types of information:

[] Drug or alcohol abuse diagnosis or treatment [] Psychiatric care/mental illness

[] Confirmed STD test results and/or treatment (] HIV (AIDS) testing/treatment

Release of Information is authorized for:

Client Last Name: Client First Name: DOB:
Alias:
X
Signature of Client or Guardian Relationship Witness or Interpreter Date

Records will be released to:

Agency Name Telephone Contact Person Date
KC Dept. of Public Defense

KC Prosecuting Attorney’s Office

KC RMHC Probation

KC Victims Advocate
DSHS

Sound

PHS

KCBHRD

RMHC/RVC (Open Court)

This authorization may be renewed three times. Unless revoked or as otherwise provided herein, this authorization expires
(insert either applicable date or event). If this authorization requests that health information be used by or
disclosed to the client’s employer or a Financial Institution, this authorization will expire 90 days from the date signed.

Signature Date

Client rights on the second page
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AUTHORIZATION FOR CARE COORDINATION

Your rights under federal and state law:

You may revoke this authorization at any time. It will be in writing. If Public Health has acted on this authorization before

receipt of your revocation, we cannot be held liable.

Public Health may not refuse treatment to you or the person under your guardianship if you do not sign this form.

When Public Health asks you to fill out this authorization, you are entitled to a copy.
You may ask to have this authorization expire sooner.

When Public Health discloses your health information, your protected health information can be subject to re-disclosure by the

recipient and is no longer protected by Public Health.
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AUTHORIZATION TO DISCLOSE AND REDISCLOSE PROTECTED HEALTH INFORMATION
FOR THE JAIL HEALTH SERVICES COURT SERVICES CARE TEAM

Name:

Date of Birth:

I authorize the following entities to disclose and re-disclose my health care information to and among themselves:
King County Public Health- Jail Health Services Court Services Team, King County Regional Mental Health/Veterans
Court (RMCH/RVC Team, and Seattle Municipal Mental Health Court/Veteran’s Treatment Court (SMC MHC/VTC)
Team, which includes staff from the following entities:

X] | RMHC/RVC Probation |Z King County Superior Court |Z Seattle City Attorney’s Office

|X| SMC SMH/VTC Probation |Z| Department of Corrections |Z| Washington Dept. of Veterans Affairs

X] | King County Prosecutor’s Office X | King County District Court X] | DCHS/Behavioral Health and Recovery

IZI King County Department of Public |Z| King County Public Health, Jail Health Izl Veterans Administration Puget
Defense Services — Court Services Team Sound/Lakewood

|Z| King County Victim Advocate |Z| Seattle Municipal Court |Z| King County District Court Probation

Purpose of the disclosure: To coordinate treatment activities, including assessment, referral, medical, substance use disorder,
mental health, vocational, shelter and/or housing services.

Information to be disclosed and re-disclosed. Please check all appropriate boxes:

Name Date of Birth
This authorization form | HIV status and treatment
Past or present mental health problems or diagnoses Past or present physical health problems
Initial and subsequent evaluations of my services Past or present substance use disorder problems or
needs by the Release Planning Care Team and its diagnoses
members
Current and past mental health treatment programs, Current and past chemical dependency treatment
with date programs, with dates
Current and past emergency department visits, with O] Other:
dates

By signing this form, | understand:

When | am asked to fill out this authorization, | am entitled to a copy.

I have the right to revoke this authorization at any time. It must be in writing and sent to the Originating Agency listed below.
Any revocation will not take effect if action has already been taken based on the original authorization.
Without my express revocation, this authorization will expire (insert date or event, invalid if left blank)
The information disclosed and re-disclosed may contain information on my current/past: Mental health, drug or alcohol use,
and/or HIV status, and | authorize the disclosure and re-disclosure for the purposes of this authorization.

The information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer
protected by this rule with the exception of Alcohol and Drug Abuse records, which are protected by federal regulations that
prohibit the recipient from making any further disclosure of this information unless further disclosure is expressly permitted
by my consent or as otherwise permitted by 42 CFR part 2.

| understand that this authorization is voluntary, it will not affect my ability to obtain health care services from the individual
health care providers identified above, but will limit the ability of the workgroup members to discuss my needs and coordinate
my care.

Signature:

Date:

AUTHORIZATION TO DISCLOSE AND REDISCLOSE PROTECTED HEALTH INFORMATION
FOR THE JAIL HEALTH SERVICES COURT SERVICES CARE TEAM
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AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
JAIL HEALTH SERVICES
Public Health is not obligated to honor this request unless all portions are completed.

The undersigned authorizes:
[ Outside Agency (give complete name & address) or Jail Health Records

To release the records of:

Client Name Alias (Optional)

Client Phone # Date of Birth
Records will be released to:
King County Regional Mental Health Court Team

Person & Institution Affiliation
516 Third Ave., Seattle, WA 98104

Street Address City/State/Zip

Phone Number Fax Number (Optional)

Date(s) of services requested:

(If no date given: the last incarceration information will be released)
For the purpose of: X medical/dental Xl legal [1 personal X other (describe) I"éatment Planning

Please verify what you are requesting:
Release Medical Health Records

[JOther Public Health Medical Records, specify:
[X] Verbal Information Exchange:

| understand that my records may contain information regarding the testing, diagnosis, and/or treatment of HIV
(AIDS Virus), positive sexually transmitted diseases, drug and/or alcohol abuse, mental illness or psychiatric treatment.

When checked, this authorization Excludes release of the following information:
O Drug or alcohol abuse diagnosis or treatment [ HIV (AIDS) testing/treatment
[IConfirmed STD test results and/or treatment [] Psychiatric

This authorization expires (insert date or event, invalid if left blank)
Is the receiver an employer or financial institution? (If yes, this will expire in 90 days) [1Yes No

Client/Guardian Signature Date

Relationship to Patient

Interpreter Date
Your rights under federal and state law:
You have the right to receive your response to this request within 15 business days. You may revoke this authorization at any time by sending
a written revocation. If Public Health has acted on this authorization before receipt of your revocation, we cannot be held liable. Public Health
may not refuse treatment to you or the person under your guardianship if you do not sign this form. You are entitled to a copy of this form.
When Public Health discloses this information, it can be subject to re-disclosure by the recipient and is no longer protected by Public Health.
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AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
JAIL HEALTH SERVICES
Public Health is not obligated to honor this request unless all portions are completed.

The undersigned authorizes:
Outside Agency (give complete name & address) or [ Jail Health Records

To release the records of:

Client Name Alias (Optional)

Client Phone # Date of Birth

Records will be released to:
Seattle - Public Health Jail Health Services - Court Clinician Team

Person & Institution Affiliation
516 Third Ave, Room E-319, Seattle, WA 98104

Street Address City/State/Zip
+1(206) 477-6283 +1(206) 259-2763
Phone Number Fax Number (Optional)

Date(s) of services requested:

(If no date given: the last incarceration information will be released)
For the purpose of: X medical/dental Xl legal [1 personal X other (describe) I"éatment Coordination

Please verify what you are requesting:
Release Medical Health Records

[JOther Public Health Medical Records, specify:
[X] Verbal Information Exchange: Diagnosis, treatment recommendation, progress, attendance, medication, appointments

| understand that my records may contain information regarding the testing, diagnosis, and/or treatment of HIV
(AIDS Virus), positive sexually transmitted diseases, drug and/or alcohol abuse, mental illness or psychiatric treatment.

When checked, this authorization Excludes release of the following information:
O Drug or alcohol abuse diagnosis or treatment [ HIV (AIDS) testing/treatment
[IConfirmed STD test results and/or treatment [] Psychiatric

This authorization expires (insert date or event, invalid if left blank)
Is the receiver an employer or financial institution? (If yes, this will expire in 90 days) [1Yes No

Client/Guardian Signature Date

Relationship to Patient

Interpreter Date
Your rights under federal and state law:
You have the right to receive your response to this request within 15 business days. You may revoke this authorization at any time by sending
a written revocation. If Public Health has acted on this authorization before receipt of your revocation, we cannot be held liable. Public Health
may not refuse treatment to you or the person under your guardianship if you do not sign this form. You are entitled to a copy of this form.
When Public Health discloses this information, it can be subject to re-disclosure by the recipient and is no longer protected by Public Health.
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