-~ LIMITS.OF CONFIDENTIALITY - JUVENILE FACILITIES. - - R e
UNDERSTANDING AND AGREEMENT

State Form 54394 (8-10}

DEPARTMENT OF CORRECTION / MENTAL HEALTH SERVICES

State and federal law protects the privacy of some, but not all, communications between a student and a mental heaith professional. In
the juvenile setiing, all persannal are considered part of the treatment team and may be permitted access to the health record (HR).
However, the Health Care Administrator controls access to the HR and therefore only staff persons wha have a need, in the course of
their assigned duties, to use mental health infarmation found in the HR shall have access to them, Far instance, a facllity janitor or iibrarian
would not be aliowed to read a student's health record without permission because to do so would not be part of their assigned duties,
so information wauld be confidential. Importantly, short of the Superintendent or his/her designee or an emergency situatian, all Custody
staff must get permission to access the HR and even when custady staff have permission, their access Is resfricted to the information
which they need to perform wark related tasks. For example, a Custody officer would not be allowed to access a student's MR simply to
read whether anything‘ negafive was said in-session about that officer.

ln most sstuatlons l can only release lnformatlon about your treatment to others outSIde of the correctmnal famlity if your legal guardlan,
the N, =i0ns 2 written Autharization form o do so. However. in the fallowing situations, no authorization is required

{please :mt.la!)

*_ | may occasionally find it helpful to consult ather correctional staff, family members, ar other healthcare professionals about your
treatment. During a consultation, | make every effort to avoid revealing the identity of my student. The other professionals are also jegalty
bound to keep the information confidential. If you don't object, | will nat tell you about these consultations unless | feel that it is important
fo our work {ogether. 1 will note all consuitafions in your HR. .

_Any IDOC staff member or contractor may receive confidential health record information if that information is necessary to the
perfarmance of his or her responsibiiities for the IDOC. The Administrative Review Committes (ARC), an IDOC entity, makes decisions
regarding the release of juvenile offenders and the conditions of such releases. in order to make informed decisions and determine
appropriate placements, the ARC often needs Information relating to the mental health of the student under consideration. To this end
the ARC feviews available records and often requests either assistance with interpretation or additional information. The ARC does not

ask Health Services Division parsonnal for advice regarding the decision to releass and does not accept it if offered. When the ARC
requests cllnlc:a[ information it shall be provided if it exists,

You shauld be aware that the State or its contraciors may employ dlerical staff to manage aspects of the Mental Health Department,
This persan has baen given training about protacting your privacy and has agreed not to release any information outside of the facility
without the Superintendent's permission. Other individuals may also join the staff. Any new staif membear will be given training about”
protecting your privacy and will agree not fo release any infarmation outside of the fadliity without the Superintendent's permission,

If you are invalved in a court proceeding and a request is made for information concerning the professional services | provided
to you, such infarmation is pratected by the mental health professional - client privilege law. | cannot provide any infarmatian without your
lagal representative's written authorization, or a court arder. If you are invaived in or cantemplating litigation, you should consult with your
attorney o deiermine whether a court would be likely fo arder me to disclose information.

If a government agency or accrediting organization is requesting the information for health oversight activities, | may be requi'red
to provide it for them,

To a caraner ar medical examinar, in the performance of that individual's duties.

if a student's legal representative files a complaint or lawsuit against me, | may disclose relevant information regarding that student
in order to defend myself.
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UNDERSTANDING AND AGREEMENT (continued) E
State Form 54394 (8-10)

There are some sttuations in whigh | am legally obligated to take actions, which | balleve are necassary to atternpt fo protect others from
harm and | may have to reveal some information about a student's treatment (please Inftial): -

s

If | have reasonable cause to suspact that a chilld has been ar may be subjected fo abuse or negiest or observe a child belng
subjected to conditions or circumstances that wauld reasonably result in abuse or neglect, the faw requires that | file a repart with the
Indiana Departrment of Child Services. Once such a report [s filed, | ay be required to provide addiional information,

' ' . !

if | have reason to befieve that someaone is an endangered adult, the law requires that | file a report with the appropriate government

agency, usually the adult protective services unit. Once such a reportis filed, | may be required to provide additional information.

If 2 student communicates an actual threat of physical violence against an identifiable viclim, or evidences conduct or makes
statements Indicating Imminent danger that the student will use physical violenca or offier means to cause serlous personal injury to seif
or athers, | may be required lo disclose information in order to take protective actions. These actions may include notifying correctional
staif, tha potential viclim, contacting the police, or seeking hospitalization for the student. | am alse obligated to take action if aware of
threats io the orderly operation of the facility, such as, but not limited to: escape planning, destruction of property, hunger strikes, drug
sale or trafficking during incarceration, Inappropriate refationships with staff or other students.

Notahly, report of such may result In loss of privileges or liberty.

If a studsnt communicates an imminent threat of serious physical harm to him/herself, | may be required to disclose Information
in order to take protective actions. These actions may include inftiating the feast resticfive level of security watch necessary to provide
protection within the facliity or hospitalization

If such a sttuation arises, | will make every effort o fully discuss it with you bafore taking any action and | will Timit my disclosure to what
is nocessany. . : ;
For many problems and concerns, group settings are the best treatment or intervention. However, while mental health staffinstructs
" all group members to follow the instruction to keep anything sald during group to themselves, we cannot guarantee that information
" discussed during group counseling will not be shared by group members with others. Students found fo be sharing Information from the
group with others may be removed from the group. :

While this written summary of excepfions to confidentlality should prove helpful in Informing you about patential problems, it s Important
that we discuss any questions or concerns that you may have now ot in the futire. The laws governing confidentiality can be quite complex.
In situations where spedific advice is required, formal legal advice may be needed. :

To ensure {hat the student understands rights to and fimits of confidentiallty, please review examples of information that is
A) Completely confidential (e.g., nothing, as the Superintendent ¢an access the heaith record anytime).
B) Parfially confidential {e.g., staff persons, such as a janitor or librarian, who do not have a need in the coursa of their assigned
duties 1o use mental health information found in the HR). :
C) Not at all confidential (e.g., comments in group and threats to self/others).

| have raad the above information and have been given the opportunity to ask questlons about the fimits of canfidentiality. .

Signature af sludent Dete signed {month, day, year)

Signature of mental health staff member Date signed (monih, day, year)

PATIENT IDENTIFICATION

Full rame of patient ) Number Date of bich {manth, day, year)
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"CONSENT FOR TREATMENT AND Sl CONFIDENTIAL

LIMITS OF CONFIDENTIALITY
State Form 48423 (R/6-12)
DEPARTMENT OF CORRECTION

MENTAL HEALTH SERVICES
CONSENT FOR TREATMENT
and
LIMITS OF CONFIDENTIALITY |
Understanding and Agreement

Mental Health Services staff provide counseling and psychological evaluations for offenders in this facility. The mental
health sfaff wants you to feei comfortable in discussing your personal concerns with them, but you need fo be aware of
special situations in which confidentiality will be limited.

Security and safety are very 1mportant in jails and pnsons To ensure the safety of everyone, mental health staff must
report situations which could be harmful to yourself or others, or a threat to the orderly operation of the facility, such as,
but not firnited to:

Escape planning
Planned violence toward others
Risk of suicide
Hunger strikes
Drug sale or frafficking during incarceration
Inappropriate relationships with staff
Child abuse or neglect
Behavior that endangers another person

o NO AR WS

For many problems and concerns, group settings are the best mode of freatment or intervention. However, while mental
health staff encourage all group members to follow the instruction to keep anything said during group sessions to "

. themselves, we cannot guarantee that information discussed during group counseling will not be shared by group
members with others, You need to be aware that confidentiality leaks can happen. Offenders found fo sharing information
from the group with others may be removed from the -group.

Pr’dgreés notes regarding your attendance, level of participation, and treatment progress will be entered info your heaith: -
record. This information will be released under the same conditions as any other health care freatment information.

] have read the information above and have been given the opportunity to ask quesfions about the limits of confi dentlahty
Having understood and agree to the above, | hereby apply for mental health treatment.

Signature of offender / student Printed name : . Date {month, day, yearn
Signaiure of siaff and tiile ) ) ) Print_sd_nma = ' o Date (month, day, year)_ o
Signature skBupasriandent (juvenies onl)y &ogrd ',‘ am Facllity Date {month, day, year)

th

PATIENT IDENTIFICATION

Fuil name

Number

Date of birth (month, day, year} Lock:




. . . CONSENT FOR TREATMENT WITH e [ CONFIDENTIAL ]
9. PSYCHOTHERAPY - JUVENILE

State Form 54395 (8-10)

DEPARTMENT OF CORRECTION / MENTAL HEALTH SERVICES

This consent contains impartant information about your proposed freatment. The law requires that | obtain your guardian/Superintendent's signature
acknowledging that | have provided him/har with this information prior to beginning treatment, | also wish to seek your agreement on the terms of our work
together. It is very important that you read them carefully so that we can discuss any guestions or concemns.

When you sign this document, it will verify that you have recelved the consent form, understand its content, and agree o freatment. It will also represent
an agreement between us and you may revoke this agresment in writing at any time by completing & Refusal form.

PSYCHOLOGICAL THERAPY SERVICES .

Psychotherapy Is not easily described in general statements. Yt varies depending on the personalifies of the mental health professlonal and student, and
the particular problems you are experiencing. There are many different methods | may use to deal with the problems that you hope to address, Psychatherapy

is not like a medical doctor visit, Instead, It calls for a very active effort on your part. In order far the therapy to be most successful, you will have to wark
on things we talk about both during and betwean our sessions.

Psychotheréﬁy can haﬁle behéﬂts anﬁ risks, 'Bec.aﬁse lherépy often involves discusaiﬁg unpleaéant aspecté of your ifa, you may experience uncomiortable
feelings fike sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been shown fo have many benefits.

Therapy often laads to batter relationships, sohutions to specific problems, and significant reductions in feelings of distress; however, there are no guaraniees
of what you will experlence. :

Our first fow sessians will-involve an evaluation of your needs. By the end-of the evaluation, | will be able to offer you some first impressions of what our
waork will include and a treatment plan to faliow, if you dedide 1o continue with therapy. You should evaluate this information alang with your own opinions
of whether you feel comfortable working with me. Therapy invalves a commitment of fime and energy, so you should be caraful about deciding to parficipate.
If you have questions about my procedures, we shouid discuss them whansver they arise.

During tha evalustion, we can bath decide if | am the best persan to provide the services you need in arder to mest your treaiment goals. If psychotherapy
is begun, | wil usually schedule ane session at a time and frequency we agres an. Typlcally at the baginning of freatment frequency will be weekly ar
blweskly depending on your current situation, Frequency of sessians may change during the course of your treatment as we periodically raview your
progress, Once an appointment is scheduled, you will be expected to attend uniess there are facility circumstances that restrict movement, such
as a lockdown or Segregation plecement. Should you otherwise decide nat to attend, you will be calied out to sign a Refusal form in front of
-me; | will make every attempt o provids you of advance notice of my cancellation.

"CONTACTING ME
My daily work scheduls is demanding, so you are ancouraged to limit your contact with me to our regularly scheduled sessions. However, if you think that
your issue or concem is urgent or emergent In nature, such as wanfing to hanm yourself or others, please notify the nearest staff person. if your complaint
is of a nan-urgent nature, please submit a Request For Health Care farm to Mental Health. | normaily do not answer the phone when | am with a student,

80 your parant/caretaker in the community is encauraged to leave me a voice mall message. With parmission of your guardian/Suparintendent, | will make
evary affort to retum his/er call an the same busliness day he/she makes it, with the exception of holidays.

PROFESSIONAL RECORDS
You should be aware that | kesp Protected Health Information about you in the medical record. It includes information abalit your reasons for seeking
tharapy, e description of the ways in which your problem impacts on yaur life, your diagnosis, the goals that we set for freatment, your progress jowards

those goals, your medical and social hlstory, your treatment history, any past treatment racords that | recalve from other providers, reports of any professional
consultations, and any reports that have been sant to anyone.

In addition, | also keap Psychotherapy Notes, These notes are designed fo assist me in providing you with the best treatment. While the contents of
Psychotherapy Notes vary fram student to student, they can include the contents of our convarsations, my analysis of those corwversations, and how they

impact on your therapy. They alse cantain particularly sensitive information that you may raveal to me. They also may Include infarmation from others
provided to me confidentially.

Excapt in unusual clrcumstances that involve danger to yourself and others, you may examine and/ar recelve a capy of your medical retord, if you request |
it in writing to your asstgned Psychiatric Soclal Service Specialist. Bacause these are professional records, they can be misintarpreted and/or upsetiing

to untralned readsrs. For this reasan, [ recommend that you initially review them in my presence. In most clrcumstance, the State will charge you a copying
fee per page. -

YOUR SPGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO iTS TERMS.

Printed name of student DOC number

Signature of student Date signed (manth, day, yesr)

Signature of theraplst Date signad (manth, day, year)

J——

Signature of supenniendent Klegal guardian ' Date signed (manth, day, year)




Z5) CONSENT FOR TREATMENT WITH MEDICATION ~ ™™ - CONFIDENTIAL
i|  State Form 46321 (R4 ] 8-10)
DEPARTMENT OF CORRECTION / MENTAL HEALTH SERVICES

l, : , am a patient of Dr.

My physician / psychiatric provider has informed me that he / she recommends that | receive the medication

for
Generc or trade name of medication / dosags range . Diagnosis

He / she has informed me of the nature of the treatment and has explained to me the risks and possible side eﬁects,' inciuding

He / she has specifically discussed with me the risk of tardive dyskinesia, which may cause involuntary tic-ike movements in
the face, tongue, neck, arms and / or legs, and which may persist sven after treatment with the medication has been stopped.

f understand that although my doctor / psychiatric provider has explained to me the most common side efiects of this freatment,

there may be other side effects, and that | should promptly inform him / her or ancther member of the staff if there are any unexpected
changes in my condition, :

| understand that | may discontinue this medication if | choose, but that | should inform my doctor / psychiatric provider before
doing so. | also understand that although my doctor / psychiatric provider believes that this medication will help me, there Is no guarantee
as fo the resuits that may be expected, 1 have been informed of the risks of refusing the recommended treatment. | have been informed
that refusing medication does not prevent me from receiving other types of freatment offered here. '

On this basis, | authorize my doctor / psychiatric provider or anyone authorized by him / her to administer the abové—_né.rr]é‘ad._
medication at such intervals as he / she deems advisable.

Signature of doctor { peychiatric provider Date signed (month, day, year)

Signature of patlent Date signed {month, day, yesr)

'

Signature o@@ supenntendent or winess (adult facliities) Date signed (month, day, year}

| have been advised to take the medication{s) listed above but | am unwilling to take the medication as recommended.

The possible consequences of not taking the medication have been explained io me. Specifically:

Signature of dostor / psychiatric provider Daate signed (month, day, year)

Signature of patient Date signed {month, day, year} .

Signature of guardian / supedntendent or witness (adult facilities) Date signed (menth, daj(, year)

PATIENT IDENTIFICATION

Full name of patient Numbear Date of birth {month, day, year)




