
     

Entry into Services Information from: 
 
High Plains Mental Health Center 
208 E. 7th Street 
Hays, Kansas  67601 
Telephone:    785-628-2871 
FAX:    785-628-0330 
Emergency 800#:    1-800-432-0333 
 
Foster Care Coordinator:  Jennifer DeBoer 
 
 
Dear Foster Care Contractor: 
 
We have placed all of the forms necessary for a client entering into services at High Plains Mental Health 
Center in this .pdf file. Please print this entire file and complete these forms.  Once you have done so, please fax 
this information to Jennifer DeBoer at the above fax number, please indicate “ATTENTION JENNIFER 
DEBOER”.   
 
If this is an emergency situation during regular business hours, please phone Jennifer at the telephone number 
listed above.  For after hours emergencies, please contact our Emergency 800 number listed above.   
 
Once the referral and paperwork is received, an appointment will be scheduled within the appropriate access 
standard time frame. Please do not attempt to email these forms. 
 
To facilitate the entry process into mental health services, it is imperative that these forms be filled out 
completely. These forms include: 
 
P111 Patient Information – Youth   Please read and complete all of this form.  

Please try to find out all of the information  
requested. Please use “unknown” only when  
absolutely necessary. 

 
P111-ADD Youth Behaviors Worksheet Please complete this form to the best of your ability.  
 
P113 Patient Services and Consent for Print the child’s name on the line in the “Child Seeking  

Treatment    Services”  box. 
     Initial and date that you have received the Rights and  

Responsibilities brochure and the Notice of Information  
and Privacy Practices. These two brochures are found at  
the bottom of this file.     
Print your name and relationship to the child, then sign and date 
the bottom of this form. 

 
P112 Insurance Authorization &   Fill in child’s name, date of birth and Social Security  

Acceptance of Financial   number. List the responsible person, this could be a case 
Responsibility    managers name or the contractor’s agency name. 

      Complete the contractor’s mailing address. 
    List any commercial insurance the child may have. If  

none, list Medicaid or Medical Card. 



     

 
P196   Authorization to Release  Include the name and address of the child’s current  
 Confidential Information   physician. We must have this information. 
      Fill in the child’s name, DOB and SSN. 

Check all items that you authorize us to release to this physician. 
Our medical staff providers must be able to communicate freely 
with the child’s physician. Sign and date the form under “Signature 
of Parent or Legal Guardian” . 
If the child has no physician, please see the bottom of the form and 
complete the Declination to Release Information section. 

 
P196 Authorization to Release Confidential  Please complete this Release of Information Form by  
         Information – Current School  including the name and address of the child’s current  
      school. Please indicate what information you will allow  

us to release to the school.  
 
P142 Authorization to Release Confidential  Please complete this Release of Information Form by  
         Information – Current School  including the name and address of the child’s current  
      school. Please indicate what information you will allow  

the school to release to us.  
 
P141 Authorization to Release Confidential  Please complete this Release of Information Form by  
         Information    including the name and address of any other interested  

person/party/provider.  Please indicate what information  
you will allow us to release to this party. You may make  
as many copies of this form as are necessary to include  
all necessary stakeholders.  

 
P142 Authorization to Release Confidential  Please complete this Release of Information Form by  
         Information    including the name and address of any other interested  

person/party/provider. Please indicate what information  
you will allow this party to release to us. You may make  
as many copies of this form as are necessary to include  
all necessary stakeholders.  
 

Please note – any incomplete sections in a Release of Information form invalidates the entire release form and we will have to 
contact you for  a valid release. Please check to make sure each section is completed. 

 
CINC Petition and journal entries  Please send a copy of the CINC petition and the most  

recent journal entries. 
Request for Initial Mental Health   Please send this form, please make sure this form is 
Assessment/Transfer of Services   fully completed.   
Information Sheet     
 

 
 
 
 
 
 
 



     

HIGH PLAINS MENTAL HEALTH CENTER 
Patient Information - Youth 

 
Name:  ________________________________ Age/Date of Birth:______/_______________ 

Address: ________________________________ Phone: (H)_________________ 

City, State, Zip________________________________ Social Security #:_________________________ 

Name of Youth’s Parent(s) or Guardian(s):  ____________________________________________________ 
Address, City and State (if different from Youth’s address): _______________________________________ 
Home Phone:_________________ Work Phone:___________________ Cell Phone:___________________ 
  
May we correspond by mail, telephone and message machine (if applicable) at the above HOME address and phone number?    Yes    No 
May we correspond by telephone and message machine (if applicable) at the above WORK address and phone number?             Yes    No 
If not, where may we contact you?      The home address listed above will be used for all correspondence unless an alternate address and phone is given below: 
Address _____________________________________   Phone __________________ 
              _____________________________________  Whose address & phone is this?_____________________ 
 
SEX RACE ETHNICITY                                           ELIGIBIL ITY FOR SSI  OR SSDI 
œMale œ American Indian or Alaska Native •  Hispanic or Latino œ Not Applicable 
œFemale  œ Asian  •  Not Hispanic or Latino œ Eligible and Receiving Payment        
                             œ Black or African American  œ Eligible but not Receiving Payment   
  œ Native Hawaiian or Other Pacific Islander                     œ Potentially Eligible  
  œ White    œ Determined to be Ineligible by Review 
  œ Other        and Decision 
      •  Determination Decision on Appeal                 

   
                  

Education 
Name of School: _____________________________________________Present Grade:________________ 
Special Education Services:   Yes    No 
Most grades are currently:       A      B      C      D      F 
Significant issues regarding school performance or behavior:______________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
Recent History of Present Situation 
Who referred you to us?__________________________________________________________________ 
Please describe the problems you are concerned about regarding this youth: 

__________________________________________________________________________________________

____________________________________________________________________________________ 

_______________________________________________________________________________________  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

How long have you been concerned about this youth? ____________________________________________ 

_______________________________________________________________________________________ 

Family history of mental illness?       Yes    No      (e.g. depression, schizophrenia, etc)  If yes, please 

explain: ________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

 



     

Family history of substance abuse? Yes    No   If yes, explain: _______________________________ 

_______________________________________________________________________________________ 

Has this youth experienced any abuse and/or neglect? (Victim or Perpetrator)  Yes   No   Unsure    
If yes, please explain:______________________________________________________________________ 
_______________________________________________________________________________________ 
 

Has this youth experienced any problems with his/her health and/or development, including meeting 

developmental milestone?  Yes   No  If yes, please explain:       _______________________________ 

__________________________________________________________________________________________

____________________________________________________________________________________ 

Has this youth experienced any current or past problems with alcohol or other substance use? Yes   No   

If yes, please explain:_____________________________________________________________________ 

______________________________________________________________________________________ 

Current medications:_____________________________________________________________________ 

_______________________________________________________________________________________ 

Please list all PREVIOUS (Mental health and/or Substance Abuse) treatment you have received (including all 
High Plains MHC facilities): 

Facility   Location  Type of Care       Dates (if known) 
           (City, State)  (Inpatient, Outpatient, Substance Use) 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
 
___________________________________________________________________________________     
 

Please list all drug allergies and adverse reactions this youth has had to medications:   

Name of Drug:  Type of Adverse Reaction: 

_____________________      _______________________________________________________________ 

_____________________      _______________________________________________________________ 

 In emergency, who can we notify?   
Name _________________________  Relationship ________________ 
Street Address ___________________________  Home Phone ________________ 
City ________________State ______Zip _________  Business Phone ______________ 
 

Form Completed by:__________________________________________    Date:______________________ 

For  Office Use Only: 
Reviewed By: ____________________________ Initials for additions:_________ Date: ________________ 
 

 
 
 



     

HIGH PLAINS MENTAL HEALTH CENTER 
YOUTH BEHAVIORS WORKSHEET 

PATIENT NAME:________________________________________    DOB:__________________ 
Does this child/adolescent have any of these: 
           Please Describe: 
problems with sleeping?    Š Yes Š No Š Unsure  ____________________________________ 
appetite change or weight change?   Š Yes Š No Š Unsure  ____________________________________ 
irritability or temper outbursts?   Š Yes Š No Š Unsure  ____________________________________ 
depressive statements (e.g., I wish I were dead)?  Š Yes Š No Š Unsure  ____________________________________ 
not coping in school as before?   Š Yes Š No Š Unsure  ____________________________________ 
withdrawn or prefers being alone?   Š Yes Š No Š Unsure  ____________________________________ 
frequent complaints of aches or pains?   Š Yes Š No Š Unsure  ____________________________________ 
recent drop in school grades?    Š Yes Š No Š Unsure  ____________________________________ 
has trouble making friends?    Š Yes Š No Š Unsure  ____________________________________ 
usually chooses “problem kids”  as friends?  Š Yes Š No Š Unsure  ____________________________________ 
 

* * * * * * * * * * * * * * * * * * * * * * * * *   
 
phobias or irrational fears?    Š Yes Š No Š Unsure  ____________________________________ 
difficulties separating from parents?   Š Yes Š No Š Unsure  ____________________________________ 
bouts of severe anxiety or panic?   Š Yes Š No Š Unsure  ____________________________________ 

 
nightmares?     Š Yes Š No Š Unsure  ____________________________________ 
repetitive behaviors (e.g., washing hands, checking locks)? Š Yes Š No Š Unsure  ____________________________________ 
pulling out hair or eyelashes?    Š Yes Š No Š Unsure  ____________________________________ 

 
* * * * * * * * * * * * * * * * * * * * * * * * * 

   
episodes of unusually high energy or talkativeness? Š Yes Š No Š Unsure  ____________________________________ 
attention problems/short attention span?  Š Yes Š No Š Unsure  ____________________________________ 
does things impulsively?    Š Yes Š No Š Unsure  ____________________________________ 
easily distracted from what he/she is doing?  Š Yes Š No Š Unsure  ____________________________________ 
hyperactive according to teacher?   Š Yes Š No Š Unsure  ____________________________________ 
abnormal movements (e.g., jerking or eye blinking)? Š Yes Š No Š Unsure  ____________________________________ 
excessive noises (e.g., throat clearing, sniffing, etc.)? Š Yes Š No Š Unsure  ____________________________________ 
   

* * * * * * * * * * * * * * * * * * * * * * * * * 
 
learning disabilities diagnosed?   Š Yes Š No Š Unsure  ____________________________________ 
learning or reading problems?   Š Yes Š No Š Unsure  ____________________________________ 
speech problems?     Š Yes Š No Š Unsure  ____________________________________ 
slow to learn?     Š Yes Š No Š Unsure  ____________________________________ 
ever suspected of being mentally handicapped?  Š Yes Š No Š Unsure  ____________________________________ 
ever said to be autistic?    Š Yes Š No Š Unsure  ____________________________________ 
   

* * * * * * * * * * * * * * * * * * * * * * * * * 
   
attention/seeking behavior?    Š Yes Š No Š Unsure  ____________________________________ 
class clown?     Š Yes Š No Š Unsure  ____________________________________ 
uses obscene language?    Š Yes Š No Š Unsure  ____________________________________ 
often disrespectful of adults?    Š Yes Š No Š Unsure  ____________________________________ 
bossy?      Š Yes Š No Š Unsure  ____________________________________ 
refuses to do what he/she is told?   Š Yes Š No Š Unsure  ____________________________________ 
temper outbursts or aggressive outbursts?  Š Yes Š No Š Unsure  ____________________________________ 
problems with the law?    Š Yes Š No Š Unsure  ____________________________________ 
expelled or suspended from school?   Š Yes Š No Š Unsure  ____________________________________ 
runs away from home?    Š Yes Š No Š Unsure  ____________________________________ 
sets fires?      Š Yes Š No Š Unsure  ____________________________________ 
hurts animals or others?    Š Yes Š No Š Unsure  ____________________________________ 
steals?      Š Yes Š No Š Unsure  ____________________________________ 
frequently lies?     Š Yes Š No Š Unsure  ____________________________________ 
smokes?      Š Yes Š No Š Unsure  ____________________________________ 
drinks?      Š Yes Š No Š Unsure  ____________________________________ 



     

NAME:________________________________________     DOB:__________________ 
 
uses drugs?     Š Yes Š No Š Unsure  ____________________________________ 
frequently takes unnecessary risks for “ thrills”?  Š Yes Š No Š Unsure  ____________________________________ 
frequently involved in fights?    Š Yes Š No Š Unsure  ____________________________________ 
regularly attends social activities that include alcohol/drugs? Š Yes Š No Š Unsure  ____________________________________ 
arrested for alcohol/drug related offenses (e.g., MIP)? Š Yes Š No Š Unsure  ____________________________________ 
   

 * * * * * * * * * * * * * * * * * *  * * * * * * * 
 
temper tantrums?     Š Yes Š No Š Unsure  ____________________________________ 
plays with toys or objects in an unusual way?  Š Yes Š No Š Unsure  ____________________________________ 
head bangs, flaps, twirls, or rocks?   Š Yes Š No Š Unsure  ____________________________________ 
injures himself/herself (e.g., hitting, biting, etc.)?  Š Yes  Š No Š Unsure  ____________________________________ 
picks at sores?     Š Yes Š No Š Unsure  ____________________________________ 
resistant to change?     Š Yes Š No Š Unsure  ____________________________________ 

 
 

* * * * * * * * * * * * * * * * * * * * * * * * * 
 
talk to himself/herself?    Š Yes Š No Š Unsure  ____________________________________ 
have an imaginary friend?    Š Yes Š No Š Unsure  ____________________________________ 
ever appear to be hearing voices or seeing visions? Š Yes Š No Š Unsure  ____________________________________ 
appear paranoid or afraid of others?   Š Yes Š No Š Unsure  ____________________________________ 
have any odd or “off-the-wall”  ideas?   Š Yes Š No Š Unsure  ____________________________________ 
 

* * * * * * * * * * * * * * * * * * * * * * * * * 
 
ever sexually abused?    Š Yes Š No Š Unsure  ____________________________________ 
ever physically abused?    Š Yes Š No Š Unsure  ____________________________________ 
any inappropriate sexual behavior?   Š Yes Š No Š Unsure  ____________________________________ 
   

Developmental Information 
Was the delivery full term?   Š Yes Š No If not, please describe: _________________________________________ 
 
Were there unusual problems with delivery? Š Yes Š No 
____________________________________________________________________________________________________________________ 
 
Youth’s birth weight: _________________________ 
 
Any problems with physical growth and development? ________________________________________________________________________ 
 
Was this child/adolescent slow to reach developmental milestones? 
        Approximate Age: 
 sitting    Š Yes Š No  _______________ 
 crawling    Š Yes Š No  _______________ 
 walking    Š Yes Š No  _______________ 
 saying words   Š Yes Š No  _______________ 
 toilet training   Š Yes Š No  _______________ 
 
Any history of head injury, meningitis, extremely high fevers, eating paint?  Š Yes Š No   _______________________________________ 
 
Were any medications used by mother during pregnancy? Š Yes Š No  If yes, please list:_________________________________________ 
 
Were cigarettes used during pregnancy?  Š Yes Š No 
 
Were alcohol or street drugs used during pregnancy? Š Yes Š No 
 
                       P111ADD 

 
 

 
 



     

 
HIGH PLAINS MENTAL HEALTH CENTER 

PATIENT SERVICES AND CONSENT FOR TREATMENT 
 

THE FOLLOWI NG SERVI CES ARE AVAI LABLE ( BASED ON MEDI CAL NECESSI TY)   
THROUGH HI GH PLAI NS MENTAL HEALTH CENTER  

 
 

Diagnostic Evaluation  Crisis Intervention 
Individual Counseling Crisis Stabilization 
Conjoint/Marital Counseling Screenings/Concurrent Utilization Reviews 
Family Counseling Competency to Stand Trial Evaluation 
Group Counseling Psychological Testing/Evaluation 
Psychiatric Assessment Targeted Case Management 
Medication Services Respite Care 
Community Psychiatric Supportive Treatment Independent Living Skill Building 
Attendant Care Peer Support – Individual or Group 
Psychosocial Rehabilitation – Individual or Group Parent Support & Training – Individual or Group 
Community Based Wrap Around Facilitation Professional Resource Family Care 

 
Language interpretation services are available as required when identified by patient and/or  High Plains staff. 

 

CONSENT FOR SERVICES AT HIGH PLAINS MENTAL HEALTH CENTER 
 
Identified Patient: ________________________________ DOB:_________________________ 
 
Knowing my rights and the services available:   
 ADULT SEEKING SERVICES  (Check box and sign below):  

  �  I hereby consent to receive treatment at High Plains Mental Health Center. 

  �  I am the legal guardian of the above named Identified Patient, who is 18 or older, and I hereby give my permission for 
him/her to receive treatment at High Plains Mental Health Center.  (You must provide HPMHC the appropriate court document.)  
CHILD SEEKING SERVICES (Check box and sign below) : 
�  I am the parent or legal guardian of the above named Identified Patient, who is under age 18, and I hereby give my permission 

for him/her to receive treatment at High Plains Mental Health Center.                           
 
IN THE MATTER OF DIVORCE OR OTHER LEGAL ORDERS OF CUSTODY:  (Check One) 

�  I share joint custody of this child with: Name______________________________________________________________ 
                                                                    Address____________________________________________________________ 
                                                                    City, State Zip ______________________________________________________ 
�  I have sole custody of this child.                           

Initial and Date on each line below:                                                  
_____ _______I have received a copy of and understand the Rights and Responsibilities brochure.                                                                             
_____ _______I consent to the use and disclosure of protected health information as described in the Notice of Information and Pr ivacy Practices.  
 
(Print Name) _______________________________________________________________ 
 
SIGN HERE: __________________________________________  Relationship: _______________________   Date: ________________ 

 
 
 

    Internal Use Only: 
       The above signed has stated that (s)he/they has/have an understanding of their rights and meet the signature requirements.  Per          
         K.S.A. 59-2949, I have determined that (s)he/they has/have the capacity to make the decision for treatment. 
 
       Therapist: ____________________________________________________                               Date: _____________________ 



     

HIGH PLAINS MENTAL HEALTH CENTER 
FEE AND PAYMENT AGREEMENT  

INSURANCE AUTHORIZATION AND ACCEPTANCE OF FINANCIAL RESPONSIBILITY 
 
Patient Name ______________________________DOB ___________Soc. Sec. # _________________ Entry Date __________ 
Responsible Person _______________________________Relationship____________________ Soc. Sec. # ________________ 
Mailing Address _______________________________________DOB __________ H Phone ________W Phone____________ 
City_______________________________________________________________State______________Zip________________ 
Please list any payers including but not limited to Insurance, Medicaid, EAPs.  List name of policy holder and DOB if other than patient.   
Payer Name ___________________________________________ Policy Holder Name and DOB ___________________________ 
Payer Name ___________________________________________ Policy Holder Name and DOB ___________________________ 
Payer Name ___________________________________________ Policy Holder Name and DOB ___________________________ 
I request that payment be made on my behalf to High Plains Mental Health Center for services provided, under the medical direction 
of Center physicians, during the treatment period that commenced on the above date.  I authorize High Plains Mental Health Center to 
release to the above listed entities or their agents, and every insurance plan that I have coverage under during the course of treatment, 
any information needed to determine these benefits or the benefits payable for related services.  I understand I may revoke this consent 
at any time except for information that has already been sent.  Unless I revoke it earlier, this consent will expire when claims for all 
services provided to me have been settled. 
Kansas Medical Assistance Program:  I understand that I am responsible for non-covered services which may include but not 
limited to: -services provided when consumer was not eligible for Medicaid; the consumer was eligible when services were provided, 
however, did not inform the provider of his/her Kansas Medical Assistance Program eligibility timely; services Medicaid does not 
cover such as court appearances, telephone conferences/therapy, services in excess of Medicaid allowed benefits, and psychotherapy 
for patients whose only diagnosis is mental retardation. KHS Members Rights & Responsibilities are available at 1-888-547-2878 
KHS Member Services or www.kansashealthsolutions.org.   
CHECK ONE: COMPLETE THIS SECTION EVEN WHEN YOU HAVE INSURANCE OR A MEDICAL CARD 
�   I do NOT LIVE in the 20 county area served by High Plains Mental Health Center and understand I am not eligible for a sliding 
scale fee. 
�   I live in _________________county and wish to apply for a sliding scale fee based on financial information which I have provided 
below. 
�   I live in _________________county and do not wish to apply for the sliding scale fee.  I am willing to pay the usual and customary 
fee for services. 
 

Total Family Income per year (Gross Pay before taxes and other deductions)  $____________________ 
 If self employed, how much did you use for all family expenses during the year?  $____________________ 
 How many people are supported by your family income?      _____________ 
 
High Plains Mental Health Center is supported by patient fees and funds from state and local government.  Your fee is based upon 
financial information certified by you.  The Percent of Reduction will be applied to charges on the account.  Failure to provide 
required information on insurance coverage will void the Percent of Reduction and charges will become payable at the Center’s usual 
and customary charge.  The Center reserves the right to adjust its usual and customary charge.    Your Percent of Reduction will expire 
upon discharge.  High Plains provides services in 14 different locations.  All statements are mailed from the Hays Office. 
 
Appointments made on your therapist’s schedule are reserved for you and represent a mutual commitment.  Your fee may be charged 
for appointments not kept unless arrangements are made to cancel or change them at least one day (24 hours) in advance.   
 
To the best of my knowledge, the above information is true and correct.  I agree to pay for outpatient services at each visit or, if I have 
insurance, upon receipt of statement indicating the balance due, and to pay Woodhaven Community Support Services monthly upon 
receipt of statement indicating the balance due.  I further understand that should benefits be denied or fees not be fully covered by my 
insurance, I am responsible for payment of any balance due in accordance with this agreement.  If unable to follow this policy, I am 
responsible for contacting the Insurance Department (785) 628-2871.  The Responsible Person may request a special fee agreement 
beyond the sliding fee reduction or extended payment contract when extenuating circumstances exist.    If the request is denied the 
consumer or responsible person may file a complaint with the Director of Quality and Risk. No one will be denied necessary and 
appropriate services that the Center is required to provide by K.A.R. 30-60-64, solely because of the patient©s inability to pay the fees 
charged by the center for those services.  The Center reserves the right to refer delinquent accounts to a professional collection agency 
and/or the Center’s attorney.  I have read and understand the terms of the Fee and Payment Agreement and agree to pay for services 
provided by High Plains Mental Health Center to the patient listed above according to these terms. 
 
_______________   ________________________________________________________________ 
Date     Signature of Responsible Person 

OFFICE USE ONLY: Percentage of Reduction_______ Initials ______ 
*Notice To Whomever Records are Disclosed:  These records are protected by Federal Regulations (42 C.F.R. Part 2) and Kansas 
Statutes.  Any further disclosure of this information is PRHOBITED.       10/17/08 P112 



     

              HIGH PLAINS MENTAL HEALTH CENTER 
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION 

Information Requested From:    Release Information To: 
High Plains Mental Health Center  Name (Current Physician) 
ATTN:  Medical Records  Address  
208 East 7th Street    
Hays, KS 67601    

City  State  Zip  
 
I hereby authorize the disclosure of information checked below from the records of: 
 
Name  Birth Date  Soc. Sec. #  
 I authorize the release of:    (Please check all that apply) 

 A.  Entry/Admission Report 
 B. Discharge Report 
 C. Psychological Evaluation 
 D. Verbal or written reports of progress and case consultations 
 E. Verbal or written notes/reports re: Medication Evals./Reviews 
 F. A letter of notification of the date of my admission into and discharge from services. 
 G. Entire Record 

 H. Other (Specify)  
All of the records authorized above may be released unless actual dates of treatment are specified here: 
 

* I understand my records may include information regarding alcohol or drug treatment, HIV testing, HIV status, or AIDS.   
* I understand that this information will be used for the purpose of continuity of care between my physician and the Mental Health 
Center.  Patient information is FAXED only when the transfer of information is critical.   
 * I understand I may revoke this authorization verbally or in writing at any time except for any information that has already been 
sent.     Unless I revoke it earlier, this authorization will automatically expire one year from date of signature unless otherwise 
specified.   (Specific date or event may not exceed one year)   _________________________________________ 
*I understand that information used or disclosed to any entity other than a health plan or health care provider may no longer be 
protected under the federal privacy law.   
* I understand that High Plains Mental Health Center will not condition treatment on my signing this authorization.   
Signature of Patient  
(age 18 or older)  __________________________________________________       Date ________________________ 
Signature of Parent 
or Legal Guardian __________________________________________________       Date ________________________ 
Printed Name of Person 
 Authorized to sign            __________________________________________________       Relationship __________________
  
Address of Signee              __________________________________________________       Telephone Number_____________ 
 

** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** *  
Declination to Release Information 

Please check one: 
1.  I am currently not being followed by any physician for medical reasons. 
2.  Do not release any information to my physician. 

Signature of Patient  
(age 18 or older)  __________________________________________________       Date ________________________ 
 

Signature of Parent 
or Legal Guardian __________________________________________________       Date ________________________ 
 

 
 
 

HAYS OFFICE        BRANCH OFFICES:        P196-P FCCPKG  10/01/09 
208 East 7th Street Colby Goodland Norton Osborne  Phillipsburg 
Hays, KS 67601 750 South Range 723 Main 211 South Norton 209 W. Harrison 783 7th Street 
(785) 628-2871 Colby, KS 67701 Goodland, KS 67735 Norton, KS 67654 Osborne, KS 67473 Phillipsburg, KS 67661 
1-800-432-0333 (785) 462-6774 (785) 899-5991 (785) 877-5141 (785) 346-2184 (785) 543-5284 
FAX (785) 628-1438 FAX (785) 462-3690 FAX (785) 899-2533 FAX (785) 877-5142 FAX (785) 346-2487 FAX (785) 543-5285 

 
 

*   Notice To Whomever Records are Disclosed:  These records are protected by Federal Regulations (42 C.F.R. Part 2) and  
    Kansas Statutes.  Any further disclosure of this information is PROHIBITED. 



P196-S FCCPKG 10/01/09 
 

HIGH PLAINS MENTAL HEALTH CENTER 
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION TO SCHOOL PERSONNEL 

Information Requested From:    Release Information To: 
High Plains Mental Health Center  Name (Current School) 
ATTN:  Medical Records  Address  
208 East 7th Street    
Hays, KS 67601    

City  State  Zip  
 
I hereby authorize the disclosure of information checked below from the records of: 
 
Name  Birth Date  Soc. Sec. #  
 I authorize the release of:       (Please check all that apply) 

 A.  Entry/Admission Report 
 B. Discharge Report 
 C. Psychological Evaluation 
 D. Verbal or written reports of progress and case consultations 
 E. Verbal or written notes/reports re: Medication Evals./Reviews 
 F. A letter of notification of the date of my admission into and discharge from services. 
 G. Documentation of Diagnosis 
 H. Entire Record 
 I. Other (Specify)  

 
All of the records authorized above may be released unless actual dates of treatment are specified here: 
 

* I understand my records may include information regarding alcohol or drug treatment, HIV testing, HIV status, or AIDS.   
* I understand that this information will be used for the purpose of continuity of care between school personnel and the Mental 
Health Center.  Patient information is FAXED only when the transfer of information is critical.   
* I understand I may revoke this authorization verbally or in writing at any time except for any information that has already been 
sent.     Unless I revoke it earlier, this authorization will automatically expire one year from date of signature unless otherwise 
specified.   (Specific date or event may not exceed one year)   _________________________________________ 
*I understand that information used or disclosed to any entity other than a health plan or health care provider may no longer be 
protected under the federal privacy law. 
*I understand that High Plains Mental Health Center will not condition treatment on my signing this authorization.  
Signature of Patient  
(age 18 or older)  __________________________________________________       Date ________________________ 
Signature of Parent 
or Legal Guardian __________________________________________________       Date ________________________ 
Printed Name of Person 
 Authorized to sign            __________________________________________________       Relationship __________________
  
Address of Signee              __________________________________________________       Telephone Number_____________ 

** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** * ** *  
Declination to Release Information 

Please initial: 
 ____ I choose not to have my child’s information released to school personnel. 

Signature of Patient  
(age 18 or older)  __________________________________________________       Date ________________________ 
 

Signature of Parent 
or Legal Guardian __________________________________________________       Date ________________________ 
 

 
 

HAYS OFFICE        BRANCH OFFICES: 
208 East 7th Street Colby Goodland Norton Osborne  Phillipsburg 
Hays, KS 67601 750 South Range 723 Main 211 South Norton 209 W. Harrison  783 7th Street 
(785) 628-2871 Colby, KS 67701 Goodland, KS 67735 Norton, KS 67654 Osborne, KS 67473 Phillipsburg, KS 67661 
1-800-432-0333 (785) 462-6774 (785) 899-5991 (785) 877-5141 (785) 346-2184 (785) 543-5284 
FAX (785) 628-1438 FAX (785) 462-3690 FAX (785) 899-2533 FAX (785) 877-5142 FAX (785) 346-2487 FAX (785) 543-5285 

*   Notice To Whomever Records are Disclosed:  These records are protected by Federal Regulations (42 C.F.R. Part 2) and  
    Kansas Statutes.  Any further disclosure of this information is PROHIBITED. 



 

 
HIGH PLAINS MENTAL HEALTH CENTER 

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION 
Information Requested From:             Release Information To: 
 

Name (Current School)  High Plains Mental Health Center 
Address   ATTN:  Medical Records 
   208 East 7th Street 
   Hays, KS 67601 

City  State  Zip  
 
 
I hereby authorize the disclosure of information checked below from the records of: 
 
Name  Birth Date  Soc. Sec. #  

Dates of Treatment  
 

 Entry/Admission Report   Psychological Abstract   School Records/Reports 
        
 Discharge Report   Verbal or Written Progress   Behavioral Reports 
    Reports/Case Consultations    
 Psychological Evaluation      Disciplinary Reports 
    Medical History, Lab Results, X-Ray    
 Psychiatric Evaluation      Special Education Placement 
    Other    
       Information concerning IEP 

 
*I understand that this information will be used for the purpose of: 

 Evaluation   Treatment   Follow-Up Care   Other (specify)  
* I understand my records may include information regarding alcohol or drug treatment, HIV testing, HIV status, or AIDS.    
* I understand I may revoke this authorization verbally or in writing at any time except for any information that has already been 
sent.  Unless I revoke it earlier, this authorization will expire one year from date of signature unless otherwise specified.  (Specific 
date or event may not exceed one year): ____________________________________ 
      
*I understand that information used or disclosed to any entity other than a health plan or health care provider may no longer be 
protected under the federal privacy law. 
*I understand that High Plains Mental Health Center will not condition treatment on my signing this authorization.     
Signature of Patient  
(age 18 or older)  __________________________________________________       Date ________________________ 
Signature of Parent 
or Legal Guardian __________________________________________________       Date ________________________ 
Printed Name of Person 
 Authorized to sign            __________________________________________________       Relationship __________________ 
 
Address of Signee              __________________________________________________       Telephone Number_____________ 
 

Signature of Witness __________________________________________________       Date ________________________  
 

 
 
 

P142 FCCPKG  10/01/2009 
 
HAYS OFFICE       BRANCH OFFICES 
208 East 7th Street Colby Goodland Norton Osborne  Phillipsburg 
Hays, KS 67601 750 South Range 723 Main 211 South Norton 209 W. Harrison 783 7th Street 
(785) 628-2871 Colby, KS 67701 Goodland, KS 67735 Norton, KS 67654 Osborne, KS 67473 Phillipsburg, KS 67661 
1-800-432-0333 (785) 462-6774 (785) 899-5991 (785) 877-5141 (785) 346-2184 (785) 543-5284 
FAX (785) 628-1438 FAX (785) 462-3690 FAX (785) 899-2533 FAX (785) 877-5142 FAX (785) 346-2487 FAX (785) 543-5285 

*  Notice To Whomever Records are Disclosed:  These records are protected by Federal Regulations (42 C.F.R. Part 2) and 
Kansas Statutes.  Any further disclosure of this information is PROHIBITED. 



 

 
HIGH PLAINS MENTAL HEALTH CENTER 

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION 
Information Requested From:    Release Information To: 
 
High Plains Mental Health Center  Name  
ATTN:  Medical Records  Address  
208 East 7th Street    
Hays, KS 67601    

City  State  Zip  
 
I hereby authorize the disclosure of information checked below from the records of: 
 
Name  Birth Date  Soc. Sec. #  
 

 Entire Record   Verbal or Written Progress Reports/   Other  
 Entry/Admission Report   Case Consultations           
 Discharge Report   Medical History, Lab Results, X-Ray     

 Psychological Evaluation   Treatment Plan      
 
All of the records authorized above may be released unless actual dates of treatment are specified here:    
___________________________________________________________________________________________________ 
 

It is understood that this information will be used for the purpose of: 
 Evaluation   Treatment   Follow-Up Care  Other (specify)  

 
* I understand my records may include information regarding alcohol or drug treatment, HIV testing, HIV status, or AIDS. 
*Patient information is FAXED only when the transfer of information is critical. 
* I understand I may revoke this authorization verbally or in writing at any time except for any information that has already been 
sent.  Unless I revoke it earlier, this authorization will expire one year from date of signature unless otherwise specified.  (Specific 
date or event may not exceed one year): ____________________________________ 
*I understand that information used or disclosed to any entity other than a health plan or health care provider may no longer be 
protected under the federal privacy law.   
* I understand that High Plains Mental Health Center will not condition treatment on my signing this authorization.    
 
Signature of Patient  
(age 18 or older)                __________________________________________________       Date ________________________ 
Signature of Parent 
or Legal Guardian __________________________________________________       Date ________________________ 
Printed Name of Person 
 Authorized to sign            __________________________________________________       Relationship __________________ 
 
Address of Signee              __________________________________________________       Telephone Number_____________ 
 
 
 
 
                                                                                                                                            P141 FCCPKG  10/01/2009 
HAYS OFFICE BRANCH OFFICES 
208 East 7th Street Colby Goodland Norton Osborne  Phillipsburg 
Hays, KS 67601 750 South Range 723 Main 211 South Norton 209 W. Harrison 783 7th Street 
(785) 628-2871 Colby, KS 67701 Goodland, KS 67735 Norton, KS 67654 Osborne, KS 67473 Phillipsburg, KS 67661 
1-800-432-0333 (785) 462-6774 (785) 899-5991 (785) 877-5141 (785) 346-2184 (785) 543-5284 
FAX (785) 628-1438 FAX (785) 462-3690 FAX (785) 899-2533 FAX (785) 877-5142 FAX (785) 346-2487 FAX (785) 543-5285 
 

*  Notice To Whomever Records are Disclosed:  These records are protected by Federal Regulations (42 C.F.R. Part 2) and 
Kansas Statutes.  Any further disclosure of this information is PROHIBITED. 



HIGH PLAINS MENTAL HEALTH CENTER 
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION 

Information Requested From:             Release Information To: 
 

Name   High Plains Mental Health Center 
Address   ATTN:  Medical Records 
   208 East 7th Street 
   Hays, KS 67601 

City  State  Zip  
 
 
I hereby authorize the disclosure of information checked below from the records of: 
 
Name  Birth Date  Soc. Sec. #  

Dates of Treatment  
 

 Entry/Admission Report   Psychological Abstract   School Records/Reports 
        
 Discharge Report   Verbal or Written Progress   Behavioral Reports 
    Reports/Case Consultations    
 Psychological Evaluation      Disciplinary Reports 
    Medical History, Lab Results, X-Ray    
 Psychiatric Evaluation      Special Education Placement 
    Relevant info for stated purpose only    
       Information concerning IEP 

 
*I understand that this information will be used for the purpose of: 

 Evaluation   Treatment   Follow-Up Care   Other (specify)  
* I understand my records may include information regarding alcohol or drug treatment, HIV testing, HIV status, or AIDS.    
* I understand I may revoke this authorization verbally or in writing at any time except for any information that has already been 
sent.  Unless I revoke it earlier, this authorization will expire one year from date of signature unless otherwise specified.  (Specific 
date or event may not exceed one year): ____________________________________ 
      
*I understand that information used or disclosed to any entity other than a health plan or health care provider may no longer be 
protected under the federal privacy law. 
*I understand that High Plains Mental Health Center will not condition treatment on my signing this authorization.     
Signature of Patient  
(age 18 or older)  __________________________________________________       Date ________________________ 
Signature of Parent 
or Legal Guardian __________________________________________________       Date ________________________ 
Printed Name of Person 
Authorized to sign            __________________________________________________       Relationship __________________ 
 
Address of Signee              __________________________________________________       Telephone Number_____________ 
 
Signature of Witness __________________________________________________       Date ________________________  
 

 
 
 

           P142  FCCPKG 10/01/2009 
 
HAYS OFFICE       BRANCH OFFICES 
208 East 7th Street Colby Goodland Norton Osborne  Phillipsburg 
Hays, KS 67601 750 South Range 723 Main 211 South Norton 209 W. Harrison 783 7th Street 
(785) 628-2871 Colby, KS 67701 Goodland, KS 67735 Norton, KS 67654 Osborne, KS 67473 Phillipsburg, KS 67661 
1-800-432-0333 (785) 462-6774 (785) 899-5991 (785) 877-5141 (785) 346-2184 (785) 543-5284 
FAX (785) 628-1438 FAX (785) 462-3690 FAX (785) 899-2533 FAX (785) 877-5142 FAX (785) 346-2487 FAX (785) 543-5285 

*  Notice To Whomever Records are Disclosed:  These records are protected by Federal Regulations (42 C.F.R. Part 2) and 
Kansas Statutes.  Any further disclosure of this information is PROHIBITED. 



 YOUR RIGHTS AND RESPONSIBILITIES AS A PATIENT  
AT HIGH PLAINS MENTAL HEALTH CENTER 

 
You have a right to: 
 
Apply for a fee based upon your ability to pay if you live in one of the counties that provides financial support to the                       
Center, if applicable, and to be informed of our fee policies. 
 
Receive services without discrimination because of your race, sex, age, religion, color, creed, national origin, or disability. 
 
Treatment in the least restrictive, most appropriate manner possible. 
 
Be treated with dignity and respect, and not be subjected to any verbal or physical abuse or exploitation. 

 
Actively participate in the development of an individualized treatment plan, including the right to request a change of treatment or 
staff member within the limits of the Center’s ability. 
 
Receive a referral to another provider if we are unable to provide a treatment you need or request. 
 
An explanation of potential benefits, known adverse consequences, known side effects or other risks associated with all 
medications or treatment prescribed. 
 
Refuse any or all forms of treatment or evaluation, unless the service is ordered by a court, or unless the physical safety of yourself 
or others would be jeopardized. 
 
Be provided with information about other clinically appropriate medications and alternative treatments, even if these medications 
or treatments are not the recommended choice of the Center’s treatment staff. 
 
To exercise your rights by substitute means, including the use of advance directives, a living will, a durable power attorney for 
health care decisions, or through other legal means. 

 
See and review the written material in your records, by request, except that the Center may refuse to disclose specific portions of 
the record if it is believed that such disclosure would be injurious to your welfare or to others closely associated with you. 
 
Not be subjected to the use of any type of treatment or intervention, including the use of restraint or seclusion, done solely as a 
means of coercion, discipline and retaliation, or for the convenience of the Center. 
 
Refuse to take any experimental medication, or to participate in any experimental treatment or research project without your 
written consent or the consent of your guardian if you have such. 
 
Receive services from the Center in conjunction with services from other licensed mental health providers who are not affiliated 
with or on the Center’s staff, subject to written conditions the Center may establish to assure coordination of treatment. To receive 
treatment recommendations, if applicable, upon discharge. 
 
Be accompanied or represented by a person of your choice during contacts with the Center, subject to a determination by Center 
staff that the accompaniment would not compromise your rights of confidentiality, significantly interfere with your treatment, 
interfere with the rights of others, or be unduly disruptive to the Center’s operations. 
 
Make a complaint or file a grievance concerning a violation of any of these rights or any other matter.  Complaints should be stated 
in writing, in letter form, and addressed to the Director of Quality and Risk Management.  You may be assisted by a person or 
persons of your choosing. To receive a timely response and to be free from retaliation for filing a grievance. 
 
Seek an explanation, if you are an involuntary patient, from your legal counsel, of the possible legal consequences if you fail or 
refuse to follow prescribed treatment or take prescribed medication. 
 
Be informed of your rights upon admission and at least annually. 
 
Request to restrict a disclosure to your health insurance company for purposes of treatment or health care operations so long as you 
have paid for the underlying service in full. 
 



                                                                                                                                                                

Confidentiality of your records and information regarding whether you currently are or have been a patient.  This privilege extends 
to all professional disciplines as well as any other employee who obtains knowledge of treatment information while working for 
this mental health center. 
 

--Within the organization, information may be exchanged to the extent that such exchange is necessary for employees to carry 
out their job responsibilities and information may be exchanged in professional consultation and supervision among members of 
the staff, interns, and volunteers. 
--Externally, information and records will not be disclosed without your written authorization and/or the written authorization of 
your parent or guardian if you are under age 18 years. 

 
However, Kansas Law (K.S.A. 65-5601 through 65-5605, inclusive, and amendments) sets forth fifteen exceptions  when mental 
health centers may disclose records without your consent.   
In summary statements, those exceptions are as follows: 
  1) Information relevant to involuntary commitment proceedings. 
  2) Information in response to a court order for mental, alcoholic, or drug evaluation. 
  3) Information relevant to legal proceedings when the patient has relied upon his/her mental, alcoholic, drug   
   dependency, or emotional condition as a claim or defense and a judge has entered an order and specified the  
   persons who are to receive the information. 
  4) Information which treatment personnel or the patient are “required by law to report to a public official” .  This  
   includes, but may not be limited to, mandatory reporting of such things as suspected child abuse. 
  5) Information which is needed for the emergency treatment of the patient after a written statement by the Executive  
   Director or his designee states the reasons for disclosure of the information. 
  6) Information which is needed to protect a person who has been threatened with substantial harm by a patient  
   during the course of treatment. 
  7) Information from a state psychiatric hospital to the Department of Corrections for the purpose of transfer. 
  8) Information to the patient or former patient except that the Executive Director or his designee may refuse to  
   disclose portions of records following a written statement that such disclosure would be injurious to the patient. 
  9) Information to accreditation, certification, and licensing authorities, including scholarly investigators, after a  
   written pledge that the information will not be disclosed to any other person not otherwise authorized by law to  
   receive such information. 
   10)  Information requested by the Kansas Advocacy and Protective Services concerning the representation of   
     individuals who reside in a treatment facility.        
   11)  Information needed to pursue collection of a bill for services rendered. 
   12)  Information sought by a coroner serving under the laws of Kansas when such information is material to an  
     investigation or proceeding conducted by the coroner. 
   13)  Information and communication between or among treatment facilities regarding a proposed patient, or former  
     patient, for purposes of promoting continuity of care between the state psychiatric hospitals and the community  
     mental health centers. 
   14)  The name, date of birth, date of death, name of any next of kin, and place of residence of a deceased former patient 
     when that information is sought as part of a genealogical study. 
     15)     Any information concerning a juvenile offender in the custody of the Juvenile Justice Authority when the  
                 commissioner of JJA requests patient information. 
 

 
You have a responsibility to: 
 
·   Provide, to the extent possible, adequate clinical, insurance, financial, and demographic information necessary for the  
  Center to provide services. 
 
·   Participate, to the extent possible, in understanding your mental health care problems and developing mutually    
    agreed upon treatment goals. 
 
·   Participate in the treatment plan and instructions for care that have been agreed upon; or discuss changes in your  
  treatment plan with Center treatment staff. 
 
·   Authorize communication with your primary healthcare practitioners and other providers who are essential to a  
  
     coordinated plan of care. 
 



                                                                                                                                                                

·   Let the appropriate therapist, nurse, or recovery specialist know if a crisis or emergency situation exists. 
 
·   Keep appointments or cancel prior to 24 hours. 
 
·   Notify the therapist or clerical staff of any special arrangements you need due to a disability or special condition. 
 
·   Respect the confidentiality of other patients and individuals. 
 
·   Notify the appropriate therapist, nurse or physician of problems with medications, changes in your medications, or the   
    initiation of medications or changes in medications made by other physicians. 
 
·   Notify the appropriate therapist, nurse, recovery specialist, or the Director of Quality and Risk Management of  
        dissatisfaction with services. 
 
·   Notify the therapist if you plan not to return for services. 
 
·   Treat all Center staff and property with courtesy and respect. 
 
·   Assist the Center in maintaining a safe environment. 
 
·   Notify the receptionist of changes in any of the following:  name, address, telephone number, insurance, and financial  
  status. 
 
·   Make sure payments for services are made in a timely manner or discuss with the Patient Accounts Clerk. 
 
·   Provide for the care and supervision of your children while you are receiving services. 
 
11/24/2009 
 

 
 
 
 
 



                                                                                                                                                                

NOTICE OF INFORMATION AND PRIVACY PRACTICES                                                     HIGH PLAINS MENTAL HEALTH CENTER   
 
Effective Date:  April 14, 2003 
THIS NOTICE DESCRIBES HOW MENTAL HEALTH AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION.    PLEASE REVIEW IT CAREFULLY. 
 
We are required by the privacy regulations issued under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) to maintain the privacy of our patients’  

health information and to provide patients with this Notice of Information and Privacy Practices.   These privacy regulations extend to all officers, employees, volunteers, and 

agents of High Plains Mental Health Center who have access to or obtain knowledge of treatment information. 

Your Rights under the Federal Privacy Standard 
 
As a patient at High Plains Mental Health Center, you have the right to the confidentiality of your records, and information regarding whether you currently are, or ever have 

been a patient.  Although your mental health records are the physical property of the High Plains Mental Health Center, you have the following rights with regard to the 

information contained therein: 

·  Request restriction on uses and disclosures of your health information for treatment, payment, and healthcare operations.  The right to request restriction does not extend 
to uses or disclosures permitted or required under federal privacy regulations.   Your request must be in writing mailed to the contact identified at the end of this Notice.  
Your request must describe in detail the restriction you are requesting.  We do not, however, have to agree to the restriction.  If we do, we will adhere to it unless you 
request otherwise, or we give you advance notice.   

·  Request restrictions on disclosures to your health insurance company for purposes of treatment or healthcare operations.  We are required to agree to this restriction so 
long as you have paid for the underlying service in full.  Your request must be in writing mailed to the contact identified at the end of this Notice. 

·  You have the right to receive a paper copy of this Notice of Information and Privacy Practices upon request.  We also have posted this notice in prominent locations 
throughout the agency and on our website. 

·  You have the right to receive confidential communication.  For example, you may ask us to communicate with you by alternate means, and if the method of 
communication is reasonable, we must grant the alternate communication request.   

·  You have the right to inspect and copy your health information upon request; however, in certain situations, we can deny access.  You do not have a right of access to 
the following:    1) information compiled in reasonable anticipation of or for use in civil, criminal, or administration actions or proceedings; 2) information that was 
obtained from another healthcare provider; or 3) information that was obtained from someone other than a healthcare provider under a promise of confidentiality and the 
requested access would be reasonably likely to reveal the source of the information.    

 
There are also instances where we can deny access, but must provide you a review of our decision to deny such access.   These reviewable grounds for denial include the 
following:   1) a licensed healthcare professional has determined that the access is reasonably likely to endanger the life or physical safety or yourself or another person;  
2)  the information makes reference to another person (other than a healthcare provider) and a licensed professional has determined that access is likely to cause 
substantial harm to such other person;   or  3) the request is made by your personal representative and a licensed profession has determined that giving access to the 
personal representative is reasonably likely to cause substantial harm to you or another person.  For these reviewable grounds, another licensed professional must review 
the decision to deny access within 60 days.  If we deny you access, we will explain why and what your rights are, including how to seek review.   If we grant access, we 
will tell you what, if anything, you have to do to get access.  We reserve the right to charge a reasonable fee for making copies that may be requested following review. 

·  You have the right to request an amendment or correction of your health information.  We do not have to grant the request if the following conditions exist:  1) we did 
not create the record;  2) the records are not available to you as discussed above;   3) the record is already accurate and complete.     If we deny your request for 
amendment or correction, we will notify you why, how you can attach a statement of disagreement to your records (which we may rebut), and how you can complain.   
If we grant the request, we will make the correction and distribute the correction  as allowed. 

·  You have the right to obtain an accounting of non-routine uses and disclosures, those other than for treatment, payment, and healthcare operations.  We do not need to 
provide an accounting for the following disclosures: 1) to you for disclosures of protected health information to you;   2) for uses and disclosures that you authorized;    
3) to persons involved in your care or for other notification purposes as allowed in the federal privacy regulations;    4) for national security or intelligence purposes as 
allowed under the federal privacy regulations;    5)  to correctional institutions or law enforcement officials as allowed under the federal privacy regulations;    6) that 
occurred before April 14, 2003. 

 
We must provide the accounting within 60 days, and the accounting must include the following information:   1) date of each disclosure;   2) name and address of the 
organization or person who received the information;   3) brief description of the information disclosed;    4) brief statement of the purpose of the disclosure that 
reasonably informs you of the basis for the disclosure or, a copy of your written authorization or written request for the disclosure.   

·  You have the right to revoke your consent or authorization to use or disclose health information except to the extent that we have taken action in reliance on the consent 
or authorization. 

·  You have the right to file a complaint with High Plains Mental Health Center or Health and Human Services if you believe High Plains Mental Health Center is not in 
compliance with the regulations. 

 
CONFI DENTI ALI TY OF ALCOHOL AND DRUG ABUSE PATI ENT RECORDS  
The conf i dent i al i t y of  al cohol  and dr ug abuse pat i ent  r ecor ds mai nt ai ned by t hi s  pr ogr am i s pr ot ect ed by Feder al  l aw 
and r egul at i ons.  Gener al l y ,  t he pr ogr am may not  say t o a per son out s i de t he pr ogr am t hat  a pat i ent  at t ends t he 
pr ogr am,  or  di sc l ose any i nf or mat i on i dent i f y i ng a pat i ent  as an al cohol  or  dr ug abuser  Unl ess:  ( 1)  The pat i ent  
consent s i n wr i t i ng:  ( 2)  The di sc l osur e i s al l owed by a cour t  or der ;  or  ( 3)  The di scl osur e i s  made t o medi cal  
per sonnel  i n a medi cal  emer gency or  t o qual i f i ed per sonnel  f or  r esear ch,  audi t ,  or  pr ogr am eval uat i on.  Vi ol at i on of  
t he Feder al  l aw and r egul at i ons by a pr ogr am i s a cr i me.  Suspect ed v i ol at i ons may be r epor t ed t o appr opr i at e 
aut hor i t i es i n accor dance wi t h Feder al  r egul at i ons.   
Feder al  l aw and r egul at i ons do not  pr ot ect  any i nf or mat i on about  a cr i me commi t t ed by a pat i ent  ei t her  at  t he 
pr ogr am or  agai nst  any per son who wor ks f or  t he pr ogr am or  about  any t hr eat  t o commi t  such a cr i me.  Feder al  l aws and 
r egul at i ons do not  pr ot ect  any i nf or mat i on about  suspect ed chi l d abuse or  negl ect  f r om bei ng r epor t ed under  St at e 
l aw t o appr opr i at e St at e or  l ocal  aut hor i t i es.   
( See 42 U. S. C.  290dd- 3 and 42 U. S. C.  290ee- 3 f or  Feder al  l aws and 42 C. F. R.  Par t  2 f or  Feder al  r egul at i ons. )  
( Appr oved by t he Of f i ce of  Management  and Budget  under  Cont r ol  No.  0930- 0099)   
 
Our Responsibilities under the Federal Privacy Standard 
In addition to providing you your rights as detailed above, the federal privacy standard requires us to take the following measures: 



                                                                                                                                                                

·  Maintain the privacy of your health information, including implementing reasonable and appropriate safeguards to protect the information. 
·  Provide you this notice as to our legal duties and privacy practices with respect to the information that we collect and maintain about you. 
·  Abide by the terms of this notice that is currently in effect. 
·  Train our personnel concerning privacy and confidentiality. 
·  Implement a sanction policy to discipline those who breach privacy or confidentiality or our policies with regard thereto. 
·  Mitigate (lessen the harm of) any breach of privacy or confidentiality. 
·  Use or disclose your information only with your consent or authorization except as described in this notice or as allowed by law.     Kansas Law (K.S.A. 65-5601 

through 65-5605, inclusive, and amendments) sets forth fifteen exceptions when mental health centers may disclose records without your authorization or the 
authorization of your parent or guardian.   In summary statements, those exceptions are as follows: 

 
1) Information relevant to involuntary commitment proceedings. 
2) Information in response to a court order for mental, alcoholic, or drug evaluation. 
3) Information relevant to legal proceedings when the patient has relied upon his or her mental, alcoholic, drug dependence, or emotional condition as a claim or 

defense, and a judge has entered an order and specified the person(s) who are to receive the information. 
4) Information which treatment personnel are “required by law to report to a public official” .  This includes, but may not be limited to, mandatory reporting of such 

things as suspected child abuse. 
5) Information which is needed for the emergency treatment of a patient after a written statement by the Executive Director or his designee states the reasons for 

disclosure of the information. 
6) Information which is needed to protect a person who has been threatened with substantial harm by a patient during the course of treatment. 
7) Information from a state psychiatric hospital to the Department of Corrections for the purpose of transfer. 
8) Information to the patient or former patient except that the Executive Director or his designee may refuse to disclose portions of records following a written 

statement that such disclosure would be injurious to the patient. 
9) Information to accreditation, certification, and licensing authorities, including scholarly investigators, after a written pledge that the information will not be 

disclosed to any other person not otherwise authorized by law to receive such information. 
10) Information requested by the Kansas Advocacy and Protective Services concerning the representation of individuals who reside in a treatment facility. 
11) Information needed to pursue collection of a bill for services rendered. 
12) Information sought by a coroner serving under the laws of Kansas when such information is material to an investigation or proceeding conducted by the coroner. 
13) Information and communication between or among treatment facilities regarding a proposed patient, or former patient, for purposes of promoting continuity of 

care between the state psychiatric hospital and the community mental health centers. 
14) The name, date of birth, name of any next of kin, and place of residence of a deceased former patient when that information is sought as part of a genealogical 

study. 
15) Any information concerning a juvenile offender in the custody of the Juvenile Justice Authority when the commissioner of JJA requests patient information.   

 
Examples of Disclosures for Treatment, Payment, or Healthcare Operations 
 
Under the regulatory authority of the Department of Health and Human Services, High Plains Mental Health Center can use your information for the purposes of Treatment, 

Payment or Healthcare Operations.   

Treatment is defined as the provision, coordination, or management of health care and related services by one or more health care providers.  This includes the exchange of 
information in professional consultation and supervision among members of the High Plains Mental Health Center treatment team (psychiatrists, therapist, case managers, 
student interns, and volunteers). 
 
Payment is defined as activities undertaken by a health care provider to obtain reimbursement for the provision of health care.   This may include sharing of necessary 
information with High Plains Mental Health Center’s insurance and/or billing department in order to generate insurance claims or send monthly statements.  We may also 
send a bill to you or to a third-party payer, such as a health insurer.  The information on or accompanying the bill may include information that identifies you, your diagnosis, 
or treatment received.    
 
Healthcare operations is defined as carrying out the activities of High Plains Mental Health Center  to the extent that these activities are related to covered functions and 
activities of an organized health care arrangement in which High Plains Mental Health Center  participates.  This includes Quality Assurance activities (peer review); 
qualifications of health care professionals; underwriting and premium rating; medical review, legal services and auditing functions; business planning and development; 
business management and general administrative activities (i.e. customer service). 
 
High Plains Mental Health Center  may contact you or your parent/guardian by phone or mail in the following situations:   1) to provide appointment reminders and other 
information regarding services;   2) to request additional information and/or signatures in order to facilitate payment of your account;  3) to request additional information 
and/or signatures in order to process requests for information from outside agencies;  4) to request feedback regarding your satisfaction with our services following the receipt 
of such services. 
 
High Plains Mental Health Center may provide information through contracts with Business Associates.  This information may be disclosed to the business associate so that 
they can perform the function(s) that we have contracted with them to do.    Examples of business associates would be pharmacies, laboratories, interpreters, and High Plains 
Mental Health Center’s attorneys and accountants.   Our business associates have all the same responsibilities ro appropriately safeguard your information as High Plains 
Mental Health Center does. 
 
Under the privacy standards, we must disclose your health information to the Department of Health and Human Services as necessary to determine our compliance with those 
standards. 
High Plains Mental Health Center reserves the right to change the terms of its Notice of Information and Privacy Practices , and to make the new notice provisions effective 
for all protected health information that it maintains.  Revised notices will be made available to patients at their first service following implementation of the revision. 
 
If you believe your privacy rights have been violated, you may complain to High Plains Mental Health Center and / or the Secretary of Health and Human Services.  
Complaints should be made in writing to the Director of Clinical Programs/Quality and Risk Management, 208 East 7th Street, Hays, Kansas  67601, or to the Secretary of 
Health and Human Services at 200 Independence Avenue SW, Washington D.C.  20201.    The complaint should name the agency and / or person that is the subject of the 
complaint and describe the acts or omissions believed to be in violation of the privacy requirements.   The complaints should be filed within 180 days of when the complainant 
knew or should have known that the act or omission occurred.    Individuals will not be retaliated against for filing such a complaint. 
 
For further information regarding this Notice of Information and Privacy Practices, contact the Medical Records Manager or the Director of Clinical Programs/Quality and 
Risk Management at (785) 628-2871.      
Revised: 11/24/2009 



                                                                                                                                                                



                                                                                                                                                                 


