Bartlodpaat Nmne: Date of biey

Addtegs; _—
Mot Collf___ Homo#, .
Fulhor Calt # Home#t o
Cloardian: Cell gt Kloms i _

Tn easo nalther parent/puavdtan oan be Iocated notity:

Jrolatlonghip to Clent Phone #
Proforred Phyalolan;__ Phone #
Proferred Dontist: Phone i
Profanad Hospital)

Burposo: Ta enable pavents pad guardiang to suthordas tha stergency teeatmant for purtlolpants wito beoowe thiuted wile
under Chaclone's Angals mithorlty, when patents or gyssdluss vannot bo roaohed,
CONSENT MUST BE COMPLETED BREFORE PARTICIPANT X8 ALLOWED TO PARKICIRATE,

GRANT CONSENY

In the event attempis to contot parente/auardlin. nie mstcossstl I gilvo my oonsent for: (1) any trontment denmed neoamsaty
by the prefisrred pliyslofan or prathrred dentist o In the event ty preforced physlolan/dentist is not fivailablo, by annter
Lioensod ghysiolan.or dontist aad (2) the tansfor of thie pantiofyuut to the hospltell, This suthorization does tiot sover suafor

sutgiy wiloss medleal opinions of bwo ofher osnsed physiotans oy dentlsts vetonr on, i naceastiy of such surgory,
Pareut/Guardian Natna (printed)

ParautCuardian Spnatito; Thital

.Hﬂlﬂﬂl Conditlons:

Allergies:

Curveit Medications:




@rievance Pollcy and Procedures

Itis tha poliey of Charlena’s Angels to protect and promote the tights of Individuals with disabllities, to ensure that
they are provided with humana care and protection from harm, and to enstre that the services thay racelve are In
accordance with established standards of practice, as well us with the provislon of the Individual Support Plan.
Additlonally, Charlene’s Angels will comply with our "Code of Ethlcs” and any standards established by the BDDS
(Bureau of Davelupmantal Disabilities) for the provision servicas.

Reportable Incident: If an allegation of abuse, neglact, exploltation, mistreatment of an tnelividual, or violation of
an Indlvidual’s vights Is raported; Charlene’s Angels will take all hecessa Iy steps £ ensure the safaty of the
Individual. He or she will ensure that Incldent Reports are ilad withtn 24 hours and will file all nesded follow-up
reports until the situation fs resolved. Charlena’s Angels will conduct or participate in an tnvestigation as noeded
and will let tha reporter and Individual know of the final resolution in the IndIviduals usual moda of
cotmmunicaiton,

Systemlc Issues: Upon recelpt of Informatton, regarding ongoing, systemic behaviors on the part of the provider of '

service that ara not In accordance with established standards of practice, Chariene’s Angals will: first attempt to

fesolva the Iasiie verkally with the person In question; If ne reselution Is made, will put the Issua tn wiltingto tha
person; bring the [ssue to the attantion of the BDDS local representative to assist, If needed; and file an Incldent

Ropart to mediate for that lssue,

Conflict Resolutlon: If the metmbers are not able to cotna ta a mutually satisfactory declslon tegarcing support of
an Individual, Charlene’s Angels will call upon the local BDDS represantativa to mediate for that lssue,

Rights Vialation: Upon recelpt of a complalit of a fights violation from an Indlvidus] or a repatter acting on an
individuals behalf, Charlene's Angels will lnvestigate and provide the Individua! and reporter with & determination

of findings within two weeks of the date recelpt of the complalnt. That determination Is to ba provided In wrlting
and in the Individual’s usua! mode of communication. -

Complaint agalnst Charlene's Angels Staff: In the event of a complaint of an 1ssue related to Charlena’s Angels
servioe, a company repetitive other than Charlene’s Angels wilt Investigate and provide the individual with g
determination of the findings. The determination Is to be provided in writing or the Individuals ustra) mode of

communication. (fan Incldent; Repatt I sppropriate follow up to the complalnt, the company will repart upon the
receipt of resolution from BDDS.

farticipant’s Name Data

e ey

Signature of Guardian o Representative bate




Med shest

Charlene’s Angels, Inc. is committed to providing quality services and assistance to all particlpants involved in day and
employment services and realizes that many participants may need medication to be monitored during the day. Medications
may be monitored by trained Charlene’s Angels, Inc. staff, but only upon the completion of this form by the participant or the
participant’s legal representative and under the following conditions:

*All medications must be in their original prescription containers.

*The prescription container includes the name of the medication, the dosage, the route, and the time It must be taken.
*Any change in medications requires an updated informed consent for medication monitoring to be submitted.

*All consent forms must be updated yearly.

PARTICIPANT'S NAME:

LIST MEDICATION ALLERGIES:

REGARDLESS OF WHETHER OR NOT THE PARTICIPANT WILL TAKE MEDICATIONS AT CHARLENE'S ANGELS, WE REQUIRE A LIST
OF THEIR CURRENT MEDICATIONS. In the event of an emergency, EMS will ask for a list of current medications. This will help
give the participant the best emergency care and will help staff identify any adverse medication effects.

Please complete form helow with AtL of the participant’s current medications:

Medication Name Dosage Route of Administration Time Medication to To be Taken While at
{oral, rectal, topical, etc.) be Taken Charlene’s Angels, Inc.?
YES NO
YES NO
YES NO
YES - NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NG
YES NC
YES NO
YES NC
YES NG

As the participant’s legal guardian, | provide my consent to Charlene’s Angels, Inc. to supervise participant’s self-administration
of the above medications marked “YES”, prescribed to the participant by their health care provider.

Date

Signature of Participant (if able to sign}

Date

Signature of Participant’s Legal Guardian

Printed Name of Participant’s Legal Guardian



Charlene’s Angels
5800 W. Smith Valley Road/Greenwood IN 46142
317-431-1484

Notice of Privacy Practices

THIS NGTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU WIAY BE USED AND DISCLOSED AND HOW YOU CAN GEY

ACCESS TO THIS INFORMATION, PLEASE REVIEVY IT CARBFULLY. THE PRIVAGY OF YOUR HEALTH INFORMATION IS TIMPORTANT
TO US, .

OQUR LEGAL RUTY

W are required by epplicable federel and state law to maintaln tha privacy of your health Information, We are alsn required to
igive you thls Notice shout our privacy practices, aur lagal duties, and your rights concerning your health information, We muct
tollowr the privacy practices that are described In thls Notica while It Is in affect. This Notica takes affect January 2016, and will
ramaln in affect untll wa replacait,

Wa resaive the right to change aur privacy praciices and the terms of this Notica ntany time, provided stich changas are
parmitied by applicabla law. Wa resarve the right to make changes In our privacy practices and the new tarms of our Notica
effective for all health Information that we malntaln, Including health Information we created or recaivad bafora we mede the
chahges, Before wa make a slgnificant change In our privacy practices, we willchange this Notlce and make the new Notice
avallable Upon reguast,

You may requast a copy of our Notice at any tire, For more Information about our privacy practives, or for additianal coplas of
this Notice, please contact us using the Information listed at the end of this Notice.

USES AND DISCLOSURES DF KEALTH INFORMATION

W use and discloss health Information abautyou for treatment, payment, and healthcare operstfons, For mxamplar
Treatment: We may use of disclose your health Informatien about you to provide you with medical traatment or sarvlces, We
may disclose health information about you to dactors, nurses, techniclans, nursing students, or nthar staff who are Ivvolved 1n
taking care of you. We may disclese health information ahout you to people cutslde of Charlana’s Angals who may be Involvar
In your cara atter you leave, such as famlly members, clargy, ar others we use to provide services that are part of your care,
Paymant: We may use and disclose your health Information to obtaln payment for sarvices wa provide to'you,

Madiaadld Watvies In accordance with state ragulations, wa arg required to give coplas of your Guarierly Progress Reporis,
Incident Reports and Risk Plans to the iureau of Developmental Disablfities, Tothis end, thesa documents are uplosded to the
BODS Portal, ahd may be accessed by others on your Medicald Walver treatment team ot other stata apency staff.

Realth Cave Oparations: We may vse and disclosa your health Information in connection with our health care aperations,
Healthcare operations Inchice quality assessment and Improvement ackivities, reviewing the compatence or qualifications of
healtheare professionals, evaluating practitioner and provider performanca, conducting tralning programs, accreditation,
cartification, licansing or eredentialing activitles,

Your Authorlzation: In addition to our use of your health Information for treatment, paymant ar health care oparations, you
wnay give us written authorlzation to use your health Information to disclosa It to anyone for any putrpose, If you glve us an
authorlzation, you faay ravoke it In writing atany Ume. Your revocation will nat aifect any use oy disclosuras permitted by your
authorization whila 1t was In effect, Unless you give us a writtan authorlzation, wa cannot use or disclosa your health
information for any raasan except thosa deseribed In this Notica,

Te Your Family and Frdends: Wa must disclose your health Information to you, as desciibed In the Cllant Rights section of this
Notica. We may dlsclose your hiealth Information to a family member, friand, or other person o the axtant niecassary to help
your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Parsans Imrolved In Care: We mayyse or disclose your health Information to notfy or assist in the notification of {including
Identifylng or locating) a family member, your personal rapresentailve or another person responsibla for your care, of your
location, your ganaral conditlan, or death, If you ara prasent, then prior to use or disclosure of yaur haalth Information, wa will
provkle you with an opportunity to object to suich uses or disclosures, In the avent of your Incapaciy or amnergancy
direumstances, wa will disclose health Inforenation based on a determination using aur professtonal [udgmant: disclosing anly
health Informatlon that Is directty relovant to tha person’s involvement; In your healtheara, We will also use our profasalanal
Judgment and our expariance with comman practice to make reasonable Infarences of your best Interast in gllowing a parson to
pick up madications or other farms of health loformation,

Marketing Health-Related Services: Wa will not use your health infarmation far marketing com munleations withaut your
wiittan authorlzadon.e




Required by Law: Wa may use or disclose your health nformation when we are ragulved to do so by law,

Abuse or Neglact Wa may disclose your health information to appropriate authosities 1f we reasonably belleva that you are 3
possible victim of abuse, naglect, domestic violence or the possible vietim of other erimes, Wa may disclose to authorlze your
heglth Information to the axtent necassary to avert 8 threat to your health or safety of othars.

Nutlonal Security: We may disclose to military authoritfes tha health Inforration of Armad Forces personne] under certain
clecurnstances. Wa may disclose 1o authorlzed federal officlals, health Information raquired for lawfu! Intefligehce,
countetintelligence, and athar natlonal sacurity activities, We may disclose to correctionsl Institutions or law enforcemsnt
officlals having lawful custody of protected heslth Infarmution of inmate or patiant under cartaln civeumstances.
Appolatrent Reminderst We may use of distfose your health Information to provide you with meating reminders {such as
volcemall messages, posteards o |ettars),

CUENT RIGHTS '

Accasst You have the right to loak at oF gk cofiles of your heslth Informatton, with limited excaptlons. You may recuest that we
Provide coples in a format other than photocopies, Wa will use the format you request unless we cannot feasibly do so, You
musk make a racuest In writing to obtaln acoess to your health infarmetion, You may abtain a form to request access by using
the contact information listed at the end of this Notice. We will charge you a reasonabla cost-basad fan for expansas such as
coples and staff ime. You may also requast access by sending us & letber to the addrass at the end of this Notice, If you raguest
caples, we will charge you $0.10 {ten cents} for each page, $10.00 par hour for staff tima o losate and copy your health
information, and postaga if you waint the coples malled to you, If yon request an alternative format, we will charge & cost-bagad
faa for providing your health Informetion In that format, (Fyou prafer, wa will prapare 8 summary or an explanation of your
heatth Information for a fee, Contact us using the information listad at the end of this Notice for & full sxglanation of our fee
structure,

bisdlasure Accaunting: You have the right Yo recelva a list of Instaneas 1n which we or our business assoclates disclosed yoyr
health Infarmztion for purposes, othar than troatment, rayment, healtheara operations, and certain other activitias, for the fast
€ years, bt not before January 2018, If you request this accounting more than once In a 12-month parlod, we mey charga you
areasonabla, cost-based foee for responding to these additional reguests,

Restriction: You have the right: to request that wa placa additional restrictlans on our use or disclosurs of your health
Inforration. We are hot required to agree ta these additfonal rastrictions, but if we do, we will ablde by our agresrmeant (oxcapt
Inan emerganey). '

Altariative Communleations You hava the right to request that we communicats with you about your health nformation by
altarnative means or to alternative locations. (You must maka your raquast bn writing,) Your raquest must speclfy the
alternative means or letation and provida a satisfactory explanation of how paymenits will be hand led under the altarnative
means or lncation you request,

Amendment: You have the right to requast that we amend your health Information, {Your raquast must be In wilting, and it
must ewplaln why the information should be amended.) We may dany your request under vertaln ¢lrournstancas,

Electronlc Natice! If you recelve this Notica on our Webslte or by electronic mall {amalt), you are antitied to recelve this rotice
In weltten farm.

QUESTIONS AND COMPLAINTS

if you wan more Infarmatton ahaut our peivacy practices or have questions or concerns, please contect us, [f you are
concernad that wa may have violated your pilvacy rights, ar you dlsagrae whth # declslon we made abouk access to your health
information or in response to a request you madle to amend or restiict the wsa or dlsedosure of your health Infarmation or to
have us commurticate with you by attornative means or at alternative locations, yau may cotmplain o us uslng the contack
Information listed at the end of this Notice, You may also sulsmilt & written complalnt with the U S, Depariinent of Health and

Hurman Satvicas, We will provids you with the addrass to fils your complalit with tha U.S. Department of Health and Human
Servicas upon request, .

We support your right to privacy of your health Information, We will not retalleta In any way Fyou choose to file a complaint
with us orwith tha LLS, Department of Health and Human Servicas,

Contarts Charfene Guthrle Telephone: 317-431-1484

Addvass: 5800 W. Smith Vallay Road Emall: cauthpe@harsangels.com
Graanwaod, IN 45142




Charlene’s Angels

MNOTICE OF PRIVACY
INFORMATION PRACTICES/HIPAA
ACKNOWIEDGEMENT OF RECEIPT

I hereby acknowledge that | have received a current copy of the “Notice of Privacy
Information Practices” and consent to the use and disclosure of protected health
information about the below named participant as outlined In the “Notice of
Privacy” document.

Participant’s Name:

Signature of Guardian or Representative: Date:

Charlene's Angels Representative: Date:




Charlene’s Angels, Inc.

Photograph/Video Release Form

ol » heteby consent to and authorize the uge
(Cllant'y Name)

and reproduction of any and all photographs and video footage teken {n which I may
appear, for any puspose, without compensation to e,

T hereby release and discharge  Chatlene’s Angols from any and all
claims and demands ensuing fiom or in connection with the use ofthe photographs or
video footage, including any and all claims for libet and invasion of privacy,

This authorization and reieagoe shall insute to the benefit of the legal representatives,
lioensees and assignees of __ Charlene’s Angels as well as the
person(s) for whom appear in the photographis or video footage.

I hereby affitm that L am of full age and have the right to contract in my own name o1 on
behalf of my minor child. I have read the foregoing and fully understand the contents

hereof, 'This release shall be binding upon me and my hedts, legal represontatives, and
assignecs.

oI,

. L. » do not consent to or authorize the use and
~ (Cllent’s Nawms) "
reproduction of any and all photographs and video footage requested,

This molease will expire on_12-31-2024

Signature (Client or Legal Guardian) Date

May 2020




Charlene’s Angels
5800 W. Smith Valley Road/Greenwood IN 46142
31.7-434-1484

RELEASE FORM ACKNOWLEDGEMENT

Release Of Information Authotization

F glve my authorization for release of the helow namead participant’s medical/soctal information
to Charfene’s Angels, |further authoriza Charlena’s Angels ta discuss or release Information to
physicians, appropriate soclal agency or any other facility/agancy that would assist/enhance the

care or management of the below named participant’s particular medical or soclal service
heeds.

Emerirency Treatment Protocol

In the event of an llness or infury requiring emergancy treatment that may oceur while the
participant Is participating at Charlene’s Angels or with Charlena’s Angels staff, | glve Charlena’s
Angels my consent to administer first aid treatment as they deem nacessary, to contact my
personal physician, or to transport the participant to a hospltal of their choice or any reasonably
accasslble hospital. | giva Charlene’s Angels permission to releasa any Information concevning
theparticipant’s medical history (Including medications, allergles, and physica
conditfons/diagnosis) to which a physiclan should be alerted.

Liabllity Release Forny

Charlene’s Angels will take all precautions to ensure the participant’s welfare and will maintain a
clean, safe, and well-supervised eavironment for each particlpant enrofled. Howevay, in the
event of accident, Injury, or lilness, | understand and agree that | will not hold Charlane's Angals -
or its staff, volunteers, or authorized representatives liable for any accldent or Inju ry/illnass that
the particlpant may Incur during delivery of services. [n consideration of the participant’s
particlpation, | hereby release Charlene’s Angels and Its staff, volunteers, and authorized

representatives from liabllity for any damages or injuries incurred In parformance of services
with Charlene’s Angels.

Participant’s Name:

Guardian/Representative’s Signature:

Drates




Chatlene’s Angels Adult Day Center

RIGHTS AND RESPONSIBILITIES OF ADULT DAY CENTER PARTICIPANTS

Famifies, particlpants, and staff recognize that ko have an effective servics, the effort must be & partnership,
Working togethet to provide quallty care,

Your Responsibliltles as a Particlpant
1. You have the responsibHity to provide Information about your madical and saclal history, prasent health status,
medications, and other matters refating to your health to the best of your ability,
2, You have the responsibility to cooperate with all parsanne! to treat ther with conhsideration and respect,
8. You have the responsibllity to be respectful of other’s property and privacy.

4. You have the responsibility to make suggestions concernlng services and programs that would enrich vour
expariance,

5. You have the responsibiiity to Charlene’s Angels as soon as you know of antlcipated absences or to telephona in
the event of unanticipated absances.

6. You have the responsibility to be prompt in payment of services and prompt in asking questions about billing
which you do not understand. We resetva tha right to discontinue services If payment sn't recalved in & timaly
magher,

7. You have the rasponstbllity ta Inform Charlene’s Angels divactar promptly, If veu bellave any of your rights have
bean violated,

Your Rights as o Partidpant

1. You have the right to constderate and respectful care regardless of sex, gender, race, religlon, or pational orlgin,

2, You have the opportunity to self-detarmine within the satiing, Including the opportunity to:

a. Declde whether or not to participate In any given activity
b. Be lnvolved to the extent possible In program planning and operation
¢, End services at any tima

8. You have the tight to confldentiality and the requirement for written consont for relaase of information ta

“persons not authoslzed under faw to receive It. . O o

4, You hava the right to volce grievancas abiout care, without discrimination or repris4, to staff or tha local

ombudsman,

5, You have the right to be free from hartn, Including unnecessary physical or chamical restraint, isolation,
axcesslve medicatlon, abuse, or neglact,
6. You have tha right to n safa physical environment with appropriate handicap acoess to bullding and restroams,

7. Yau hava the right to services that Includes current event discusstons, crafis, splritual support and appropriate
stimulation and exarcise of body and mind.

8 You have the right to healthy shacks with special diet modHications as prasctibed by your physiian,

4. Yoy have the right to assistance as neaded with medlcations prescribed by yaur physiclan and ongolng
Instruction In actlan, side effects, dosage, and proper monttoring to maximlze the effact of your medicines,

40. You have the right to have a service animal, conslstant with the “reasonable accommodations” clausa of the
Fair Houslng Act.

11. Ycu hava the right to participateIn the platning of activitles and the right to choose not to participate in
activities offered.

12, You have the right to adequate rast time,

18, Yau hive the right to prompt billing and to have guidance In Inguiring into financial assistance, if naadad,
14. You have the right to access or review your file at any given time,

{ have racelved, read, and understood o copy of the *Rlghts and Responsibilittes of Particlpants” as provided by
Charlene’s Angels,

Name of Cllant Slgnatura {Particlpant or Rapresentative) Date




PARTICIPATION INFORMATION /INTAKE EORM

Particlpant Full Mame Data of Birth

Atldress

Home Phona ! Cell #

Medlcald # Soclsl Sacurlty #

Gentler Rage Rellgion

Poes the Farticlpant havas

CiminalHistory? | No VB3 {please provids documentation detalling criming) history)
Doas tra Participant have & Legal .

Guardlon?

1-Parent/@uandlan Nams Fhona#i

Parept/Guardian Emall

2-Parent/@uardlan Name Phone it

Parent/Guardlan Emall

Refrved By

CaseManagar/frrovider

Cage Managae Phoyto

Case Mahager's Emall

Residential Providar Phone#

Resldentlal Program Director Phonait

Primary Staff . Phone#

Residential Direstor Emall

Daes Partielpent have o Behavior
SupportPlen?

ls Particioant Physically
Aparessive? (Pleasa explain}

Behaviot Consultant & Provider

Behavior Cansultant Phone# Emall

11728 fCARN




PARTICIPANT'S NANIE
BARTICIPANT HEALTH INFORMATION

Mlerglas Medicatlon
Food
Ehvironmentat
. Glyten o Dalry o Bess
P . Sessonsl .. Anipal "
EpiPan {dbse, when to be glven)
Salzuras —__tGrand Mal __ Petitmal — Slimple Partlal
s VNS {date [mplanted)
Emergency Madication? (Dlostat, Valium, eic)
Pacemaker .. acemaker _JC;) {imprlanteble Cardloventricular Defibrlstor)
Dabatas ____Insulln Pump
Asthima _ —Reseua Inhaler: (Mame, dose, tiva ta ba piven)
Meontinence ... Bowel —_Bladder
Communieation Difficulty Asslstive Davless: {elrcle: Communication Device, [Pad, Sign Language, other
fall Risk Asslstiva Devices: {clrzles Wheelchaly, walker, cana, AFOs}
Dining DIfflaulty ___ Chaoking aisk . BSpIration Risk
Lunstipation __. YES§ ....NO
Dahydration .. YES ___NO
Wandars from Group __VE?» ... _NO
Hoarlng Difficulty Assisiive Devioes: (clrele: Hearing Aldes, Amplifler, Gochleat Implant) ‘
Viston Diffloulty e WVERTS Glassas  _ Blind

10/18/23/CA0N



