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Welcome!

On behalf of the individuals and staff of the residential program, we would like to thank you for choosing Virginia Support Group, LLC as your new residential provider.

Our mission is to provide advocacy, assistance, and responsive Person-Centered planning to enhance the quality of life for each individual we provide support and assistance. 

Our goal is for you to be pleased with the effectiveness of our services and the positive communication with Virginia Support Group’s staff. We need your continued help in improving our services so your feedback is important to us.

We welcome you to the Virginia Support Group family.


Sincerely, 

Sherry T. Ferebee
Executive Director
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INDIVIDUAL FILE CHECKLIST
· Application for Admission of Services
· Medical Records: Physical Examination and TB Test
· Psychological Report: Results of an exam performed within the past five (5) years to include diagnosis of functional and adaptive scores
· Level of Function Survey
· Health Status
· DS Person Centered Assessment
· DS Personal Profile
· Treatment Plan
· Support Intensity Scale (SIS) report
· Consent Forms: Release of Information and Photo Release Form
· ITS YOUR RIGHT form
· Photo Identification Card
· Birth Certificate
· Social Security Card
· Medicaid Card
· Copy of Guardianship status, if courts were involved



Virginia Support Group Residential Program
FORM 645C
APPLICATION FOR ADMISSION OF SERVICES
CONFIDENTIAL INFORMATION (STAFF USE ONLY)

	APPLICANT INFORMATION: PLEASE PRINT
	DATE OF ADMISSION: 

	LAST NAME: 
	FIRST NAME: 
	MIDDLE NAME: 

	PREFERRED NAME: 
	
	

	SSN: 
	DATE OF BIRTH (MM/DD/YYYY): 
	AGE: 

	PLACE OF BIRTH: 
	GENDER: ____ Male  _____ Female
	SPOKEN LANGUAGE: 

	MARITAL STATUS: 
	RELIGIOUS PREFERENCE: 

	RACE:                                                                     
	IF HISPANIC, INDICATE ORIGIN: 

	HAIR COLOR: 
	EYE COLOR:
	HEIGHT:
	WEIGHT:
	SEX:

	APPLICANT ADDRESS
If the applicant is not living with parents or guardian, please give name and address where he/she is currently residing:

	NAME:
	CONTACT PERSON:

	ADDRESS:

	CITY:
	STATE:
	ZIPCODE:
	PHONE:

	APPLICANT’S LEGAL GUARDIAN ( Please submit a copy of Court Order)

	ADDRESS:

	CITY:
	STATE:
	ZIPCODE:
	COUNTY:

	PHONE NUMBERS:
	HOME :  (_______) ___________- ______________  
WORK:  (_______) ___________- ______________
CELL:    (_______) ___________- ______________

	EMAIL ADDRESS
	

	RELATIONSHIP TO APPLICANT
	

	FAMILY INFORMATION:

	FATHER’S NAME:

	ADDRESS:

	PHONE NUMBERS:
	HOME :  (_______) ___________- ______________  
WORK:  (_______) ___________- ______________
CELL:    (_______) ___________- ______________

	EMAIL ADDRESS
	

	MOTHER’S NAME: 

	ADDRESS: 

	PHONE NUMBERS:
	HOME :  (_______) ___________- ______________  
WORK:  (_______) ___________- ______________
CELL:    (_______) ___________- ______________

	SIBLINGS (IF ANY) IN BIRTH ORDER

	NAME
	BIRTHDAY
	LIVE IN THE HOUSEHOLD?

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	EMERGENCY INFORMATION (persons to contact in the event of an emergency if parent/guardian is unavailable)

	1.) NAME:

	ADDRESS:

	PHONE NUMBERS:
	HOME :  (_______) ___________- ______________  
WORK:  (_______) ___________- ______________
CELL:    (_______) ___________- ______________

	EMAIL ADDRESS:

	RELATIONSHIP TO APPLICANT:

	2.) NAME:

	ADDRESS:

	PHONE NUMBERS:
	HOME :  (_______) ___________- ______________  
WORK:  (_______) ___________- ______________
CELL:    (_______) ___________- ______________

	EMAIL ADDRESS

	RELATIONSHIP TO APPLICANT:

	REFERRAL INFORMATION

	REFERRAL SOURCE & NAME:

	ADDRESS:

	CITY:
	STATE:
	ZIPCODE:
	COUNTY:

	PHONE:
	REASON FOR REFERRAL:

	EDUCATIONAL HISTORY

	AGE FIRST ATTENDED SCHOOL:
	YEARS COMPLETED:

	SCHOOLS ATTENDED:

	NAME OF SCHOOL(S) 
	LOCATION OF SCHOOL(S)
	DATES ATTENDED

	
	
	

	
	
	

	
	
	

	
	
	


	SPECIAL EDUCATION:  ______ YES   ______ NO
	GRADE LEVEL:

	VOCATIONAL TRAINING HISTORY

	TRAINING PROGRAM
	NAME AND LOCATION
	DATES OF TRAINING

	
	
	

	
	
	

	
	
	

	
	
	

	EMPLOYMENT HISTORY

	JOB TITLE
	EMPLOYER & LOCATION
	TIME OF EMPLOYMENT
	REASON FOR LEAVING

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	INSTITUTIONALIZATION/HOSPITALIZATIONS:

	INSTITUTION AND LOCATION
	DATE OF ADMISSION (S) & DISCHARGE(S)
	REASON FOR ADMISSION

	
	
	

	
	
	

	RESIDENTIAL PLACEMENT

	AGENCY NAME
	ADDRESS
	CONTACT PERSON
	DATES

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Medical History
Surgery, Hospitalization, Blood Transfusions

Date				Reason(s)

_____________________	__________________________________________________________________

_____________________	__________________________________________________________________

_____________________	__________________________________________________________________

_____________________	__________________________________________________________________

Current Medications (Prescription, Over the Counter, Vitamins)
Name						Dosage				Reason
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Immunization/Health 
Please write the dates in the blanks provided

_____________ DPT/DT Series (Tetanus/Diphtheria)	_____________ Flu Vaccine

_____________ Tuberculosis Skin Test			_____________ Polio Series

_____________ MMR (Measles/Mumps/Rubella)		_____________ HIV Test

_____________ Pneumonia Vaccine				_____________ Other

_____________ Hepatitis B Vaccine

If the applicant has seizures, what type are they? __________________________________________________
Are they controlled by medication?  
Does the applicant have any allergies?

Do the applicant ever have difficulty with the following? (Check all that apply)

				When?                                                                                 When?
	      Head Injury
	___________
	      Eyes or Vision
	____________

	      Ear Infection
	___________
	      Nose
	____________

	      Throat
	___________
	      Heart/Heart Murmurs
	____________

	      Lungs
	___________
	      Intestines
	____________

	      Urine Infections
	___________
	      Skin
	____________

	      Arthritis
	___________
	      Seizures
	____________

	      Bed Wetting
	___________
	      Difficulty Sleeping
	____________

	      Measles
	___________
	      Allergies to Food
	____________

	      Chicken Pox
	___________
	      Allergies to Medication
	____________

	      Whooping Cough   

	___________
	      Other Allergies
	____________

	      Kidney Infection  

	___________
	      Hepatitis
	____________

	      Pneumonia
	___________
	      Bronchitis
	____________

	      Constipation
	___________
	      Diarrhea
	____________



Dental/Oral Hygiene

General Dental Condition:           Good          Fair          Poor

Dental Problems? _________________________________________________________________________

Dental Appliances?            Dentures           Partial            Braces            Other__________________________

Comments: ______________________________________________________________________________

________________________________________________________________________________________

Vision (check all that apply)

      Functional         Impaired         Blind          Wear Glasses         Has glasses but does not wear

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Hearing (check all that apply)

      Functional         Impaired         Deaf         Hearing Aid        Uses Sign Language        Read Lips

Comments: ________________________________________________________________________________

__________________________________________________________________________________________

Mobility (check all that apply)

      Walks without assistance                                        Climbs stairs without assistance
      
       Limps or walks unsteadily                                     Climbs stairs with help

      Walks with assistance of a walker, cane, etc.         Walks up hills without difficulty

      Unable to walk                                                        Walks on uneven surfaces

      Uses wheelchair as main form of transport            Rides bicycle        
 

       Uses wheelchair for long distances                       Runs without difficulty

List any adaptive mobility equipment used ______________________________________________________

_________________________________________________________________________________________

Comments ________________________________________________________________________________

__________________________________________________________________________________________

Sleeping Habits

Average hours a night _____________

Nightmares?          Yes         No
Sleepwalker?         Yes         No	
Talks in sleep?       Yes         No
Wets bed?              Yes         No 
Comments: ________________________________________________________________________________
__________________________________________________________________________________________
Diet
What diet texture does the applicant eat? ________________________________________________________
Specify any food or drink restrictions ___________________________________________________________
_________________________________________________________________________________________
Does the individual use any adaptive eating equipment? If yes, what? _________________________________
_________________________________________________________________________________________
Any eating problems? (Ex. poor appetite, compulsive eating, difficulty swallowing, picky eater, etc.)________
_________________________________________________________________________________________
_________________________________________________________________________________________
Favorite Foods _____________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Least Favorite Foods ________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

Menstrual History (if applicable)

Menopausal           Yes         No                Cycle?          Regular        Irregular

Approximate cycle length __________________  	Flow __________________________________________

Independent care for feminine hygiene?         Yes         No

Needs medication for cramps?          Yes         No  Medication Name __________________________________

Comments ________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please explain any serious MEDICAL problems or any special conditions: _____________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PSYCHOLOGICAL/SOCIAL
Check any boxes that describe the applicant’s general demeanor.
	      Calm
	      Cooperative
	      Hyperactive

	      Aggressive
	      Alert
	      Industrious

	      Happy
	      Disinterested
	      Irresponsible

	      Lazy
	      Reclusive
	      Cheerful

	      Moody
	      Stubborn
	      Honest

	      Runs away
	      Cries Easily
	      Easily Redirected

	      Destructive
	      Antagonistic
	      Difficult to manage

	      Social/Outgoing
	      Helpful
	


                                                                                                                           
How is time occupied when alone? ____________________________________________________________
_________________________________________________________________________________________
How is behavior in public? ___________________________________________________________________
_________________________________________________________________________________________
How is behavior when with the opposite sex (awareness of sexuality & relationships) ____________________
_________________________________________________________________________________________
Are there any sexual behaviors that would be considered aggressive or inappropriate towards 
self or others? _____________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
What sorts of things cause anxiety or disturbance? ________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Explain in detail what kinds of behavior the applicant displays when disturbed? _________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
What can be done to help alleviate anxiety or disturbances? _________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Likes __________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
Dislikes________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
Hobbies & Interests ______________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
What does the applicant like to do in his/her free time? ___________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
Please CHECK any behaviors that occurred at least once in the past 3 months and CIRCLE any behaviors that occur once per week or more.
	      Hits self
	      Has temper tantrum
	      Self-stimulates

	      Hits others
	      Teases others
	      Tears clothing

	      Bites self
	      Bosses/manipulates others 

	      Kisses inappropriately

	      Bites others
	      Disrupts others
	      Hugs inappropriately

	      Kicks
	      Bites fingernails
	      Spits

	      Ruminates
	      Grinds teeth
	      Claims to be ill frequently

	      Fakes seizures
	      Eats inedible objects
	      Chews/sucks inedible objects

	      Pinches
	      Smears excrement
	      Undresses at wrong times

	      Curses
	      Threatens violence
	      Hoards objects

	      Screams
	      Damages personal property
	      Talks excessively

	      Runs away    

	      Damages others’ property
	      Threatens suicide

	      Lies 

	      Resists following requests
	      Masturbates in public

	      Cheats
	      Takes other’s property
	      Sexually aggressive



Please describe any other behaviors we should be aware of: _________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Personal Care and Grooming
	Check ONE statement that applies:
	Independent
	Verbal Prompts
	Physical Prompts
	Total assistance needed

	Keeps hands and face clean
	
	
	
	

	Bathes/shower
	
	
	
	

	Washes body
	
	
	
	

	Washes hair
	
	
	
	

	Dries body
	
	
	
	

	Dries hair
	
	
	
	

	Brushes teeth (including applying toothpaste)
	
	
	
	

	Dresses
	
	
	
	

	Undresses
	
	
	
	

	Chooses appropriate clothes weather/situation
	
	
	
	

	Knows when clothes need washing
	
	
	
	

	Operates washer and dryer
	
	
	
	

	Shaves without assistance—Blade or Electric?
	
	
	
	

	Cares for menstrual needs
	
	
	
	

	Uses the toilet
	
	
	
	

	Eats neatly
	
	
	
	

	Uses fork/spoon
	
	
	
	

	Uses knife
	
	
	
	

	Drinks from a cup/glass
	
	
	
	


 

Learning Skills	
	Check ONE statement that applies:
	Independent
	Verbal Prompts
	Physical Prompts
	Total assistance needed

	Can tell time on a clock or watch
	
	
	
	

	Can follow a schedule or routine
	
	
	
	

	Can count from ______to ______(please fill in)
	
	
	
	

	Can make a vending purchase given money
	
	
	
	

	Can hold small amounts of money safely
	
	
	
	

	Can count money for a purchase
	
	
	
	

	Can count change after a purchase
	
	
	
	

	Can identify shapes
	
	
	
	

	Can identify colors
	
	
	
	

	Can identify sizes
	
	
	
	


 
Communication
Applicant is:               Verbal               Non-verbal 

	Check ONE statement that applies:
	Independent
	Verbal Prompts
	Physical Prompts
	Total assistance needed

	Follows simple one-step instructions
	
	
	
	

	Responds to “stop” “look” “no”
	
	
	
	

	Responds to own name
	
	
	
	

	Understands simple sentences
	
	
	
	

	Understands more complex sentences
	
	
	
	

	Participate in simple conversation
	
	
	
	

	Participates in more advanced conversation
	
	
	
	

	Follows multi-step instructions
	
	
	
	

	Can identify own written name
	
	
	
	

	Can read simple words
	
	
	
	

	Can read more advanced words
	
	
	
	

	Can write own name
	
	
	
	

	Can write simple words
	
	
	
	

	Can write more advanced words
	
	
	
	


	
Independent Living Skills
	Check ONE statement that applies:
	Independent
	Verbal Prompts
	Physical Prompts
	Total assistance needed

	Sets a table for dining
	
	
	
	

	Removes own dishes from table
	
	
	
	

	Serves own food from a bowl/plate
	
	
	
	

	Pours own drinks
	
	
	
	

	Passes food/drinks to others
	
	
	
	

	Prepares simple drinks
	
	
	
	

	Prepare simple food items/snacks
	
	
	
	

	Takes medication from others with pudding
	
	
	
	

	Takes medication from others with water
	
	
	
	

	Administers own medication
	
	
	
	

	Knows time to take medication
	
	
	
	

	Knows dosage
	
	
	
	

	Knows name of medication
	
	
	
	

	Knows side effects of medication
	
	
	
	


                                                                                       
Acknowledgment

I the undersigned to do hereby acknowledge that I have read and fully understand this “Application for Admission” and I have truthfully answered the questions to the best of my knowledge and ability.

Signature: __________________________________________ Date: ___________________

Relationship to applicant: ______________________________

































INSURANCE QUESTIONAIRE
VIRGINIA SUPPORT GROUP RESIDENTIAL PROGRAM

	Name of Applicant
	_____________________________________________________________

	Birthdate
	__ __ /__ __/__ __ __ __

	Medicare 
(Please include Medicare Card)
	[bookmark: Check1]|_| Yes            |X| No       Card #:_____________________   

	Medicaid
(Please include Medicaid Card)
	|_| Yes            |X| No        Card #: ____________________

	Commercial Insurance
(Please include Insurance Card)
	|_| Yes            |X| No

	
	Name of Insurance
	_____________________________________________________

	
	Subscriber’s Name
	_____________________________________________________

	
	Group Name
	_____________________________________________________

	
	Group Number
	_____________________________________________________

	
	Identification Number
	_____________________________________________________

	Is the applicant receiving SSI?
	|_| Yes            |X| No

	If yes, what date was SSI award?
	
_____________________________________________________





















REPORT OF TUBERCULOSIS SCREENING

DATE  	

Name 	Date of Birth  	


TO WHOM IT MAY CONCERN:

The above named individual has been evaluated by 	______________________.
(Name of health dept/facility)

 	 A tuberculin skin test (PPD) is not indicated at this time due to the absence of symptoms suggestive of active tuberculosis, risk factors for developing active TB or known recent contact exposure.

 	 The individual has a history of a positive tuberculin skin test (latent TB infection). Follow-up chest x-ray is not indicated at this time due to the absence of symptoms suggestive of active tuberculosis.

 	 The individual either is currently receiving or has completed adequate medication for a positive tuberculin skin test (latent TB infection) and a chest x-ray is not indicated at this time. The individual has no symptoms suggestive of active tuberculosis disease.

 	 The individual had a chest x-ray on 	that showed no evidence of active tuberculosis. As a result of this chest x-ray and the absence of symptoms suggestive of active tuberculosis disease, a repeat film is not indicated at this time.

Based on the available information, the individual can be considered free of tuberculosis in a communicable form.





Signature		 (MD or Health Department Official)

Address  	

Date  	


Phone  	


	
REPORT OF TUBERCULOSIS SCREENING

DATE  	

Name 	Date of Birth  	


TO WHOM IT MAY CONCERN:

The above named individual has been evaluated by 	.
 (Name of health dept/facility)


Tuberculin Skin Test (PPD)

Date given  	
Date read   	
Results :	 	mm
 	  Negative
 	 Positive
Signature 	Date  	
(MD or Health Department Official)
Address 	Phone  	











Chest X-ray Report – No active disease

Date of Chest x-ray   	

 	  No evidence of active tuberculosis

The individual listed above has no symptoms or radiographic findings compatible with active tuberculosis. The individual is free of tuberculosis in a communicable form.

Signature		 Date 	
                          (MD or Health Department Official)
Address	Phone














Chest X-ray Report – Abnormal Report

Date of Chest x-ray   	

 	  Chest x-ray abnormal, active tuberculosis to be ruled out

Active tuberculosis cannot be ruled out in the individual listed above. The individual should be referred to a physician or health department for further evaluation.
Signature		 Date_________________
                  (MD or Health Department Official)
Address 	Phone  	















		            Virginia Support Group, LLC
Residential Program
 Annual Physical Exam Report

Physician Name:									Date of Exam:			

	Name
	Date of Birth
	Age
	Gender
|_|Female    |_|Male



	
Vital Signs:  HR____ RR____ BP____ Temp.____     Growth:  Weight _____ lbs. _____ % 

                                                                                                                              Height:  _____inches ____ % 


	Review and Description of Systems (Please note pertinent findings)
	[bookmark: Check2]General           |_|fatigue    |_|fever       |_|weight loss           |_|diaphoresis


	Skin                |_|persistent rash/spots          |_|acne          |_|tattoos


	HEENT	        |_|headache      |_|TMJ pain    |_|visual/hearing problems   |_|rhinitis  |_|sore throat   |_|frequent nosebleeds


	Neck               |_|masses


	Chest              |_|chronic cough          |_|wheezing      |_|DOE      |_|chest pain         |_|breast lumps/discharge



	CVS               |_|murmurs            |_|HTN            |_|palpitations


	GI                   |_|abdominal pain          |_|vomiting          |_|diarrhea/constipation            |_|jaundice              |_|food intolerance


	GYN                |_|cycle length          |_|flow        |_|dysmenorrhea          |_|vaginal discharge                 |_|dyspareunia


	GU                  |_|dysuria          |_|discharge    |_|scrotal masses   |_|urinary frequency      |_|incontinence      |_|enuresis


	CNS                |_|fainting          |_|LOC          |_|weakness       |_|tremor           |_|seizures


	Muscles-skeletal      |_|scoliosis            |_|joint aches/swelling            |_|recent trauma            |_|limp          |_|sport injury



	Nutrition          |_|usual eating habits       |_|currently dieting binges             |_|diet pills                       |_|body image


	Psychiatric    |_|depression     |_|suicide contemplated/attempted      |_|hallucinations    |_|previous psychological







Screening Tests						        Risk-Based Lab Tests
	
	Yes
	No
	Results
	
	Yes
	No
	Results

	Hearing
	
	
	
	Venereal Warts 
	
	
	

	Vision
	
	
	
	Cultures for STDs 
	
	
	

	Lead Poisoning
	
	
	
	Blood test for STDs
	
	
	

	Hemoglobin/ Hematocrit
	
	
	
	Hepatitis screen  
	
	
	

	Urine Analysis     
	
	
	
	Tuberculosis
	
	
	

	Other:
	
	Other:
	



	Overall Health/General Physical Condition:











	Recommendations (Further treatment, referrals. Lab work, med change, other exams needed)












	Specific Instructions (Dietary guidelines/mobility/activity restrictions; medication instructions.)














				   


Physician’s Name (Please print) ______________________________________		Date _________________________



Physician's Signature 								Date 				








[image: ]


Photo Release Form

AUTHORIZATION TO USE PHOTOGRAPHS AND/OR AUDIO-VISUAL



I, ____________________________________, (Individual/Authorized Representative) agree to allow Virginia Support Group, LLC to use, reproduce, and/or publish photographs that may pertain to me—including my image, likeness without compensation. I understand that this material may be used in various publications, recruitment materials, and broadcast public service advertising (PSAs) or for other related endeavors. This material may also appear on the Virginia Support Group, LLC Internet Web Page. This authorization is continuous and may only be withdrawn by my specific rescission of this authorization.

Description of Material (Photos): 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Individual/Authorized Representative Signature: __________________________________________
Individual/Authorized Representative Printed Name: _______________________________________
Date: __________________________

Employee Signature: ________________________________________________
Employee Printed Name: ____________________________________________
Date: ______________________________________________________________



[bookmark: _GoBack]
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RULES OF CONDUCT

1. Individuals will be courteous and considerate of the rights of others at all times.
2. No physical violence or threatening behavior will be tolerated.
3. No profanity or verbal abuse is permitted.
4. No weapons are allowed on the premises.
5. Alcohol or illegal substances in the possession of individuals, during service delivery, is prohibited and can result in suspension or termination from the Program.
6. Smoking of any kind during service delivery is limited to designated smoking areas and only if you have the legal right.
7. Sexual harassment is prohibited by this Program and can result in termination of services.
8. Theft is not tolerated.
9. Program staff and individuals will not borrow money from each other.
10.  Individuals will not exchange or borrow personal items from each other.
11. The program will not tolerate stealing, discrimination or assault against another peer or staff or extensive property destruction.
12. Individual or authorized representatives will be held financially responsible for property damage caused by individuals. Continued incidents of destruction can result in suspension or termination of services.
13. Individual are encouraged to comply with all passenger safety rules while traveling in agency or staff vehicles.
14. Individual’s recurrent refusal to cooperate with training and/or assistance provided by program staff as agreed to in the Individual Service Plan can result in termination of Program services.
15. Individuals will adhere to safety standards and will participate in emergency training. When issues of safety are involved, the advice of the trainer/provider will be followed.
16. Lying or falsification of records will not be tolerated.
These rules are designated to maintain a safe and orderly environment for the individuals and staff, and will be fairly applied to all individuals of this Program. You are encouraged to help, modify, and enforce these rules. Anyone who violates these rules may be asked to leave the Program. A lesser action may be imposed if it is deemed appropriate by the administration of Virginia Support Group, LLC. These rules of conduct may change at any time that the need arises.

I have read or have had the Rules of Conduct explained to me, I agree to comply with these rules as long as I am a recipient of services from Virginia Support Group, LLC and I am aware of the consequences if I violate them.

________________________________________________		__________________________
Individual/Legal Authorized Representative Signature			Date



IT IS YOUR RIGHT

· TO BE TREATED WITH DIGNITY AND RESPECT
· TO BE TOLD ABOUT YOUR TREATMENT
· TO HAVE A SAY IN YOUR TREATMENT
· TO SPEAK TO OTHERS IN PRIVATE
· TO HAVE YOUR COMPLAINTS RESOLVED
· TO SAY WHAT YOU PREFER
· TO ASK QUESTIONS AND BE TOLD ABOUT YOUR RIGHTS
· TO GET HELP WITH YOUR RIGHTS

	YOUR HUMAN RIGHTS ADVOCATE:  MR. REGINALD DAYE

	ADDRESS:	EASTERN STATE HOSPITAL
				4601 IRONBOUND ROAD
				WILLIAMSBURG, VA 23187

	PHONE:		757-253-7061

	EMAIL:		reginald.daye@dbhds.virginia.gov




Signature: ____________________________________	Date: ___________
		Client/Authorized Representative


Signature: ____________________________________	Date: ___________
		Program Director









Virginia Support Group, LLC

Form 80.B (4)


[bookmark: _Toc301938048]RELEASE OF INFORMATION


I, ______________________________________, hereby authorize Virginia Support Group, LLC to release information pertaining to the services received at Virginia Support Group, LLC to:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
for the purpose of (indicate the specific reason): For program staff, physicians, social services, CSBs and all other essential contacts______________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I understand that authorization shall remain valid from the date of my signature below and for nine (9) months thereafter ending on: _________________________________________.
I have been informed that I may revoke this authorization by written or oral communication to the Virginia Support Group, LLC. I certify that this form has been fully explained to me and that I understand its contents.


                                               	                       			                                    	
Signature of Client						Date of Authorization



                                                                            			                                   	
Signature of Legal Authorized Representative				Date

Form 80.B (4)
	Created 05/2011
©Virginia Support Group
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