the brookline center
for COMMUNITY MENTAL HEALTH

January 10™, 2018
For Clients between the ages of 18-21,

For many years, The Brookline Center has received funding from the Department of
Mental Health (DMH) to offset the cost of providing services to you. This funding pays
for services that your insurance does not reimburse us for, including time spent talking
or emailing with you or school personnel, phone calls, travel, consultation, attending
school meetings, etc. The support we receive from DMH is vital to our ongoing
operations as a Center.

In order to access these funds for you, we will need your authorization. With your
permission, the Center will provide certain basic information to DMH about your
physical and mental health. This information is kept confidential, and will not be

released without your authorization.

We have enclosed two forms for you to sign. One allows us to send the information, and
the other is a request for services. We have marked the places to sign with an “x.” You
can choose not to sign the forms, which will not impact the services you receive from
the Center. However, signing the form will allow us as a Center to access this funding
and assure that we can continue to offer high quality services.

Please ask your clinician to answer any questions you may have when you meet with

him/her. You can also call me directly at (617) 277-8107 and I will be pleased to
respond. Thank you for your assistance. We look forward to providing services to you.

Sincerely,

Hannah Scott, RN, MSN, PHMNP-BC
Director of Strategy & New Business Development

41 Garrison Road = Brookline, MA 02445 | www.brooklinecenter.org | 617.277.8107



Commonwealth of Massachusetts % Department of Mental Health (DMH)
REQUEST FOR DMH SERVICES Effective December 2017
DMH SERVICE AUTHORIZATION DETERMINATION

e | request that the Department of Mental Health (DMH) conduct a DMH service authorization determination. | have attached Signed
Authorization for Release of Information formsto this applicationif necessary. 1 understand that DMH will collect and review medical records as
partofthe determination process. lunderstand that my name and information about me will be included ina DMH record keeping system.

e DMH may require a personal interview with me or a clinical evaluation in circumstances where the available clinical records are not
sufficient to make a determination.

e lwillberequiredtodisclose information about myincome and insurance and may be charged for services according to my ability to pay.

e lunderstand the decision of DMH may be appealed when it is determined the applicant is not approved for services because they do not meet the
criteria for DMH services.

e Ireceived a copy of the DMH Notice of Privacy Practices (appended to this request for services).

e |give permission to DMH to communicate about my request for DMH services with the person identified below who assisted with this application.
This permission is valid until my application is fully processed or | notify DMH in writing that | revoke it.

Sign )
Signature ofapplicantorlegal guardian ofthe person ApplicantName (Please Print) Date Signed

e Signedby] | Parent [ ]| LegalGuardian [_] Applicant if an adult or emancipated minor
e Guardianship or DCF Mittimus documents attached?[_] Yes [_| No [_] Unknown

PERSON ASSISTING APPLICANT
This section must be completed by the provider or other person assisting the applicant with the application.

Name Relationship

(Last) (First) (Relationship to Applicant)
Agency Name:
Address:

(Number and Street) (Apt No) (City) (State) (Zip Code)
Telephone# [ pay []Evening [] Cell

PROGRAM OR FACILITY SUBMITTING APPLICATION ON BEHALF OF APPLICANT
This section is to be completed by the program or facility submitting the application on behalf of applicant.

Name of Program or Facility Name of Applicant
[] The applicant/guardian was informed on datethatan applicationwas beingfiled ontheir behalfand they did not object.
[ ] Theapplicantlacks capacity and a petition for guardianship was filed in the appropriate court (copy of petition is attached)

Sign

Signature & title of person submitting application Printed Name of person submitting application

TO SUBMIT RELEASE OF MEDICAL INFORMATION FORMS
As part of the request for DMH Services determination process, DMH will review all available records of mental health care
received by the applicant. Please submit signed Authorization for Release of Information forms along with the application.
1. Please submitone signed Authorization for Release of Information form for each provider of mental health care. If mental
healthcareisprovidedthroughaclinic, pleaseidentifyaprimary providerof care atthatclinic. Make additional copies of this
form as needed.
2. Inaddition, please submit an Authorization for Release of Information form for any other clinical information the applicant
wouldliketohaveconsidered as partofthedetermination. Make additional copies of this form as needed.
3. Pleasechecktheaccuracy ofthe provider'sname, address, and phone numberoneachrelease form. Correctnames,
addresses and phone numbers expedite the review process.
4. Pleasebesuretoinitial and sign all areas on the release of information (including the specially authorized release section)

How many Authorizations for Release of Information forms are being submitted with this application?

DMH will also review any medical records that the applicant or those assisting the applicant may have in their possession and
wish to submit for consideration.
5. Please complete and sign an Authorization for Release of Information form for each medical record that is attached to this
application in case DMH staff needs to clarify information contained in the report.
6. Copies of medical records cannot be returned so please do not send original copies.

How many copies of medical reports are attached to this application?
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Commonwealth of Massachusetts Department of Mental Health (DMH)
REQUEST FOR DMH SERVICES - Service Authorization Use Only

Authorization for Release of Information

Two Way
1. Patient/Applicant Information
Name: Other Names:
Street: APT.#:
City/Town: State: Zip Code:
Social Security#: Date of Birth:
Phone:

2. Authorization to Release: | authorize the Department of Mental Health (DMH) to receive and
release information, including confidential communications, from or to the Person, Agency or Facility
named below, either verbally or in writing.

Person, Agency or Facility (e.g., name and address of hospital, DMH Service Authorization Unit
outpatient provider, residential program, other)

Name: The Brookline Center for Community Mental Health

Attention: _Hannah Scott
Street: 41 Garrison Road

City/Town:_Brookline

State/Zip Code: _MA,02445

Phone:_617-277-8107

Fax: 617-734-6385

3. Check to indicate the information you want shared: (check all that apply)

Mental Health Diagnosis and Treatment provided by a Psychiatrist; Psychologist; Mental
Health Clinical Nurse Specialist; Licensed Social Worker Counseling; all other Licensed Mental
Health Providers.

[ ] Entire Mental Health Record, excluding Psychotherapy Notes which require a separate authorization

[ ] Discharge Summary [V Treatment Plans
[ ]1SPs & IAPs [ ] Neuropsych Testing [ ] Transfer Summary
ggjdrrrmnelif;?ign [] Physical Exam [ ] Lab Reports

[] Other (please specify) / additional information:

4. Datesof theinformationyouwantshared: (Specify dates ORselect 3 year periodby checkingthe
box)

DatesofRequestedInformation: From: To:

OR Iz For the 3 year period prior to the date of this authorization.

SAv.201807
Page 110f20
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Commonwealth of Massachusetts Department of Mental Health (DMH)
REQUEST FOR DMH SERVICES - Service Authorization Use Only

Authorization for Release of Information
Two Way

Patient/Applicant Name:

] 5. Please check to indicate you give permission to release the following information if
present in your record: (check all that apply)

HIV test results (Authorization required for each release request.)

] Alcohol and Drug Abuse Records Protected by Federal Confidentiality Rules 42 CFR Part
2 Federal rules prohibit any further disclosure of this information unless disclosure is
expressly permitted by written authorization of the person to whom it pertains or as
otherwise permitted by 42 CFR Part 2.

Purpose of the Release: Service

authorization. | understand that:

Sign >

¢ | have a right to revoke this authorization at anytime.

o If | revoke this authorization, | must do so in writing and present it to DMH at the DMH address
identified on page one or the DMH office in my area. (Find DMH area offices at
www.mass.gov/dmh-offices- facilities-and-staff-directory; call 1-800-221-0053; or email
dmhinfo@MassMail.State.MA.US.)

¢ The revocation will not apply to information that has already been released pursuant to this
authorization.

¢ The revocation will not apply to my insurance company when the law provides my insurer with
the right to contest a claim under my policy.

¢ Once the above information is released, the recipient may redisclose it and the information
may not be protected by federal or state privacy laws or regulations.

¢ Authorizing the disclosure of the information identified above is voluntary.

e | need not sign this form to receive treatment or services from DMH and/or the other named
person, facility or agency; however, lack of ability to share or obtain information may prevent DMH,
and/or the other named person, facility or agency, from providing appropriate and necessary care.

This authorization will expire (specify a date, time period or an event) or, if
nothing is specified, it will expire the later of: (i) one year from date of signing; or (ii) if applicable,
when | am no longer receiving services from DMH.

6. Signature / Authorization: Sign and provide information as required below.

X
Yoursignature or PersonalRepresentative’s signature Date

Print name of signer
The following information is needed if signed by a personal representative:

Type of authority (e.g., court appointed, custodial parent):

If court appointed provide copy of court order.

SAv.201807
Page120f20
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COMMONWEALTH OF MASSACHUSETTS
DEPARTMENT OF MENTAL HEALTH

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY

Notice Effective Date: May 15, 2018

Privacy

The Department of Mental Health (DMH) is required by state and federal law to maintain the privacy and
security of your protected health information (PHI). PHI includes any identifiable information about your
physical or mental health, the health care you receive, and the payment for your health care. Information
about care that you received from other providers may also be included in your PHI.

DMH is required by law to provide you with this notice to tell you how it may use and disclose your PHI and to
inform you of your privacy rights. DMH must follow the privacy practices as set forth in its most current Notice
of Privacy Practices.

Changes to this Notice
DMH may change its privacy practices and the terms of this notice at any time. Changes will apply to PHI

that DMH already has as well as PHI that DMH receives in the future. The most current privacy notice will be
posted in DMH facilities and programs, on the DMH website (www.state.ma.us/dmh), and will be available on
request. Every privacy notice will be dated.

How DMH MAY Use and Disclosure Your PHI
DMH may use your PHI within the DMH organization and disclose it outside of the organization without your
authorization for the following purposes:

1. For Treatment - DMH may use/disclose PHI to doctors, nurses, residents or students and other
health care providers that are involved in delivering your health care and related services. Your
PHI will be used to assist in developing your treatment and/or service plan and to conduct periodic
reviews and assessments. PHI may be disclosed to other health care professionals and providers
to obtain prescriptions, lab work, consultations, and other items needed for your care. PHI will be
disclosed to health care providers for the purposes of referring you for services and then for
coordinating and providing the services you receive.

2. For Payment - DMH may use/disclose your PHI to bill and collect payment for your health care
services. DMH may release portions of your PHI to the Medicaid or Medicare program or a third
party payor to determine if they will make payment, to get prior approval, and to support any claim
or bill.

3. For Health Care Operations - DMH may use/disclose PHI to support activities such as program
planning, management and administrative activities, quality assurance, receiving and responding
to complaints, compliance programs (e.g., Medicare), audits, training and credentialing of health
care professionals, and certification and accreditation (e.g., The Joint Commission).

4. Appointment Reminders - DMH may use PHI to remind you of an appointment or follow up

instructions or to provide you with information about treatment alternatives or other health related
benefits and services that may be of interest to you.
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5. Business Associates - DMH may use/disclose PHI to contractors, agents and other business
associates who need the information to assist DMH with obtaining payment or carrying out its
business operations. If DMH discloses your PHI to a business associate, DMH will have a written
contract with that business associate to ensure that it also protects your PHI.

6. Family and Friends/Clergy - DMH may disclose a limited amount of PHI for the following
purposes:
o Clergy — If you agree, verbally or otherwise, your religious affiliation may be disclosed to
clergy.

e To Family, Friends or Others — If you agree or do not object, PHI may be disclosed to
persons involved in your care or payment for your care if directly related to their involvement in
your care or payment for your care.

7. Required by Law - DMH may use/disclose PHI as required by law, such as to report a felony
committed on its premises; pursuant to a court order; to report abuse or neglect, and other
situations where DMH is required to make reports and/or disclose PHI pursuant to a statute or
regulation.

8. Lawsuits and Disputes - If you bring a legal action or other proceeding against DMH or our
employees or agents, we may use and disclose PHI to defend ourselves.

9. Other Purposes - DMH may use/disclose your:

¢ For guardianship or commitment proceedings when DMH is a party;

¢ For other judicial and administrative proceedings if certain criteria are met;

¢ To public health authorities that are to receive reports of abuse or neglect;

o For research purposes, following strict internal review;

e To avert a serious and imminent threat to health or safety;

¢ To persons involved in your care in an emergency situation if certain criteria are met;

¢ To correctional institutions if you are an inmate or you are detained by a law enforcement officer,
we may disclose your PHI to the prison officers or law enforcement officers if necessary to
provide you with health care, or to maintain safety, security and good order at the place where
you are confined,;

e To authorized public health officials for public health activities such as tracking diseases and
reporting vital statistics;

¢ To government agencies authorized to conduct audits, investigations, and inspections of our
facility. These government agencies monitor the operations of the health care system,
government benefit programs such as Medicare and Medicaid, and compliance with government
regulatory programs and civil rights laws;

o For workers' compensation claims;

¢ For certain specialized government functions if certain criteria are met; and

¢ In the unfortunate event of your death, we may disclose your PHI to coroners, medical
examiners, funeral directors, and certain organ and tissue procurement organizations.

Uses/Disclosures Requiring Written Authorization
DMH is required to have a written authorization from you or your legally authorized personal representative for

uses/disclosures beyond treatment, payment, and health care operations, unless an exception listed above
applies. You may cancel an authorization at any time, if you do so in writing. A cancellation will stop future
uses/disclosures except to the extent DMH has already acted based upon your authorization.

Authorization is required for most uses and disclosures of psychotherapy notes (these are the notes that certain
professional behavioral health providers maintain that record your appointments with them and are not stored in
your medical record), certain substance use disorder information, HIV testing or test results, and certain genetic
information even if disclosure is being made for treatment, payment, or health care operations purposes as
described above.
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Although the following types of uses/disclosures are not contemplated by DMH, we need to inform you that any
use or disclosure of PHI for marketing that involves financial remuneration to DMH will require an authorization.
Similarly, to sell PHI, DMH must obtain an authorization. DMH will not use or disclose your PHI for fundraising
purposes.

Your Rights Concerning Your PHI

You or your legally authorized personal representative has the right to:

Request that DMH use a specific address or telephone number to contact you. DMH will try to
accommodate all reasonable requests.

Obtain, upon request, a paper copy of this notice or any revision of this notice, even if you agreed to
receive it electronically.

Inspect and request a copy of the PHI used to make decisions about your care. When records are kept
electronically, you may request an electronic copy. Access to your records may be restricted in limited
circumstances. If DMH denies your request, in whole or in part, you may request that the denial be
reviewed. Fees may be charged for copying and mailing. Ordinarily, DMH will respond to your request
within 30 days. If additional time is needed to respond, DMH will notify you within the 30 days to explain
the reason(s) for the delay and indicate when you can expect a final answer to your request This
request must be made in writing.

Request additions or corrections to your PHI. DMH is not required to agree to such a request. If it does
not comply with your request, DMH will tell you why in writing within 60 days and notify you of your specific
rights in that event. If additional time is needed to respond, DMH will notify you within the 60 days to
explain the reason(s) for the delay and indicate when you can expect a final answer to your request. This
request must be made in writing.

Request an accounting of disclosures (up to the past six years) which will identify, in accordance with
applicable laws, certain other persons or organizations to which DMH disclosed your PHI and why. An
accounting will not include disclosures that were: (1) made to you or your personal representative; (2)
authorized or approved by you; (3) made for treatment, payment, and health care operations; and (4)
some that were required by law to be made. Ordinarily, DMH will respond to your request within 60 days.
If additional time is needed to respond, DMH will notify you within the 60 days to explain the reason(s) for
the delay and indicate when you can expect a final answer to your request. This request must be made

in writing.

¢ Request that DMH restrict how it uses or discloses your PHI. DMH is not required to agree to such
restriction, with the exception that if you, or someone on your behalf, pay for a service or health care item
out-of-pocket in full, DMH will agree to not disclose PHI pertaining only to that service or item with your
health plan for the purpose of payment or health care operation, unless DMH is otherwise required by law
to disclose that PHI. This request must be made in writing.

The above requests may be made at or submitted to any DMH facility or office.

Record Retention

Your individual records will be retained a minimum of 20 years from the last date you receive services from a
DMH inpatient facility and/or from DMH operated community services. After that time, your records may be
destroyed.

Breach of PHI
DMH will inform you if a breach of your unsecured PHI occurs.

Complaint
If you believe that your privacy or privacy rights have been violated, or you want to file a complaint, you may

contact: DMH Privacy Officer, Department of Mental Health, 25 Staniford Street, Boston, MA 02114, E-mail:
DMHPrivacyOfficer@MassMail.State.MA.US, Phone: 617-626-8160, Fax: 617-626-8242. A complaint must be
made in writing.
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You also may file a complaint with the Secretary of Health and Human Services, Office for Civil Rights, U.S.
Department of Health and Human Services, JFK Federal Building, Room 1875, Boston, MA. 02203.

No one may retaliate against you for filing a complaint or for exercising your rights as described in this notice.

Privacy Contact Information

If you want to obtain further information about DMH’s privacy practices, or if you want to exercise your
rights, you may contact: DMH Privacy Officer, Department of Mental Health, 25 Staniford Street, Boston,
MA 02114, E- mail: DMHPrivacyOfficer@MassMail.State.MA.US, Phone: 617-626-8160, Fax; 617-626-
8131. A complaint must be made in writing.

You also may contact a DMH facility’s medical records office (for that facility’s records), a DMH program
director (for that program’s records), your site office (for case management records), or the human rights
officer at your facility or program, for more information or assistance.

DMH Contact Information

If you want to obtain other information (non-privacy related) about DMH and its services you may contact:
DMH Information, Department of Mental Health, 25 Staniford Street, Boston, MA 02114, E-mail:
dmhinfo@state.ma.us, Phone: 800-221-0053, Fax: (617) 626-8131.

You also may contact your DMH program director, your site office, or the human rights officer at your facility
or program, for more information or assistance.
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