As legal guardian I consent to admit the client to Hillside for treatment and agree upon
discharge to take back the client either for home/community placement or to make arrangements for ongoing treatment
as a transition. I agree not to remove the client, even temporarily, from Hillside without the permission of the Medical
Director or designee.
I understand that I am expected to attend family therapy sessions weekly or as
directed by the client’s therapist. Additionally, I agree to work with the client’s therapists to develop an aftercare plan
including aftercare appointments dates, times and provider’s name prior to day of discharge per Insurance requirement;
and that these appointments must be within 7 days of discharge for Therapist and 30 days for Psychiatrist.
I understand that as legal guardian I may request the discharge of the client at
any time. Until the client reaches the age of 18, however, the client will not be entitled to obtain his or her own discharge
unless the client's attending physician or the Medical Director at Hillside feels that the client no longer needs to be
treated at Hillside.
I acknowledge and understand that, when Hillside receives an otherwise valid request for discharge, it nonetheless may
be necessary for the client to be held at Hillside for a period of up to 72 hours, excluding weekends and holidays if the
attending physician or the Medical Director believes that discharging the client would create a substantial risk of
imminent harm to the client or others. In this situation the attending physician or Medical Director may commence the
process for involuntary hospitalization of the client. At that time, the client and responsible party each will be advised of
the procedures and rights involved in this process.
If, in the opinion of Hillside medical staff, the client is unable to be safely cared for due to severe psychiatric symptoms or
a medical problem that is unable to be safely managed at Hillside, a medical staff member may recommend that the
client be transferred or discharged.
As legal guardian I grant specific permission to Hillside to render such medical,
psychiatric services and treatment as may be deemed necessary and appropriate by the attending physician, his/her
assistants and designees. Medical, Psychiatric Services and Treatment includes, but is not limited to evaluation and
treatment of general medical problems, vision and hearing screening, psychological testing, psychiatric assessment,
achievement testing, occupational assessment, speech/language and motor testing, behavioral assessments, individual
and family therapy, and laboratory testing including, tuberculosis screening (PPD or chest x-ray), blood testing and urine
testing for illegal substances. Also, I give permission to Hillside to schedule routine dental checkups, dental treatment
and emergency dental treatment unless I have made other arrangements with the Medical Director or designee.
Due to confidentiality of the clients on campus, I
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understand as guardian that these devices are not allowed on campus for the purposes of recording. Also, I understand
that any visitors that I consent to visit on campus will also be made aware that recordings are not allowed.
As legal guardian I understand that I am fully responsible for payment for all services and
treatment provided by Hillside. Also I understand that if the client is covered either by private insurance, Medicaid or
contracted agreement that I am responsible for obtaining and maintaining said coverage to cover claims while in
treatment.
Should the client be covered by a policy that has Co-pays, Co-Insurance, or Deductibles for services provided by Hillside
including pharmacy, labs, medical and dental, I understand that I am fully responsible for these Co-pays, Co-Insurance,
and Deductibles according to my plan benefits. Any estimates provided by Hillside are only estimates and the financial
responsibility may vary depending on how the client’s insurance processes the claims.
The attending physician or designee may recommend medications during treatment. The pharmacy will
bill client’s insurance for medications if applicable. As legal guardian I understand pharmacy Co-pays or Deductibles are
the responsibility of the guarantor/policy holder as well as any unpaid claims for medications not covered.
As legal guardian I give permission for Hillside to transport the client off campus for
activities, appointments, etc. without advance notice. Hillside will notify the guardian when the client leaves campus
without authorization from staff or when a significant event occurs and the client has to leave campus.
As legal guardian I understand and grant permission to Hillside to
video/audio tape the client for safety and/or staff training purposes. I consent to the taking of one or more photographs
of the client for the purpose of identification during the client's treatment. These photographs will then be permanently
retained in the client's medical records. I further understand that the photographs will be used only for the purpose
described, and will not be otherwise released by Hillside without my express permission. Also, I agree for Hillside to
photograph the client while on campus or community activities to post on campus.
Photos will not identify the client by name. At the same time Art Therapy may at times photograph, record or display the
client’s art work for shows or events on or around campus while maintaining confidentiality and I also consent to these
displays.
If in the judgment of the client’s attending physician or designee it is necessary
to seclude or physically hold the client in order to insure the safety and well-being of the client or others, as legal
guardian I authorize the use of Emergency Safety Interventions. All direct care staff at Hillside are trained using a
nationally recognized curriculum including de-escalation techniques and non-violent interventions. Guardians will be
notified when these ESI’s take place. I acknowledge that these procedures have been explained to me at the time of
admission (additional information regarding ESI’s is available in the Parent/Guardian Handbook).
As guardian I agree to provide a copy of any Advance Directives should the client have one. Also
should the client be of legal age and have their own Advance Directive then they will also agree to provide a copy. The
Treatment Team can review said Advance Directive and assist with any questions or issues around the Directive while in
Treatment. Should the client become their own legal guardian while at Hillside and require assistance with an Advance
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Directive then the Treatment Team will assist with that process.
I authorize Hillside to release to any insurance carrier, employer,
government or social service agency or other provider of medical benefits which may or will pay for any part of expenses
incurred, any and all information pertaining to services provided to the client by Hillside, whether before, during or after
the provision of such services, for the purpose of evaluation and processing claims for payment for services provided to
the client. I further authorize Hillside to disclose information regarding the provision of such services to the designated
utilization or peer review organization of the client’s insurer, employer, or other payor or provider of medical benefits,
and to such other parties as may be necessary to effect payment for services provided to the client.
This authorization applies to information otherwise privileged or confidential by law including, but not limited to,
information regarding treatment for mental illness, mental retardation, and alcohol or substance abuse, communications
with psychiatrists and psychologist, and information regarding counseling, testing, diagnosis or treatment for Acquired
Immunodeficiency Syndrome (AIDS), AIDS-related complex, Human Immunodeficiency Virus (HIV), infection or any other
disease.
I acknowledge that Hillside will from time to time submit to certain reviews of the care and treatment of clients and,
accordingly, I authorize Hillside to disclose information from my records to Hillside professional and administrative
personnel, to review committees of Hillside and its staff, to representatives for accrediting and licensing agencies, and to
such other persons as require access to the information to perform the reviews.
Recreation Therapy at Hillside is part of the programming and is utilized as a team/group building
tool to increase self-esteem, confidence, communication skills and self-awareness. The RT program involves participation
in physical activities under the direct supervision of staff. As guardian I understand and grant permission for the client to
participate in the Recreation Therapy program to include swimming and physical activities.
As guardian I understand and consent to an HIV test for the client; that I will be
informed by a Hillside Physician or designee of the test results whether negative or positive and that these are part of the
medical record; that AIDS/HIV confidential information will be disclosed to Hillside staff for purposes of treatment, and
other agencies as required by law. By consenting to the HIV test I also understand that at any time can request further
information regarding AIDS/HIV from a Hillside Physician or designee.
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This agreement concerns the admission of the below named youth/young adult into a Psychiatric Residential Treatment
Facility and the responsibilities of the said youth parent/legal guardian or young adult.

____

I am the parent or legal guardian of the above-named youth/young adult who consented to my child/young
adult’s treatment in PRTF.

____

I am a young adult (18-21 years old) with no legal guardian who consented to treatment in a PRTF.

____

If I am no longer a legal resident of Georgia, I/my child may no longer be eligible for funding.

____

I agree to pay for all personal expenses for my child not covered by the PRTF payment rate - such expenses
include, but are not limited to, medical expenses not covered by Medicaid or other insurance, clothing, personal
allowances, birthday and holiday gifts, and transportation home OR as a young adult I am responsible for all of my
personal expenses not covered by the PRTF payment rate.

____

I agree to maintain regular contact with my child/young adult through frequent visits to the PRTF, periodic home
visits as appropriate, telephone contact, and other communication. I agree to participate in treatment planning
beginning with admission and continuing throughout my/my child/young adult's stay.

____

I agree to participate in the supports provided to prepare for my/ my child/young adult's return home, including
consistent contact with the PRTF to ensure mutual agreement and cooperation regarding the care and services
provided, and providing PRTF staff with information, recommendations, and cooperation regarding my care or the
care of my child/young adult.

____

I agree to participate in discharge planning for me/my child/young adult to return home; if for any reason I am/my
child/young adult is not discharged home, I agree to identify an appropriate placement.
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____

I agree to allow the Department of Behavioral Health & Developmental Disabilities (DBHDD) and other provider
agencies to have access to, and share information relating to my/my child/young adult's medical, behavior
management, treatment, and placement needs.

____

I agree to maintain contact with the local manager, including behavioral health, DFCS and/or DJJ, and inform
him/her of any changes which may affect my/my child/young adult's treatment. I agree to participate in the
gathering of outcome data regarding the care provided to me/my child by fully.

____

I understand that application for indigent/State funds to pay for PRTF services was made to the Department of
Behavioral Health & Developmental Disabilities on my behalf or on behalf of my child/young adult.

____

I attest that there is no current primary insurance benefit that covers residential treatment for me/my
child/young adult.

____

I agree to pursue any resource or benefit I/my child/young adult may be eligible for such as Medicaid, Peachcare,
S51, or private insurance at admission or within fifteen (15) business days of admission.

____

I understand that failure to apply for other financial benefits within the designated timeframe will result in
discontinuation of funding by DBHDD in sixty (60) days of admission.

____

I understand that as an uninsured young adult or parent/legal guardian of an uninsured child/young adult, l have
no appeal rights if DBHDD seeks to deny, terminate, or suspend PRTF level of care services.

____

I agree to notify the PRTF if I/my child/young adult becomes eligible for insurance benefits through a new
insurance policy, or through a change, update, or replenishment of a current policy.

____

I am/my child/young adult is committed to the Department of Juvenile Justice. Date of Commitment is:
_______________________

____

I/my child/young adult was placed/living at the following location immediately prior to admission to the PRTF:
______________________________________________________________________________________
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____

I understand that I have the right to request an Office of State Administrative Hearings (OSAH) hearing if DBHDD
seeks to deny, terminate, or suspend PRTF level of service.

____

I understand that if a fair hearing is requested, I have the ability to be represented by an attorney or other
representative for whom I am financially responsible.

____

I understand that I will be responsible for paying all PRTF level of services after the date that the External Review
Organization determines that I/my child/young adult no longer will meet criteria unless the Office of State
Administrative Hearings makes a ruling to overturn that determination.

____

I am/my child is a United States citizen.

____

I am/my child is a legal permanent resident of the United States.

____

I am /my child is a qualified alien or non-immigrant under Federal Immigration and Nationality Act with an alien
number issued by the Department of Homeland Security or other federal immigration agency. My/my child alien
number issued by the Department of Homeland Security or other federal immigration agency is:
_______________________________________________
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We create a record of the care and services your child receives from us
in order to provide you with quality care and to comply with certain legal requirements. This notice applies to all the
records of your child’s care created or retained by us. Our notice informs you of the ways in which we may use and disclose
identifiable health information. We also describe certain obligations we have regarding the use and disclosure of
identifiable health information, also called protected health information. Protected health information is defined as names,
addresses, dates, i.e. birth date, admission date, phone numbers, fax numbers, electronic mail addresses, social security
numbers, medical record numbers, health plan numbers, account numbers, certificate/license numbers, vehicle identifiers
numbers, device numbers, web universal locators, Internet (IP) addresses, finger prints, voice prints, full face photographic
images, and any other identifying number, characteristic, or code. Hillside Authorization to Release forms are: Written,
Verbal and Electronic. Electronic disclosure may be by fax, e-mail, scanning and texting. We are required by law to:
Maintain the confidentiality of health information that identifies you; provide you with this notice of our legal duties and
privacy practices concerning your identifiable health information; and Follow the terms of our notice that is currently in
effect.
Your child’s health information may be disclosed
for Treatment, Payment, Healthcare Operations, Appointment Reminders, Treatment Alternatives, Health-Related Benefits
and Services, Individuals Involved in Your Child’s Care or Payment for Your Child’s Care, Research Projects, as Required by
Law, and Serious Threats to Health or Safety. Use and Disclosure of Health Information in Certain Special Circumstances:
Organ and Tissue Donation, Military, Workers’ Compensation, Public Health Risks, Health Oversight Activities, Lawsuits or
Similar Proceeding Law Enforcement, Deceased Patients and National Security.
You have the right to: Inspection and request of information,
Amendment of information, Accounting of disclosures of information, Right to request restrictions, Confidential
communications, please make requests in writing; and Right to a paper copy of this notice. We Reserve the Right to Revise
Our Privacy Notice. If you believe your privacy rights have been violated, you may file a complaint with the facility or with
the Secretary of the Department of Health and Human Services, Washington, D.C.
Hillside, Attention: Privacy Officer, 690 Courtenay Drive, NE, Atlanta, Georgia 30306, 404-875-4551, x294.
Office for Civil Rights, U.S. Department of Health and Human Services, Sam Nunn Atlanta Federal Center,
Suite 16T70, 61 Forsyth Street, S.W., Atlanta, GA 30303-8909
Office for Civil Rights, U.S. Department of Health and Human Services,200 Independence Avenue,
S.W .,Room 509F - HHH Bldg., Washington, D.C. 20201, 1-877-696-6775.
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I agree for my child __________________________ (child’s name) to receive treatment services as a Telehealth service.
A Telehealth service means that the services that I receive from providers at Hillside, Inc. may happen by using special
audiovisual equipment.

I also understand that:
•

I can decline the Telehealth service at any time without affecting my right to future care or treatment, and
any program benefits to which I would otherwise be entitled cannot be taken away.

•

If I decline the Telehealth services, the other options/alternatives available for me would be to: seek
alternative providers in your community.

•

The same confidentiality protections that apply to my other medical care also apply to the Telehealth service.

•

I will have access to all medical information resulting from the Telehealth service as provided by law.

•

The information from the Telehealth service (images that can be identified as mine or other medical information
from the Telehealth service) cannot be released to researchers or anyone else without my additional written
consent.

•

I will be informed of all people who will be present at all sites during my Telehealth service.

•

I may exclude anyone from any site during my Telehealth service.
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The novel coronavirus, COVID-19, has been declared a worldwide pandemic by the World Health Organization.
COVID-19 is extremely contagious and is believed to spread mainly from person-to-person contact. As a result,
federal, state, and local governments and federal and state health agencies recommend physical distancing and have,
in some locations, prohibited the congregation of groups of people.
Hillside, Inc. (Hillside) has put in place preventative measures to reduce the spread of COVID-19; however, we
cannot guarantee that you or your child will not become infected with COVID-19.

Further, attending in-person

appointments with Hillside staff or on campus visitation at Hillside could increase your risk and your child’s risk of
contracting COVID-19.

By signing this agreement, I acknowledge the contagious nature of COVID-19 and voluntarily assume the risk
that myself and/or my child may be exposed to or infected by COVID-19 by attending in-person appointments with
Hillside staff or on campus visitation and that such exposure or infection may result in personal injury, illness,
permanent disability, and death. I understand that the risk of becoming exposed to or infected by COVID-19 by
attending in person appointments or on campus visitation may result from the actions, omissions, or negligence of
myself and others, including, but not limited to Hillside, their employees, volunteers, and other participants and their
families.
I voluntarily agree to assume all of the foregoing risks and accept sole responsibility for any injury to myself
and/or my child (including, but not limited to, personal injury, disability, and death), illness, damage, loss, claim, liability,
or expense, of any kind, that I or my child may experience or incur in connection with my attendance or my child’s
attendance at in-person appointments with Hillside staff or on campus visitation at Hillside. On my behalf and/or on
behalf of my child, I hereby release, covenant not to sue, discharge, and hold harmless Hillside, its employees, agents,
and representatives of and from the claims, including all liabilities, claims, actions, damages, costs or expenses of any
kind arising out of or relating thereto. I understand and agree that this release includes any claims based on the actions,
omissions, or negligence of Hillside, its employees, agents, and representatives, whether a COVID-19 infection occurs
before, during, or after participation in any in-person appointments with Hillside staff or on campus visitation at Hillside.
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As Guardian, I request and authorize the aforementioned school/educational facility/entity to disclose the following
records as written, verbal, and/or electronic and authorize the sharing of educational information between Hillside and
the Current School.
____

Report Card/Transcripts

____

Withdrawal Form

____

504 Plan (if applicable)

____

Copy Birth Certificate, Social Security Card, Insurance/Medicaid Card

____

Current Medical and Dental Records

____

School Approved Immunization Form including status of Hepatitis-B Vaccination

____

Current IEP

____

Initial Eligibility Report

____

Re-evaluation Determination

____

Psychological Evaluation(s)
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Personal Income is defined as having a job/employment OR family trust OR trust fund of the student only.
Social Security is NOT considered income.

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices,
and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin,
sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.
Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, American Sign
Language, etc.), should contact the Agency (State or local) where they applied for beneﬁts. Individuals who are deaf, hard of hearing or have speech
disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in languages
other than English.
To ﬁle a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at:
http://www.ascr.usda.gov/complaint_ﬁling_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in the letter all of the
information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by:
Mail:

U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights 1400 Independence Avenue, SW
Washington, D.C. 20250-9410

Phone:

(202) 690-7442;

Email:

program.intake@usda.gov.

This institution is an equal opportunity provider.
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Which language does your child best understand and speak?
Which language does your child most frequently speak at home?
Which language do adults in your home most frequently use when speaking with your child?

In which language would you prefer to receive all school information?
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