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Marion County WrapAround

Re: Information and referral packet for WrapAround

Thank you for your interest in the WrapAround Program. We have enclosed
some important information for you to review, along with our intake referral
packet to complete. Please return the referral packet, along with a copy of a
recent Mental Health Assessment (MHA) that has been completed within the
last year. Your mental health provider can assist you with this.

Please mail/drop off your completed referral packet and mental health

assessment to JUUOINO0ULIOI0O0IUNID0UUINININOI0OD0000Io0TI
0 T 0 A W A

T O
Jl0000O00IZone of our Qualified Mental Health Professionals will be contacting
you to begin our eligibility process to determine if the WrapAround Program
matches the needs of your youth/family, or if other services and supports
would be more appropriate.

Please let us know if you have any questions, or if we can be of any assistance.
Our contact number is 503-576-4536. Thank you for your time and attention
to this process. We look forward to working with you in support of your child.

Please return the following items:
[ ]Completed Referral Packet
[ ] Current Mental Health Assessment completed in the last year.
[]OHP ID#

WRAPOS@co.marion.or.us
503-576-4536
3876 Beverly Ave NE, Building G, Salem, OR 97305

Incomplete packets will not be processed

Choose an item. 3876 Beverly AVE NE Bldg G, Salem, OR
97305 Choose an item. FAX (503) 361-2782


http://www.co.marion.or.us/HLT/

Marion County
ORECON Marion County Health Department
Health & Human Services vy OUTH & FAMILY INFORMATION

Select Program: ] WrapAround [ ] IWRAP [ ] Rapid Access Assessment
Individual’s Name: Today’s Date:

DOB: / / SS#: Race/Ethnicity:

OHP#

For JWRAP: Commercial Ins Provider: Ins#: [ ] No Insurance
Legal Sex: F[_ 1M [] Identified Gender:

School Name: Grade: IEP/504 Plan: Yes ] No []

Parent Guardian Name:

Biological Mother: Biological Father:

Address:

Best Contact #: ( ) - Is this: Home# [_] Cell# [_] Work# [_]
OK to leave message? Yes | No [] Email:

Interpreter needed? Yes [_| No [] Language:

CURRENT SERVICE PROVIDERS—PIease list name and phone number of contact person

Agency/Provider Name Contact Number

Mental Health:

Primary Care Physician:

Medical Issues:

Current Medications:
Prescriber’s Name:

Juvenile Probation/OYA: | |

Assigned Back-up:

Juvenile Counselor:

DHS Case Worker: | |

Resource Parent:

Alcohol/Drug Provider:

Residential Provider:

Other:

CURRENT HOUSEHOLD MEMBERS

Name Relationship Age or Date of Birth Grade/Occupation
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Marion County
OREGON

Health & Human Services

Consent For Treatment

| have read and/or had the following explained to me as part of my orientation to services with
Marion County Health & Human Services (initial those that apply):

_____ Rights and Responsibilities

______ Complaint and Grievance Procedure

_____ Welcome Letter

If 18 years or older, initial those that apply
____lwasasked if | have completed an Advanced Directive

| was given information about a Declaration for Mental Health Treatment and was provided
the opportunity to complete one if desired

| give Marion County Health and Human Services permission to provide me with evaluation and
treatment services.

Signature (Individual or Guardian) Date

Individual’s Printed Name

[ ] Refused to Sign [ ] Not Able to Sign

Circumstances for refusal/inability to sign:

Revised 5/21
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Marion County
OREGON

Health & Human Services

Marion County Health & Human Services

NOTICE OF PRIVACY PRACTICES
Acknowledgement of Receipt

PLEASE REVIEW THIS ACKNOWLEDGEMENT CAREFULLY AND
THEN SIGN AND DATE BELOW.

The Notice of Privacy Practices tells you how the Marion County Health Department
may collect, use or disclose health information about you and tells you about your
privacy rights. The Health Department is required to offer you a Notice of Privacy
Practices by federal law.

I,
Client’s Printed name

have been offered a copy of the Marion County Health Department’s Notice of Privacy
Practices and have had a chance to ask questions about how my health information will
be collected, used and disclosed and how to access my privacy rights.

Client’s Signature Date

Legal or Personal Representative of Client (if applicable)  Relationship

This document is available in other languages and alternate formats that meet the
guidelines for the Americans with Disabilities Act (ADA).

Contact your Service Provider, or call the general number for the Health Department at:
Phone# 503-588-5357, or Fax# 503-364-6552.

Health Department Staff: Please have this document completed and signed by the individual
receiving the Notice of Privacy Practices.

Revised 3/18
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Marion County
OREGON

Health & Human Services

Marion County Health & Human Services

FEE AGREEMENT

| understand that any fees assessed for services that | receive at Marion County New Solutions will be
based on my income, the number of dependents in my family and on the Income Guidelines printed
on the back of this form. My established payment for services, if any, will be based on the New
Solutions charges also list n the back of this form.

| understand that if |
Solutions will bill
amounts not co
amounts not ¢

Asurance coverage, other than , Marion County New
co-pays or

to those

If my situation warra
Marion County New S
may impact my fee agree

e payment directly to
S in my situation that

| understand that if | do not fol
deny future service.

rogram reserves the right to

[ ] Fee Reduction to
[ ] Fee Waiver

Comments:

Supervisor Signature?

| understand and agree to onditions listed above regarding the fe uction or waiver.
Signature: Date:

Parent/Legal Guardian

MEDICAID/OHP COVERAGE

(W] Bill Medicaid/OHP Client Name:

| understand that | will not be charged any fees as long as | have Medicaid/OHP coverage nor be
responsible for any charges not Medicaid/OHP.

| understand that if my Medicaid/OHP coverage is terminated, a new Fee Agreement will be
completed to reassess my ability to pay and will be retroactive to the Medicaid/OHP termination date.
| agree to be responsible to report and changes in my Medicaid/OHP coverage to the New Solutions
staff in a timely manner.

Parent/Legal Guardian Signature: Date:

Revised 9/2021
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Marion County
ORECON

Health & Human Services

Authorization for Use and
Disclosure of Individual Information

Legal last name of individual: First name: Ml: Date of birth:

Other names used by individual:

Address: City: State: ZIP:

Phone: Email address:

Identification Type (Pick One): O Prime ID O Medical Record Number O SSN | #

Legal last name of representative: First name: MI:

* By signing this form, | authorize those | name to disclose specific confidential information about me. If | answer
“Yes” to the Mutual Exchange question below, | allow agencies | name to share information back and forth. This is
so they can provide better services to me. *

RELEASE FROM

Release from (entity name): Mental Health Provider:

Contact person: Phone number:
Address, City, State, and ZIP:
Email address: Fax number:

Specific information to be disclosed (Please be as detailed as possible):

Specially protected information: (Additional laws relating to use and disclosure may apply if the information to be
disclosed contains any of the types of records or information listed in this box. | understand this information will
not be disclosed unless | or my representative place initials in the space next to the information type.)

HIV/AIDS: Mental health: Genetic testing:

Alcohol/drug diagnoses, treatment, referral:

RELEASE TO

Release to (entity name): Marion County Health & Human Services
Contact person: Phone number:503-576-4536

Address, City, State, and ZIP: 3876 Beverly Ave NE, Building G, Salem, OR 97305
Email address: Fax number:503-361-2782

Purpose of the requested use or disclosure:
Continuity of Care
Are these records being released for a court case? OYes O No

Expiration date or event*:1 Year Mutual Exchange: @ Yes O No

*This authorization is valid for one year from the date of signing unless otherwise specified.

Not valid without signature page Page 1 of 2 V.2 — Revised 11/18/20
(Form OR — MSC 3010)
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YOUR ACKNOWLEDGMENT

¢ | was given the opportunity to ask questions about this form and what it does.

¢ | understand that state and federal law protect information about services | receive from Marion County Health
& Human Services. | understand what this agreement means and | approve of the disclosures or releases listed.

e | understand that | can revoke (cancel) this authorization at any time, and revocation (cancellation) will not
apply to any information already disclosed or released. Except for drug and alcohol information, the individual
or a person legally authorized to act on behalf of the individual is required to submit the cancellation request in
writing. Oral or written notification of the revocation of authorization for drug and alcohol information shall be
accepted. Any request for revocation must be provided to your local Marion County program.

e | understand that federal or state law prohibits re-disclosure of HIV and AIDS information, mental health, drug
and alcohol diagnosis, treatment records, referral information, or vocational rehabilitation records without
specific authorization.

e | understand that the information not subject to limitations on re-disclosure, as noted immediately above, may
be subject to re-disclosure and no longer protected under federal or state law.

¢ | am signing this authorization of my own free will.

Signature of individual or legal representative:

Printed name: Date:

If a person legally authorized to act on behalf of the individual signs the authorization form, evidence or
documentation of authority to act on behalf of the individual should be provided.

Do not complete section below unless a true copy of the original authorization is required.

FOR AGENCY USE ONLY

Name of staff (print): Initiating agency name/location: Date:

Signature of agency staff certifying true copy:

Initial and date (if form has been copied):

Required information for the client
To provide or pay for health services: If Marion County is acting as a provider of your health care services, or paying for those
services under the Oregon Health Plan or Medicaid Program, you may choose not to sign this form. That choice will not
adversely affect your ability to receive health services, unless the health care services are solely for the purpose of providing
health information to someone else and the authorization is necessary to make that disclosure. (Examples of this would be:
assessments, tests, or evaluations.) Your choice not to sign may affect payment for your services if this authorization is
necessary for reimbursement by private insurers or other non-governmental agencies.
This authorization for use and disclosure of information may be necessary under the following situations:
¢ To determine if you are eligible to enroll in some medical programs that pay for your health care
¢ To determine if you qualify for another DHS, OHA or Marion County Health service, where MCHHS is not acting as a

health care provider
This is a voluntary form. Marion County cannot condition the provision of treatment, payment, or enroliment in publicly
funded health care programs upon signing this authorization, except as described above. However, you should be given
accurate information about how refusal to authorize the release of information may adversely affect eligibility determination
or coordination of services. If you decide not to sign, you may be referred to a single service that may be able to help you and
your family without an exchange of information.

Not valid without signature page Page 2 of 2 V.2 — Revised 11/18/20
(Form OR — MSC 3010)
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		Legal last name of individual: 

		First name: 

		MI: 

		Date of birth: 

		Other names used by individual: 

		Address: 

		City: 

		State: 

		ZIP: 

		Phone: 

		Email address: 

		fill_17: 

		Legal last name of representative: 

		First name_2: 

		MI_2: 

		Release from entity name: Mental Health Provider:

		Contact person: 

		Phone number: 

		Address City State and ZIP: 

		Email address_2: 

		Fax number: 

		Specific information to be disclosed Please be as detailed as possible: 

		HIVAIDS: 

		Mental health: 

		Genetic testing: 

		Alcoholdrug diagnoses treatment referral: 

		Release to entity name: Marion County Health & Human Services

		Contact person_2: 

		Phone number_2: 503-576-4536

		Address City State and ZIP_2: 3876 Beverly Ave NE, Building G, Salem, OR 97305

		Email address_3: 

		Fax number_2: 503-361-2782

		Purpose of the requested use or disclosure: Continuity of Care

		Expiration date or event: 1 Year

		Signature of individual or legal representative: 

		Printed name: 

		Date: 

		Name of staff print: 

		Initiating agency namelocation: 

		Date_2: 

		Signature of agency staff certifying true copy: 

		Initial and date if form has been copied: 

		Court: Off

		Mutual Exchange: Choice1

		ID Type: Off






Marion County
ORECON

Health & Human Services

Authorization for Use and
Disclosure of Individual Information

Legal last name of individual: First name: Ml: Date of birth:

Other names used by individual:

Address: City: State: ZIP:

Phone: Email address:

Identification Type (Pick One): O Prime ID O Medical Record Number O SSN | #

Legal last name of representative: First name: MI:

* By signing this form, | authorize those | name to disclose specific confidential information about me. If | answer
“Yes” to the Mutual Exchange question below, | allow agencies | name to share information back and forth. This is
so they can provide better services to me. *

RELEASE FROM

Release from (entity name): Health Care Provider/PCP:

Contact person: Phone number:
Address, City, State, and ZIP:
Email address: Fax number:

Specific information to be disclosed (Please be as detailed as possible):

Specially protected information: (Additional laws relating to use and disclosure may apply if the information to be
disclosed contains any of the types of records or information listed in this box. | understand this information will
not be disclosed unless | or my representative place initials in the space next to the information type.)

HIV/AIDS: Mental health: Genetic testing:

Alcohol/drug diagnoses, treatment, referral:

RELEASE TO

Release to (entity name): Marion County Health & Human Services
Contact person: Phone number:503-576-4536

Address, City, State, and ZIP: 3876 Beverly Ave NE, Building G, Salem, OR 97305
Email address: Fax number:503-361-2782

Purpose of the requested use or disclosure:
Continuity of Care
Are these records being released for a court case? OYes O No

Expiration date or event*:1 Year Mutual Exchange: @ Yes O No

*This authorization is valid for one year from the date of signing unless otherwise specified.

Not valid without signature page Page 1 of 2 V.2 — Revised 11/18/20
(Form OR — MSC 3010)
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YOUR ACKNOWLEDGMENT

¢ | was given the opportunity to ask questions about this form and what it does.

¢ | understand that state and federal law protect information about services | receive from Marion County Health
& Human Services. | understand what this agreement means and | approve of the disclosures or releases listed.

e | understand that | can revoke (cancel) this authorization at any time, and revocation (cancellation) will not
apply to any information already disclosed or released. Except for drug and alcohol information, the individual
or a person legally authorized to act on behalf of the individual is required to submit the cancellation request in
writing. Oral or written notification of the revocation of authorization for drug and alcohol information shall be
accepted. Any request for revocation must be provided to your local Marion County program.

e | understand that federal or state law prohibits re-disclosure of HIV and AIDS information, mental health, drug
and alcohol diagnosis, treatment records, referral information, or vocational rehabilitation records without
specific authorization.

e | understand that the information not subject to limitations on re-disclosure, as noted immediately above, may
be subject to re-disclosure and no longer protected under federal or state law.

¢ | am signing this authorization of my own free will.

Signature of individual or legal representative:

Printed name: Date:

If a person legally authorized to act on behalf of the individual signs the authorization form, evidence or
documentation of authority to act on behalf of the individual should be provided.

Do not complete section below unless a true copy of the original authorization is required.

FOR AGENCY USE ONLY

Name of staff (print): Initiating agency name/location: Date:

Signature of agency staff certifying true copy:

Initial and date (if form has been copied):

Required information for the client
To provide or pay for health services: If Marion County is acting as a provider of your health care services, or paying for those
services under the Oregon Health Plan or Medicaid Program, you may choose not to sign this form. That choice will not
adversely affect your ability to receive health services, unless the health care services are solely for the purpose of providing
health information to someone else and the authorization is necessary to make that disclosure. (Examples of this would be:
assessments, tests, or evaluations.) Your choice not to sign may affect payment for your services if this authorization is
necessary for reimbursement by private insurers or other non-governmental agencies.
This authorization for use and disclosure of information may be necessary under the following situations:
¢ To determine if you are eligible to enroll in some medical programs that pay for your health care
¢ To determine if you qualify for another DHS, OHA or Marion County Health service, where MCHHS is not acting as a

health care provider
This is a voluntary form. Marion County cannot condition the provision of treatment, payment, or enroliment in publicly
funded health care programs upon signing this authorization, except as described above. However, you should be given
accurate information about how refusal to authorize the release of information may adversely affect eligibility determination
or coordination of services. If you decide not to sign, you may be referred to a single service that may be able to help you and
your family without an exchange of information.

Not valid without signature page Page 2 of 2 V.2 — Revised 11/18/20
(Form OR — MSC 3010)
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		Legal last name of individual: 

		First name: 

		MI: 

		Date of birth: 

		Other names used by individual: 

		Address: 

		City: 

		State: 

		ZIP: 

		Phone: 

		Email address: 

		fill_17: 

		Legal last name of representative: 

		First name_2: 

		MI_2: 

		Release from entity name: Health Care Provider/PCP:

		Contact person: 

		Phone number: 

		Address City State and ZIP: 

		Email address_2: 

		Fax number: 

		Specific information to be disclosed Please be as detailed as possible: 

		HIVAIDS: 

		Mental health: 

		Genetic testing: 

		Alcoholdrug diagnoses treatment referral: 

		Release to entity name: Marion County Health & Human Services

		Contact person_2: 

		Phone number_2: 503-576-4536

		Address City State and ZIP_2: 3876 Beverly Ave NE, Building G, Salem, OR 97305

		Email address_3: 

		Fax number_2: 503-361-2782

		Purpose of the requested use or disclosure: Continuity of Care

		Expiration date or event: 1 Year

		Signature of individual or legal representative: 

		Printed name: 

		Date: 

		Name of staff print: 

		Initiating agency namelocation: 

		Date_2: 

		Signature of agency staff certifying true copy: 

		Initial and date if form has been copied: 

		Court: Off

		Mutual Exchange: Choice1

		ID Type: Off






Marion County
ORECON

Health & Human Services

Authorization for Use and
Disclosure of Individual Information

Legal last name of individual: First name: Ml: Date of birth:

Other names used by individual:

Address: City: State: ZIP:

Phone: Email address:

Identification Type (Pick One): O Prime ID O Medical Record Number O SSN | #

Legal last name of representative: First name: MI:

* By signing this form, | authorize those | name to disclose specific confidential information about me. If | answer
“Yes” to the Mutual Exchange question below, | allow agencies | name to share information back and forth. This is
so they can provide better services to me. *

RELEASE FROM

Release from (entity name): School District:

Contact person: Phone number:
Address, City, State, and ZIP:
Email address: Fax number:

Specific information to be disclosed (Please be as detailed as possible):

Specially protected information: (Additional laws relating to use and disclosure may apply if the information to be
disclosed contains any of the types of records or information listed in this box. | understand this information will
not be disclosed unless | or my representative place initials in the space next to the information type.)

HIV/AIDS: Mental health: Genetic testing:

Alcohol/drug diagnoses, treatment, referral:

RELEASE TO

Release to (entity name): Marion County Health & Human Services
Contact person: Phone number:503-576-4536

Address, City, State, and ZIP: 3876 Beverly Ave NE, Building G, Salem, OR 97305
Email address: Fax number:503-361-2782

Purpose of the requested use or disclosure:
Continuity of Care
Are these records being released for a court case? OYes O No

Expiration date or event*:1 Year Mutual Exchange: @ Yes O No

*This authorization is valid for one year from the date of signing unless otherwise specified.

Not valid without signature page Page 1 of 2 V.2 — Revised 11/18/20
(Form OR — MSC 3010)
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YOUR ACKNOWLEDGMENT

¢ | was given the opportunity to ask questions about this form and what it does.

¢ | understand that state and federal law protect information about services | receive from Marion County Health
& Human Services. | understand what this agreement means and | approve of the disclosures or releases listed.

e | understand that | can revoke (cancel) this authorization at any time, and revocation (cancellation) will not
apply to any information already disclosed or released. Except for drug and alcohol information, the individual
or a person legally authorized to act on behalf of the individual is required to submit the cancellation request in
writing. Oral or written notification of the revocation of authorization for drug and alcohol information shall be
accepted. Any request for revocation must be provided to your local Marion County program.

e | understand that federal or state law prohibits re-disclosure of HIV and AIDS information, mental health, drug
and alcohol diagnosis, treatment records, referral information, or vocational rehabilitation records without
specific authorization.

e | understand that the information not subject to limitations on re-disclosure, as noted immediately above, may
be subject to re-disclosure and no longer protected under federal or state law.

¢ | am signing this authorization of my own free will.

Signature of individual or legal representative:

Printed name: Date:

If a person legally authorized to act on behalf of the individual signs the authorization form, evidence or
documentation of authority to act on behalf of the individual should be provided.

Do not complete section below unless a true copy of the original authorization is required.

FOR AGENCY USE ONLY

Name of staff (print): Initiating agency name/location: Date:

Signature of agency staff certifying true copy:

Initial and date (if form has been copied):

Required information for the client
To provide or pay for health services: If Marion County is acting as a provider of your health care services, or paying for those
services under the Oregon Health Plan or Medicaid Program, you may choose not to sign this form. That choice will not
adversely affect your ability to receive health services, unless the health care services are solely for the purpose of providing
health information to someone else and the authorization is necessary to make that disclosure. (Examples of this would be:
assessments, tests, or evaluations.) Your choice not to sign may affect payment for your services if this authorization is
necessary for reimbursement by private insurers or other non-governmental agencies.
This authorization for use and disclosure of information may be necessary under the following situations:
¢ To determine if you are eligible to enroll in some medical programs that pay for your health care
¢ To determine if you qualify for another DHS, OHA or Marion County Health service, where MCHHS is not acting as a

health care provider
This is a voluntary form. Marion County cannot condition the provision of treatment, payment, or enroliment in publicly
funded health care programs upon signing this authorization, except as described above. However, you should be given
accurate information about how refusal to authorize the release of information may adversely affect eligibility determination
or coordination of services. If you decide not to sign, you may be referred to a single service that may be able to help you and
your family without an exchange of information.

Not valid without signature page Page 2 of 2 V.2 — Revised 11/18/20
(Form OR — MSC 3010)
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		Legal last name of individual: 

		First name: 

		MI: 

		Date of birth: 

		Other names used by individual: 

		Address: 

		City: 

		State: 

		ZIP: 

		Phone: 

		Email address: 

		fill_17: 

		Legal last name of representative: 

		First name_2: 

		MI_2: 

		Release from entity name: School District:

		Contact person: 

		Phone number: 

		Address City State and ZIP: 

		Email address_2: 

		Fax number: 

		Specific information to be disclosed Please be as detailed as possible: 

		HIVAIDS: 

		Mental health: 

		Genetic testing: 

		Alcoholdrug diagnoses treatment referral: 

		Release to entity name: Marion County Health & Human Services

		Contact person_2: 

		Phone number_2: 503-576-4536

		Address City State and ZIP_2: 3876 Beverly Ave NE, Building G, Salem, OR 97305

		Email address_3: 

		Fax number_2: 503-361-2782

		Purpose of the requested use or disclosure: Continuity of Care

		Expiration date or event: 1 Year

		Signature of individual or legal representative: 

		Printed name: 

		Date: 

		Name of staff print: 

		Initiating agency namelocation: 

		Date_2: 

		Signature of agency staff certifying true copy: 

		Initial and date if form has been copied: 

		Court: Off

		Mutual Exchange: Choice1

		ID Type: Off
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