Monarch
Name:  




 
Medicaid ID #:



Record #:  

AUTHORIZATION TO RECEIVE TREATMENT

AUTHORIZATION FOR TREATMENT: I voluntarily request and consent to routine diagnostic, prevention and therapeutic services and procedures by Monarch physicians, therapists, healthcare providers, or its contract agencies.  I authorize the performance of appropriate treatment, including diagnostic and therapeutic treatment that may be determined necessary or beneficial by the provider in the care of the person served. I understand that the practice of behavioral medicine is not an exact science and acknowledge that no guarantees have been made as to the results of treatment or care.   By signing this document, I acknowledge that the risks and benefits have been explained to me about behavioral healthcare services and understand that Monarch is making no specific guarantee that treatment will be effective.  I further understand this consent shall remain in effect until I notify Monarch staff in writing of my desire to withdraw my consent.     I also understand that I may refuse treatment at any time.
FOLLOW-UP:  I agree to be contacted after I leave services in order for Monarch to inquire about my condition and satisfaction with services.    
NC TOPPS:  The NC Treatment Outcomes and Program Performance System measures outcomes for the people we support.  Individuals served under an Enhanced Benefit Service and anyone with Medicaid or being served by State funds receiving outpatient services beyond the basic benefit are required to have NC TOPPS completed on a schedule as defined by DMHDDSAS.  I agree to complete NC TOPPS with my clinician as required by the state and agree to the release of my results to the Division for statistical reporting purposes.

                    
AUTHORIZATION FOR EMERGENCY TREATMENT: In case of an emergency, I authorize Monarch or its contract agency staff to obtain emergency treatment from the individual’s family physician or local hospital emergency room and/or the use of an ambulance. I understand that the minimum necessary health information, written or verbal, may be released to treating providers to meet the needs of the emergency.   





                                 

AKNOWLEDGEMENT OF RECEIPT OF FORMS:  I have received  copies of the following:

· Guide to Rights and Responsibilities
· Notice of Privacy Practices 
· Universal Declaration Of Human Rights Of The United Nations

· DMHDDSAS maintains a state handbook for people receiving services and their support network.  This handbook provides information on NC's service system.  If you would like to receive a copy of this handbook, please notify any Monarch employee.  The manual may also be accessed at http://www.ncdhhs.gov/mhddsas/.  Many of the Local Management Entities (LMEs) in the service system also maintain handbooks for people receiving services.  If you are interested in receiving this handbook, please notify any Monarch employee. 
 I understand that I should ask questions or discuss any concerns at the time of my first contact with my provider or other designated staff.   My signature indicates receipt of a copy of these documents.
TRANSPORTATION:  I give consent to Monarch staff to transport myself or members of my family in connection with my participation in the programs offered to us through Monarch.
METHODS OF CONTACTING: During and after treatment I may be contacted in the following way(s):

Check  all that apply:

 FORMCHECKBOX 
  Home Phone         

 FORMCHECKBOX 
  Message on home answering machine     
   FORMCHECKBOX 
  Mail to home address

 FORMCHECKBOX 
  Work Phone


 FORMCHECKBOX 
  Message at work on answering machine

 FORMCHECKBOX 
  Other Contact and Phone:  ____________________________________       ________________________________
 FORMCHECKBOX 
  Other Contact and Phone:  ____________________________________       ________________________________






I understand it is my responsibility to inform Monarch, in writing, when I desire changes in the method of contacting me.







    
________________________________
Signature of Individual Served


               Date







               
_________________________________
___________
Signature of Legally Responsible Person
                           
Relationship to Individual Served

Date





_________
________________________________           
___________
Print Name of Legally Responsible Person


Signature of Witness (required only if               
Date







 signature is an ‘X’, mark or symbol)
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