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NAME:  ___

ADMISSION DATE:____
____


PA., Ch. 6400 Program – Admission Packet
The individual that you have referred to Keystone Community Resources, Inc., has been accepted for admission into our Program.  Please complete the following attachments to assist us in meeting admission requirements and to provide appropriate planning for the individual:

1.
Personal Data Form: Please complete all sections in full.  (SEE ATTACHMENT A)
2.
**Physical Examination**:  Please have the enclosed Resident Physical Examination complete in full by physician, including the TB testing by Mantoux method. ** Very Important** 
(SEE ATTACHMENT B)
3.
Please have the parent/guardian review and sign the enclosed consent/release form labeled “Consent for Hepatitis B Virus Vaccine.”

(SEE ATTACHMENT C)
Please note:  if the individual has had Hepatitis B Screening and/or the Vaccine Series, please provide documentation.
4.  
Please have the parent/guardian review and sign the enclosed consents/releases as follows:

a. General Consent and Release
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b. Consent for Emergency Hospital Admission:
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c. Medical/Dental Consent
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d. Consent for Activity Programs, Day Visits & Therapeutic Leave
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e. Consent for Publicity
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f. Consent for Participation in Day Habilitation Services
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g. Consent for Assistance with Financial Management/Entrustment of Funds:
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h. Grievance Policy
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i. Individual Rights
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j. Consent for Release of Information (for current providers)
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5. 
Annual Assessment - Part I - Skill Assessment - Please have someone who is familiar with the individual complete this form. Feel free to put as many comments as you would like. This form is used to complete each individual’s Annual Service Plan but is also helpful to us at the time of admission. Program staff will complete another assessment prior to the individual’s initial Annual Service Plan, which will be held within 45 days of their admission. If you have a similar assessment tool that gives an accurate view of the individual’s abilities you may send it instead of completing and returning this assessment.  (SEE ATTACHMENT D)
6.
Confirmation of Funding Letter. 
In addition to completing the attached Personal Data Form you will need to enclose the following items:

 1.
Birth Certificate and Social Security Card.  If the individual was born outside of the U.S. please enclose their Resident Alien Card (copies are acceptable).

 2.
Health Insurance Card(s).  Please provide a copy now and original card at time of admission.  

 3.
Proof of guardianship.  If individual has a court appointed guardian we require a copy of the court order.

 4.
Family Service Plan (Exclusive to individuals funded through Ch. 3800 program).

 5.
Most recent IEP and/or CER for individual under the age of 21. Over 21 years of age please enclose most recent service plan from any day services program that they attend.
 6.
Most recent Service Plan (ISP).
7.
Most recent Psychological Report, including IQ and level of adaptive functioning.

 8.
Most recent Psychiatric Evaluation, including specific psychiatric diagnoses (if applicable).

 9.
Behavioral support plans that are in place for the individual.
10.
Immunization Record - A complete and up to date immunization record is required.
11      Medical History, if one is available or a brief medical history, which includes all current medical concerns and any, follow up necessary.

12.       A 7-day supply of medication(s) and written prescription(s) from physician treating the individual.  

13.        A copy of the Home and Community – Based Services packet for individuals that are waivered, including form 162 C.  
14.       Additional Attachments:

a. Voter Registration







ATTACHMENT E
Admissions procedures and the provision of services shall be made without regard to race, color, religious creed, disability, handicap, ancestry, national origin, age, or sexual orientation. 

General Consent and Release Form   

It is expressly understood and agreed that Keystone Community Resources, Inc. shall not be responsible or legally liable for any losses of personal property or for any bodily injuries, or the results thereof, incurred and suffered by                                                                   on any property of Keystone Community Resources, Inc. or in connection with any activities or programs, unless such loss or injury results directly from the negligent or willful act of an employee of Keystone Community Resources, Inc., acting within the scope of his/her employment. 

I understand I may request, in writing to the Residential Director, a copy of any of the Policies and Procedures for Keystone Community Resources. 





________________ 

            




Parent/Guardian Signature




DATE






________________ 

            




Witness






DATE


NOTE:
This consent shall remain in effect indefinitely unless otherwise revoked in writing.  Photostatic copies of this form will be considered as valid as the original. 
EMERGENCY MEDICAL PLAN
In the event of a medical emergency the following should be followed:

1. Staff will assess the extent of the injury or illness. 

2. Staff will administer first aid as necessary.

3. If emergency medical treatment is needed, staff will phone 911 for emergency services.  Staff will meet EMT at the CMC Hospital located at 1800 Mulberry Street, Scranton, PA 18510 (or appropriate substitute).  

In a situation where staffing shortages exists, the area supervisor will be contacted and will provide emergency staffing services. 

4. Conditions warranting emergency services are:

· Unconsciousness




· Uncontrolled external bleeding


· Choking (with life saving techniques necessary)





· Combined chest/arm/jaw pain


· Pressure, fullness or squeezing chest pain lasting for more than a few minutes


· Sudden paralysis




· No breathing or difficulty breathing

· Unusual difficulty with or slurred speech

· Poisoning

· Fainting episode

· Severe burns

· Stroke (suspected)

· Weakness on one side

· Persistent nausea or vomiting

· Fall with a suspected injury (Ind. Unable to rise or ambulate independently.)

· Severe or worsening reaction to sting or bite

· 1 or more restraints totaling longer than 15 

minutes within a 2 hour period 

· Severe swelling of face, tongue, eyes

· Trauma (life threatening injury) to head, neck, chest, back, abdomen, pelvis


· Seizures, recurring or uncontrolled, (including unusual seizures or those lasting more than 5 minutes, unless physician has issued alternate written directive)

· Sudden change in ability to walk or function in other ways with no apparent cause

· No signs of life (breathing or movement)

· 1st time seizures or seizures if pregnant or diabetic

· Burns to genitals, face, neck, arms

· Psychiatric symptoms that pose an imminent risk to the health or safety of self or others

· Eye Injury

CPR must be initiated if the person shows No sign of life after a 10 second check.

This plan is provided to all guardians/custodians at the time of admission. 

CONSENT FOR EMERGENCY HOSPITAL ADMISSION

It is the policy of Keystone Community Resources, Inc. to utilize this consent for emergency hospital admission in the event an emergency situation occurs and a delay in treatment would result in further hazards to the Individual.  Additional consents for specific procedures will be required and obtained from the admitting hospital.  Medical reports will also accompany the individual so that the physician on duty will have appropriate and useable medical information.  Please read the following authorization, sign and date.  The signature of a witness to your signature is also required. 

I hereby authorize Keystone Community Resources, Inc. to consent to an emergency medical treatment that may be necessary for 
    


 in the event that it is necessary for Keystone Community Resources, Inc. to transport the above named to any hospital for medical treatment.  I do further authorize said Keystone Community Resources, Inc. to agree to such treatment without the necessity of my also authorizing the treatment in writing and do authorize the said hospital to render such treatment.  In addition to treatment, I also authorize the hospital to forward a copy of the medical record to Keystone Community Resources, Inc.  I expressly intend to be legally bound by the authorization granted to said Keystone Community Resources, Inc. as above mentioned.
PARENT/GUARDIAN





DATE

SIGNATURE OF WITNESS





DATE

INDIVIDUAL’S SIGNATURE (if applicable)



DATE

SIGNATURE OF WITNESS





DATE

NOTE:
This consent shall remain in effect indefinitely unless otherwise revoked in writing.  Photostatic copies of this form will be considered as valid as the original. 
MEDICAL/DENTAL CONSENT

1. I hereby give my consent to Keystone Community Resources, Inc., presently caring for 
                               , to arrange for routine medical/dental care and such medical/dental treatment as the named physician consider being necessary. 

2. I further give my consent to all emergency medical/dental procedures which are necessary to preserve his/her life or prevent permanent impairment of his/her health in cast time does not permit obtaining my personal consent to these procedures. I agree to allow Keystone Community Resources, Inc. to transfer and to authorize admission to a general hospital in the event that the necessary medical /dental procedures cannot be performed at the facility and, in my absence, to consent to any surgical or medical/dental procedures that may be necessary. 

3. Being fully aware of the risks and complications involved, I hereby release Keystone Community Resources, Inc. and its professional staff and employees, as well as any and all doctors, dentists, hygienists, technicians, assistants and nurses who may provide treatment from any and all liability which may arise out of such treatment.

4. I understand that the practice of medicine and therapy is not an exact science and that diagnosis and treatment may involve certain risks.  I acknowledge that no guarantees have been made to me concerning the care for my child.

5. I understand that some of the professionals who provide care and treatment are not employees of Keystone Community Resources, Inc., but rather, are independent consultants who have been retained for the purpose of providing specialized professional care.

6. I am authorized to execute this consent, and I am aware of no relative or guardian whose interest may be adverse to my own.

7. This form has been fully explained to me, and I certify and acknowledge that I understand content and significance.

PARENT/GUARDIAN





DATE

WITNESS







DATE
NOTE:
This consent shall remain in effect indefinitely unless otherwise revoked in writing.  Photostatic copies of this form will be considered as valid as the original. 
CONSENT FOR ACTIVITY PROGRAMS, DAY VISITS AND THERAPEUTIC LEAVE 

1. Permission and authority are hereby granted for Keystone Community Resources, Inc. to allow               ______________ to take walks, field trips and excursions persons approved by the administration of Keystone Community Resources, Inc.


YES




   NO

2. Permission and authority are hereby granted for Keystone Community Resources, Inc. to allow ____                                to go on day visits to the homes of persons approved by the administration of Keystone Community Resources, Inc.


   YES




   NO


3. Permission and authority are hereby granted for Keystone Community Resources, Inc. to allow   ______________________to go on Therapeutic Leave (Overnight visits) to the homes of persons approved by the administration of Keystone Community Resources, Inc.

   YES




    NO 

4. I wish to be contacted before my child goes on any Therapeutic Leave (overnight visits).

   YES




    NO 

PARENT/GUARDIAN




DATE 

WITNESS 




DATE

NOTE:
This permission shall remain in effect indefinitely unless otherwise revoked in writing.   Photostatic copies of this form will be considered as valid as the original.
(CONSENT 01/00)

CONSENT FOR PUBLICITY 
I, 





,







(Name)






(Relationship to Individual) 

give consent for 






to be photographed/videoed





(Name of Individual)

for the purpose of publicizing, demonstrating, and explaining the nature and scope of programs at Keystone Community Resources, Inc.  I give my full permission across all publication formats unless specified below.

Indicate your identification preference:
I Do Not want any Identity 










First Name Only 











Full Name May be Used 




Individual, Parent, or Legal Guardian 


Date

Witness/Relationship





Date

Keystone Community Resources cannot be held responsible for outside entities photographing/videoing individuals for the purpose of publicizing. Keystone Community Resources cannot be held responsible for outside entities plagiarizing content and using outside of original context.

This permission shall remain in effect indefinitely unless otherwise revoked in writing by the person signing above.  Photo static copies of this form will be considered as valid as the original. 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
I, 





,







(Name)






(Relationship to Individual) 

do not give consent for 






to be photographed/videoed 






(Name of Individual)

for the purpose of publicizing, demonstrating, and explaining the nature and scope of programs at Keystone Community Resources, Inc.

Individual, Parent, or Legal Guardian 


Date

CONSENT FOR PARTICIPATION IN DAY HABILITATION SERVICES

I hereby give consent for 
            


 to participate in the Day Habilitation Services operated by Keystone Community Resources, Inc.   This program includes activities in the facility as well as the community.

I further understand that I may revoke this consent at any time by contacting either the Director of Vocational Services or the Director of Day Services.
PARENT/GUARDIAN




DATE

WITNESS






DATE

NOTE:
This consent shall remain in effect indefinitely unless otherwise revoked in writing.  Photostatic copies of this form will be considered as valid as the original. 
CONSENT FOR ASSISTANCE WITH FINANCIAL MANAGEMENT/ENTRUSTMENT OF FUNDS

I 
                        

 consent to have Keystone Community Resources, Inc. (KCR) staff assist and handle my personal finances as indicated below (please indicate by an “X.”)

          

N/A
YES
NO



Fund Type






___
___
___ ⁭
Funds forwarded from Representative Payees/Family

___
___
___  ⁭
Cash Gifts/Gift Cards

___
___
___  ⁭
Personal Needs Allowance(PNA)/ Trust Funds 

___
___
___  ⁭
Funds for Expenses (medical, clothing, activities, etc.)

___
___
___  ⁭
Tax Refunds

___
___
___  ⁭
Insurance Claims

___
___
___  ⁭
Earned Income: Paychecks/Stipends/Commissions
___
___
___  ⁭
SSI/SSA/Public Assistance*

This consent encompasses assisting in payment of expenses, holding and dispensing personal funds, as well as holding savings and/or checking accounts. 

I also agree to take an active part as possible in handling my personal finances and participating in a plan that will enable me to prepare for financial independence. 

Keystone Community Resources, Inc. agrees to hold my personal expense funds and checking and/or savings accounts and keep this material in a secure area at all times. Keystone Community Resources, Inc. agrees to keep an accurate total of funds and to present an audit of funds upon request. 

This consent will be in effect for the duration of my enrollment at Keystone Community Resources, Inc. I may revise or revoke this consent at any time by notifying the Director in writing. 

I, 
                    

 agree to the terms of this agreement and understand the responsibilities of all parties concerned. This consent shall remain in effect indefinitely unless otherwise revoked in writing.  Photostatic copies of this form will be considered as valid as the original. 

INDIVIDUAL

 




DATE

PARENT/GUARDIAN 




DATE

WITNESS 






DATE

GRIEVANCE POLICY

Keystone Community Resources strives to provide a positive environment where individuals have the continued opportunity to learn and grow; 

Consumers have the right to be treated with dignity and respect; including the right to be free from: physical, verbal, psychological and sexual abuse, neglect, corporal punishment, and involuntary seclusion, physical/chemical restraints for the purpose of discipline or convenience;

Consumers have the right to a safe and caring environment that is free of hazards; Consumers have the right to an environment that promotes their development and independence; 

The Grievance procedure does not replace incident reporting guidelines.  Staff who become aware of allegations of abuse, neglect, or rights allegations must report, as required by Incident Management policies.

· An individual or the consumer’s legal guardian has the right to voice a complaint/grievance regarding the services provided by Keystone Community Resources or Keystone Independent Living without the worry/threat of reprisal from the agency or agency personnel;

· An individual has the right to challenge program rules associated with the home/program in which they participate;

· An individual has the right to have their complaint/grievance reviewed/investigated, and to receive appropriate feedback in regards to it;  

· A grievance must be filed in writing.  A suggested written format is attached; however any written format is acceptable.  Consumers who cannot write will receive staff assistance with drafting and submitting a grievance.  It is not acceptable for staff to represent their own opinion in a grievance.

· All formal grievances will receive a written response within 10  business days from the time the grievance was originally received; 

· A grievance should be filed to the appropriate level of management in the following order:  

1. Program Coordinator 

2. Program Director 

3. Executive Director

· Additional external agencies exist to assist with an individual’s grievances when the individual feels they have not received appropriate response from this agency.  These organizations are referenced on the attached document;

· The grievance procedure will be reviewed with the consumer and their legal guardian at the time of admission, and annually thereafter (in conjunction with Individualized Service Plan and annual review of individual rights)

· A signed copy will be maintained in the individual’s residential file.  If the individual’s guardian is not available, Keystone Community Resources will document by letter to the guardian that a copy of the grievance procedure is available and will be mailed upon request. 

For additional assistance with a grievance, a resident may contact any of the agencies listed below:


Director of Human Resources


PA Human Relations Commission


Keystone Community Resources / 

Harrisburg Regional Office    


Keystone Independent Living


Riverfront Office Center

           
100 Abington Executive Park, Suite B                     
1101 South Front Street, 5th Floor


Clarks Summit, PA 18411
                                   
Harrisburg, Pa 17104     


Telephone: (570) 702-8000                                      
Telephone: (717) 787-4410


Fax:            (570) 702-8097

              Fax:(717) 787-0420 / (717) 772-4340


Fax:            (570) 702-8097


Department of Public Welfare


U.S. Department of Health & Human 


Bureau of Equal Opportunity


Office of Civil Rights


Room 223 Health & Welfare Bldg.

Suite 372, Public Ledger Building


PO Box 2675





150 South Independence Mall West


Harrisburg, Pa 17105-2675


Philadelphia, Pa 19106-1911


Telephone: (717) 787-9695


Telephone: (215) 861-4441


Fax             (717) 772-4366


TDD (215) 861-4440; 1-800-368-1019

DPW Bureau of Equal Opportunity


Northern Regional Office


Room 331 Scranton State Office Bldg.


100 Lackawanna Avenue


Scranton, Pa 18503-1923


Telephone: (570) 963-4342


Fax             (570) 963-3370

Resident’s Case manager or Supports Coordinator
Additional Resources for New Jersey Funded Individuals:

Disability Rights New Jersey



NJ Bureau of Guardianship (if applicable)

210 South Broad St., 3rd Floor



P.O. Box CN 726

Trenton, NJ 08618





Trenton NJ 08625

Division of Youth and Family Services




Child Abuse Control  (if applicable)

1-800-792-8610
I have read or have had read the Grievance Policy to me.  I have had an opportunity to ask questions regarding this policy and feel comfortable in my understanding of this policy.

I have signed this document and have received a copy of it.  Additionally, agency polices are available for review by contacting the Program Director.  I understand my request will be processed and mailed within 10 business days of request.

Legal Guardian Signature _______________________________
Date _____________

Consumer Signature ____________________________________ Date _____________

Keystone Representative _____________________________
 Date _____________

INDIVIDUAL RIGHTS

Every person has the right to make choices or decisions about matters which affect them.  If the person’s judgment is impaired she/he may benefit from guidance.  As service providers, we must all value and respect the right of the individuals we serve to make choices by respecting their individual preferences, wants and needs.  When choices are acknowledged and supported, individuals learn that they have some control over events in their home.

The individuals we serve are vulnerable to exploitation, exclusion and other forms of rights denial.  When an individual’s rights are violated it is often due to lack of information about how to encourage and teach individuals to be assertive in expressing their rights.

We at Keystone are committed to delivering quality services.  As an employee, it is your responsibility to become informed about individual rights and take a proactive approach in helping residents learn about and assert their rights as individuals.  This is an ongoing process which sensitizes and empowers the individual to assert his/her own rights and to gain the confidence necessary to express their opinion and enter into the decision making process.

The following is the statement of individual rights practices at Keystone.  These are reviewed with the individual upon admission, and annually thereafter.

Individuals participating in the Prader-Willi Program will have exceptions to some of these rights as indicated by an asterisk (*). These exceptions are to insure their health, safety, and well-being while residing within our program.

Individual Rights

Admission procedures and the provision of services shall be made without regard to race, color, religious creed, disability, handicap, ancestry, national origin, age or sex.  If you or any person acting on your behalf believes you have been discriminated against you may file a complaint of discrimination with The Director of Quality Improvement, KCR; Bureau of Civil Rights Compliance, Harrisburg, Office of Civil Rights, Philadelphia; or Pennsylvania Human Relations Commissions, Harrisburg.

Upon admission to Keystone, you will be informed of the facility services and related charges, of your rights and responsibilities and of all house rules, policies and regulations governing an individual’s conduct and responsibilities.

You are entitled by law, to all of the rights stated in this document.  If you believe any of your rights have been violated, you may file a complaint with the Coordinator of Incident Management.

You also have the right to be informed of these rights, orally and in writing, upon admission and annually thereafter.  This list of individual rights is posted conspicuously in the facility.  If you do not understand your rights, you may request to talk with a representative of the facility who may explain your rights to you or provide educational materials and information.

In the interest of protecting and promoting the rights of each individual in our facility, we support the following rights:

1. The Right to Exercise Individual Rights – You will be encouraged and assisted to exercise your rights as an individual of the facility and a citizen of the United States.  It is your right to voice grievances and file complaints concerning treatment, and to recommend changes in policies and service, without interference, discrimination or reprisal for voicing grievances.  You have the right to prompt efforts by the facility to resolve any grievances you may have.

2. The Right To Be Treated with Dignity and Respect in a Safe and Caring Environment Where you can Learn and Grow – The right to be treated with dignity and respect includes the right to be free from:

a. Physical abuse

b. Verbal abuse

c. Sexual abuse

d. Psychological abuse

e. Neglect

f. Corporal punishment

g. Involuntary seclusion

h. Physical/chemical restraints imposed for purposes of discipline or convenience.

The right to a safe and caring environment where you can learn and grow includes the right to:

a. A living environment that is safe and free of hazards

b. A living environment that promotes your education and your interests

*Within the Prader-Willi Program, the environment is modified to meet the needs of the individual with Prader-Willi Syndrome.  The modifications are based on the compulsions of the individual with Prader-Willi Syndrome and are in place to help decrease the compulsion to hoard, forage, and steal food items that if obtained could affect their health negatively.  The following environmental modifications are in place:

a. Refrigerators and cupboards containing food items and kitchen are kept locked.

b. Garbage is disposed of by staff.

c. Individuals within the program are encouraged not to discuss food.

d. Individuals are encouraged not to look into the kitchen during meal preparation.

e. Food will only be served at designated meal times (Breakfast, Lunch, Dinner and Snack).  If meals are not consumed at meal times, they will be discarded.

3. The Right to Freedom of Participation – You have the opportunity to participate, at your discretion and by personal choice, in social, religious, and community activities that do not interfere with the rights of other individuals in the facility.  You will never be required to participate in research projects.

*Individuals within the Prader-Willi Program are encouraged to exercise for one hour daily.  This is in place to insure appropriate caloric utilization and to assist in improving the health and stamina of the individuals residing within the program.

4. The Right to Have and Manage Personal Funds – You have the right to access your funds and manager your financial affairs to the fullest extent of your capacity.  If you give written authorization to the facility to assist you in managing your finances the facility must hold, safeguard and account for your funds in keeping with established facility policies.  You have the right to re
quest and receive access to your account record.

*Due to the compulsion to obtain food items with actual funds access to cash, checks and money orders is limited to directly supervised transactions.  Individuals within the program are encouraged to utilize their funds as they are available to purchase needed and desired items.

5. The Right to Participate in Program Planning that affects you – You have the right to be informed of any treatment/programming related to your identified individual needs as well as information related to your medical condition and developmental and behavioral status.  You have the right to be informed of any associated risks of such treatment/programming and you have the right to refuse such treatment/programming.  This includes the right to refuse a restricted diet and to refuse medical treatment.

*Individuals within the Prader-Willi Program are encouraged to follow the restricted diets prescribed by their physician.  However, opportunities for discussion with the physician will be provided to take into consideration exercise and calorie adjustments.

6. The Right to Personal Privacy – You have the right to privacy and confidentiality with respect to:

a. Accommodations, especially in bedrooms, bathrooms and during personal care.

b. Medical and other treatments

c. Written communication, including personal and clinical records

d. Telephone communication

e. Visits

f. Meetings

*Due to the prevalence of self-injurious type behaviors in persons with Prader-Willi Syndrome, some individuals may require supervision while in the bathroom or their bedroom.

7. The Right to Personal Possessions –  You have the right to:

a. Receive, purchase, have and use personal possessions as space permits *excluding food items.

b. Wear your own clothing

c. Choose your own dress and hairstyle

d. Separate storage areas for keeping personal property

*Individuals residing within the Prader-Willi Program should not utilize other person’s property without first obtaining their permission.

8. The Right to Freedom of Association – You have the right to communicate, associate and meet privately with whom you choose unless doing so would infringe upon the rights of other individuals or clearly pose a threat to your own health and safety. You also have the right to send and receive unopened mail.

9. The Right to Use the Telephone – It is your right to have access to telephone with privacy for incoming and outgoing local and long distance calls.  Exceptions to this must be identified in your service plan.  You are responsible for payment of your personal long distance charges.

10. The Right to Vote – You have the right to vote at age 18.  You have the right to be assisted, if necessary, in registering and voting in elections.

11. The Right to Freedom of Religion – You have the right to practice or abstain from the religious practice of your choice.  Others may not impose their religious practices on you.

12. The Right to be Free from Physical Restraint and Excessive Medication – you have the right to be free of unnecessary behavior control medication and unnecessary physical restraint.  You have the right to competent medical supervision and treatment/programming, as medically appropriate, to reduce your dependency upon such medication and physical restraint.

13. The Right to Payment for Work – You have the right to refuse to perform services for the facility except for the upkeep of your personal area and your share in the upkeep of the common living area and grounds.  If you do choose to work for the facility, your compensation will be consistent with state and federal law.

14. The Right to Examine Survey Results upon Reasonable Request – you have the right to examine and results of the most recent survey of the facility conducted by the Department of Welfare and Quality Improvement with respect to the facility and any plan of correction in effect with respect to the facility.

15. The Right to Participate in Choosing an Alternate Living Arrangement – You have the right to participate in the decision to move to another location, unless the right to make this decision has been altered through a legal process.  You have the right to receive timely written notice prior to the date of your discharge or transfer.

The statement of individual rights has been explained to me.

	
	
	

	NAME
	
	DATE

	
	
	

	WITNESS
	
	DATE

	
	
	

	WITNESS
	
	DATE





CONSENT FOR RELEASE OF INFORMATION   
I hereby authorize 




 to release information to Keystone Community Resource from the record of 



                                                                                                              




Name


Birth Date

Address
The information released will be used for 
Medical and Behavioral Planning

This release is valid from 
  7/7/14 

 to 
7/6/15

.  I understand, I need not consent to the release of this information; however, I choose to do so voluntarily.

Consumer  





Date

Program Director  




Date

Parent/Legal Guardian 




Date 

Verbal Release of information 

This section is to be used for clients who are unable to provide a signature.  We have witnessed that the client understands the nature of this release and has freely given consent.

Witness/Relationship 




Date

Witness/Relationship 




Date

Please return the requested information to: 

[image: image1.jpg]Keystone Community Resources, Inc.


Keystone Community Resources, Inc.

ATTN: 






ATTN:






100 Abington Executive Park, Suite B


215 Hickory Street 




Clarks Summit, PA 18411




Scranton, PA 18505




Keystone Community Resources, Inc.


Keystone Community Resources, Inc.

ATTN: 






ATTN:






1501 Sanderson Avenue               



921 Penn Avenue 




Scranton, PA 18509




Scranton, PA 18509




IN ACCORDANCE WITH PENNSYLVANIA REGULATIONS:

“This information has been disclosed to you from records whose confidentiality is protected by State Law.  State Regulations limit your right to make any further disclosure of this information without the prior written consent of the person to whom it pertains.
100 Abington Executive Park, Suite B,  

www.keycommres.com

Clarks Summit, PA 18411 

Phone: 570-702-8000


Admissions Packet

Fax: 570-702-8093
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