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OUTREACH SERVICES, LTD 
FACE SHEET

Resident’s Full Name:  __________________________Date of Admission: _____________

Medicaid # _____________________     Social Security Number:  __________________
 

Anticipated Discharge Date: __________

Last Known Residence: ___________________________________________________

Birth Date:  ________________________ 
Birth Place: _________________________

Gender:  _____________ Race/Ethnic Background: _______________________________

Religious Preference of Child/Family: _______________________________________

Parents

Mother’s Name:  __________________________
Marital Status: ________________

Address:  _______________________________________________________________

Telephone ____________
____________



Home

Business

Father’s Name: :  __________________________
Marital Status:________________

Address:  _______________________________________________________________

Telephone _____________
____________



Home

Business

In case of emergency, contact: 

Name: ___________________________
Address: ___________________________

Telephone Number: ________________

     ___________________________

Legal Guardian: ___________________________________________
Address:  ___________________________
Relationship: ________________________

Telephone Number:  ______________________(W) _________________________ (fax)

Placing Agency:__________________________________________________________

Placing Agency address:






__________













______
Placing Agency phone#________________     fax#___________________
OUTREACH SERVICES, LTD 
FACE SHEET (Cont.)

(page 2)

Caseworker:  ____________________ Telephone Number:______________________

Caseworker’s Supervisor:  _______________  Telephone Number:_______________

After hours/holiday emergency number:







Current Primary Care Physician:____________________  
Phone:



Address:












Current Dentist:




Phone:







Address:











Previous Primary Care Physician:___________________  
Phone:




Address:











COMPLETE UPON DISCHARGE
Date of Discharge:________________________________________________________

Reason for Discharge: ____________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of Person Client Discharged To:








Address:












Forwarding Address of Resident: 









OUTREACH SERVICES
ADMISSIONS APPLICATION

Resident’s Name:_______________________Age:______SS#: ___________________

Medicaid#: _________________________
Estimated length of stay: ______________
Date of On-Site Interview:________

Current Residence:______________________________________________________

Number of Past Residential Placements:_____________________________________


Names of Previous Programs: 
___________________________________







___________________________________







___________________________________







___________________________________







___________________________________







___________________________________

Reason for Discharge from Last Placement:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Foster Care (Number of Placements):_____________

Explain Reasons for Removal, if applicable: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Reason for Seeking Placement: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History of AWOL/ Frequency: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Behaviors and/or Behavioral Disorders:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History of Substance Abuse: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Therapy (include the name of any counselor and frequency of visits):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication Management (include doctor’s name and frequency of visits):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mental Health, Emotional and Psychological Needs of the Resident: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physical Health Needs: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication (include name of medication, dosage and date of last medications review): ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Level of Functioning:____________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

Educational Needs & Level (state whether Special Ed., in possession of an IEP or if eligible for mainstream, include grade level):

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Last School Attended (include, if any, recurring behavioral problems noted): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Immunization Needs: ________________________________________________________________________________________________________________________________________________________________________

Family Involvement: ________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Brief Description of Treatment Needed:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Protection Needs: ________________________________________________________

________________________________________________________________________

Discharge Plan:_________________________________________________________

________________________________________________________________________

________________________________________________________________________
Suitability for Admission: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does Resident’s Admission pose any risk to himself or facility’s residents or staff? _____________

If Yes, explain:_________________________________________________________________ ________________________________________________________________________

________________________________________________________________________

Identify triggers, successful and unsuccessful interventions: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Aftercare Plan:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________



___________________________________

Signature of Guardian/Responsible Party


Date: ___________

____________________________________

Name of Referring Agency

OUTREACH SERVICES, LTD 
RESIDENT BILL OF RIGHTS
1. You have the right to be called by your given name and treated with respect.

2. Being admitted to this facility does not take away your legal rights as guaranteed by the State and Federal governments. 

3. You have the right to be told when your admission status changes.

4. You have the right to visit with your family in private unless the treatment team determines a therapeutic necessity to restrict this right.  The restriction and reason must be documented and reviewed every 7 days.  The team must discuss with you and your family the reason for the restriction removed.

5. You have the right to be treated fairly, regardless of your religion, race, age or sex.

6. You have the right to take part in the development of your treatment plan and discharge plans.

7. You have the right to be told other ways you can receive care and treatment.

8. You have the right to privacy unless your resident care staff determines that to keep you safe you need to be watched closely by staff. This will be explained to you and written in your service plan. 

9. You have the right to know if you are being recorded or video taped.

10. You have the right to be told in advance if you are going to have visitors from outside agencies or groups. 

11. You have the right not to disclose your living arrangements when on outings.

12. You have the right to be cared for in a safe environment.

13. You have the right to as much freedom as possible while you are here unless there is reason explained to you by staff that your freedom should be restricted.

14. You have the right to be told of any transfer to another program or another facility.

15. You have a right to be told of all facility rules.

16. You have a right to ask any clinician to talk to you about your care and treatment.  You or your family members may request and pay for consults with professionals who are not members of the group home’s staff.

17. If you believe your rights have been violated you may contact your Program Director to file a grievance.  The grievance procedure is in tact to insure the rights of residents receiving services from Outreach Services, LTD are not being violated.

I have received a copy of these rights.

Date of Initial Review: _________________________

Guardian: _____________________________  Date:_____________________________

Resident:______________________________  Date:_____________________________

Witness:______________________________   Date:_____________________________

Subsequent Reviews:



Resident Initials/ Date: _______________
Resident Initials/Date: _________________

Resident Initials/ Date: _______________
Resident Initials/ Date:_________________

OUTREACH SERVICES, LTD 

PLACEMENT AGREEMENT

Resident’s Name: ________________________
SS#: _________________________
 ___________________________, hereafter referred to as Placing Party, does hereby agree that_______________________________, for whom it has custody, shall be placed with Outreach Services, LTD, 2306 Edenbrook drive Richmond, VA 23228, hereinafter referred to as the Program, to provide care, maintenance, training, and guidance while this agreement remains in effect.  However, legal custody shall remain with the undersigned Placing Party. Both parties involved agree to the terms of placement that are outline below. The Program does hereby agree to:

(a) Provide care, maintenance, protection, and guidance for this child according to his best interest; and provide a positive experience for this child while they are in the Program’s care.
(b) Work with the Placing Agency, the child, and other appropriate parties to develop a formal plan to guide the care of this child within 30 days of placement;
(c) Confer with a representative of the Placing Agency concerning the child’s development, activities, and problems, while the child is in the care of the Program, and to provide written progress reports at regular intervals;
(d) Ensure that the child receives routine vision/medical/dental care and treatment; to include assisting residence in scheduling appointments and transporting residence to and from appointments;
(e) Act immediately in vision/medical/dental immunization emergencies, notifying the Placing Agency as soon as possible in emergency situations and obtaining permission for planned special vision/medical/dental immunization expenses;
(f) Discharge the child at the request of the Placing Agency, or give the Placing Agency a notice of no more than thirty (30) days, barring no emergencies;
(g) Notify the Placing Agency and the guardian if the resident becomes absent from the facility.
(h) Work with the Placing Agency, the child, and other appropriate parties to coordinate the school enrollment and to develop an Educational Plan appropriate for the resident with the assistance from the Placing Agency and/or guardian to ensure that the plan is in the best interest of the child.
(i) Residents will be educated in public, private, or other school placements.  They will receive a minimum of 5 ½ hours of educational instruction, provision of related services, individualized instruction planning, diagnostic testing, and alignment with standards of learning.
(j) Residents will be enrolled in school by the guardian with the support of Outreach Services, LTD within the required time frame.  It is the responsibility of OUTREACH SERVICES, SW, guardian, and school to identify the best educational plan for the resident.  If additional plans are needed, they will be documented on the residents IEP.
The Placing Party does hereby:
(a) Give the Program permission to acquire and consent to authorize any medical treatment needed by the resident; to include but not limited to immunizations, emergency vision/medical, dental and surgical treatment, and/or hospitalization in cases where the Placing Party cannot be contacted prior to such emergency medical or surgical treatment, as such treatment is determined to be necessary by a certified medical professional functioning in that capacity;

(b) Give the staff of Outreach Services, LTD authorization to act on behalf of the Placing Agency with any educational facility or system;

(c) Agree that the Program is not responsible for payment of medical care, dental care, or prescription medication; and does further agree to make provisions for payment for such services;

(d) Consent to participation in overnight outings supervised by staff, i.e. educational trips;

(e) Consent to elicit assistance from law enforcement agencies to apprehend runaways, handle aggressive behavior, and/or provide any other prevention deemed appropriate by Outreach Services, LTD management.

(f) Consent to participating in video taping or photographing for the sole purpose of resident entertainment and or memorabilia for the resident, i.e. residents’ trip photo album;

(g) Consent to offsite employment as deemed appropriate by Outreach Services, LTD staff;

(h) Consent to begin a standard immunization series in the event an immunization record is not available;

(i) Consent to an annual tuberculosis screening (PPD test) as appropriate;

(k) Agree to give advance notice of discharge plans whenever possible.  Agree to receive the child if the Program determines that child is no longer appropriate for placement or if the Placing Agency does not agree to additional services that the program staff feels are essential;

(l) Agree to maintain an on-going relationship with the child while they are in the Program.  This would include frequent and regular contact between the Placing Party and Program staff and periodic visits to the facility;

(m) Agree that the Program is not responsible for the cost of transportation to and from the program;

(n) Consent to the child’s participation in community activities that are a part of the organized programs and services of the Program, in accordance with the child’s service plan;
(o) Consent to make payment to the Program for services provided during both scheduled and unscheduled absence from the program, whenever the Program has been asked to hold space for the child;
(p) Request removal if resident goes AWOL 2X in one week

(q) Enroll the resident in an appropriate educational setting within 24 hours of admission or 2 business days and sign all documentation necessary for enrollment.
(r) _________________________________________agrees to payment in the amount of $280 per day for services for the child in Outreach Services, LTD program according to this agreement/purchase order.

_________________________________               __________________________________

Placing Agency Signature                                       Outreach Services Administrator’s Signature

_________________________________




Print Placing Agent’s Name/ Title
________________________

Date: ________________
Print Administrators signature

________________________
______________________________

Print Guardian’s Name

Signature of Guardian
Resident Medicaid#_______________________

OUTREACH SERVICES, LTD
MEDICAL INFORMATION SHEET AND CONSENT FORM

Resident’s Name: ________________________________
SS#: _________________________

Recent Placement: ______________________________________________________________

1) Currently prescribed medication (Date prescribed, dosage and time administered):

______________________________________________________________________________

______________________________________________________________________________

2) Possible side effects of currently prescribed medication(s):

______________________________________________________________________________

______________________________________________________________________________

3)  List any prescriptions or non-prescription medications which the client is not allowed to take, include any known Allergies:

______________________________________________________________________________

______________________________________________________________________________

4) History of Substance Abuse:

______________________________________________________________________________

______________________________________________________________________________


5) Immunizations Administered:  __________________________________________________
6) Significant past or present medical problems:  ______________________________________
Physician’s Name: _________________________________

Physician’s Telephone #: ____________________________

Physician’s Address: ____________________________________________________________
Dentist’s Name: ____________________________________
Dentist’s Telephone #:  ______________________________

Dentist’s Address:  ______________________________________________________________
Relative’s Name: _______________________________________

Relative’s Telephone#: ___________________________________
Relative’s Address: _____________________________________________________________
Insurance Company: _____________________________
Policy # ______________________
Medicaid #: __________________________
______________________________ (placing agency) gives permission to Outreach Services, LTD to acquire and consent to authorize any medical treatment needed by the resident, to include but not limited to, immunization, emergency treatment, vision, medical, dental, surgical treatment and/or hospitalization, in cases where emergency medical or surgical treatment is deemed necessary by a certified medical professional, functioning in that capacity, and the placing party can not be contacted prior to such treatment.


GUARDIAN’S SIGNATURE: ______________________________   DATE: ______________

RELATIONSHIP TO RESIDENT: ___________________________

OUTREACH SERVICES, LTD 
RESIDENT MEDICAL AUTHORIZATION 

________________________________________ is a resident at the Outreach Services, LTD group home.  I am their legal guardian.  The staff of Outreach Services, LTD has my full authorization to act on my behalf to seek routine or emergency medical/dental/visual treatment for the individual referenced above.

_________________________________________
____________________________

Parent/Guardian Signature



Date

__________________________________________

Parent/Guardian Address

__________________________________________

__________________________________________

__________________________________________

Parent/Guardian Telephone

OUTREACH SERVICES, LTD 
EDUCATION INTERACTION AUTHORIZATION FORM
_________________________________ is a resident in a Outreach Services, LTD  group home at my request and I am their legal guardian .  The staff of Outreach Services, LTD  has full authorization to act on my behalf with any education facility or system.

___________________________________

______________________________

Parent/Guardian




Date

___________________________________

______________________________

Witness





Date

OUTREACH SERVICES, LTD 
AUTHORIZATION TO PROVIDE THERAPY
Resident’s Name: _________________________  SS#: _______________________

Date of Birth:  ___________________

I authorize __________________________________________________ to provide professional therapy to ____________________________________________________.

Signature:___________________________



(Client or legal guardian)









    ___________________________________



(Relationship to Client)









    ___________________________________



(Witness)

                                                          


 
    ___________________________________



(Date)


The treatment may include diagnosis, evaluation, individual, group or family therapy and may require consultation with other professionals. 

OUTREACH SERVICES, LTD 
BEHAVIOR EXPECTATIONS
1.
Treat all staff and residents with respect.

2. Be honest and truthful in all interactions.

3. Do not take things that belong to someone else.

4. Do not borrow any items from roommates(s) or housemates.

5. Follow staff instructions at all times.

6. When on the grounds or in the community stay with the group, unless otherwise authorized by the attending staff.

7. Do not damage or destroy property.

8. Do not verbally or physically abuse any person (including self-mutilation.)

9. Do not threaten any person.

10. Uphold commitments: be on time to school, groups, meals, work, etc.

11. Do not hide from staff.

12. Do not possess contraband.

13. Report improper sexual advances to staff immediately.

14. Obey all posted rules.

I have received a copy of these rules.

________________________________________

__________________________

Legal Guardian





Date

________________________________________

__________________________

Resident






Date

________________________________________

__________________________

Staff
                                                                     Date

FACILITY RULES

1. YOU ARE NOT ALLOWED TO HAVE OR USE ALCOHOL, DRUGS, AND/OR POSSESS ANY RELATED PARAPHENALIA

2. YOU ARE NOT TO DESTROY PROPERTY BELONGING TO ANOTHER.

3. YOU ARE NOT TO STEAL FROM OTHERS

4. YOU ARE NOT TO BORROW FROM OTHERS.

5. YOU ARE NOT TO LOAN TO OTHERS.

6. YOU ARE NOT TO BE IN POSSESSION OF STOLEN PROPERTY 

7. YOU ARE NOT USE PHYSICAL FORCE/VIOLENCE

8. YOU ARE NOT TO THREATEN ANYONE

9. YOU ARE NOT TO INTENTIONALLY CREATE A HAZARDOUS SITUATION

10. YOU ARE NOT TO INJURE YOURSELF

11. YOU ARE NOT TO LEAVE OR BE AWAY FROM THE FACILITY OR SCHOOL WITHOUT PERMISSION.

12. YOU ARE NOT TO POSSESS WEAPONS

13. YOU ARE NOT TO POSSESS CONTRABAND

14. YOU ARE NOT TO SMOKE ON THE GROUNDS OF THE HOUSE OR ON OUTINGS

15. YOU ARE NOT TO BE IN UNAUTHORIZED AREAS

16. YOU ARE NO TO HAVE SEXUAL RELATIONS ON THE GROUNDS OF THE FACILITY OR ON OUTINGS

17. YOU ARE NOT TO BE VERBALLY ABUSIVE TOWARD OTHERS

18. YOU ARE NOT TO DISPLAY DECORATIONS THAT DEFACE THE WALLS, WINDOWS, WOODWORK, ETC. (NO NAILS, PORNOGRAPHY, GUNS, OR KNIVES ALLOWED!)

19. YOU MUST BE APPROPRIATELY DRESSED AT ALL TIMES.  ROBES MAY BE WORN DURING EVENING HOURS.

20. YOU MUST CONSUME FOOD AND DRINK ONLY IN AUTHORIZED AREAS.

21. YOU MUST HAVE LIGHTS ON IN OCCUPIED AREAS (EXCEPT BEDROOMS AT BEDTIME).

22. YOU MUST ATTEND ALL MEALS UNLESS YOU HAVE PRIOR STAFF PERMISSION.

23. YOU MUST FOLLOW SCHOOL RULES.

24. YOU MUST BE WEARING PROPER CLOTHING ANYTIME YOU ARE OUT OF YOUR ROOM.

25. YOU MUST REMAIN IN YOUR OWN ROOM DURING QUIET TIME AND BEDTIME WITH DOORS CLOSED.

26. HORSEPLAYIING IS NOT ALLOWED.

27. YOU MUST MOVE WITH THE GROUP AT ALL TIMES.

______________________________________________        _________________________

Resident Signature





Date

OUTREACH SERVICES, LTD 
RESIDENT DRUG AND ALCOHOL SCREEN POLICY
Any resident may be selected for a urine drug screen, either by random or as the result of suspicion.  

Prior to entering the laboratory facility, Outreach Services, LTD will search each resident for any substances, which could alter the outcome of the test.

Urine donation for drug screens will be given under observation, either by an Outreach Services staff member or by a staff member of the laboratory facility.

Residents whose urine test positive for drugs may be mandated by Outreach Services to participate in a substance abuse, rehabilitation program.  She will also be made to reimburse Outreach Services for the cost of the drug screen; and will receive other major consequences, which may effect her employment, home visits, independent socialization, program status, and access to money.  The situation may be reported to the police.  Any resident participating in a substance abuse program agrees to have all drug test results reported to Outreach Services, LTD.

If it is discovered that a resident has had the assistance of another resident in tampering with a drug screen in an effort to sway the results, the tested resident will be made to pay for the tampered test and the assisting resident will be made to pay for the subsequent test.  Both residents will also receive other major consequences, which may effect their employment, home visits, independent socialization, program status, and access to money.

Any resident may be selected for an alcohol screen, either by random or as the result of suspicion.  Alcohol screening will be performed by a senior staff member of Outreach Services, LTD, using a breath measurement instrument. 

Any resident who tests positive for alcohol will be mandated by Outreach Services, LTD  to participate in a substance abuse rehabilitation program. He will also receive major consequences, which may effect his/her employment, home visits, independent socialization, program status, and access to money.

A copy of the written results of each drug screen and notification of any positive alcohol testing will be mailed or faxed by the CAO/Program Director or designee to the appropriate adults involved in resident’s case (social worker, probation officer, active parent, community services coordinator, etc.)

_____________________________________


______________________

Guardian







Date

_____________________________________


________________________

Resident







Date

_____________________________________


________________________

Witness







Date
ORIENTATION OBJECTIVES
Name:_________________________________________ 
Date of Arrival: _______________________________________________

During the first 30 days of a client’s placement, the following tasks and learning experiences are expected to be taught.

	STAFF RESPONSIBILITIES


To teach the client how to appropriately meet program
expectations for:

1. Cleaning their bedroom/bathroom: 


Specifically:
a.      Closet

b.      Dusting/vacuuming

c.      Floors

d.      Bathtub/sink/toilet

2. Chore System and cleaning expectations – specifically, how to:
a. Sweep/vacuum/mop

b. Clean windows
c. Keep furniture, neat and arranged properly

3. Cleaning personal clothes and facility sheets and towels
	CLIENT RESPONSIBILITIES


Clients are expected to demonstrate at least a basic understanding of the following:

1. How to appropriately clean their bedroom and bathroom                                           

1. How the chore system works and what the cleaning expectations are.                                

3. How to clean their own laundry.
                                                           
4. To honestly evaluate his/her personal situation, and identify              strengths and weakness.
                                                           
5. Develop specific personal goals to be achieved during placement that will improve his/her life situation.       
                                                       

	
	


