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E & C Consultants Group, LLC


	
Thank you for choosing ECCG. Please complete the information in this packet. It will be helpful in completing your assessment.

	Name:
	


	Nickname:

	

	Legal Guardian:
	  ☐Self    ☐Other:


	Address:
	


	Date of Birth:
	
	Marital Status:
	☐Single     ☐Married    ☐Separated   ☐Divorced ☐Widowed

	Primary
phone number:
	☐ Cell ☐ Home
(        )             -                        
	Do you consent to text message appt reminders?
☐ Yes	☐ No
	May we leave a message? 
☐ Yes	☐ No


	Alternative 
Phone number:

	☐ Cell ☐ Home
(        )             -                        
	Do you consent to text message appt reminders?
☐ Yes	☐ No
	May we leave a message? 
☐ Yes	☐ No


	Email address:
	


	Preferred method of communication:

	☐ Phone 	☐Email		☐ Other

	Race

	☐African American       ☐Caucasian        ☐Hispanic           ☐Native American      ☐Other:

	Gender

	☐Female       ☐Male      ☐Trans Male   ☐ Trans Female      ☐ Non-Conforming

	LIVING ARRANGEMENT AND SOLCIAL SUPPORTS

	Who do you identify as support? ☐ spouse     ☐ family     ☐ friends      ☐ church       ☐ other:


	Who do you live with?  ☐ spouse     ☐ family       ☐ roommate     ☐ alone        ☐ other:


	EMPLOYMENT AND INSURANCE INFORMATION

	Employment Status:    ☐ Full Time     ☐ Part Time    ☐ Retired     ☐ Disabled

	Occupation:

	Employer Name:

	Employer Address: 

	Are you entitled to group health benefits through your own or your spouse’s current employer? ☐ Yes    ☐ No


	Is your condition related to an accident?        ☐ Yes	☐ No
 If yes, ☐ Work	☐ Auto  ☐  Other	


	Do you intend to file a lawsuit or is litigation pending? If yes, please provide:
Attorney Name______________________ Phone number_____________________________
Address______________________________________________________________________


	

	Primary
	Secondary

	Name of Insurance Company:
	Name of Insurance Company:

	Insurance Co. Phone Number:
	Insurance Co. Phone Number:

	Group #
	Group # 

	Relationship to Insurer ☐ Self ☐ Spouse ☐ Child 
	Relationship to Insurer ☐ Self ☐ Spouse ☐ Child

	Responsible Party Information (complete if other than patient):


	Date of birth:
	Ph.

	Address:

	Employer:

	Employer Address:



The information completed on the previous page is true to the best of my knowledge. I certify that I, and/or my dependent(s) have insurance coverage listed and authorized payment directly to ECCG of all insurance benefits, if any, otherwise payable to me for service rendered. I understand that I am financially responsible for all charges whether paid by insurance OR NOT, and for all services rendered on my behalf or my dependents. The above-named physician practice may use my healthcare information and may disclose such information to the above-named Insurance Company and their agents for the purpose of obtaining payment for services and determining Insurance benefits or the benefits payable for related services. I agree to pay all deductibles, co-insurance, and/or co-payments at the time of services are rendered. I further understand that payment for services by my insurance company is contingent upon my benefit and coverage details and final determination of my responsible charges is made after my insurance has processed the claim. I authorize the use of my signature on all insurance submissions. This consent will end when my current treatment plan is completed or one year from the date signed below.

_____ (Initial here) INSURANCE ASSIGNMENT & RELEASE






	Why are you currently seeking services?

	________________________________________________________________________________________________________________________________________________________________________________________________


	Have you ever been seen by a Psychiatrist or Counselor Before? Yes, No If Yes, please list:




	Have you ever had a problem with Drugs or Alcohol? Yes, No If Yes, please explain:




	Are you currently seeing any other behavioral health professionals? If so, please list:




	Have you ever been in a treatment facility for substance abuse? Yes, No If Yes, please list of the dates of 
treatment:










Below is a list of symptoms or problems.  Check all that apply to you:
	Symptom
	Within last month
	During my lifetime
	Symptom
	Within Last month
	During my lifetime

	Worry
	☐
	☐
	Increased energy
	☐
	☐

	Avoiding others
	☐
	☐
	Feeling guilty
	☐
	☐

	Fear of being out in public
	☐
	☐
	Thoughts of suicide
	☐
	☐

	Restlessness
	☐
	☐
	Feeling happier than normal
	☐
	☐

	Irritability
	☐
	☐
	Racing thoughts
	☐
	☐

	Trouble concentrating
	☐
	☐
	Impulsive behaviors
	☐
	☐

	Double checking things
	☐
	☐
	Overspending
	☐
	☐

	Thinking about the same thing over and over
	☐
	☐
	Increased sex drive
	☐
	☐

	Too many unwanted thoughts
	☐
	☐
	Decreased sex drive
	☐
	☐

	Upsetting dreams
	☐
	☐
	Worthlessness
	☐
	☐

	Avoiding thoughts or feelings 
	☐
	☐
	Hopelessness
	☐
	☐

	Avoiding people or places 
	☐
	☐
	Neglect/Abuse    
	☐
	☐

	Loss of interest in activities
	☐
	☐
	Fighting
	☐
	☐

	Feeling separate from others
	☐
	☐
	Self-Harm
	☐
	☐

	Anger outbursts
	☐
	☐
	Auditory Hallucinations
	☐
	☐

	Crying
	☐
	☐
	Visual Hallucinations
	☐
	☐

	Feeling depressed
	☐
	☐
	Racing Thoughts
	☐
	☐

	Sad mood
	☐
	☐
	Heart pounding, racing
	☐
	☐

	Feeling empty
	☐
	☐
	Academic/ Work Problems
	☐
	☐

	Hopeless feelings
	☐
	☐
	Behavioral Problems
	☐
	☐

	Feeling oversensitive
	☐
	☐
	Short Attention Span
	☐
	☐

	Confusion
	☐
	☐
	Tire easily
	☐
	☐

	Loss of energy
	☐
	☐
	Poor concentration
	☐
	☐

	Problems maintaining relationships 
	☐
	☐
	Substance Abuse
	☐
	☐

	Criminal behavior
	☐
	☐
	Problems with Understanding
	☐
	☐

	Verbal Aggression
	☐
	☐
	Problems with organization
	☐
	☐

	Physical Aggression
	☐
	☐
	Problems with following instructions
	☐
	☐

	Stealing
	☐
	☐
	Slow processing
	☐
	☐

	Property Destruction
	☐
	☐
	Problems with emotional regulation
	☐
	☐



Other symptom(s) not listed: ____________________________________________________________________________________________________________________________________________________________________________________________________
Substance Use

	Drug
	Age First Use
	Age Regular Use
	Use Route
	Age Peak Use
	Current Use Pattern
	Last Use

	Tobacco
	
	
	
	
	
	

	Alcohol
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	

	Cocaine
	
	
	
	
	
	

	Amphetamines
	
	
	
	
	
	

	Hallucinogens
	
	
	
	
	
	

	Inhalants
	
	
	
	
	
	

	Heroin
	
	
	
	
	
	

	Barbiturates
	
	
	
	
	
	

	Other N/A
	
	
	
	
	
	

	Other N/A
	
	
	
	
	
	



Legal History:     

	[bookmark: _heading=h.gjdgxs]Legal History  
	Current
	Past
	Legal History
	Current
	Past

	None
	 ☐
	 ☐
	DJJ
	 ☐
	 ☐

	Probation
	 ☐
	 ☐
	Court Ordered Treatment
	 ☐
	 ☐

	Charges Pending
	 ☐
	 ☐
	Detention 
	 ☐
	 ☐

	DSS
	 ☐
	 ☐
	Parole
	 ☐
	 ☐



Explanation:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parole/probation Officer name:_________________________________ Phone:____________________________

	HEALTHCARE INFORMATION

	Date of Last Physical Exam
	

	Primary Care Doctor
	

	Facility and Address 
	

	Phone Number
	

	Preferred Pharmacy 
	





Medical History- Please check if you have any of the following medical conditions:
	Medical Condition
	Current
	Past
	Medical Condition
	Current
	Past

	Enuresis/Encopresis
	☐
	☐
	Anemia
	☐
	☐

	Sickle Cell Anemia
	☐
	☐
	Hernia
	☐
	☐

	Lupus
	☐
	☐
	Anorexia/Bulimia
	☐
	☐

	Memory problems
	☐
	☐
	Arthritis
	☐
	☐

	Impaired coordination
	☐
	☐
	STD
	☐
	☐

	Sinus problems
	☐
	☐
	Hearing Problems
	☐
	☐

	Back problems
	☐
	☐
	Asthma
	☐
	☐

	Diabetes ☐Type I ☐Type II
	☐
	☐
	COPD
	☐
	☐

	Hepatitis B Carrier
	☐
	☐
	Cancer
	☐
	☐

	Seizure
	☐
	☐
	Digestive problems
	☐
	☐

	Hypertension
	☐
	☐
	Seizures
	☐
	☐

	Medical Alert Devices
	☐
	☐
	Heart Problems
	☐
	☐

	Other:
	☐
	☐
	Movement problems
	☐
	☐



[bookmark: _heading=h.30j0zll]Other Important Medical Issues not listed:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medication
	Name
	Dosage
	Frequency
	Reason for Medication

	

	
	
	

	

	
	
	

	

	
	
	

	[bookmark: _heading=h.1fob9te]

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



	Are you currently having pain?  No Yes What are the Severity, Location, and Duration? Please Explain:




	☐ Headaches Chest Pain
☐ Shortness of Breath
☐ Nausea Vomiting
☐ Stiffness or difficulty moving 
☐ Changes in sleep 
☐ Pain with urination
☐ Easy Bruising
	☐ Diarrhea 
☐ Constipation 
☐ Blurred Vision 
☐ Runny Nose or Congestion 
☐ Dizziness 
☐ Rashes or Bruising 
☐ Changes in appetite or weight 

	☐ Rashes
☐ Involuntary 
☐ Movements
☐ Racing Heartbeat
☐ Changes in menstrual cycles 
☐ Pregnancy 
	☐ Difficulty urinating
☐ Seizures 
☐ Tremors 
☐ Nose Bleeds 
☐ Excessive Sweating
☐ Change in Sex Drive
Other:



Nutrition Scale
	I have an illness or condition that made me change the kind and/or amount of food I eat.
	☐Statement True       ☐Statement False

	I eat fewer than 2 meals per day
	☐Statement True       ☐Statement False

	I eat few fruits or vegetables, or milk products.  
	☐Statement True       ☐Statement False

	I have 3 or more drinks of beer, liquor, or wine almost every day   
	☐Statement True       ☐Statement False

	I don’t always have enough money to buy the food I need   
	☐Statement True       ☐Statement False

	[bookmark: _heading=h.3znysh7]I eat alone most of the time   
	☐Statement True       ☐Statement False

	I take 3 or more different prescribed or over-the-counter drugs a day.
	☐Statement True       ☐Statement False

	Without wanting to, I have lost or gained 10 pounds in the last 6 months   
	☐Statement True       ☐Statement False

	I am not always physically able to shop, cook and/or feed myself
	☐Statement True       ☐Statement False








	EMERGENCY INFORMATION

	Preferred Physician or Emergency place of service 

	Please answer the following questions regarding seeking care during an emergency  

In the case of an emergency, I would like to access care at the nearest Emergency Department:
  ___ Yes ___ No 

In case of an emergency, I would like to access emergency care at my preferred Emergency Department:

Facility: __________________________________________________________________________
Address: _________________________________________________________________________ 
Phone Number: ___________________________________________________________________


	Emergency Contact

	
___________________________________________		______________________________________________
Emergency Contact 1					Address
___________________________________________		______________________________________________
Relationship						Work/Cellular Number
-
___________________________________________		______________________________________________
Emergency Contact 2					Address
___________________________________________		______________________________________________
Relationship						Work/Cellular Number


	Identifying Information 

	Height: _________   Weight: _______    Hair Color: _______	Eye Color: _________

	Medical Alerts:



	Seizures: ________ Hepatitis B Carrier: _________	Diabetes: _____Hypertension: ________

	Identifying Tattoos, Marks, or Scars:



	Allergies (medication/food/environment)
	Symptom of adverse effects

	

	

	

	

	

	

	

	

	

	



INFORMED CONSENT FOR OUT-PATIENT TREATMENT
Please read the following statements very carefully. Please ask for clarification from a member of E&C Consultants Group LLC’s staff for any item that you do not understand. Your initials and signature designate that you understand the contents of this form and shall remain valid for one year or until revoked in writing. Such revocation will not affect any treatment or intervention that may have been provided prior to the revocation of consent.
 
CONSENT TO RECEIVE OR REFUSE TREATMENT
I give consent to evaluation and/or treatment by E&C Consultants Group, LLC’s providers. I understand that this evaluation/treatment may include a recommendation to a psychiatrist for a psychiatric interview and/or monitoring of medications, referral to a psychologist for psychological testing, individual, family, or group counseling, intensive out-patient treatment for substance use disorder, or community support services. I reserve the right to withdraw this consent at any time. In addition, I reserve the right to refuse, at any time, any services or treatment offered. Should it be determined that further evaluation and/or treatment is necessary or that available services are not appropriate, I understand that a referral may be made to me for a more appropriate service resource. I further understand that I may withdraw from the services at E&C Consultants Group, LLC. at any time.
 
YOUR RIGHTS ARE IMPORTANT AND PROTECTED. Each client shall be treated with respect to the basic human rights of dignity, privacy and humane care. An individual shall always retain the right to:
· Treatment and medical care regardless of age or degree of mental illness, developmental disabilities, or substance misuse and addiction.
· Choose my provider.
· Make wishes about future treatment known.
· Confidentiality (as spelled out in HIPAA Disclosure Policy, a copy of which is available upon request).
· Be informed of the qualifications of the professionals rendering services.
· Exercise all civic rights.
· A copy of an individualized, written program/service plan which includes the anticipated goals, as well as services to be provided to achieve these goals will be provided.
· Be free from physical punishment and unnecessary or excessive medication. Medications shall be administered in accordance with accepted medical standards and only upon order of a physician as documented in the record.
· Refuse medications.
· Be informed of experimental or nonstandard forms of service.
· Expect reasonable continuity of care, i.e., to know in advance, what appointment times and clinicians are available and where.
· Be free from influences in my decision of services and providers.
· Be informed of the cost of service.
· Be considered of estimated length of service.
· Be considered legally competent unless there has been a court decision of competency.
· Refuse service or institute due process to terminate relations with E&C Consultants Group, LLC free from searches or personal belongings except under critical circumstances.
· Expect special instructions and other requests to be honored when possible.
· File a Grievance if I feel that my rights have been violated. 
For further clarification of my rights, I will ask my E&C Consultants Group, LLC Clinician/Therapist/Qualified Professional. As a client, I am aware that I have the right to request a different clinician/therapist/case manager at any time. I need to discuss this with my clinician/therapist/case manager or the Executive Director. If I believe that my rights may have been violated, I can file a grievance and appeal, if I am not satisfied with the resolution. Any of E&C Consultants Group, LLC employees may assist me in doing this. 

  
SEARCH AND SEIZURE POLICY ACKNOWLEDGEMENT
E&C Consultants Group, LLC reserves the right to use search and seizure practices for clients when current or past behaviors warrant the use of this practice.
 
Clients may be required to deposit all backpacks, purses, and any other objects that can conceal weapons or other inappropriate objects in a designated room at the agency. Staff reserves the right to search the contents of these objects in the presence of another staff member.
 
Clients may be required to empty the contents of all their pockets in front of 2 staff persons to assure that no inappropriate objects are present. Anything that is determined to be hazardous or inappropriate will be confiscated and a staff person will contact the authorities or client's parent or guardian to report the inappropriate findings. If the content is not determined to be dangerous or hazardous, the items will be returned to the client or guardian when they leave the agency.
 
Use of strip searches is strictly prohibited.
If a search produces any concealed weapons or illegal drugs, the Executive Administrator will be notified immediately, and the proper authorities will be called. An incident report and search and seizure form will be completed within (24) hours of the incident.
 
Search and seizure reporting must include:
· Scope of Search
· Reason for Search
· Procedures followed in the search
· Description of any property seized
· Account of the disposition of seized property
 

Signature of Patient or Legal Guardian: ______________________________________   Date: ____________

Print Patient Name: __________________________________



_______________________________________________			__________
E&C Consultants Group, LLC Representative				Date

INFORMED CONSENT REGARDING THE USE OF TELEHEALTH
Telehealth is the practice of providing treatment using technology between a provider in one location and me in another location. I understand that the provider and I will not be in the same room during treatment/habilitation. I understand there are potential risks to using technology, including interruptions, unauthorized access, and technical difficulties. I understand that my provider or I can discontinue the Telehealth consult/visit if it is felt the technology is not adequate for the situation.

TELEHEALTH INFORMED CONSENT
I hereby consent to participate in telehealth for service obtained with E&C Consultants Group LLC. I understand that telehealth is the practice of delivering clinical health care services via technology assisted media or other electronic means between a service provider and a client who are in two different locations. I understand the following with respect to Telehealth:

I understand that I have the right to withdraw consent at any time without affecting my right to future care, services, or program benefits to which I would otherwise be entitled.

· I understand that there are risks, benefits, and consequences associated with Telehealth, including but not limited to, disruption of transmission by technology failures, interruption and/or breaches of confidentiality by unauthorized persons, and/or limited ability to respond to emergencies.
· I understand that there will be no recording of any of the online sessions by either party. All information disclosed within sessions and written records pertaining to those sessions are confidential and may not be disclosed to anyone without written authorization, except where the disclosure is permitted and/or required by law.
· I understand that the privacy laws that protect the confidentiality of my protected health information (PHI) also apply Telehealth unless an exception to confidentiality applies (i.e., mandatory reporting of child, elder, or vulnerable adult abuse; danger to self or others; I raise mental/emotional health as an issue in a legal proceeding).
· I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic symptoms, or experiencing a mental health crisis that cannot be resolved remotely, it may be determined that telehealth services are not appropriate, and a higher level of care is required.
· I understand that during a telehealth session, we could encounter technical difficulties resulting in service interruptions. If this occurs, end and restart the session. If the session is unable to restart, I understand that my provider will contact me telephonically at the number provided in the EHR, to discuss a time to resume/reschedule.

By signing below, you are acknowledging that you have read and agree to the above statements.
 
Signature of Patient or Legal Guardian: ______________________________________   Date: ____________

Print Patient Name: __________________________________

_______________________________________________________________
E&C Consultants Group LLC Representative				Date
INFORMED CONSENT CON’T
CONSENT TO TRANSPORT
If applicable, I consent to E&C Consultants Group, LLC to transport me, my ward, or my child in any vehicle provided by or for E&C Consultants Group LLC. I understand that it may be necessary for staff to transport in private vehicles. The purpose for transportation is only for activities related to my outpatient services. I release E&C Consultants Group, LLC from any liability in case of an accident or injury. I understand that this consent may be withdrawn at any time by notifying E&C Consultants Group, LLC in writing.
 
EMERGENCY CARE PROCESS
In the case of a medical emergency while I’m being serviced with an E&C Consultants Group, LLC staff member on or off the company premises, E&C Consultants Group, LLC provides the necessary first aid and contact emergency medical services. If I will need to seek treatment in the emergency room (including the psychiatric emergency room), or other appropriate medical or dental care is needed, appropriate transportation to the appropriate facility will be arranged via emergency medical services. The parent/guardian or custodian, or/and other contact person designated by the client will be contacted and notified of the emergency and facility location. If these persons cannot be reached, the staff of E&C Consultants Group, LLC may authorize the physicians/dentist/facility to provide emergency treatment.
In the event of an emergency, I authorize E&C Consultants Group, LLC to contact the individual and /or physician I have listed on my emergency contact list in the event I become incapacitated due to emergency illness or accident while in treatment. This emergency contact consent will be in lieu of any other authorizations, if any, I have granted or not granted to illness or accident while in treatment to the individual listed on my emergency contact form. I also hold harmless E&C Consultants Group, LLC against any liability and expense caused by contacting emergency medical services and/or emergency contacts.
 
I agree to the Emergency Care Process as outlined above. I will also take full responsibility for all incurred emergency treatment expenses.
 
NON-EMERGENCY CRISIS LINE
E&C Consultants Group, LLC provides a 24-hour, 7-day a week emergency telephone number for the use of clients or family members in crisis situations. The individual answering this phone number is qualified to provide connection to crisis intervention up to and including face-to-face services. The practitioner is prepared and equipped to provide services and schedule follow-up appointments for urgent care needs within 48 hours. Furthermore, I have been given this number: 984-331-9740 and encouraged to post it for emergency accessibility when needed. I acknowledge that I have read and understand this agency’s policy regarding 24 Hour On-Call Coverage. I acknowledge that any questions I have regarding this policy have been answered to my satisfaction prior to signing this notification. 
 
Signature of Patient or Legal Guardian: ______________________________________   Date: ____________

Print Patient Name: __________________________________

_______________________________________________			__________
E&C Consultants Group, LLC Representative				Date


HIPAA USE AND DISCLOSURE POLICY PROCESS 
Your Information. Your Rights. Our Responsibilities.

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully.

Our Uses and Disclosures

We may use and share your information as we treat you to for the purposes of operating the organization. These purposes include:
	•         Billing for your services
•         Help with public health and safety issues
•         Do research
•         Comply with the law
•         Respond to organ and tissue donation requests
•         Work with a medical examiner or funeral director
•         Address workers’ compensation, law enforcement, and other government         
           requests
•         Respond to lawsuits and legal actions


 
Your Rights

When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities to help you.
 
Get an electronic or paper copy of your medical record
•         You can ask to see or get an electronic or paper copy of your medical record and other health information we have about you.
Ask us how to do this. We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a reasonable, cost-based fee.
Ask us to correct your medical record
•         You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this.
•         We may say “no” to your request, but we’ll tell you why in writing within 60 days.
Request confidential communications
•         You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address.
•         We will say “yes” to all reasonable requests.
Ask us to limit what we use or share
•         You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not required to agree to your request, and we may say “no” if it would affect your care.
•         If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or our operations with your health insurer. We will say “yes” unless a law requires us to share that information.


Get a list of those with whom we’ve shared information
•         You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask, who we shared it with, and why.
•         We will include all the disclosures except for those about treatment, payment, and health care operations, and certain other disclosures (such as any you asked us to make). We’ll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within 12 months.
Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you with a paper copy promptly.
Choose someone to act for you
•         If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make choices about your health information.
•         We will make sure the person has this authority and can act for you before we take any action.
File a complaint if you feel your rights are violated
•         You can complain if you feel we have violated your rights by contacting us using the information below at the bottom of this consent. 
You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.
•         We will not retaliate against you for filing a complaint.
 
Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions.
In these cases, you have both the right and choice to tell us to:
· Share information with your family, close friends, or others involved in your care.
· Share information in a disaster relief situation.
· Include your information in a hospital directory.
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we believe it is in your best interest. We may also share your information when needed to lessen a serious and imminent threat to health or safety.

We will never share your information in these cases unless you give us written permission:
 
· Marketing purposes
· Sale of your information
· Most sharing of psychotherapy notes
· In the case of fundraising, we may contact you for fundraising efforts, but you can tell us not to contact you again.
  


Our Uses and Disclosures
How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Treat you
We can use your health information and share it with other professionals who are treating you.
Example: A doctor treating you for an injury asks another doctor about your overall health condition.

Run our organization
· We can use and share your health information to run our practice, improve your care, and contact you when necessary.
Example: We use health information about you to manage your treatment and services.

Bill for your services 
      We can use and share your health information to bill and get payment from health plans or other entities.
Example: We give information about you to your health insurance plan so it will pay for your services.
 
How else can we use or share your health information?
We are allowed or required to share your information in other ways – usually in ways that contribute to the public good, such as public health and research. We must meet many conditions in the law before we can share your information for these purposes.
 
Help with public health and safety issues
· We can share health information about you for certain situations such as:    
· Preventing disease
· Helping with product recalls
· Reporting adverse reactions to medications
· Reporting suspected abuse, neglect, or domestic violence
· Preventing or reducing a serious threat to anyone’s health or safety
Do research
· We can use or share your information for health research.
Comply with the law
· We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if it wants to see that we’re complying with federal privacy law.
Respond to organ and tissue donation requests
· We can share health information about you with organ procurement organizations.
Work with a medical examiner or funeral director
· We can share health information with a coroner, medical examiner, or funeral director when an individual die.
Address workers’ compensation, law enforcement, and other government requests
· We can use or share health information about you:
· For workers’ compensation claims
· For law enforcement purposes or with a law enforcement official
· With health oversight agencies for activities authorized by law
· For special government functions such as military, national security, and presidential protective services
 
Respond to lawsuits and legal actions
· We can share health information about you in response to a court or administrative order, or in response to a subpoena.

Our Responsibilities
•         We are required by law to maintain the privacy and security of your protected health information.
•         We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.
•         We must follow the duties and privacy practices described in this notice and give you a copy of it.
•         We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us, we can, you may change your mind at any time. Let us know in writing if you change your mind.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available upon request, in our office, and on our website.
 
Other Instructions for Notice and Contacts

Effective:2/12/25 
CEO:Estelle Smith
Corporate Compliance Office
2307 Raleigh Rd Suite B
Henderson N.C. 27536
984-331-9740 
ecconsultants56@gmail.com
 
NC HEALTHINFORMATION EXCHANGE SYSTEM 
We will never share any substance abuse treatment records without your written permission. Epiphany Family Services participates in a health information exchange called NC HealthConnex. NC HealthConnex is an electronic network that allows participating medical providers to share their health information with one another. This enables participating physicians, hospitals, laboratories, pharmacies, and other health care providers to have access to important medical information about you that can assist them in making critical medical decisions for you. Your patient record in NC HealthConnex will include information about your medications, allergies, laboratory results, and other information gathered during your encounters from your healthcare provider. Your record will also include your demographic data to help identify you when you visit different health care providers across the state. Only participating health care providers that have signed contracts with the NC HealthConnex will be able to access your medical information through NC HealthConnex.
 

NORTH CAROLINA TREATMENT OUTCOMES AND PROGRAM PERFORMANCE SYSTEM
The North Carolina Treatment Outcomes and Program Performance System (“NC TOPPS”) is a program of the North Carolina Department of Health and Human Services which requires ECCGS to report outcomes to NC TOPPS related to people receiving certain services from EFS through the LME/MCO system. I understand that EFS will report outcomes related to my treatment/habilitation if I receive a service that requires reporting to NC TOPPS as received through the LME/MCO system.
 

INSURANCE ASSIGNMENT AND RELEASE  
The information completed on the previous page is true to the best of my knowledge. I certify that I, and/or my dependent(s) have insurance coverage listed and authorized payment directly to E&C Consultants Group, LLC of all insurance benefits, if any, otherwise payable to me for service rendered. I understand that I am financially responsible for all charges whether paid by insurance OR NOT, and for all services rendered on my behalf or my dependents. E&C Consultants Group may use my healthcare information and may disclose such information to the above-named Insurance Company and their agents for the purpose of obtaining payment for services and determining Insurance benefits or the benefits payable for related services. I agree to pay all deductibles, co-insurance, and/or co-payments at the time of services are rendered. I further understand that payment for services by my insurance company is contingent upon my benefit and coverage details and final determination of my responsible charges is made after my insurance has processed the claim. I authorize the use of my signature on all insurance submissions. This consent will end when my current treatment plan is completed or one year from the date signed below.


By signing below, you are acknowledging that you have read and agree to the above statements.



Signature of Patient or Legal Guardian: ______________________________________   Date: ____________

Print Patient Name: __________________________________



_______________________________________________			__________
E&C Consultants Group, LLC Representative				Date





FORM COMPLETION POLICY 
Effective January 11, 2021, completing forms is a service that requires administrative time to pull the necessary records, the doctor’s time to review the records and then additional time to complete the requested forms.

The following forms will be assessed a minimum $35 fee for completion:
· Workers Compensation
· Letter of Condition
· FMLA
· Misc. Patient Requests
· Abnormally lengthy (over 5 pages) or complicated requests may incur more time and costs ($50-$100), which will be considered on an individual basis at our discretion.

Disability paperwork will need to be submitted to your primary care physician. He or she can refer you to a physician who does Functional Capacity examinations if necessary.

Instructions:

• Submit form requests well in advance of when needed. We will make every effort to complete forms within 5-7 business days. However, we cannot make any assurance of completion within the patient’s time frame. Also note that it may take 3-5 days for mail delivery.
• Patient must complete all your information on the form prior to submitting the form.
• Patient must not complete any portion to be completed by our office.
• Provide a stamped, addressed envelope to expedite mailing of completed forms, if applicable.
• Payment is required before completion of all forms.
By signing below, I attest that I have read and understood the above form completion policy.
 
PATIENT CANCELLATION AND NO-SHOW POLICY
E&C Consultants Group, LLC is committed to providing exceptional, quality care. However, this is impossible without consistent follow-up visits with an E&C Consultants Group, LLC provider. No shows and late cancellations are costly to the agency and limit access to care for other patients. Your appointment time has been reserved for you. Therefore, please have the courtesy to attend your therapy and/or medication management visits as scheduled. If you cannot keep your appointment, contact us to cancel/reschedule in accordance with agency policy.
E&C Consultants Group, LLC Patient Cancellation and No Show* Policy:
1. After one missed (no show) scheduled appointment, the patient will be sent a warning letter.
2. After two consecutive (no show) scheduled appointments, the patient will be subject to a $50.00 fee. All further no-show appointments are subject to a $50.00 fee.
With respect to Medication Management patients, after two consecutive missed appointments for therapy or with the prescriber, only one month of medications will be called in to the pharmacy, and the patient will be discharged from treatment at E&C Consultants Group, LLC.  If there are prescriber concerns regarding patient abuse or misuse of medications as prescribed, the patient may be offered treatment or referred to a higher level of care.  
 It is the patient’s responsibility to notify E&C Consultants Group, LLC of a cancellation at least 24 hours (1 day) in advance of the scheduled appointment to avoid the no show fee. Appointments cancelled less than 24 hours in advance are considered a no show and will be charged the $50.00 fee.
People receiving funding support from Medicaid are not responsible for service fees.
3. After three missed scheduled appointments, the patient will be discharged from treatment at E&C Consultants Group, LLC.
4. Readmission to treatment may be requested 90 days after the date of discharge. Compliance with all terms and conditions for treatment, which may include regular drug testing, and signed attestations in agreement to comport with all agency policies are expected for acceptance of your return to treatment.
*No shows are calculated based on a consecutive 90-day period.

Please arrive 15 minutes prior to your appointment to complete the check-in process. If you arrive after your scheduled appointment time, you may be asked to reschedule and be charged a no-show fee.
NOTE: Emergencies arise from time to time and a late cancellation cannot be avoided. E&C Consultants Group, LLC management team will review emergency situations on a case-by-case basis.

By signing below, you are acknowledging that you have read and agree to the above statements.

 
Signature of Patient or Legal Guardian: ______________________________________   Date: ____________

Print Patient Name: __________________________________






_______________________________________________			__________
E&C Consultants Group, LLC Representative				Date









ACKNOWLEDGMENT OF CLIENT GRIEVANCE PROCESS 
Purpose of the Client Grievance Process
EFS fully trains staff to be compassionate and attentive to the concerns of the persons served, which results in a comfort level being established that allows persons served to openly communicate and pursue resolutions though the information and channels that are available to them. It is our responsibility to ensure that each person served is afforded due process regarding rights and services. Being fully informed regarding their rights will assist persons served with needs to file a complaint or grievance should it become apparent.
Policy for the Client Grievance Process
It is the policy of ECCG to encourage persons to state complaints and /or grievances if they believe their rights have been violated, and to pursue resolutions to their concerns in a structured format that provides fair and equitable results through due process.
A. Persons served will be fully informed of the grievance process during their orientation to services and receive printed materials for later reference. (Clients must sign a Receipt of Client Grievance Process form, which will be filed in their client file)
B. Day-to-Day issues affecting the person served shall be resolved informally between the person served and the primary staff member responsible for his/her service coordination.
C. Persons served have the right to due process regarding grievance and the organization will afford every reasonable opportunity for informal and/or formal resolutions of the grievance.
D. Persons who may bring grievance include, but are not limited to:

1. The person served
2. The guardian of the person served.
3. The attorney, designated representative, or a representative of a rights protection or advocacy agency of the person served.
4. A grievance shall in no way be subject to disciplinary action or reprisal, including reprisal in the form of denial or termination of services, loss of privileges, or loss of services as a result of filing a grievance.
Your Rights to a Formal Client Grievance
During a formal grievance procedure, you have the right to the following:
A. Assistance by a representative of your choice.
B. Review of information obtained in processing the grievance, except that which would violate the confidentiality of another person served.
C. Presentation of evidence of witnesses pertinent to the grievance.
D. Receipt of complete findings and recommendation, except those that would violate confidentiality of another person served.
Steps to Filing a Formal Client Grievance
Step One: Formal Grievance shall be filed first with the Program Manager of the agency; using the Complaint or Grievance Form or the complainant may contact the Clinical Director.
Step Two: The Clinical Director of Programs will meet with you, the grievant, and/or representatives, immediately following the filing to brainstorm resolution of any related issues that may get in the way of full participation in services. Actions may include, but not limited to, a change in direct care providers or an adjustment in programming scheduled and/or program environments.
Step Three: The Clinical Director of Programs will issue a formal written response to you, the grievant, and/or the designated representative, within five working days of receiving the complaint, excluding weekends or holidays, of the complaint.


How to Appeal a Formal Written Response

Step One: If you, the griever, is unsatisfied with the findings of the written response to a grievance, he or she may appeal the decision to the Executive Administrator within five days excluding weekends or holidays.
Step Two: The Executive Administrator will issue a formal written response to the grievant, and/or the designated representatives, within five working days excluding weekend or holidays, receiving the complaint.
Step Three: If you, the griever, is unsatisfied with the finding of the written response, he/she will be referred to the Client Rights Committee. The Client Rights Committee will issue a formal written response to you, the grievant, within five working days, excluding weekends or holidays, of receiving the complaint.
Note: The Client Rights Committee is the last appeal process in the agency. You will be informed of any external appeal process that is open to you if they are not satisfied with the recommendations of the Clients Rights Committee.
Escalation to the Corporate Compliance Specialist
If a complaint is formally reported to the Executive Administrator via the agency’s hotline, the Executive Administrator will contact the complainant to assist in mediating a resolution in collaboration with the Director of Programs.
The Executive Administrator can be contacted at 984-331-9740

Acknowledgement of Client Grievance Process

I have been fully informed of my rights to file a Client Grievance Process at ECCG Further, I fully understand that formal process of file an appeal, a complaint or grievance should the need become apparent.

Signature of Patient or Legal Guardian: ______________________________________   Date: ____________

Print Patient Name: __________________________________


_______________________________________________			__________
E&C Consultants Group, LLC Representative				Date




ACKNOWLEDGEMENT OF SUSPENSION/EXPULSION POLICY 
It is the policy of EFS to work with a client until all means have been exhausted. Under the following conditions, ECCG may expel or suspend a client from treatment:
· Refusal of treatment for a period of ten consecutive days (unless extenuating circumstances apply).
· The client becomes a threat to themselves or others
· Destruction of facility property.
· Threatening and/or assaulting, verbally or physically, any staff member.
Clients will be suspended until a meeting with the Treatment Team is held to discuss matters thoroughly. Upon satisfactory completion of a meeting and agreement among all parties, a mutually agreed upon timeline, and conditions (if possible) services for the client will resume. The Qualified Professional or designee will be responsible for notifying all parties of this meeting. If services cannot be reinstated, ECCG will assist clients in choosing another treatment option that better suits their needs.

By signing this form, I acknowledge that I have been fully informed of ECCG Suspension and Expulsion policy.


Signature of Patient or Legal Guardian: ______________________________________   Date: ____________

Print Patient Name: __________________________________



_______________________________________________			__________
E&C Consultants Group, LLC Representative				Date
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