TURNING POINT

COMMUNITY PROGRAMS
A Path to Mental Health

Program Services Agreement

| am voluntarily agreeing to receive services from Turning Point Community Programs Coloma
Center Full-Service Partnership (FSP) which offers the following treatments and services:

[0 Rehabilitation [0 Psychiatric Services

[0 Group Rehabilitation [0 Alcohol and Drug Services

[l Case Management [ Crisis Intervention/ Warmline

[l Housing Support support

[l Individual Psychotherapy {1 Assessment and Re-Assessment
(] Group Psychotherapy (] Treatment/Transition Planning
(] Family Advocate Services [l Other:

[1 Peer Support Services

| acknowledge that services will be provided by a multidisciplinary team which include a
combination of licensed, licensed eligible, and non-licensed staff. To provide the best possible
treatment all staff receive on-going clinical consultation. All information shared during
consultation will be done in an ethical and confidential manner.

Complete confidentiality will be preserved, and information will be released only with my
explicit written permission, except in those unusual circumstances in which maintaining
confidentiality would result in danger to self, danger to others, child abuse, or elder/dependent
adult abuse. Additionally, | understand that the HIPAA Privacy Rule allows for disclosures
without my authorization in specific situations, including for treatment, public health activities,
preventing serious threats to health and safety, and when required by law, such as by a court
order or valid subpoena.

If a caregiver/support person/legal guardian, or court of law requests additional written
information regarding treatment, | will be consulted as to what additional information can be
provided according to the policies of the agency, the County in which treatment is provided,
and any applicable State and Federal Laws.

All service providers are trained in providing services with county recognized best practices and
evidence-based practices, including but not limited to Motivational Interviewing, Harm
Reduction, and Trauma Informed Care.



| understand that there is no guarantee that the services offered will improve my life situation.
The success of these services will partially be based upon my willingness to participate in
services, follow through on my identified plan(s), and my application of newly learned skills. |
understand that during my recovery process, even as | am learning and using new coping skills, |
may experience feeling worse and that this feeling, although uncomfortable, can and often will
be temporary.

Because meetings with members of my treatment team are pertinent to my recovery and
services, | agree to keep scheduled appointments. If | am unable to keep an appointment, |
agree to call and cancel and/or reschedule my appointment. Non-engagement and multiple
cancellations may result in discharge from program if unable to deliver services.

| understand that | should inform the members of my treatment team of pertinent and relevant
information that may impact my treatment and in order to develop an appropriate care plan.

| have discussed the Mental Health Services Act (MHSA) Full-Service Partnership (FSP) Program
with my Behavioral Health Specialist (BHS) and agree to participate in the program. |
understand this is a voluntary program based upon a partnership between myself and the FSP
team. | agree to work on achieving recovery through my recovery goals with my BHS. | also
understand that | can elect to withdraw from the FSP program at any time.

| have read and understand the above listed items. By signing below, | am indicating that |
understand and agree to the above listed conditions, limitations, and services. | also understand
that | can withdraw this consent at any time, in consultation with my treatment team.

Date Client Signature
Client Name Printed
Date Witness/Staff Signature

Date Guardian/Conservator Signature



