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ATTACHMENT A
Income e Resource e Eligibility Verification
Sioux Rivers Regional Mental Health & Disabilities Services

1. PROOF OF LEGAL RESIDENCE REQUIREMENT

lowa Code 331.294(1): “County of residence” means the county in this state in which, at the time a person applies for or receives
services, the person is living and has established an ongoing presence with the declared, good faith intention of living in the county for
a permanent or indefinite period of time. The county of residence of a person who is a homeless person is the county where the
homeless person usually sleeps. A person maintains residency in the county in which the person last resided while the person is present
in another county receiving services in a hospital, a correctional facility, a halfway house for community-based corrections or
substance-related treatment, a nursing facility, an intermediate care facility for persons with an intellectual disability, or a residential
care facility, or for the purpose of attending a college or university.

e A copy of the applicant’s driver’s license or picture 1.D. that shows current address, OR

e A copy of a recent bill or piece of mail with a legible postmark delivered by the U.S. Post Office to the
client at their current address, OR

o If applicant is living in a homeless shelter or community living facility, a letter signed and dated by
personnel stating the applicant is residing in that facility.

2. HOUSEHOLD INCOME VERIFICATION REQUIREMENTS

For applicants 18 years of age and over: Include income of applicant, applicant’s spouse or domestic
partner, and any children, stepchildren, or wards over the age of 14 that reside with applicant.

For applicants under the age of 18: Include income of applicant (if over 14), applicant’s parents (or
parent and domestic partner), stepparents, or guardians who reside with applicant.

e Copies of payroll stubs for past 60 days from all employers. If a payroll stub reflects year-to-date
earnings, only the most recent payroll stubs will be required.

e If applicant or spouse/domestic partner is self employed, provide a copy of most recent Federal tax
return completed.

o If applicable, a copy of Supplemental Security (SSI) or Social Security Disability (SSD) determination,
pension payment, and child support amount, etc.

o If an applicant indicates that no one in the household has any income, written documentation is

required from all applicable adult household members stating as such and evidence of outside
assistance such as food stamps, financial help from relatives, etc., must be provided.

3. RESOURCE VERIFICATION REQUIREMENTS (Applicant and other applicable household members)
e A copy of all checking account statements for past 2 months
e A copy of all savings account statements for past 2 months

e A copy of a statement from all retirement accounts such as IRAs, 401(k), pension plans, annuities,
certificates of deposit, stocks, bonds or trust fund accounts dated no earlier than the previous tax year.

NOTE: If applicant or applicable household member has a legal payee, all income and
resource verification documents must be obtained from the payee and attached to completed
MHDS application.
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CONSENT TO OBTAIN AND RELEASE INFORMATION

Last Name First Middle Other SSt#

Street Address Parent/Guardian
City, State, Zip Address

Date of Birth City, State, Zip

I authorize reciprocal release of written and oral information about my needs and the services | receive(d) between
representatives of X]Sioux Rivers, [] Case Management, [ ] DHS, [ ] Community Services and the following: (To
approve release of information only to [] County, [ ] Case Management, [ ] DHS, check [] Nonreciprocal).

Name or Agency to release and/or receive oral and written information (two-way or ‘reciprocal’ release):

The Information to be released, obtained and/or shared may include :

( ) Psychiatric Evaluation/Assessment / Admit Report ( ) Individual Comprehensive Plan ( ) Social History

( ) Agency participation, plans, and progress reporting ( ) Psychiatric and medical history ( ) Financial Information
( ) Physical Status (including medical, dental) ( ) Psychological Evaluation/Report ( ) Discharge Summary
( ) Face Sheet ( ) Other (please specify)

Note exceptions or limits to this release: Minimum necessary

Information being released will be used for the following purpose:

( ) Coordination of services ( ) Monitoring of services ( ) Referral for new services
( ) Planning & implementation of my Individual Comprehensive Plan
( ) Other (note exception)

SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR FEDERAL LAW
CONCERNING MENTAL HEALTH, SUBSTANCE ABUSE TREATMENT, OR AIDS-RELATED INFORMATION

I specifically authorize the release of confidential information relating to:

Type of information Authorizing Initials
Mental health evaluation/treatment
HIV-related
Substance abuse
Other (name):

I understand this information shall be kept confidential and shall be used for the delivery of my services. | understand that | have the
right to see this information at any time. This consent is valid for information already in existence and any information which may be
generated during future service involvement. | understand that | can revoke my consent at any time by providing written notification to
the service planner. This consent shall expire upon termination of services, or on the date specified below by the authorizing party. This
consent is not automatically renewable.

1 have read this form, or it has been read and explained Send information for : [X] Sioux Rivers or
to me, and | understand its content. ] Co. Case Management or [] DHS to:

Authorizing Signature

JULIE ALBRIGHT

Date SIOUX RIVERS FUNDING COORDINATOR
1211 TRI VIEW AVENUE, SUITE B

Relationship to consumer (if other than self) SIOUX CITY, IA51103

Expiration date (if other than one year beyond signature date PHONE: (712) 279-6459

Copy given to consumer or.
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RECORD OF DISCLOSURES
(Required for mental health information)

Date Name of Recipient Contents Disclosed Sent By

gk~ wDnD =

Only a person 18 years of age or older or a person’s legal representative can authorize release of mental health
information.

Only the subject can authorize release of substance abuse information unless the subject is of such age and mental
maturity that they are unable to authorize release.

NOTICE TO RECIPIENTS OF MENTAL HEALTH INFORMATION

In accordance with “Disclosure of Mental Health and Psychological Information” (lowa Code, Chapter 228), a recipient of
mental health information may further disclose this information only with the written authorization of the subject or the
subject’s legal representative or as otherwise provided in Chapters 228 and 229. Unauthorized disclosure is unlawful and
civil damages and criminal penalties may apply. Federal confidentiality rules (42 CFR Part 2) restrict any use of the
information to criminally investigate or prosecute any alcohol or drug abuse patient.

NOTICE TO RECIPIENTS OF SUBSTANCE ABUSE INFORMATION

This information has been disclosed from records whose confidentiality is protected by federal law. lowa Code, Chapter
125 and federal regulations (42 CFR, Part 2) prohibit any further disclosure without the specific written authorization of the
person to whom the information pertains, or as otherwise permitted by such statute and regulations. A general
authorization for the release of medical or other information is not sufficient for this purpose. Federal rules restrict any use
of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

NOTICE TO RECIPIENTS OF HIV-RELATED TESTING INFORMATION

This information has been disclosed to you from records whose confidentiality is protected by state law. State law
prohibits you from making any further disclosure of the information without specific written consent of the person to whom
it pertains, or as otherwise permitted by law. A general authorization for the release of medical or other information is not
sufficient for this purpose. (lowa Code Section 141A.9) Federal confidentiality rules (42 CFR, Part 2) restrict any use of
the information to criminally investigate or prosecute any alcohol or drug abuse patient.

POLICY ON NONDISCRIMINATION

No person shall be discriminated against because of race, creed, color, sex, age, physical or mental disability, religion,
national origin or political belief regarding employment or when applying for or receiving benefits or services from the lowa
Department of Human Services, the county, or any of their vendors, purchased service providers, or contractors.

If you have reason to believe that you have been discriminated against for any of the reasons stated above, you may file a
complaint with the lowa Department of Human Services (IDHS) by completing a Discrimination Complaint form. Any IDHS
office, institution, or the IDHS Diversity Programs Unit can provide you with this form. If you have reason to believe that
you have been discriminated against by a county for any of the reasons stated above, you may contact that county. You
may also file a complaint with the lowa Civil Rights Commission (if you feel you were discriminated against because of
your race, creed, color, national origin, sex, religion, or disability); or the United States Department of Health and Human
Services, Office for Civil Rights.

For assistance or consultation you may contact the IDHS Diversity Programs Unit. Complaints should be filed promptly,
but in most instances, no later than 180 days of the alleged discriminatory act.

lowa Department of Human Services County Central Point of Coordination Administrator
Diversity Programs Unit 1st Fl
1305 E Walnut St

; " US Dept. of Health and Human Services
Des Moines IA 50319-0114 Office for Civil Rights Region VI
lowa Civil Rights Commission 601 E 12th St Rm 248
400 E 14th St Kansas City MO 64106-2808
Des Moines IA 50319-1004 (FIP, Medical and Services only)
470-3951 (Rev. 8/03) White: Source of Information Yellow: Client Pink: Control
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PATIENT BILL OF RIGHTS

Sharing Your Medical Information with Other lowa Counties and Regions to Improve Your
Care

Purpose of Letter

The purpose of this letter is to provide you with information about the reason sharing your
medical information is necessary. You have an option to not sign this medical information
release but doing so may prevent us from having a complete picture of your complete health.

lowa Law

lowa’s Disclosure of Mental Health and Psychological Information, Chemical Substance Abuse,
and Acquired Immune Deficiency Syndrome (AIDS) laws provide protection of your mental
health, chemical and substance abuse history, and AIDS testing information. The law is very
restrictive on who may see your mental health, chemical and substance abuse history, and AIDS
testing information. If you receive services from multiple counties, lowa Law prevents the
counties from sharing this health information.

HIPAA

The Health Insurance Portability and Accountability Act (HIPAA) provides federal protection for
individually identifiable health information. However, the rule also allows entities to disclose
health information needed for patient care and other purposes, like the ability to bill for the
care provided to you.

The lowa laws protecting mental health, chemical and substance abuse history, and AIDS
testing information were passed before HIPAA. lowa law is more protective than HIPAA and it
prevents providers and other health care entities from sharing necessary information to
provide you complete care.

Sharing Your Mental Health, Chemical and Substance Abuse History, and AIDS Testing
Information Helps lowa Counties Have a More Complete Picture of Your Health

By signing this agreement you are allowing lowa counties and regions to share your mental
health, chemical and substance abuse history, and AIDS testing information in order to provide
better care for you. We do have important safeguards in place to make sure all of your mental
health, chemical and substance abuse history, and AIDS testing information is safe. Only
authorized individuals will have access to your information. Nothing in this release allows
improper use of your mental health, chemical and substance abuse history, and AIDS testing
information.
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You Can Choose Not to Sign This Agreement

Your privacy is important to us, so we will respect your choice on whether you want us to share
your mental health, chemical and substance abuse history, and AIDS testing information with
other lowa counties and regions. You have the right to revoke this authorization at any time.

You May Request a Copy of Your Record

You may request a copy of your CSN record at any time, except for psychological test materials
and psychotherapy notes. This includes a list of disclosures of your CSN record. The county or
region may impose a reasonable, cost-based fee. That fee may consist of labor for copying your
CSN record, supplies for making the copy (such as paper and ink), postage to mail your CSN
record to you, and preparing an explanation or summary of your medical information.

Questions
If you have questions or concerns about this agreement, you can bring it up next time you’re

receiving care from your county. Questions should be directed to your county or region’s
Privacy Officer.
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