Dear Parent/Guardian,

We are encouraged that you have chosen Rimrock Treatment Services residential facility for
your child. Like you, we wish to see your child succeed in their recovery treatment. We know
this can be a time of uncertainty and difficulty for the entire family. We hope this letter can
remove some of the uncertainty and make this process easier.
We care deeply about your child's recovery. It is our desire to work with you to help your child
succeed. We realize that residential treatment is not a cure or the end of overall treatment, but an
important step in recovery. Also, research has shown that you play a major role in your child’s
long-term recovery. Working together, we can assist you child in not only completing residential
treatment but also maintaining their success afterwards. Below are some of the ways we can help
to make this happen:
First, we encourage regular communications between you and your child while they reside with
us. We can coordinate with you on weekly phone call and Sunday afternoon visits. We
understand that transportation, work, weather, and other barriers may discourage face-to-face
visits. However, we realize that allowing time for you to visit with your child can have a positive
impact on their treatment and we regularly hear how much clients look forward to seeing their
family.
Second, we schedule weekly family counseling sessions. Clients with families who participate in
these sessions do better in residential treatment. Parents and children regularly tell us that family
counseling helps them to better understand recovery, get along, and prepare for the return home.
Family counseling can happen in person, by phone, and by secure video.
Third, you can assist your child by removing all substances of use from the home. Access to
drugs and alcohol and drug and alcohol use in the home will interfere with your child’s longterm recovery. This includes removing alcohol, marijuana, and illicit drugs. In addition,
prescribed and over-the-counter medications should be removed or secured in the home. Misuse,
theft, and selling of medications are common. Over-the-counter medications can include allergy,
sleep, and cold medicines. Other household products, such as inhalants and aerosols should also
be secured or removed. We can provide you with a list of commonly abused household products
or you can look this up on our website www.rimrocktrails.org under the Resources page. We also
encourage you to thoroughly search the home and remove any items that contribute to use, such
as money, cell phones, and drug paraphernalia. Any drugs found should be turned over to law
enforcement for proper disposal.
Fourth, we expect that you will examine and make changes in your own life. Children struggle
to maintain progress when there aren’t changes in the family environment. For some families,
this includes engaging in their own mental health and substance use treatment, quitting substance
use, attending self-help programs (such as AA or NA), and finding sober supports. We are here
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to connect you with resources and support you in this process. We encourage you to learn all you
can about the dynamics of substance use disorder and how it is a family disease. Substance use
disorder impacts and effects the entire family unit, therefore the entire family unit will benefit
from work on healing and recovery in order to create a new, healthier family dynamic.
A smooth transition from residential to outpatient treatment is a necessary for success.
Individuals actively engaged in outpatient services upon leaving residential treatment are more
likely to achieve long-term recovery. We encourage you to engage and hold your child
accountable to participate in outpatient services after leaving residential treatment. This includes
creating a safe and substance-free home environment, participating in outpatient family
counseling, arranging transport for your child to sessions, and working with the treatment team
to overcome barriers to success.
Your ability and willingness to meet these treatment expectations will have a significant and
positive impact on your child’s success. We are ready to help you meet the expectations we have
outlined for you. If you have any questions or problems preventing you from doing so, please
contact us immediately so we can work with you to resolve them.
Thank you for trusting us to help your child and family. We look forward to partnering with you
on your family’s path to recovery.

Rimrock Trails Staff

I have read and understand my involvement expectations as a parent/guardian.

________________________________ _____________________________ __________
Individual’s Signature
Individual Print Name
Date
________________________________ _____________________________ __________
Parent/Guardian Signature
Parent/Guardian Print Name
Date
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Consents, Disclosures and Authorizations for Treatment
I/We understand that I am giving my informed consent to treatment. That said treatment is voluntary in nature,
and I have been informed of my rights and responsibilities as a client of Rimrock Trails Treatment Services
(Rimrock Trails), specifically the Client Bill of Rights and the Behavioral Expectations. I understand that this
contract may be terminated at any time by either party, however, that to do so may result in negative
consequences to my health and general well-being, negative impact on any pending legal actions or other
unforeseen consequences beyond the influence or control of Rimrock Trails. By signing a copy of this form I
acknowledge I received a copy of the Client Manual.
I have decided to enter treatment with Rimrock Trails; I understand that the frequency and duration of my
treatment program will be determined by my initial assessment of my needs and my progress in meeting
treatment plan goals and objectives during the course of my treatment. My initial placement in a level of care
and my movement up or down the care continuum will be determined by utilizing criteria developed by the
American Society of Addictions Medicine and contained in the document titled ASAM Patient Placement
Criteria of the Treatment of Substance-Related Disorders Second Edition –Revised (ASAM PPC-2R). I have
had the ASAM level of care continuum explained to me by a treatment staff counselor and I understand what is
expected of me, including that my progress or lack of progress will be greatly dependent upon my willingness
to meet my treatment plan objectives in a timely proactive manner.
By signing you indicate your understanding, consent and authorization of the following disclosures and
expectations for treatment:
1. Person Searches and UA’s will be conducted at the time of entering treatment and periodically
throughout treatment.
2. The agency has the right to impose a dress code.
3. The agency may limit or exclude the individual’s personal possession items.
4. To attend all scheduled sessions and to be on time.
5. To participate as best as I am able in the groups, discussions and exercises. ( If I have difficulty I
agree to ask my counselor for assistance)
6. To work towards successful completion of my treatment plan objectives and activities and to
encourage the involvement of my family members in my treatment process.
7. To allow the agency to use the discipline and behavior management system as outlined in the Rimrock
Trails Behavior Management and Prohibited Discipline policy.
8. To allow the agency to restrict contact with persons outside of Rimrock Trails with the following
exceptions:
1. Those authorized by client and their legal guardian as outlined on the signed Contact Sheet
and signed Releases of Information;
2. Employees and representatives of the Department of Health and Human Services;
3. The client’s attorney;
4. The client’s court-appointed advocate;
5. The client’s parent or legal guardian if the client has not been committed to the custody of the
Department of Health and Human Services or the Oregon Youth Authority;
6. Any governmental agency or unit that has a contract with Rimrock Trails to provide care or
services to the client; and
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7. Any of person authorized by the Department of Health and Human Services.
9. To allow the agency to apply the reasonable and prudent parent standard when determining whether to
allow you/your child to participate in extracurricular enrichment, cultural, and social activities. This
means considering:
1. You/your child’s age, maturity, and developmental level;
2. The nature and inherent risks of harm; and
3. You/your child’s best interest based on information known by the agency.
10. To fully abstain from all mood-altering chemicals including prescription medications not prescribed
by a physician, as well as alcohol, tobacco, and other drugs including inhalants. Many over the
counter drugs are also used in an abusive manner, therefore if you are found to be using any such
drugs in an abusive manner it will also be considered a violation of this expectation. I further realize
that any use of any of the above will be cause for my level of care to be re-evaluated which may
indicate that a higher level of care is needed to address my use, abuse or addiction to these substances.
Blatant continued use that is not openly disclosed and discussed with my counselor may result in my
non-compliant termination from the program causing my referral source to be notified and the
possibility of legal action or other unforeseen consequences.
11. Additionally, at any time urine screens or a breathalyzer test may be asked for, and I understand that
refusal to take these tests will result in immediate termination as non-compliant. That any refusal or
excuse to not submit to a urine screen or breathalyzer, or giving a consistently diluted urine sample
will be considered positive and reported to your referral source. When a urine screen or breathalyzer is
requested by staff you are expected to remain with the staff member until the sample is obtained. All
urine screens are observed by a same sex staff member.
12. To inform your family physician, dentist or other medical personnel that you in a Substance Disorder
treatment program and my self-determined status is that of being a social user, abuser or an addicted
user of my drug (s) of choice. That a letter to my Doctor will be sent to my PCP that contains my
Substance Use Diagnoses and my participation in treatment.
13. To keep confidential and not reveal to anyone outside of Rimrock Trails programs the names or
identities of any past, current or future individual of any of Rimrock Trails program.
14. To comply with the group rules/guidelines in order to process through treatment with minimal delays
and in order not to interfere with the treatment of others.
15. Failure to uphold this agreement may result in non-compliant termination of your treatment
placement, legal action or other unforeseen natural consequences. You also understand that Rimrock
Trails will cooperate with other agencies including the State Department of Human Services and Law
enforcement agencies as required by law.
16. In the case of continued defiant refusal to comply with the program rules or staff re-direction you may
be placed on Restriction/In house supervision, this intervention is usually used as a last effort to assist
you back into the recovery process in this case, however it can be used as a means to keep you and
others safe while awaiting your discharge from the program.
17. If an unplanned discharge is assessed as necessary, the parent/guardian in this case agrees to make
arrangements at their own expense for the youth to be removed from the program within 24 hours.
18. To expect the agency to provide copies of Rimrock Trails policies and procedures for residential
treatment upon request.

______________________________________
Individual’s Signature

_______________________________
Individual Print Name

___________
Date

______________________________________
_______________________________
___________
th Street, Prineville, OR 97754
1333
NW
9
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Parent/Guardian’s Signature
Parent/Guardian Print Name
Date

Behavioral Intervention Flow Chart
1. Plan C followed up by Plan B’s
2. Plan B’s and Restorative Circles
3. Learning Experiences (written assignments with counselors and shift supervisors
that dig deeper into the behavior to increase self-awareness).
4. Plan A Intervention
5. Point Freeze
6. Phase Change
7. Discharge
The progression through these behavioral intervention steps is dependent upon the client
level of participation and engagement in the attempted behavioral interventions as well as
the severity of the behavior in terms of health, safety and impact on others.
By signing this form, I acknowledge my awareness and willingness to participate in the
behavioral interventions at Rimrock Trails with all staff. I am also aware that if I am unable
to participate, it may result in discharge.

____________________________________________________________________________

________________________

Client Signature

Date

____________________________________________________________________________

________________________

Parent/Guardian

Date
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Cause for Immediate/Unplanned Discharge
The purpose of this agreement is to clarify behaviors that are unsafe, distracting, and will result in discharge.
Police will be contacted and you will be immediately discharged from Rimrock Trails residential
program if you commit an act of physical violence, engage in sexual contact with others, or bring
contraband onto the property. Contraband includes: alcohol, drugs, drug paraphernalia, weapons, and cell
phones. Incurring criminal charges while you are engaged in Rimrock Trails residential program may result in
your arrest and placement in detention. If you are not removed by the police for these behaviors, you will be
administratively discharged.
Police may be contacted and you may be discharged from Rimrock Trails residential program if you: do not
follow program expectations, destroy property, act aggressively, posture/make threats of harm/intimidate peers
or staff, engage in physical horse play, or violate the privacy of others. Sexually inappropriate, racist, and
homophobic language may be considered harassment.
In some cases you may not be notified in advance of your discharge. If you are being immediately discharged,
in order to avoid additional legal action, it is vital you comply with staff directives.

I have read and understand the reasons for unplanned discharge.

Individual Signature

Date

Parent/Guardian Signature

Date
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Tobacco Release and Search Consent
My signature below indicates that:


I acknowledge that in Accordance the State of Oregon Law, I have been duly informed on this date that
the consumption of any tobacco or nicotine product on Rimrock Trails Treatment Services (Rimrock
Trails) property is prohibited.



I understand that any violation of this Tobacco & Nicotine Use Policy may result in immediate
consequences, up to and including discharge and I agree that I shall take sole responsibility for any and all
violations of said policy.



Rimrock Trails has the authority to conduct searches of juveniles placed in our custody or programs,
juveniles’ living quarters, and possessions.



The purpose of searches is to discover and confiscate contraband, perceived and actual weapons, and
unauthorized substances. Searches shall be conducted to ensure both the safety and security of others, as
well as, the individual’s therapeutic needs.



“Contraband” is defined as items illegal by law or prohibited by the agency. Contraband includes, but is
not limited to: tobacco, drugs, paraphernalia, alcohol, weapons, or items capable of being used as
weapons, expensive items such as jewelry and money, electronic devices, cell phones, etc., and other items
which would interfere with the treatment process.



I understand that I may be subject to search upon admission, upon return from pass, and/or at random
times if contraband items are reported to be in the facility. This search may include bags, pockets,
packages and materials brought into Rimrock Trails.



I understand that any violation of this Search Policy, and/or possession of contraband may result in
immediate consequences, up to and including discharge.

Individual Signature

Date

Parent/Guardian Signature

Date
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Notice to all Residential Clients
Regarding Unauthorized Leave from the Program (Run Away)
Federal law regarding confidentiality provides for several exceptions.
One exception is in the area of reporting a threat to the physical health of a client. In as much as
a runaway -- Leaving without permission -- is an impulsive decision showing a lack of regard for
physical safety, it is considered by Rimrock Trails to be a “threat to physical health”.
Letters from the Crook County District Court supporting this position are on file in Rimrock
Trails administrative office and with the court.
It is the Policy of Rimrock Trials to report all run away youth to the Juvenile Department and
related local law enforcement staff in whatever County the unauthorized leave occurs in. Parents
and other legal guardians that you release us to communicate with will also be notified.
If you feel you must leave the residential program for any reason contact your case manager or
program manager to make proper arrangements for your safe return to your family or guardians.
Once you are found, Rimrock Trails will make a determination on whether you will be allowed
to return to the program and at what stage. If you run 3 times during this treatment period or have
a history of running from the program during previous treatment periods, your will not be
allowed to return to the program.
I understand that if I leave without authorization the Rimrock Trails residential program,
the staff members on duty are required to report it to the proper authorities as a runaway.

Individual Signature

Date

Parent/Guardian Signature

Date
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No Harm Contract

I, _________________________________agree not to do anything that would harm myself or others including:
1. I agree to follow program rules and expectations, particulars the rules regarding safety and discharge procedures.
2. I agree that if I feel like harming myself or others and prior to acting on these feelings or urges I will seek out a
staff member for support and advice.
3. I agree that if I want to leave the program, I will do so by following established guidelines including contacting my
referral source and legal guardians in a proactive manner to gain their support for doing so.

Individual Signature

Date

Parent/Guardian Signature

Date
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Acknowledgement of Risks - Assumption of Risk and Responsibility
Acknowledgement of Risk

1.
2.

3.

4.

5.
6.

7.

8.

I, the undersigned, am either the Participant (age 18 or older) or the parent and/or legal guardian
(“Guardian/Parent”) of the minor (under age 18) named Participant
I will participate or authorize the Participant to participate in activities and excursions as part of the
Rimrock Trails Treatment Services treatment plan. I understand that my participation, or the participation of
the minor for which I am the parent or legal guardian, in the activities or excursions can include foreseeable
and unforeseeable risks and hazardous activities inherent in the activity or excursion which may expose the
participant to illness, injury, death or property damage, whether by accident or negligent/intentional
misconduct of a third person. Participant or Guardian/Parent freely and voluntarily participates or allows
participation in the activity or excursion with the knowledge of the danger involved and hereby agrees to
expressly assume and accept any and all risk of illness, injury, death or property damage.
I understand and acknowledge that Rimrock Trails Treatment Services is not an insurer of Participant’s or
any other party’s behavior, actions or participation in the activity or excursion and that Rimrock Trails
Treatment Services assume to liability whatsoever for personal injuries or property damages to Participant
or to third persons arising out of the participation in the activity or excursion.
I hereby waive, release, discharge, indemnify and hold Rimrock Trails Treatment Services and its Board of
Directors, officers, employees, agents and representatives (herein collectively referred to as the
“AGENCY”) from any and all liability arising out of, or in connection with participation in activity(ies)
related to treatment, including travel. For the purposes of the Agreement, “liability” means any and all
claims, demands, actions and causes of action whatsoever that Participant or Participant’s heirs or personal
representatives may have against the Agency because of accident, illness, injury or death that may be
sustained by Participant during or by reason of the activity or excursion, or for loss or damage to any
property belonging to Participant occurring during or by reason of the activity or excursion.
I certify that the Participant has had a recent physician exam, is in good physical health, and has no known
medical conditions that would prevent participation in the activity or excursion.
In the event of an accident or emergency, I hereby authorize a representative of the Agency to make such
arrangements as he/she deems necessary for Participant to receive medical/hospital care, including
necessary transportation. Under such circumstances, I further authorize any designated licensed physician to
undertake such are and treatment of Participant as he/she considers necessary, including any x-ray
examination, anesthetic, medical, dental or surgical diagnosis or treatment.
I recognize that you, as provider of goods and/or services, will operate under a covenant of good faith and
fair dealing, but that you may find it necessary to terminate an activity or refuse or terminate the
participation of any person for the safety of myself and/or other participants.
I acknowledge that no guarantees have been made with respect to achieving objectives.

I have read the foregoing acknowledgement of risks, assumption of risk and responsibility.
Individual’s Signature: ________________________________________________________ Age: _______ Date: ________

(If Individual is under 18) Parent/Guardian’s Signature: __________________________________________ Date: ________
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Dietary Needs Information
During my stay at Rimrock Trails, daily meals are prepared in accordance with USDA requirements.
I Hereby State that I have the follow dietary needs (Check all that would apply):



Vegetarian _________________________________________



Food Allergy/ies_____________________________________



List Allergy Foods to Avoid: ________________________

________________________
________________________
________________________
________________________

It is also understood that my dietary preference will not change during the course of my stay at Rimrock Trails
Treatment Center.

Individual’s Signature

Date

Parent/Guardian Signature

Date
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Video Tape and Still Photograph Release
As an individual of Rimrock Trails, at intake your photo will be taken for our files and on other occasions you
may be asked to participate in a group exercise that uses a video tape recorder or still photographic equipment.
The intent of this is to enhance your treatment and recovery. In the case of your intake photo and at other times
these records may show enough of you that you could be identified by others from the photographic record.
Rimrock Trails will not show any identifying video tapes and/or still pictures to anyone who is not an
individual or a staff member, or you have not signed a valid release of information for records to be released
unless accepted by law. In other words, the video tapes and still pictures that are made here are for internal
program use only unless you specify otherwise or an exception to the confidentiality law is invoked.
By signing below you agree to allow Rimrock Trails to make video tapes and/or take still pictures that use both
my image and my voice, with the understanding that these tapes or pictures will not be released to anyone who
is not a current individual or staff member of Rimrock Trails or that a valid release of information is obtained
for such a release.

Individual’s Signature

Date

Parent/Guardian’s Signature

Date

1333 NW 9th Street, Prineville, OR 97754

www.rimrocktrails.org

Toll Free: 888.532.6247

Fax: 541.447.2616

Page 1 of 1

Consent to Audio Record
I, ________________________________, authorize Rimrock Trails Treatment Services staff to audio record
my counseling sessions for the purpose of:





Session documentation
Quality assurance monitoring
Supervision meetings between my counselor and supervisors
Training for therapists that work at Rimrock Trails

I understand that these recordings may be listened to by my counselor’s supervisors, and Courtney Hupp of
RJM & Associates (a quality assurance consultant), who have agreed to maintain strict confidentiality of this
information in accordance with HIPAA, and the federal rules regarding confidentiality of substance abuse
treatment information located at 42 C.F.R. Part 2. All audio recordings will be destroyed within six months
from their recording, unless selected for training other therapists.
I understand that I may revoke this consent and release in writing at any time, except to the extent that action
has been taken in reliance on it. Unless sooner revoked, this consent and release expires:
I understand this permission is good for one year.
I can cancel at any time, but I understand that the cancellation will not affect any information that was
released prior to the cancellation. I understand that information about my case is confidential and protected
by state and federal law. I approve the release of this information.
I understand what this agreement means, and I am signing on my own and have not been pressured to do so.
I also understand that Rimrock Trails Treatment Services may not condition treatment, payment, enrollment,
or eligibility for benefits on whether or not I sign this consent and release. It has also been explained that if I
refuse to consent, that the consequence of refusal will be that no audio recordings will be made. I will not
receive any compensation for my agreement to audio record.

_______________________________________
Individual’s Signature

____________
Date

_______________________________________
Parent/Guardian’s Signature

____________
Date
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Transportation Responsibility Agreement
It is the policy of Rimrock Trails that if your son/daughter needs to be transported back to his/her home
town either after completing treatment or if administratively discharge, that Rimrock Trails is not
responsible to provide transportation or pay for transportation for their return trip home. If necessary, we
will provide/pay for transportation with the understanding that we will be reimbursed in full by his/her
parents/legal guardians within one month of his/her being transported and your receipt of a bill for such
services. If the youth leaves treatment prematurely, or is discharged prematurely for treatment
interference due to noncompliance with program rules, policies and procedures regarding health, safety
and/or impact on others, parents/legal guardians will be required to pick up their child immediately and
no later than 24 hours of the notification. When creating your transportation plan, please consider
weather, distance, time, childcare, work schedule, safety and other potential barriers that may impede
ability to transport. It is of the upmost importance that discharged youth are transported on time due to
health, safety and impact on other concerns. If the transportation responsibility is left unfulfilled, as
mandatory reporters, Rimrock Trails may be required to contact the Department of Health and Human
Services.
Parents are responsible for transportation for any appointments not made by Rimrock Trails. Any such
appointments must be coordinated with the Individual Counselor and/or the Medical Coordinator and
approved by the Clinical Director. If approved, parent or transporter will be responsible for all costs
involved as well as the transportation itself.
My Transportation plan is:

My Backup Transportation Plan is:

County Probation On-Call Phone Number: ______________________ Probation Hold (Y/N): ______

Emergency Transportation Contact: ______________________________________________________
I/We have read the above and agree to the terms and reimbursement outlined above. I certify that I have
discussed the two transportation plans with those who may need to be involved and that we all agree to
the two plans outlined above.

Parent/Guardian Signature

Date
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Nutritional Supplement Program
Individual Informed Consent

Rimrock Trails offers nutritional supplements to all individuals in treatment as recommended by the Medical
Director to help alleviate symptoms of withdrawal and mood dysregulation.
Regular use of substances produces a physiological dependence. When individuals enter treatment and
discontinue or reduce their substance use, withdrawal symptoms including cravings, irritability, mood swings,
changes in appetite, and altered sleep can result. These symptoms can impact the Individuals ability to engage
and remain in treatment.
The following nutritional supplements have been recommended by the agencies Medical Director. They have
been proven effective in alleviating withdrawal symptoms, and reducing impulsive behaviors in adolescents as
well as aiding in the regulation of mood disorders, including depression.
Individuals are offered the following nutritional supports:



N-acetylcysteine (NAC) 1200mg twice daily to assist in alleviating withdrawal and impulsive
behavior.
Omega-3 180/EPA/120DHA fish oil once daily to assist in alleviating mood dysregulation.

Participation:
Please sign below if you would like to participate in the use of nutritional supplements as part of your
treatment program at Rimrock Trails.

Individual Signature

Date

Parent/Guardian Signature

Date
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Medical Treatment Authorization and Consent Form

I, _________________________________, as the legal guardian or parent, authorize Rimrock
Trails Treatment Services to consent for all medical and/or surgical treatment and/or other medical
procedures (including administration of medication, anesthesia, blood transfusions, diagnostic tests,
mental health services, etc.), for___________________________(youth receiving services), which may
be required during treatment services at Rimrock Trails, understanding that I will be notified of such
action. This consent serves as permission for treatment by ANY hospital, emergency room, or
medical personnel.
Further, I agree to pay for all medical and behavioral health services provided to my child in my
absence.

Individual Signature

Date

Parent/Guardian Signature

Date
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Client Name: _______________________ DOB: ___________ PID# _______

Informed Consent Telehealth Services
Telehealth services involves the use of electronic communications to enable mental health and
substance use care providers at different locations to provide virtual and/or phone counseling and
treatment services for clients when in person face-to-face communications are not practical or
advisable. Providers may include counselors, physicians, psychiatric nurse practitioners,
psychiatrists, peer specialists and recovery mentors. These services may include any of the
following:







Assessments
Psychiatric Evaluations*
Individual sessions
Family sessions
Group sessions
Medication Management*

Electronic health record systems used will have network and software security protocols to
protect the confidentiality of client identification and treatment information. Rimrock trails will
not share images of you or your information with anyone else without your consent unless this is
allowed by privacy laws. Any records that require an original signature will be transported by a
secure courier.
*For Psychiatric Evaluations and Medication Management, clients must come into a Rimrock
Trails physical location to use a dedicated telehealth room. Labs may also be requested on a case
by case basis.
Benefits of Telehealth Services




Improved access to care by allowing a client to participate from home or other location
without having to travel to the office.
Convenience
Environmental safety by not exposing the client to others who may be ill or be a carrier
of a virus or other contagious disease.

Potential Concerns about Telehealth Services




Some clients may not have access to electronic devices and/or internet services.
Insurance companies may have additional requirements in order to pay for Telehealth
Services.
Maintaining the privacy and security of electronic communications can be more
challenging and cannot be guaranteed when the client is using their own electronic device
and/or a public internet service.
By signing this form, I understand the following:

1. I understand that the laws that protect privacy and the confidentiality of health
information also apply to telehealth services, and that no information obtained in the use
of telehealth services which identifies me will be disclosed to others without my consent
or as allowed by state and federal health care privacy laws.
2. I understand that I have the right to withhold or withdraw my consent to the use of
telehealth services at any time, without affecting my right to treatment.
3. I understand that I have the right to see all information obtained and recorded in the
course of telehealth services and may receive copies of this information.
4. I understand that telehealth services involve electronic communication with providers
who may be located in other areas.
5. I understand that I may expect the anticipated benefits from the use of telehealth services,
but that no results can be guaranteed or assured.
Client Consent to the use of Telehealth Services
I have read and understand the information provided regarding telehealth services, have
discussed it with Rimrock Trails Treatment Services staff and all of my questions have been
answered. I give my informed consent for the use of telehealth services for treatment purposes.
_________________________________________________
Individual Signature

_________________
Date

If individual is under the age of 18:
_________________________________________________
Parent/Guardian Signature
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HIV Testing
While at Rimrock Trails, all clients have the option to be tested for HIV/AIDS.
Testing is usually done through Crook County Health Department; there could be a minimal fee or no
cost to the client depending on the individual circumstance.
Human Immunodeficiency Virus (HIV) is a virus that attacks the Immune System causing numerous
infectious, gradual wasting of the body, severe life changes and potentially death.
HIV is transferred through blood-to-blood contact (Blood, semen, vaginal secretions and breast milk).
Individuals who may have come in contact with these blood products through the following but not
exclusive to:
 accidents
 homosexual activity
 blood transfusions
 intravenous drug use
 high-risk heterosexual relations
Individuals are advised to be tested for HIV and then re-tested in six (6) months while avoiding these
high-risk situations between testing.
Federal laws require results of HIV/AIDS tests to be kept confidential and are only to be disclosed to
whom the individual chooses through written consent.
Rimrock Trails has policies and procedures set in place and strictly follows these guidelines.
Throughout treatment, many Edu-therapies (educational groups) are conducted. One of those is specific
to HIV/AIDs/STD’s. These clients will learn about Human Immunodeficiency Virus, AIDS and the
many Sexually Transmitted Diseases; the Risks of contracting these diseases; and the ways clients can
protect themselves.
I, ______________________________________________, have been informed that as a client of
Rimrock Trails I have the option to receive HIV testing at a minimal fee or free, and confidential.
I understand that I will be offered the screening upon intake and again prior to discharge, but that at any
time I may request to be tested.
I also understand that I will be participating in an Edu-therapy on HIV/AIDS/STD’s and that Rimrock
Trials, as routine will provide me with an HIV/AIDS brochure and support list to access if I so desire.
Upon Admission (Place initials next to desired choice):
___ I would like to be tested ___ I decline due to recent testing ___ I decline testing

_____
Date

Individual’s Signature

1333 NW 9th Street, Prineville, OR 97754
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Agency Sharing of Drug Screens Results
Sharing of drug screen results between Rimrock Trails Treatment Services (RTTS) and other entities such as
medical providers and legal entities such as the County Juvenile Department allows these agencies to better
support clients through increased behavior health monitoring, enhanced coordination of care, strengthened
treatment responsivity and improved alignment between medical providers, court expectations and treatment
goals.
•
•
•
•
•

•

•

Appropriate Releases of Information (ROI) are in place for care coordination between these entities.
RTTS counselor informs client receiving RTTS services that drug screen results are shared between RTT
and these entities for individuals referred by or to them.
These entities will also share drug screen results with RTTS.
A copy of all results will scanned and uploaded into client permanent medical record.
Positive drug screens or drug screens indicating resumed or continued use will not result in new sanctions
or changes to probation/formal accountability agreements so long as client is engaged
(actively working) their program and the dynamics surrounding the relapse or episode of continued use is
being explored as part of ongoing AOD treatment.
RTTS Drug screen results will be communicated by youth and/or their counselor to the County Juvenile
Department Community Justice Officer (CJO).
o In this process, the voice of the youth in care will be central to contextualizing ongoing treatment
successes and challenges.
o If youth does not disclose results to the County Juvenile Department CJO, youth understand that
the RTTS Counselor will inform the County Juvenile Department CJO.
o Determination for continued stay at RRTS in the event of a failed drug screen will be arrived at
through consultation between CJO and RTTS Counselor.
Drug screens that indicate continued or resumed use when youth are not engaged in care or are being
disruptive to their treatment may result in additional level of care or changes to release agreements and
supervision conditions.

_________________________________________________

Individual Signature

_________________

Date Received

If individual is under the age of 18:

______________________________________________________
Parent/Guardian Signature
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Nicotine Replacement Therapy: Patient Agreement Form
Nicotine Dependence Treatment Program Statement
We at Rimrock Trails Treatment Services are making a commitment to work with you in your efforts to
improve your health. To help you in this work, we will make sure that this treatment is as safe as possible.
We will keep track of your prescriptions to help you feel like you are being supported, and will monitor
for side effects. We will help set treatment goals and monitor your progress in achieving those goals. Our
staff will be available to you if there are any concerns regarding your treatment.

I, _________________________________, understand and voluntarily agree that:
(Please initial each statement after reviewing)

_____I will take my medication as instructed and will not change the way I take it without first talking to
the doctor or other member of the Rimrock Trails treatment team.
_____I will not share this medication with others. I understand that if I do, my nicotine treatment will be
stopped.
_____I will participate in all other types of treatment that I am asked to participate in.
_____I understand that any changes to my prescription will be made only during scheduled office visits
with the doctor.
_____I will treat the staff at the office respectfully at all times. I understand that if I am disrespectful to
staff or disrupt the care of other patients my nicotine treatment will be stopped.
_____I understand that I will lose my right to nicotine treatment if I break any part of this agreement.
OR
I, _________________________________, have been offered Nicotine Replacement Therapy and
decline this treatment option.
___________________________
Patient signature

___________________________
Patient name (printed)

__________
Date

___________________________
Parent signature

___________________________
Parent name (printed)

__________
Date
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Medical History Questionnaire
Date: __________

Individual#: _______________

Individual’s Name: ______________________________________ Age: _____ DOB: _______
Allergies (list): ________________________________________________________________
Primary Care Physician: _____________________ Date of Last Complete Physical: ________
Date of Last Doctor Visit: ____________________Reason for Visit______________________
Do You Currently Take Any Medications? ___Yes ___No
Name of Medication

Strength

How Often

Physician

Please have the potential Individual answer the following questions:

1. Recent Changes in Weight? ___ Yes ___ No

Comfortable With Weight? ___ Yes ___ No

2. Vomited, Starved or Used Laxatives (purged) to Lose Weight? ___ Yes ___ No If Yes, When Was the Last
Episode? ____________
3. Ever Diagnosed With an Eating Disorder?___ Yes ___ No If Yes, Please Explain: _______________________
___________________________________________________________________________________________

4. Sexually Active? ___ Yes ___ No How Many Sexual Partners? _____
5. Unprotected Sex? ___ Yes ___ No Unprotected Sex With Someone Who Was Using? ___ Yes ___ No
6. Are You an Injection Drug User? ___ Yes ___ No

When last use? ____________

7. If Yes, Referred to Physician for Exam With ____________________________Telephone:_____________
Women Only
1.
2.
3.
4.
5.

Are You Pregnant? ___ Yes ___ No If Yes, When is Your Due Date? __________
Concerned You Might be Pregnant? ___ Yes ___ No
H ow Do You Feel About Your Pregnancy? ___________________________________
What Substances Have You Used During Pregnancy? ____________________________
Any History of Pregnancy? ___ Yes ___ No If Yes, please continue:
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How many times have you been pregnant? _______
How many children do you have? _______
Date of Last menstrual cycle: _____________
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Medical History Continued
8. Do You Have Any Problems With the Following:




Eyes, Ears, Nose, Throat
___ Yes ___ No Last Eye Exam: _______________
Skin Infections
___ Yes ___ No If Yes, Explain: ___________________________________
Dental Problems ___ Yes ___ No Last Dental Exam: ________________

Heart Problems




Murmur? ___ Yes ___ No
Disease? ___ Yes ___ No ____ Family History _______________________________________
High Blood Pressure? ___ Yes ___ No ___ Family History ______________________________

Lung/Breathing Problems







Do You Smoke Cigarettes? ___ Yes ___ No If Yes, How Much? ___________________________

Age at First Use? __________
Other Nicotine Based Products_____________________________
Asthma ___ Yes ___ No
Pneumonia ___ Yes ___ No
Tuberculosis Exposure ___ Yes ___ No

Abdomen/Liver Problems




Jaundice ___ Yes ___ No
Abdominal Pain
___ Yes ___ No
Hepatitis ___ Yes ___ No Family History ______________________________________________

Kidney or Urinary Problems
 History of Urinary Tract Infections? ___ Yes ___ No
 Other Abnormalities? ___ Yes ___ No If Yes, Explain: ___________________________________
Neurological



Other

Fainting? ___ Yes ___ No ___ Family History __________________________________________
Seizure Disorder ___ Yes ___ No ___Family History ____________________________________
Head Injuries: ____________________________________________________________________




Diabetes? ___ Yes ___ No ___ Family History __________________________________________
Thyroid? ___ Yes ___ No ___ Family History __________________________________________

Mental Health
 Depression? ___ Yes ___ No ___ Family History: ________________________________________
 Anxiety
? ___ Yes ___ No ___Family History : _______________________________________
 ADHD/ADD? ___ Yes ___ No ___ Family History : ______________________________________
 Learning Disability? ___ Yes ___ No ___Family History: __________________________________
 Difficulty with Anger Control?___ Yes ___ No ___Family History:__________________________
 Under High Degree of Stress? ___ Yes ___ No ___Family History:___________________________
 Suicide? ___ Yes ___ No ___Family History: __________________________________________
 Other Mental Health: ________________________________________________________________
 Psychotropic Medication Used (Past & Current): __________________________________________

1333 NW 9th Street, Prineville, OR 97754
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9. Emergency Room Visits: (Age and Why): ________________________________________________________
10. Surgeries: (Age and Why): _____________________________________________________________________
11. Any Major Illnesses, Injuries, Hospitalizations? ___ Yes ___ No
12. Any re-occurring medical problems, chronic health problems or disabilities ___ Yes ___ No If Yes, Explain:
___________________________________________________________________________________________
13. Any Known Infectious Diseases? ___ Yes ___ No
14. Is a Family Member/Caregiver Experiencing Any Medical Issues? ___ Yes ___ No If Yes, Explain:
___________________________________________________________________________________________
15. Any Other Medical Conditions or Concerns That You Feel Rimrock Trails Needs to be Aware of?
___________________________________________________________________________________________
___________________________________________________________________________________________

By signing below, you attest to the reported information being true to the best of your knowledge and that
information has not being intentionally left out to ensure placement with this facility.

________________________________________________________
Individual Signature

__________________________
Date

________________________________________________________
Parent/Guardian Signature

__________________________
Date

1333 NW 9th Street, Prineville, OR 97754
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Financial/Individual Application
For Private Insurance or Private Pay
For Rimrock Trail Staff Use
REFERRAL DATE

ASSESSMENT DATE

DATE OF ADMISSION

REQUEST FOR



Deschutes county SE 66 Indigent Fund
Residential Indigent Funds

Level of Care



Educational .05



OP (Level 1)



OP (Level 2)



Residential (Level 3)



Bend OP



Redmond OP



Prineville OP



Residential

Applicants, Please Complete Each Section

The complete names of all individuals listed on this application must match their IRS Form W-9
Individual’s Information
FULL
NAME

FIRST

CELL PHONE

MI

LAST

DOB

GRADE

SOCIAL SECURITY NUMBER

CLINICIAN PROVIDING SERVICE

Applicant information (married may apply as an individual)
APPLICANT – parent/guardian/responsible party
Full
Name

FIRST

MI

LAST

ADDRESS

LENGTH OF
TIME

CITY

STATE

DATE OF BIRTH

AGE

ZIP
CODE

HOME PHONE

(
)
SOCIAL SECURITY NUMBER

|
|
 OWN/BUYING

| | | - | |
 LIVE WITH RELATIVE

 RENT/LEASE

 OTHER

JOINT APPLICANT - parent/guardian/responsible party
Full
Name

| - | |
| |
MONTHLY
PAYMENT

FIRST

CITY

DATE OF BIRTH
|
|
 OWN/BUYING
 RENT/LEASE

E-MAIL ADDRESS

(
)
RELATIONSHIP TO INDIVIDUAL

TOTAL NUMBER OF PEOPLE IN
HOUSEHOLD

MAILING ADDRESS (IF DIFFERENT FROM RESIDENCE)

LAST

ADDRESS

$
CELL PHONE

MI

CELL PHONE

LENGTH OF
TIME
STATE

AGE

ZIP
CODE

HOME PHONE

(
)
SOCIAL SECURITY NUMBER

| | | - | | | - | |
 LIVE WITH RELATIVE
MONTHLY
PAYMENT
 OTHER
$
E-MAIL ADDRESS

(
)
RELATIONSHIP TO INDIVIDUAL

|

TOTAL NUMBER OF PEOPLE
IN HOUSEHOLD

MAILING ADDRESS (IF DIFFERENT FROM RESIDENCE)
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|

Fax: 541.447.2616

Page 1 of 3

Employment
EMPLOYER

SELF
EMPLOYED?

ADDRESS

PHONE
(
STATE

CITY
CURRENT SALARY

LENGTH OF
EMPLOYMENT

$

EMPLOYER

SELF EMPLOYED?

ADDRESS
)
ZIP CODE

OTHER INCOME SOURCE

PHONE
(
STATE

CITY
CURRENT SALARY
$

OTHER INCOME SOURCE AMOUNT : $

LENGTH OF
EMPLOYMENT

)
ZIP CODE

OTHER INCOME SOURCE

OTHER INCOME SOURCE AMOUNT: $

Financial
BANK

LOCATION

CHECKING
(CIRCLE ONE)
YES

SAVING
(CIRCLE ONE)

NO

YES NO

MONTHLY
HOUSEHOLD
INCOME

BANK

LOCATION

CHECKING
(CIRCLE ONE)

$

YES

NO

SAVING
(CIRCLE ONE)
YES

NO

MONTHLY
HOUSEHOLD
INCOME
$

Emergency Contact
EMERGENCY CONTACT (OTHER THAN PARENT)

EMERGENCY CONTACT (OTHER THAN PARENT)

RELATIONSHIP TO INDIVIDUAL

RELATIONSHIP TO INDIVIDUAL

PHONE
(
)

PHONE
(
)

Referral Source
REFERRAL SOURCE NAME

PHONE
(

PROBATION OFFICER NAME

REFERRAL SOURCE NAME

PHONE

)

(

PHONE
(

PROBATION OFFICER NAME

)

PHONE

)

(

)

Health Care
PRIMARY CARE DOCTOR

PHONE
(

ADDRESS

)

DATE OF LAST DOCTOR VISIT

CITY

MEDICAL CONCERNS:

CURRENT MEDICATIONS

STATE

ZIP CODE

Primary Insurance Information
NAME OF COMPANY
CARD HOLDER NAME

CARD HOLDER DOB

CUSTOMER SERVICE PHONE

PRE-AUTH PHONE

CARD HOLDER ID #

GROUP #

PLAN TYPE

Rimrock Trails 1333 NW 9th Street Prineville OR 97754 Phone: 541-447-2631 Toll Free: 888.532.6247
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Required Documents to Accompany Application
NAME OF COMPANY
CARD HOLDER NAME

CARD HOLDER DOB

CUSTOMER SERVICE PHONE

PRE-AUTH PHONE

CARD HOLDER ID #

GROUP #

PLAN TYPE

Required Documents to Accompany Application



Past three months payroll stubs and/or copy of last year’s taxes
Copy of primary and secondary insurance cards and/or current OHP card

Billing and Correspondence Preference
(Circle One)

If yes, Email Address/es

I want to receive electronic billing and
Correspondence
Yes
No

(Circle One)

I want to receive paper billing and correspondence
through the United States Postal Service Yes
No

Without proof of insurance, you will be responsible for full payment the day of service.

I certify that the above information is true and correct. I authorize Rimrock Trails to verify this information with
employers and other agencies. I also understand that this information is subject to review by Federal and/or State
Agencies. I also understand that I am expected to make application to any other help, which may be available to me.

_____________________________________
Parent/Guardian/Responsible Party Signature

_______________________________________
Parent/Guardian/Responsible Party Print Name

_________
Date

_____________________________________
Parent/Guardian/Responsible Party Signature

_______________________________________
Parent/Guardian/Responsible Party Print Name

_________
Date

Rimrock Trails 1333 NW 9th Street Prineville OR 97754 Phone: 541-447-2631 Toll Free: 888.532.6247
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Residential Financial Agreement
Residential Fee Schedule
Length of Stay

Daily Rate

60 Day Program
90 Days

$575.00

$34,500

$575.00

$51,750

$575.00

120 Days

Total Cost
(50% due at admission)

$69,000

Oregon Health Plan members ________ (initial)
There is no cost for treatment for members of the Oregon Health Plan. However, members are responsible for the following
should they incur:






Medical expenses (including, medications, dental and vision) not covered by the plan.
Expenses related to damages of property
Lost or stolen property
Transportation related expenses beyond 30 miles (excluding program related recreation)

Self-Pay
________ (initial)
A 50% co pay of the 60 day program total is due the day of admission ($17,250). Monthly repayment options are listed
below. The final balance is due 12 months from the day of admission.



Due to initial efforts involved in admissions the first weeks tuition of $4,025 is non-refundable.

Insurance
________ (initial)
Parents/Family with insurance benefits covering residential treatment who have been pre-authorized are responsible for
payment of deductibles and any co-insurance (the percentage that your insurance company does not pay and that you are
responsible for) at the 60 day $575/day rate at the time of admission.
Please Note: ________ (initial)
 Pre-authorization and estimated benefit limits are not a guarantee of payment by any insurance company.
 If plan benefit payments are denied at any time during treatment, the parents/guardian is responsible
for payment at the recognized full daily rate for any days not covered by insurance; up to the full cost of treatment.
 Due to initial efforts involved in admissions the first weeks tuition of $4,025 is non-refundable

PAYMENT PLAN : Monthly Payment Options

60 days
90 days
120 days

Total due minus
50% co pay
$17,250
$34,500
$51,750

1333 NW 9th Street, Prineville, OR 97754

12 months
No Interest
$1437.50
$2875.00

6 months
No Interest
$2,875
$5,750

Total Cost
$34,500
$51,750

$4,312.50

$8,625

$69,000
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Cost of Services Includes: ________ (initial)
 Room and Board
 Relapse prevention and social skills training,
 Admissions and Assessment
 Educational services
 Drug testing
 12-step substance abuse education and groups
 Structured therapeutic environment
 Aftercare planning
 Structured therapeutic recreation activities
 Behavior modification level system promotes stability, structure, self-control and consistent positive behavior
 Nutritional counseling, stress reduction and holistic approaches such as yoga
 Multidisciplinary approach and team of professionals
 Individual and group counseling and family support
Costs of Services Do Not Include: ________ (initial)
 Medical expenses (including, medications, dental and vision)
 Expenses related to damages of property
 Lost or stolen property
 Transportation related expenses beyond 30 miles (excluding program related recreation)
Early Treatment Termination by Parent/Client: ________ (initial)
 Please recognize that in order to provide necessary operational services, Rimrock Trails will incur liabilities
and will commit staff time for the service period.
 Therefore, we ask that you agree to provide Rimrock Trails with reasonable advance notice of intention
to terminate services.
 You will be reimbursed at the said daily rate for days pre-paid where services were not rendered, excluding
first weeks tuition.
 The full daily rate is charged on the last day of treatment contact regardless of the time of discharge.
Early Termination by Rimrock Trails: ________ (initial)
 Rimrock Trails at times must take certain measures to insure the physical and emotional security
and safety of your child, other residents, or staff, including termination of this agreement at any time.



Early termination may be deemed clinically relevant and necessary due to medical, psychiatric, legal or
behavioral reasons.



The responsible party agrees to arrange for the safe, immediate departure of the client from Rimrock Trails,
if he or she is required to leave for such reasons.



If timely arrangements for such departure are not made by the responsible party, Rimrock Trails will
arrange for transportation, and the responsible party will be billed for the costs incurred.



You must also acknowledge that if services are terminated there is no guarantee State or local community
resources will be immediately available and your child may have to return home.



In this event Rimrock Trails will assist you with continued treatment recommendations.



You will be reimbursed at the daily rate for days pre-paid where services were not rendered, excluding
first weeks tuition.



The full daily rate is charged on the last day of treatment contact regardless of the time of discharge.

1333 NW 9th Street, Prineville, OR 97754
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Finance Terms of Agreement

Oregon Health Plan member: Balance Due = $______________
Parent pay/No Insurance:
I agree to pay Rimrock Trails Treatment Services in accordance with the following agreement:
A Daily Rate Of: $ ________
A Co-Payment of $ _________ is due $ _________
Method of payment: ____________ Paid by: ___________
The agreed upon payment plan is: ______ 6 months

______ 12 months

Monthly Payment Amount: $ _________
Due on the _________ day of each month beginning _______________________
With first payment occurring on or around: ___________________
Notes:

Insurance:
I agree to pay Rimrock Trails Treatment Services in accordance with the following agreement:
Deductible Amount: $ ________
Amount Remaining: $ ________
Out of Pocket Max: $ ________
Amount Remaining: $ ________
Coinsurance/Copay: $ ________
Estimated days paid by Insurance: _________ at a rate of: $ _________
Estimated Balance upon Tx. completion at 60 days: $ _________
Estimated Balance upon Tx. completion at 90 days: $ _________
Estimated Balance upon Tx. completion at 120 days: $ _________
The agreed upon payment plan is: ______ 6 months

______ 12 months

Monthly Payment Amount: $ _________
Due on the _________ day of each month beginning _______________________
With first payment occurring on or around: ___________________
Notes:

1333 NW 9th Street, Prineville, OR 97754
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I agree to pay Rimrock Trails Treatment Services, in accordance with the above schedule plan.
I understand that the “estimated insurance benefit” is just that, an estimate. There is no guarantee that my insurance
company will make full payment on this account.
I acknowledge that I am financially responsible for all charges whether or not they are covered by insurance.
I agree to pay for cost in addition to program charges, including, but not limited to, property damage, personal damage,
and any other type of charge that may be assessed against my child.
Changes to income or payment arrangements must be made in writing to the BILLING OFFICE.
We ask that all balances be paid within 30 days upon receipt of your statement. For accounts that become 30 days past
due, and no contact or arrangements have been made to bring the account current, Rimrock Trails Treatment Services
may at its option place your account in the hands of an attorney or collection agency.
If any amount owed on this or any subsequent treatment is transferred to collections or a legal action is filed on the
amount owing, the undersigned agrees to pay any and all collection fees and expenses, including reasonable attorney
fees and 7.5% interest on un-paid balance.
I hereby agree to pay a $35.00 check charge for NSF for any check returned by my bank.
I hereby authorize payment of insurance benefits directly to Rimrock Trails Treatment Services.
I hereby authorize Rimrock Trails Treatment Services to release information necessary to secure the payment of
benefits.
If insurance payments are sent directly to the insured (you), you will be responsible for signing over the check
and submitting it to Rimrock Trails Treatment Services within three days of receipt.

_______________________________________ _______________________________________
Parent/Guardian’s Signature
Parent/Guardian’s Printed Name

_____________
Date

_______________________________________ _______________________________________
Parent/Guardian’s Signature
Parent/Guardian’s Printed Name

____________
Date

_______________________________________ _______________________________________
Staff’s Signature
Staff Title

____________
Date

1333 NW 9th Street, Prineville, OR 97754
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Client Bill of Rights
All Individuals of Rimrock Trails Treatment Services are advised of their legal rights, and if said Individuals
are minor youth, their parents have the same rights as the Individuals, except as designated by specific rules
and regulations. In addition to all applicable statutory and constitutional rights, every individual receiving
services has the right to:
 Choose from services and supports that are consistent with the assessment and service plan,
culturally competent, provided in the most integrated setting in the community and under
conditions that are least restrictive to the individual’s liberty, that are least intrusive to the
individual, and that provide for the greatest degree of independence;
 Be treated with dignity and respect;
 Be involved in making a service plan;
 Choose services and supports for the service plan;
 Agree to or refuse services except for court-ordered services;
 Receive written materials in a manner that can be understood;
 Receive services that are part of the service plan;
 Be included in the review of services and supports that are part of the plan;
 Receive a written copy of the service plan;
 Have all services explained so they can be understood, including the goals and risks;
 Have records be kept private;
 Receive a copy of Rimrock Trails’ privacy practices;
 Give permission in writing before the start of services, unless it is a medical emergency. Minor
children may give permission when:
o Under age 18 and lawfully married;
o Age 16 or older and legally emancipated by the court; or
o Age 14 or older for outpatient services only. In this case, outpatient service does not
include services in residential programs or in day or partial hospitalization programs.
 Inspect their service record;
 Refuse to be involved in experiments;
 Receive medication for diagnosed clinical needs, including medications for opioid dependence;
 Receive notice before being transferred, unless there is a threat to health and safety;
 Be free from abuse or neglect;
 Report abuse or neglect without being treated bad;
 Have religious freedom;
 Be free from seclusion and restraint;
 Be told about rights and reminded about them at times;
 Be told about the rules, service agreements and fees for services provided;
 Have a parent, guardian, friend or family member to help understand information;
 Have family and guardian involved in service planning and delivery;
 Make a declaration for mental health treatment, when a legal adult;
 Be told how to make a complaint;
 Make a complaint or appeal a decision made about my services;
 Receive a copy of rights in plain language, including other languages or formats if needed;
 Have rights explained;
 Exercise all rights for a child, as defined by OARs; and
 Exercise all rights without being treated bad.
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Individuals in Rimrock Trails’ residential facility have the following additional rights:
 A safe, secure, and clean living environment;
 A humane service environment that has reasonable protection from harm, reasonable privacy, and
daily access to fresh air and the outdoors;
 Keep and use personal clothing and belongings
 Have enough private, secure storage space
 Express sexual orientation, gender identity, and gender presentation;
 Be able to participate in social, religious, and community activities;
 Private and uncensored communications by mail, telephone, and visitation, subject to the
following restrictions:
o This right may be restricted only if Rimrock Trails documents in the individual’s record
that there is a court order that says something else or that significant physical or clinical
harm will result to the individual or others. (The nature of the harm will be specified in
reasonable detail, and any restriction of the right to communicate shall be no broader than
necessary to prevent this harm); and
o The individual or their guardian, if applicable, will be given specific written notice of
each restriction of the individual’s right to private and uncensored communication.
Rimrock Trails will ensure that correspondence can be conveniently received and mailed,
that telephones are reasonably accessible and allow for confidential communication, and
that space is available for visits. Rimrock will have written times for the use of
telephones and visits that are reasonable.
o This right cannot be waived, including voluntarily. Restriction on communication
between an individual and their legal guardian may not be a condition of participation in
the program.
 Communicate privately with public or private rights protection programs or rights advocates,
clergy, and legal or medical professionals;
 Have access to and receive available and applicable educational services in the most integrated
setting in the community;
 Participate regularly in indoor and outdoor recreation;
 Not be required to perform labor;
 Have enough food and shelter; and
 A reasonable accommodation if, due to a disability, the housing and services are not sufficiently
accessible.
 Have timely access to physical and behavioral health care services.
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Complaint, Grievance and Appeal Process
Rimrock Trails Treatment Services wishes to provide high quality services; therefore, suggestions for
improvement of, or complaints about, services are welcome. You may even file a complaint and ask us not to
include your name in the complaint. Also, if you have a concern or suggestion regarding your treatment or
what to appeal a decision about treatment, you are encouraged to discuss this concern with the Counselor,
Clinical Director, Program Director, Quality and Compliance Manager, and/or the Executive Director;
generally in that order. Rimrock Trails will process the complaint, grievance or appeal in a timely manner.
Complaints and Grievances
Complaints or grievances may be submitted verbally or in writing and you may request an expedited review
for concerns that affect health or safety. A Complaint Form is available upon request. Rimrock Trails’ staff
will assist you in submitting a complaint or grievance if you request assistance. Complaints and grievances
are investigated by Rimrock Trails’ staff and will generally be resolved within 48 hours for expedited and
within 5 working days for all others unless more time is needed. If more time is needed, you will be notified
and the complaint or grievance will be resolved within 30 calendar days. You will be notified of the
resolution.
Appeal of Complaint or Grievance Resolution, Treatment Decision or Denial of Treatment
If you are unsatisfied with a complaint or grievance resolution, treatment decision or denial of treatment by
Rimrock Trails, or you wish to file a complaint directly with any of the following, you may contact:
•
•
•
•

Oregon Health Authority (OHA) Health Systems Division (Division), if an Oregon Health Plan member,
at 503-945-6183
The Governor’s Advocacy Office at 800-442-5238
PacificSource Community Solutions (if a member) at 541-330-4992
Disability Rights Oregon at 800-452-1694

We will not retaliate against you for making a report or being interviewed about a report. You will have
immunity from any civil or criminal liability with regard to filing a report in good faith.
If you are not satisfied with the resolution, decision or denial; you may file an appeal in writing within 10
working days of the date of Rimrock Trails’ response to the complaint, grievance, treatment decision or
treatment of denial for services as applicable. Rimrock Trails’ staff will assist you in filing an appeal.
The appeal will be submitted to the Certified Mental Health Provider (CMHP) Director in the county where
the Rimrock Trails facility is located (either Deschutes or Crook County) or to the Oregon Division as
applicable. The CMHP Director or The Division will provide a written response within 10 working days of
the receipt of the appeal; and, if you are not satisfied with the appeal decision, you may file a second appeal in
writing within 10 working days of the state of the written response to the Addictions and Mental Health
Division Assistant Director.

Individual’s Signature

Parent/Guardian’s Signature

Individual Print Name

Date

Parent/Guardian Print Name

Date
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NOTICE OF PRIVACY PRACTICES
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 RESPONSIBILITIES
 We are required by law to maintain the privacy and
security of your 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.

 42 CFR Part 2 protects your health information if you
are applying for or receiving services (including
diagnosis or treatment, or referral) for drug or alcohol
abuse. Generally, if you are applying for or receiving
services for drug or alcohol abuse, we may not
acknowledge to a person outside the program that you
attend the program or disclose any information
identifying you as an alcohol or drug abuser except under
certain circumstances described here. Violations of this
rule are a crime and may be reported to authorities as
indicated later in this notice. For more information see:
https://www.samhsa.gov/about-us/who-we-are/lawsregulations/confidentiality-regulations-faqs
 The Health Insurance Portability and Accountability
Act (HIPAA) also protects your health information
whether or not you or alcohol abuse. Rimrock Trails will
follow the rules that give you the greatest protection of
your information. For more information, see:
www.hhs.gov/ocr/privacy/hipaa/understandig/
consumers/index.html
 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 can change your mind at any
time. Let us know in writing if you change your mind.

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, we never share your information
unless you give us written permission:
 Marketing purposes
 Sale of your information
 Most
Rimrock
sharingTrails
of psychotherapy
Treatmentnotes
Services

1333 NW 9th Street, Prineville, OR 97754

 You Can Give Us Written Permission to Share Your
Information:
For any reason other than the ones described above in
Section III, we will only use or share your information
when you give us written authorization.
 Specially Protected Health Information
Genetic, HIV/AIDS and substance abuse treatment
related information is specially protected by law and
your authorization is usually required for us to share it.
Genetic information will not be used to decide whether
you will receive services or for the cost of those
services.
OUR USES AND DISCLOSURES
We typically use or share your health information as
allowed by law in the following ways:
 Treatment
We may use your health information and share it with
other professionals who are treating you. This includes
activities performed by licensed clinical social workers
and other types of health care professionals providing
care to you, or coordinating or managing your care.
 Payment
We may use and share your health information to bill
and get payment from health plans or other entities. For
example, your information may be shared with your
insurance company to obtain payment for services we
provided.
(continued next page)
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OUR USES AND DISCLOSURES (continued)

OUR USES AND DISCLOSURES (continued)

 Health Care Operations
We may use and share your health information to run our
practice, improve your care and contact you when
necessary. For example, we may use your information to
manage your treatment and services. We may also use
your information in order to resolve any concerns or
complaints you may have.

 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 laws

We are allowed or required to share your information in
other ways – usually in ways that contribute to the public
good. We have to meet many conditions in the law before
we can share your information for these purposes.
 Qualified Service Organization
We may share information about you with a Qualified
Service Organization that provides services for Rimrock
Trails under a written agreement.
 Minors
If you are a minor, we may share your information with a
parent or guardian or other person authorized by state
law to act on your behalf to reduce a threat to your life or
physical health or the life or health of someone else. We
will only do this if we feel you are not able to make a
rational decision and if sharing your information would
reduce the threat.
 Crime on Rimrock Trails Premises or Against
Rimrock Trails Staff
We may share limited information about you when you
have committed a crime on our premises or committed or
threatened to commit a crime against us or our staff.

 Medical Examiner or Funeral Director.
We may share your information with a coroner, medical
examiner, or funeral director when an individual dies.
 Do Research
In some cases, we may use or share your information
for health research.
YOUR RIGHTS
 Ask Us to Limit What We Share
You can ask us not to use or share certain health
information for treatment, payment, or operations.
You can ask us to limit what we share with other
individuals such as family members, relatives, friends or
others that you tell us about.
If you pay for a service or health care item out-ofpocket in full, you can ask us not to share that
information for the purpose of payment or our
operations with your health insurer.
 You must ask us this in writing. We will say
“yes” unless a law requires us to share that
information.

 Victims of Abuse or Neglect
We will share your information with a government
authority if we have reason to believe you are a victim of
abuse or neglect.

 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.

 Food and Drug Administration (FDA)
We may share your information with the FDA if they
believe that the health of any individual may be at risk
because of a mistake in manufacturing, labeling or sale
of a product.

 Change Your Mind
If you tell us we can share your information, you may
change your mind at any time.
 You must tell us this in writing.

 Medical Emergency
If we are unable to obtain your permission in a medical
emergency, we may share your information to meet that
emergency.

 Get an Electronic or Paper Copy of Your Health
Information.
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 summary of your health
information, usually within 30 days of your request. We
may charge a reasonable, cost-based fee.
We will not use the information you obtain to confirm
or press criminal charges against you or to investigate
you.

 Central Registry
We may share your information with a central registry to
prevent multiple enrollments in treatment programs.
 To Criminal Justice System that Referred You to
Treatment
We may share your information with the criminal justice
system that referred you to us in order for them to
monitor your progress.
 Audit and Evaluation
We may share your information with health oversight
agencies for audit or evaluation activities. (continued)

 Note: If you are a parent or legal guardian of a
minor, certain parts of the minor’s medical record
will not be available to you (for example, records
about pregnancy, abortion, sexually transmitted
diseases, substance use or abuse, or contraception
and/or family planning services).
(continued next page)
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YOUR RIGHTS (continued)
 Get a Copy of this 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.
 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.
 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 will 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 Notice of a Breach
You will be notified of a breach of your protected health
information.



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.



You must let us know in writing that you want them to
use this authority.
We will make sure the person has this authority, can act
for you and has your permission before we take any
action.

EFFECTIVE DATE AND DURATION
OF THIS NOTICE
Effective Date:
This Notice is effective on:

08/27/2019

Right to Change Terms of this Notice
In the future, Rimrock Trails may change its Notice of
Privacy Practices.
Any changes will apply to information Rimrock Trails
already has, as well as any information Rimrock Trails
receives in the future.
A copy of the new notice will be posted on Rimrock
Trails’ website and provided as required by law. You also
may obtain any new notice by contacting the privacy
officer.
ADDITIONAL INFORMATION
If you want more information about your privacy rights, if
you think we have violated your privacy rights or if you
disagree with a decision that we made about your privacy
rights, you may contact our privacy officer below. We will
not retaliate against you for filing a complaint.
Rimrock Trails Treatment Services
Quality and Compliance Manager
1333 NW 9th Street
Prineville, OR 97754
Phone: 541-447-2631
(TDD: 711)
Fax: 541-447-2616
Email: Compliance@rimrocktrails.org
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Acknowledgement of Receipt
Client Name: ____________________________________________ Date: ____________________________
☐ Notice of Privacy Practices

☐ Tobacco Release and Search Consent

☐ Client Bill of Rights and Grievance Process

☐ Unauthorized Leave from Program

☐ Parent Expectation Letter

☐ No Harm Contract

☐ Consents, Disclosures and Authorizations for Treatment

☐ Nutritional Supplement Program

☐ Behavioral Intervention Flow Chart

☐ Acknowledgement of Risks

☐ Medical Treatment Authorization and Consent

☐ Dietary Needs Information

☐ Telehealth Informed Consent

☐ Video Tape and Sill Photo Release

☐ Agency Sharing of Drug Screen Results

☐ Consent to Audio Record

☐ HIV Testing

☐ Transportation Responsibility Agreement

☐ Nicotine Replacement Therapy

☐ Financial Agreement

☐ Cause for Immediate/Unplanned Discharge

Your signature on this document indicates you received an orientation explaining the outline of this program. By signing this
form you also acknowledge that information regarding the following documents was explained to your satisfaction as part of
the orientation process.

_________________________________________________
Individual Signature

_________________
Date Received

_________________________________________________
Parent/Guardian Signature

_________________
Date Received

1333 NW 9th Street, Prineville, OR 97754

www.rimrocktrails.org

Toll Free: 888.532.6247

Fax: 541.447.2616 Page 1 of 1

Counselor: _________________

Client’s Name: ________________________
Circle: M F
Page: ______ of ______

Authorization for Contact
It is unlawful to disclose any information to anyone without a valid release of information. All persons approved for any kind of contact on this form
have a valid Release of Information located in the individual’s permanent file, unless otherwise noted as “revoked”.
The Following individuals have been determined by the Admissions Director, Primary Counselor, the client, client’s family, and probation officers
when applicable, as being appropriate for contact.

NO CONTACT LIST
Names

Relationship

Reason

AUTHORIZED CONTACT
Counselors, Any REVOKED Names: 1) Draw a complete line through that person’s information, initial and date
2) Advise Administrative Assistant of the Revoked Name immediately by email

Name

Relationship

Date
Added

Full
Release
of Information

Visitation
Phone
Calls
Letters ONLY

Phone Number

Notes

Revoked
(Initial
and Date)
DRAW
LINE
THROUG
H ENTIRE
ROW
REVOKED

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
Individual Signature _________________________________ Date: ______
Parent/Guardian Signature: ___________________________ Date: ______
1333 NW 9TH Street, Prineville, OR 9775

www.rimrocktrails.org

Toll Free: 888-532-6247

Fax: 541-447-2616

Print form

Reset form

Voluntary Agreement to
Take Action on Case
Agency:

Program:

Branch:
Case or prime number:
Worker ID:
Case name:
I voluntary request the following action to be taken for the benefits listed below.
This request is for the following individual(s):
Benefits and/or services affected:
Cash
Child Care
Long term care services
Requested action:
End my benefits or services
Reduce my food benefit balance by $
Reduce my cash balance by $
Other, please explain:
Requested effective date:
Explain the reason for this request:

Food Benefits
Medical Benefits
Jobs Opportunity and Basic Skills (JOBS) payments
Withdraw my application
to reduce or prevent a SNAP overpayment.
to reduce or prevent a cash overpayment.

I understand and agree that signing this form will reduce or close benefits or services I am
receiving. This request will withdraw my application if I am not receiving benefits. By signing
this form, I give up my right to a 10-day advance notice of this action OAR 461-175-0340(2),
461-175-0200(8), 461-115-0010(6) and (7), 410-120-0006.
I also understand that I still have a right to request a hearing about this request. Information
about hearings is included under Part 1 on the back of this form.
Note: If your situation changes, you may reapply for benefits at any time.
Print name (First, Last, MI):
Client signature:
Date:
If action is not taken by the effective date, an additional notice may be required.
Date completed:
Effective date:
Comments:
Distribution: Original - Case record, Copy - Client
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Your Hearing Rights
What you can do when you do not agree with this decision:
 You have the right to challenge this decision by requesting a hearing. Hearings are held by the Office of Administrative
Hearings, which is independent from the Department of Human Services (DHS) or Oregon Health Authority (OHA). DHS
or OHA may make decisions affecting your medical benefits. If you want a hearing, you must request it on time. For
more information, see part 1 below.
 You can also talk with a manager. If not, you can call a local office phone number listed at
http://egov.oregon.gov/DHS/localoffices/localoffices.pdf. Your deadline date to request a hearing (part 1 below) does not
change even if you are in contact with a manager or are trying to reach one. If you still need further assistance, you may
contact the Governor's Advocacy Office at 1-800-442-5238.

Part 1 — Ask for a hearing.
What must I do to get a hearing? For all benefits except Supplemental Nutrition Assistance Program (SNAP) food benefits,
you must fill out an Administrative Hearing Request form (MSC 0443) and return it to a DHS or OHA office. You can get
this form at a DHS or OHA office or on the web at https://apps.state.or.us/Forms/Served/me0443.pdf. For food benefits,
you can ask for a hearing on MSC form 0443, by phone, in writing or by asking a DHS employee in person. Your local
office can help you. In most cases, DHS or OHA must receive your request within 45 days from the date identified as the
sending date on the decision notice. You have 90 days for food benefits and for Temporary Assistance for Needy Families
(TANF) reductions for not cooperating with your case plan. You may request a hearing at any time if you disagree with the
current amount of your food benefits.
Who can help with my hearing? In the SNAP and medical programs, any adult may represent you. In all other programs,
you must represent yourself or have a lawyer or a legal assistant (supervised by a Legal Aid attorney) represent you. You
may call the Public Benefits Hotline (a program of Legal Aid Services of Oregon and the Oregon Law Center) at 1-800520-5292 for advice and possible representation.
What are my other hearing rights? At the hearing, you can tell why you do not agree with the decision. You can have
people testify for you. The laws about your hearing rights and the hearing process are at OAR 137-003-0501 to 0700, 410120-1860, 410-141-0264, 461-025-0300 to 0375, ORS 183.411 to 183.470 and ORS 411.095.
What happens if there is no hearing? If you do not ask for a hearing on time, or if you withdraw the hearing request or miss
your hearing, you may lose your right to a hearing. This notice will be the final DHS or OHA decision (called a “final order
by default”). You will not get a separate final order by default. The case file, along with any materials you submitted in this
matter, is the record. The record is used to support the DHS decision upon default. You may appeal the final order by
default by filing a petition in the Oregon Court of Appeals (ORS 183.482). If you do not ask for a hearing, this appeal must
be filed within 60 days of the date this notice becomes a final order, by default. If you withdraw a hearing request or miss
your hearing, the appeal deadline is set out in the dismissal order.

Part 2 — How can I keep getting benefits until my hearing?

 You can ask for your benefits to stay the same until the hearing decision (“continuing benefits”). In all programs other than
SNAP, you must ask on the Administrative Hearing Request form (MSC 0443). For SNAP benefits, use MSC form 0443,
phone, write or ask a DHS employee in person.
 You must ask your branch for continuing benefits by either the “effective date” on the notice or 10 days after the date
identified as the sending date of the notice. To keep getting benefits, you must ask by whichever date is later.
 If you keep getting benefits but lose the hearing, you must pay back the benefits you should not have received.
 If you don’t keep getting benefits and win the hearing, DHS or OHA will give you the benefits you should have received.

Part 3 — Can I have my hearing within five working days?
You may have the right to an “expedited hearing” for any of the following types of benefits or events:
 Expedited or emergency food benefits;
 JOBS and Pre-TANF payments;
 Temporary Assistance for Domestic Violence Survivors (TA-DVS) eligibility and payments;
 While receiving medical benefits, you are denied a medical service for an immediate, serious threat to your life or health; or
 DHS or OHA denied your request to keep getting benefits until your hearing.
Please contact your local office if you need this form in another language or alternate format. DHS will not discriminate
against anyone. This means DHS will help all who qualify. DHS will not deny help to anyone based on age, race, color,
national origin, sex, sexual orientation, religion, political beliefs, or disability. You can file a complaint if you think DHS
discriminated against you because of any of these reasons.
Contents of this page are MSC 0447 (06/12)
Distribution: Original - Case record, Copy - Client

Page 2 of 2

MSC 457 D (07/12) Use prior versions

COVID-19 Precautions
Rimrock Trails Treatment Services is taking the following precautions during the 2020 COVID 19
outbreak:








Family visits and therapy sessions are performed by Telehealth options.
All visitors to the facility are screened prior to entry. Only essential visitors who pass screening
are allowed in the facility.
Staff members must self-screen each day and document this screening.
Clients are screened each morning for COVID-19 symptoms.
New clients admitted to the facility must pass COVID-19 screening.
Any individual, client or staff member, who has cold symptoms such as coughing or sneezing
must wear a mask. (We are currently working on implementing a requirement for masks to be
worn by all individuals in the facility but are waiting for adequate supplies to be available).
Any staff member who does not pass COVID-19 screening will be required to quarantine at
home until they have not had any symptoms for at least 72 hours for a minimum of 7 days.

IMPORTANT NOTICE:



Clients who do not pass morning COVID-19 screening or who report symptoms will be placed in
the quarantine room and the Rimrock Trails Medical Director is contacted for instructions.
If the Medical Director directs Rimrock Trails to discharge the client, parents will be contacted
and must pick up their child within 24 hours. If Rimrock Trails has an outbreak of COVID-19 in
the facility, the local health department will be contacted and all clients may have to be
discharged to quarantine at home. In the event this occurs, all parents will be contacted and
must pick up their child within 24 hours.

_____
Parent’s/Guardian’s Signature

___________________________________________________
Staff Signature

Date

____________
Date
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