Welcome to Serenity Lane Telehealth!
This orientation should include all of the information for you to get started. Please review this

packet in full, review the Patient Handbook, and complete and return pages 2,
and 15-19. If you have any questions, please contact your primary counselor.
What is Telehealth?
Telehealth is the delivery of healthcare services when the healthcare provider and patient are not in
the same physical location through the use of technology. Providers may include primary care
practitioners, mental health specialists and counselors. Electronically transmitted information is used
for therapy, follow-up and/or patient education, and may include interactive audio, video, and/or data
communications. Telehealth has many benefits, including improved access to care by enabling a
patient to remain at home or a remote site for care.
Due to COVID-19, the Department of Health and Human Services (HHS) and SAMHSA (Substance Abuse
and Mental Health Services Administration) have lifted restrictions previously placed on interactive
electronic systems used for communications for Telehealth (such as Skype for Business, etc.). The
interactive electronic systems used may not protect the confidentiality of patient identification and
imaging data and measures to safeguard the data and to ensure its integrity against intentional or
unintentional corruption.
1. Zoom for Telehealth Instructions:
Please review this attached document carefully and ask your counselor if you have any
questions.
2. Telehealth Informed Consent: Please review this attached document carefully and ask your
counselor if you have any questions.
3. Consent Packet: Please review these attached documents carefully and ask your counselor if
you have any questions.
A. Acknowledgement and Consent for Screening, Assessment and Treatment
B. Abstinence Focused/ Medication Assisted Treatment
C. Notice of Privacy Practices
4. Problems and Goals Form: This form is to help Serenity Lane make your goals a priority while
you are in our care. We want to work with you throughout treatment to create and update a
Service Plan that focuses on helping you with problems you are experiencing as a result of
substance use, as well as what you wish to accomplish while you are in our care. (page 14- fill
out and return)
5. Release of Information (ROI) Form: A Release of information is a statement signed by you
authorizing us to give information about your treatment to others that you identify. The Release
of Information Form is the last two pages of this packet. Please fill an ROI out for each
person/organization you would like us to share your information with. (pages 15-16- fill out and
return)
6. Medication Reconciliation Form: Medication reconciliation is the process of comparing your
medications to medications that have the potential to be addictive, to compare your
medications to your urinalysis results, and/or to have our Medical Director review your
medications for Medication Assisted Treatment (MAT). (page 17- fill out and return)

Page 1 of 19

7. Blue Flag Data Request Form: Serenity Lane offers a service for patients when employers or
other referring agencies need feedback regarding evaluation results and compliance with
treatment recommendations. This monitoring service is what we refer to as our Blue Flag
system. Serenity Lane will only provide this service when the patient requests it and signs an
authorization to release information. The signed authorization will specify the types of
information that the patient wants Serenity Lane to disclose. Typically, the information includes
attendance and participation in treatment as well as showing good faith by completing a
treatment plan. At other times, the agency may need the results of drug screens. (page 18- fill
out and return)
8. Tour of Facility:
 Patient is utilizing telehealth services. No tour of facility necessary.
9. Please review the Patient Handbook (separate file). The following information is included:
 Declaration for Mental Health Treatment opportunity;
 Education regarding Advance Directives;
 Description of individual rights and Grievance and Appeals policy;
 Voter Registration opportunity;
 Ways in which input can be given by patient;
 Rules regarding confidentiality;
 Care coordination;
 After-hours hotlines;
10. Financial Information (separate file):
 Financial review including Terms of Admission (TOA).
 Billing questions may be directed to Business Office at 1-800-826-9285
By signing this document, I acknowledge that I have received and reviewed each of the documents and
instructions listed above and that I consent to the terms in these documents. I understand that if I am
not willing to consent to the terms in these documents, Serenity Lane will provide referrals to other
treatment providers.

Patient Name:

Date:

Signature:
Patient Address:

Patient DOB:
*Patient: Please sign and return this page
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Telemedicine/Telehealth Informed Consent
Acknowledgement of My Responsibility for Confidentiality
 I understand that in counseling groups, sensitive information about group members will be
exchanged.
 I understand that confidentiality and trust of privacy of communication and information, must be a
shared responsibility amongst all group members and the leader(s) of the group. It is an integral part
of maintaining the safety of the group.
 I understand that group leaders abide by professional, legal, and ethical guidelines of confidentiality
established by professional organizations and state law. Legal and ethical exceptions to
confidentiality include: 1) danger and/or risk of imminent harm to yourself or specifically identified
others; (2) child or dependent adult abuse or neglect; and (3) responses to court order or subpoena
or as otherwise required by law.
 I understand that if I discuss risk factors (e.g., suicidal thoughts, homicidal thoughts, self-injury, and
abuse) in the group session, I am aware that the group leader(s) may follow up with additional
questions about these disclosures in order to assess my current risk level. If I am uncomfortable
answering these questions in the presence of the group, I can request for this assessment to be
completed after the group with the group leader(s).
 Additionally, I understand that group leaders may contact me after the group for follow-up. Group
leaders may recommended additional assistance based upon the level of risk of harm to others or
myself.
I understand that confidentiality on the part of group members via telehealth may not be as private as in
an office setting. Thus, this agreement is an attempt to provide you and your fellow group members
with as much protection of confidentiality as possible. This could be accomplished with the use of a
private room or setting, and consider using headphones and a microphone to help maintain
confidentiality. It is important to note that confidentiality is not guaranteed and depends on fellow
group members’ adherence to the following:
What is NOT permissible: I will not disclose to anyone outside the group any information that may
identify another group member. This includes, but is not limited to names, physical descriptions,
biographical information, and specifics of interactions with other group members. If I breach
confidentiality, I understand that I may be asked to leave the group.
If I am receiving individual counseling, I understand that my confidentiality will be maintained
unless I choose to disclose this information to the group. I am also aware that my individual therapist
and group leader(s) may consult about my treatment in an effort to provide the best care possible.
By signing this form, I understand and agree to the following:
 The laws that protect the privacy and confidentiality of protected health information (PHI) also apply
to telehealth. No information obtained during a telehealth encounter, which identifies me, will be
disclosed to researchers or other entities without my consent.
 I have the right to withhold or withdraw my consent to the use of telehealth during the course of my
care at any time.
 I may expect the anticipated benefits from the use of telehealth in my care, but that no results can
be guaranteed or assured.
Patient Consent to the Use of Telehealth
I hereby consent to engaging in telemedicine at Serenity Lane as part of my therapy. I understand that
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“telemedicine” or “telehealth” includes the practice of healthcare delivery, assessment, diagnosis,
consultation, treatment, transfer of medical data, and psychoeducation using interactive audio, video,
or data communications.
Technology: I understand that I will need to download an application and/or software to use this
platform. I also need to have a broadband Internet connection or a smart phone device with a good
cellular connection at home or at the location deemed appropriate for services. I also understand that in
case of technology failure, I may contact Serenity Lane via phone to coordinate alternative methods of
treatment.
I hereby consent to and authorize Serenity Lane to use telehealth in the course of my diagnosis and
treatment.
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Acknowledgement & Consent for Screening, Assessment & Treatment
I understand that Serenity Lane is a not-for-profit substance use disorder treatment program. Serenity
Lane is not owned by any other company, organization or agency. Serenity Lane is not an agent for any
court, criminal justice system or employer. Serenity Lane exists solely to fulfill its mission of providing
quality substance use disorder treatment and related services to patients and their families.
I understand all services provided to me as a Serenity Lane patient are voluntary even though I may
have been requested to receive services as a result of an outside agency. I understand that Serenity
Lane is providing me services because I have voluntarily requested them. I understand that I have the
right to refuse service at any time. I have the right to seek a second opinion (at my own expense.) I
understand that employers, courts and criminal justice systems and other outside entities may employ
negative sanctions if I do not follow through with assessment, evaluation, treatment, and/or drug
screening. Such actions are solely related to the relationship between the outside entity and me. I
agree to resolve any disagreements with these outside entities. I understand that Serenity Lane is not
responsible for consequences I may encounter because of the decisions and the actions of these
outside entities. I understand that it may be necessary for Serenity Lane to make referrals to other
providers for services outside of our area of treatment expertise; such as mental health treatment,
marriage and family counseling and/or medical services. If Serenity Lane’s clinical staff determines
that a referral is necessary, a recommendation for appropriate services will be incorporated into my
individualized treatment plan.
I understand that Serenity Lane may disclose information to employers, courts or the criminal justice
system with authorization. For example, I may request that a letter and progress reports be sent to my
employer. Serenity Lane has a patient monitoring program, the Blue Flag Program, which can assist me
with this request. Except in very limited circumstances, the sharing of information with anyone is
based on my voluntary decision to share such information.
I understand that my picture may be taken for identification purposes during treatment, and I consent
to have my picture taken for that purpose.
I understand that submission of urine for Urine Drug Screens will be a regular part of my treatment. I
understand that if I choose not to voluntarily submit urine for analysis, it may jeopardize my progress
in treatment, up to and including discharge from the program. I agree to submit a specimen that is my
own that has not been adulterated in any way. I understand that Serenity Lane contracts with a lab for
the analysis, and that the lab will release the results to Serenity Lane.
I understand that I may be contacted by Serenity Lane after my completion of treatment. I have the
right to opt out of communication from Serenity Lane, except for billing purposes.
I understand Serenity Lane may use information and communication technology (ICT) to deliver
services, to record therapeutic sessions and for surveillance for security/safety purposes. This could
include telepractice functions (such as using Skype or similar video conferencing) for long-distance
health interactions with a Serenity Lane practitioner over Serenity Lane’s network. Other ICT functions
could include remote video observation (with or without video recording), and/or audio recording of a
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Acknowledgement & Consent for Screening, Assessment & Treatment
(continued)
therapeutic milieu such as an individual or group session. At any time I may refuse these telepractice
sessions and/or being recorded in a therapeutic milieu with no fear of any negative consequences to
myself for refusing except for not being able to use the telepractice function. After a therapeutic milieu
recording has been made, I may request that the recording not be used and/or for said recording to be
deleted. Recordings of therapeutic milieu sessions are only to be used as a therapeutic resource for me
and/or Serenity Lane staff members.
I understand that Serenity Lane may use or disclose my health information for the purposes of
treatment, payment and health care operations as detailed in the “Notice of Privacy Practices.”
·Treatment: such as, making decisions, planning care, consulting with other health care providers, and
·Payment: such as, determining benefits and eligibility for health plan or insurance coverage, claims
management including obtaining or sharing payment-related information, as necessary, with insurance
companies or others who may be responsible to pay for some or all of my health care expenses;
collection of delinquent bills, and obtaining a credit report.
·Health Care Operations: such as, performing various office administrative and business functions that
support Serenity Lane’s efforts to provide quality, cost-effective health care. My health information
may be used for Quality Improvement activities within Serenity Lane or in conjunction with other
agencies or insurers.
I also understand that I have the right to receive and review a written description of how Serenity Lane
will handle health information about me. This written description is known as a “Notice of Privacy
Practices” and describes how Serenity Lane uses and discloses my health information and my rights
regarding my health information.
I understand that the “Notice of Privacy Practices” may be revised from time to time, and that I am
entitled to receive a copy of any revised “Notice of Privacy Practices.” Copies of the most recent
“Notice of Privacy Practices” are available in the reception area. Serenity Lane’s web site
www.serenitylane.org contains information on how Serenity Lane maintains privacy of my electronic
communication. I understand that I may request a written copy of Serenity Lane’s most recent Notice
of Privacy Practices by asking the receptionist or by reading the copy available in the reception area.
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Abstinence Focused & Medication Assisted Treatment (MAT) Agreement
Serenity Lane believes that in order to achieve lasting recovery, abstinence from all addictive mood
altering substances is optimal. However, in some cases, Medication Assisted Therapy (MAT) may be an
appropriate option as part of the recovery process. Medications, including controlled substances, may
be utilized. Medications may be prescribed to treat withdrawal symptoms or to assist in developing
recovery.
Prescription medications ordered by other physicians or medical professionals may not necessarily be
continued during your treatment. By agreeing to receive treatment at Serenity Lane, you are agreeing
to allow our medical staff to recommend what medications are appropriate for you for the duration of
your course of treatment with Serenity Lane. You have the right to refuse the recommendation.
If you have questions about this policy, please feel free to ask your assessment counselor to coordinate
a discussion with our medical staff prior to admission.
If you are unwilling to agree to these conditions of admission, we will provide referrals to other
treatment providers.
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Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN ACCESS THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
If you have any questions about this notice, please contact Serenity Lane’s Privacy Officer at: (541) 2848605
Serenity Lane
Coburg Campus and Administrative Offices
Physical Address 1 Serenity Lane, Coburg, OR 97408
Mailing Address PO Box 8549, Coburg, OR 97408
WHO WILL FOLLOW THIS NOTICE: This notice describes the information privacy practices followed by
Serenity Lane’s staff members.
YOUR HEALTH INFORMATION: This notice applies to the information and records we have about your
health, health status, and the health care and services you receive at Serenity Lane. Your health
information may include information created and received by Serenity Lane and may be in the form of
written or electronic records or spoken words, and may include information about your health history,
health status, symptoms, examinations, test results, diagnoses, treatments, procedures, prescriptions,
and similar types of health-related information.
We are required by law to give you this notice. It will tell you about the ways in which we may use and
disclose health information about you and describes your rights and our obligations regarding the use
and disclosure of that information.
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU: The confidentiality of our
patients’ records is protected by federal law and regulations. Generally, we may not say to persons
outside our facilities that a patient attends our facilities, or disclose any information identifying a patient
as a person with a substance use disorder unless the patient agrees to the disclosure in writing, the
disclosure is allowed by subpoena and court order, or the disclosure is made to medical personnel in a
medical emergency or, under certain circumstances, to qualified personnel for research, audit or
program evaluation. In other words, we will not disclose drug and alcohol health records in most
circumstances without having your written Authorization.
We may use and disclose health information with your Authorization for the following purposes:
For Treatment: We may use health information about you to provide you with clinical treatment or
services. We may disclose health information about you to Serenity Lane’s doctors, nurses, technicians,
office staff or other personnel who are involved in taking care of you and your health.
For example, your doctor may be treating you for chemical dependency and may need to know if you
have other health problems that could complicate your treatment. The doctor may use your clinical
history to decide what treatment is best for you. With a written authorization, the doctor may also tell
another doctor about your condition so that doctor can help determine the most appropriate care for
you.
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Notice of Privacy Practices (continued)
Different personnel in our office may share information about you and disclose information to people
who do not work in our office in order to coordinate your care, such as phoning in prescriptions to your
pharmacy, scheduling lab work and ordering x-rays. Family members and other health care providers
may be part of your clinical care outside Serenity Lane and may require information about you. This
information may be shared with them only with your written authorization.
For payment: We may use and disclose health information about you so that the treatment and services
you receive at Serenity Lane may be billed to and payment may be collected from your insurance
company, a third party or from you.
For example, we will need to contact your insurance company to determine your eligibility and
estimated benefits. We may tell your health plan about a treatment you are going to receive in order to
obtain prior approval. Your insurance company may require treatment updates and clinical records to
determine whether your plan will pay for treatment.
For Health Care Operations. We may use and disclose health information about you in order to perform
business functions and provide quality care. For example, we may use your health information to
evaluate the performance of our staff in caring for you. We may also use health information about you
to help us decide what additional services we should offer, how we can become more efficient, or
whether certain new treatments are effective.
We may also disclose your health information to health plans that provide you insurance coverage for
the purpose of helping these providers and plans provide improved quality of care and improve services,
reduce cost, coordinate and manage health care and services, train staff and comply with the legal
requirements and accrediting organizations.
We may use your protected health information for purposes of treatment, payment and health care
operations to communicate between or among our own staff, facilities, and certain organizations which
have a need for the information in connection with their duties or functions related to diagnosing,
treating, or referring you for treatment. In these instances, we do not need your written Authorization
to make such communications. If, however, we disclose your protected health information for
treatment, payment or health care operations to other persons or organizations, we will first need your
written Authorization to make such a disclosure.
Appointment Reminders. We may contact you as a reminder that you have an appointment for
assessment, treatment or admission at Serenity Lane. For example, we may telephone you at the
telephone number you provide or send you a text message reminder. You have the right to opt out of
these communications at any time, either by contacting Serenity Lane staff directly or by replying
“STOP” to a text message reminder.
Treatment Alternatives; We may tell you about or recommend possible treatment options or
alternatives that may be of interest to you. For example, you may have a condition that requires special
care. We may recommend a specialist or treatment facility appropriate for your condition.
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Notice of Privacy Practices (continued)
Health-Related Products and Services. We may tell you about health-related products or services that
may be of interest to you. Please notify us if you do not wish to be contacted for appointment
reminders, or if you do not wish to receive communications about treatment alternatives or healthrelated products and services. If you advise us in writing (at the address listed at the top of this Notice)
that you do not wish to receive such communications, we will not use or disclose your information for
these purposes.
SPECIAL SITUATIONS
We may use or disclose your health information for the following purposes, subject to all applicable
legal requirements, including the requirement, where applicable, to obtain your written Authorization:
To Avert a Serious Threat to Health or Safety. We may use and disclose health information about you
when necessary to prevent a serious threat to your health and safety or the health and safety of the
public or another person. For example, Serenity Lane will take appropriate actions, including notifying
authorities and/or family members, regarding a situation that may place you or someone else in physical
danger.
Required by Law. We will disclose health information about you when required to do so by federal, state
or local law.
Business Associates. We may disclose your health information to “business associates” with which we
contract to perform services on our behalf.
Research. We may use and disclose health information about you for research after determining that
the researcher 1) is qualified, 2) has a protocol with appropriate safeguards; and 3) has had independent
review by an IRB or similar review board. A limited data set may also be created and used without
authorization under specified conditions. For example, we may use your treatment information to
determine the effectiveness of a procedure or treatment. We will obtain your authorization if the
researcher will have access to your name, address or other information that reveals who you are or the
researcher will be involved in your care at Serenity Lane.
Military, Veterans, National Security and Intelligence. If you are or were a member of the armed forces,
or part of the national security or intelligence communities, we may be required by military command or
other government authorities to release health information about you. We may disclose your health
information to authorized federal officials for intelligence, counterintelligence, special investigations,
and other national security activities authorized by law or to protect the President or other authorized
persons.
Workers’ Compensation. We may release health information about you for worker’s compensation or
similar disability programs with your written Authorization.
Incidental Disclosures. Certain incidental disclosures of your health information may occur as a byproduct of permitted uses and disclosures. For example, a roommate may inadvertently overhear a
discussion about your care if you share a room.
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Notice of Privacy Practices (continued)
Public Health Risks. We may disclose health information about you for public health reasons in order to
prevent or control disease, injury or disability; or report births, deaths, suspected abuse or neglect, nonaccidental physical injuries, reactions to medications or problems with products. Reports of suspected
child abuse and neglect made under state law to appropriate state or local authorities are not protected
by federal substance abuse information confidentiality laws. Medical information may be disclosed to
personnel from the Food and Drug Administration (FDA) who believe that your health may be
threatened by a product under FDA jurisdiction.
Health Oversight Activities. We may disclose health information to a health oversight agency for audits,
investigations, inspections or licensing purposes. These disclosures may be necessary for certain state
and federal agencies to monitor the health care system, government programs, and compliance with
civil rights laws. For example, the State of Oregon will audit select records to determine Serenity Lane’s
compliance for licensure.
Fundraising. We may use or disclose to a “business associate” limited information about you to raise
money for Serenity Lane. You may opt-out of receiving future communication or materials relating to
fundraising.
Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose treatment
information about you with a subpoena and a proper court order or with your written Authorization.
Information may be released if you commit a crime on Serenity Lane’s premises. Should Serenity Lane
feel it necessary to take court action to receive payment for any amount owing, you give permission for
your name to be published in any forum legally necessary to proceed with such actions. This means if
Serenity Lane, or you, file a court action, your relationship with Serenity Lane may become public
record.
Law Enforcement. We may release treatment information if asked to do so by a law enforcement official
in response to an appropriate court order and subpoena. Federal law and regulations do not protect
any information about a crime committed by a patient either at the program or against any person who
works for the program or about any threat to commit such a crime.
Coroners, Medical Examiners and Funeral Directors. We may release health information to a coroner or
medical examiner. This may be necessary to identify a deceased person or determine a cause of death.
Victims of Abuse, Neglect or Domestic Violence. As allowed or required by law, we may disclose health
information about an individual we reasonably believe to be the victim of abuse, neglect, or domestic
violence to a government authority authorized to receive such reports.
Information Not Personally Identifiable. We may use or disclose treatment information about you in a
way that does not personally identify you or reveal who you are.
Family and Friends. We may disclose treatment information about you to your family members or
friends if we obtain your written Authorization to do so.
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Notice of Privacy Practices (continued)
OTHER USES AND DISCLOSURES OF HEALTH INFORMATION. We may use or disclose your health
information for purposes other than those identified in the previous sections with your specific, written
Authorization. If you give us Authorization to use or disclose health information about you, you may
revoke that Authorization, in writing, at any time unless it is a non-revocable criminal justice
authorization to release protected health information. If you revoke your Authorization, we will no
longer use or disclose information about you for the reasons covered by your written Authorization, but
we cannot take back any uses or disclosures already made with your permission. In some
circumstances, we may need specific, written authorization from you in order to disclose certain types
of specially–protected information such as HIV, substance use disorder, mental health, and genetic
testing information.
YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU. You have the following rights regarding
health information we maintain about you:
Right to Inspect and Copy. You have the right to inspect and copy your treatment information, such as
clinical and billing records, that we keep and use to make decisions about your care. You must submit a
written request to the Medical Records Department for Hospital/Residential/Eugene Outpatient
Program located downtown Eugene. For Outpatient treatment at other sites, submit request to the
Program Manager in order to inspect or to receive copies of your treatment information. If you request
a copy of the information, we may charge a fee for the costs of copying, mailing or other associated
supplies.
We may deny your request to inspect and/or copy in certain limited circumstances. If you are denied
copies of or access to health information that we keep about you, you may ask that our denial be
reviewed. If the law gives you a right to have our denial reviewed, we will select a licensed health care
professional to review your request and our denial. The person conducting the review will not be the
person who denied your request, and we will comply with the outcome of the review.
Right to Amend. If you believe treatment information we have about you is incorrect or incomplete, you
may ask us to amend the information. You have the right to request an amendment as long as the
information is kept by or for Serenity Lane. To request an amendment, complete and submit a
TREATMENT RECORD AMMENDMENT CORRECTION FORM to the Program Manager.
We may deny your request for an amendment if your request is not in writing or does not include a
reason to support the request. In addition, we may deny your request if you ask us to amend
information that we did not create, the information is not part of the treatment information that
Serenity Lane keeps; if it is information that you would not be permitted to inspect and copy; or if it is
determined that the information is accurate and complete.
Right to An Accounting of Disclosures. You have the right to request an “accounting of disclosures.” This
is a list of the disclosures we made of clinical information about you for purposes other than treatment,
payment, health care operations, and a limited number of special circumstances involving national
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Notice of Privacy Practices (continued)
security, correctional institutions and law enforcement. The list will also exclude any disclosures we have
made to you or based on your written authorization.
To obtain this list, you must submit your request in writing to Program Manager. It must state a time
period, which may not be longer than six years and may not include dates before April 14, 2003. Your
request should indicate your mailing address. This first list you request within a 12-month period will be
free. For additional lists, we may charge you the normal copy fee of $25.00 per request.
Right to Request Restrictions. You have the right to request a restriction or limitation on the treatment
information we use or disclose about you for treatment, payment or health care operations by making
selective choices on the written authorization to release such information. You also have the right to
request a limit on the treatment information we disclose about you to someone who is involved in your
care or the payment for it, like a family member or friend. For example, you could ask that we not use or
disclose information about a surgery that you had.
We are not required to agree to your request. If we do agree, we will comply with your request unless
the information is needed to provide you emergency treatment. To request restrictions, you may
complete and submit the REQUEST FOR RESTRICTION ON USE/DISCLOSURE OF CLINICAL INFORMATION
to the Program Manager.
Right to Request Confidential Communications. You have the right to request that we communicate with
you about clinical matters in a certain way or at a certain location. For example, you can ask that we
only contact you at work or by mail.
To request confidential communications, you may complete and submit the REQUEST FOR RESTRICTION
OF USE/DISCLOSURE OF CLINICAL INFORMATION AND/OR CONFIDENTIAL COMMUNICATION form to the
Program Manager. We will not ask you the reason for your request. We will accommodate all
reasonable requests. Your request must specify how or where you wish to be contacted.
Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to
give you a copy of this notice at any time. Even if you have agreed to receive it electronically, you are
still entitled to a paper copy. To obtain such a copy, contact Program Manager.
COMPLAINTS. If you believe your privacy rights have been violated, you may file a complaint with
Serenity Lane’s Privacy Officer, at the address located at the beginning of this form. You may file a
complaint to the Secretary of The Department of Health and Human Services, Office of Civil Rights,
Hubert H. Humphrey Building, Room 425A, 200 Independence Avenue, SW, Washington, DC 20201. You
will not be penalized for filing a complaint.
See 42 U.S.C. 290-3 and 42 U.S.C.290-3 for federal laws and 42 CFR part 2 for federal regulations
protecting the confidentiality of substance abuse information. Violation of these federal laws and
regulations by a covered program is a crime. Suspected violations may be reported to appropriate
authorities in accordance with federal regulations. Other applicable regulations are found at 45 CFR
parts 160 and 164.
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Problems and Goals Form
Name:
DOB: _______________________

Date:
Patient or Chart ID #: __________________________________

This form is to help Serenity Lane make your goals a priority while you are in our care. We want to work with you
throughout treatment to create and update a Service Plan that focuses on helping you with problems you are
experiencing as a result of substance use, as well as what you wish to accomplish while you are in our care.
Please take a moment and reflect on your reasons for being here: What problems/issues or circumstances have led
to your admission? What are your hopes/expectations from this treatment experience? After giving these questions
some thought, write down your three highest priority problems/issues. Then, after each problem, write down your
goal statement, which should reflect how you would know that your problem has been resolved or significantly
reduced. Some problems to consider might be your alcoholism/addiction, anger, legal issues, shame, guilt,
communication, relaxation skills, what you will do with your free time since you stopped drinking/using,
employment/job issues, spirituality, surrender, acceptance, etc.

Problem I:

Goal I:

Problem II:

Goal II:

Problem III:

Goal III:

What two (2) things are you willing to do to achieve the goals you have listed?
1.
2.
Your counselor will discuss these issues with you as part of your treatment planning process.
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RELEASE OF INFORMATION (ROI) AUTHORIZATION FOR THE RELEASE OF SUBSTANCE USE DISORDER
and MH INFORMATION
Patient: ______________________________________________________________________________
Date of Birth: _________________________________________________________________________
SSN: ________________________________________________________________________________
I am requesting that Serenity Lane exchange verbal and/or written treatment information about me with:

Facility: _________________________________________________________
Contact Person: __________________________________________________________________
Street Address or P.O. Box: ________________________________________________________
City: ___________________________________________ State: _____ Zip Code: ______________
Fax: _______________________ Phone: _________________________
Relationship: _________________________________________________________
What information should we share?
Please specify: __Confirmation of Admission __Assessments __Attendance __Dates of Treatment
__Diagnosis __History & Physical __Lab Results __Medications __Progress in Treatment
__Psychiatric Consultations __Psychological Testing __Toxicology Results
__Treatment Recommendations __Discharge Summaries __
Other Information to be released: _____________________________________________________
Release Billing Information? __Yes __No
EXCLUSIONS from Authorization: _________________________________________________________
Purpose of Authorization: __Emergency Contact Only __Family Participation __Legal Issues
__Employment Issues __Professional Licensure __FMLA Short Term Disability
Blue Flag Monitoring Requested? __Yes __No
Expiration of Authorization: Unless revoked before or otherwise limited below, this authorization is
valid for two years from the date of signature. Other date or circumstances: _____________________
Right of Revocation: I understand that this authorization may be revoked at any time. For my protection,
it is preferable to provide a written request to revoke an authorization. A form is available at all Serenity
Lane Offices, or I may also revoke an authorization by calling any Serenity Lane Office. I understand that
cancellation of an authorization will not affect any information that was previously released before I
revoked the authorization.
Releasing Records: I understand that the records released may contain substance use disorder
treatment information or psychological information. I know that any communication will reveal my
presence as a patient at Serenity Lane. I understand that any disclosure of information carries with it the
potential of an unauthorized re-disclosure.
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AUTHORIZATION FOR THE RELEASE OF SUBSTANCE USE DISORDER and MH INFORMATION (continued)
NOTICE: Patient records are protected by Federal Law 42 C.F.R. Part 2. This Federal Law prohibits the redisclosure of substance use disorder treatment information without a valid written authorization from
the patient to whom it pertains.
I have read the above and understand what this authorization means. I am satisfied with any
explanations that I may have requested and received. I approve the release of the information listed
above. I understand that treatment is not conditioned on signing this authorization unless treatment is
for the purpose of creating health information about me for a third party or for research purposes. A
photocopy or a fax copy shall be as valid as the original. I have been given a copy of this authorization.

Patient Signature: _____________________________________________
Staff Signature: _____________________________________________
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Date: _________________
Date: _________________

Serenity Lane Patient Medication Reconciliation Record
Patient Name: ______________________________ PCP: _______________________________
Current Mailing Address: _________________________________________________________
Cell: ___________________ Home: _____________________ Email: _____________________
DOB: _______________________

Patient or Chart ID #: ______________________________

INSTRUCTIONS: At the beginning of treatment, the patient should fill in the rows with their
current medication information. Date and sign this entry at the bottom of the page. At the
time of review, add any new medications, put a neat line through any medications that have
been discontinued. Date and sign each review at the bottom of the page.
Date

Medications

Dose

Reason for Use/Diagnosis

Date

Signature

Date

Signature

7/19
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Blue Flag Data Request Form
Serenity Lane offers a service for patients when employers or other referring agencies need feedback
regarding evaluation results and compliance with treatment recommendations. This monitoring service
is what we refer to as our Blue Flag system. Serenity Lane will only provide this service when the patient
requests it and signs an authorization to release information. The signed authorization will specify the
types of information that the patient wants Serenity Lane to disclose. Typically, the information includes
attendance and participation in treatment as well as showing good faith by completing a treatment plan.
At other times, the agency may need the results of drug screens.
Date: _____________________
Blue Flag Request for (Patient Name): _____________________
DOB: ________________
MRN: __________________
To Share Patient Information with (Name and Address):
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________
Current Program (IOP, OP, DUII): _________________________________
Primary Counselor for the Current Program: _________________________________
Service Location: Telehealth
Start Date of Current Program: _________________________________
Case Manager/Program Manager: _____________________
Blue Flag Type (Parole Officer, Employment, etc.): ________________________________
Reports and Letters Requested: Admit Letter, Monthly Report
I understand that Blue Flag is a voluntary program and that I must sign an authorization to release
information before Serenity Lane may act on my request.

Patient Signature: _________________________________

Date: __________________________

Staff Signature: _________________________________

Date: __________________________
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