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Placement Agreement & Admission Packet

Seven Stars Emergency Shelter at Place of Hope, Inc.

Placing Ope InA
Childs Future.

“Seek justice. Encourage the oppressed. Defend the cansc of the fatherless..”
lLiatah 1:17

Child’s Name:

| Most pages in this agreement tequire some or all of the below signatores:
Dependency Case Manager or Placing DCM /CPI

Tt
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Pape 1 of 28



: /
vbh/ Hbd £01L L L] gd Skl (ol o FL&LUE UFHUFE PaGE  @2/28

i,

Seven Srams HEmerpency

This Agreement is provided to establish an understanding and maintain 2 positive relationship betwesn Place
of Hope, Inc. and Child & Family Connections and/or its designee. Place of Hope, Ine. desires to mraximize
its efforts with that of DCF and/or jts designee, to provide for the best possible continuum of care and
wellbeing fot all clients in carc at Place of Hope, Inc.

Duriog a clients placement at Place of Hope, Tnc., the following condifions aze esmablished by this
Agreement: ‘ ‘ ‘

1. Clieat Staffings/Service Plan reviews will take place every 90 days, beginming within 10 days
adwission. Updates on the progeess and needs of the client, including any propress or telay in
futther placement planning, will be teviewed. The DCM will sign off on. the updated information
relative to the treatment and progtess of the client. '

2, Place of Hope, Inc. is entitled to be notified of sll proceedings, prior to the proceedings, and will be
given opportunity to furnish any informarion relevant to the best interests of the client. Itis cupected
that Place of Hope, Inc. will be included in any and all staffing, hearings and decision making on
bebalf of the client, putsvant to Florida Statate and Rule 8.225 [¢) () of the Florida Rules of Tuvenile
Procedure, as a participant, Section 39.01 (49).

3. All contact between the client residing at Place of Hope, Inc. and his or her family members will be
deterrnined by Child & Family Connections (ot their designees) and/or & court order. Place of Hope,
Inc. will comply with and encourage that which is sct forth by the Department/court order.
Flowever, Place of Hope, Inc, must be notificd of 2 farnily visit at least one week in advance, uiless a
schedule is developed and approved (in advance) ona weekly basis.

4. If it is determined necessary that a change of placement will oceur, it is expected that 2 Caild &
Family Connections representative and/or irs designee give written notice to Place of Hope, Ine.
upon reccipt of knowledge.

3. If Place of Hope, Inc. determines that a client in care tequires an altermnative and/ot highes level of
cate and/or their behavior jeopardizes the iutegrity of out facility, Child & Family Connertions,
and/or its designee, will be contacted according to contractual puidelines.-

6. A client will be discharged only to the client’s original applicant oz to the party authorized by their
original applicant, unless otherwise detetmined by the coutt.

7. During a client’s placement at Flace of Hope, Tnc., it is possible for many sources to be the financially
responsible parties for each client. A financially responsible party shall be defined as those pUtsOns
or agencies who will assume the financial responsibility of paying the cost of residential, medics], and
dental expenses while in placement at Place of Hope, Inc.
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- For this specific placement, the Enancially responsible parties shall include the following:

* Child and Family Connections for Placement and any treatments not paid by Medicaid
* Medicaid for medical, dental, a0d other necessary health care

Medieal insutance is available and provided through: Medicaid

Policy #:

Ts Medicaid coverage active? [ ] Yes [INo

In licu of the availability of benefits, Place of Hope, Inc. will provide for the eost of care to the extent
practicable. Place of Hope, Inc. is entitled to any reimbursernents made when benefits are o3tained
retroactve, and Place of Hope, Toc. is entitled to use of all benefits available on behalf of the client.

Place of Hope, Inc, wil) absorb the difference in the full cost of care provided by Place of Hope, Tnc. versus
payment agreed upon between financially responsible patties to the extent practcable.

Ancillary services will be provided as needed for each client. ‘The cost of thase scrvices will be distributed
according to the fundmg available for each cliegt, Tn the cvent that there is 0o funding available froun the
placing agency, Place of Hope, Tnc. will absosh the cost of these setvices as deerned necessary by Place of
Hope, Tac. Administration, to the extent practicable.

The undersigned, being the legal guatdian of this client, understancs and agrees to 2ll conditions cstaizlished
by this document,

Phone Nurnbet Agency

The fmancial tenms of this agreement may be altered upon approval of all parties deemed financially
responsible, in accotdance with the best intcrests of the client.

Clieat’s mmsurance catd should accompany the child upon, admission.

Each client deserves an equal opportunity to be served with regard to the highest standards of care. Fach
case will be reviewed on an individual basis and AT, REFFERRALS from Child & Family Connertions
and/or its Jesignee will be cousidered for review. Due to the nataré of this setting, heavy consideration is
given to the impact each incoming placement will have on the curtent clients. Place of Hope, Inc. rajerves
the right to request the discharge of a client and tequest a higher level of care.

Upon notice of discharge, Place of Hape, Inc. will prepate a written dischatge summaty. A copy of this
discharge plan will be provided to Child and F amily Connections within seven days of the discharge date.
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e“%-: Child & Family

L )

EXHIBIT A

[General Information]

Client’s Namg; DoOR,

‘ < S ECY N ™8
INTAEE ASSESSMENT FORM {6yt old and older)

FAGE  Ha/28

Date of Intake: Location: Mﬁwﬂﬂmw

Substance Use Screening]
Have you used any of the following in the past?
Taobacgo . YR NO
Aleohol YES  NO
Cocaine TES NO
Othar Devgs YES  NO (if yes, list below):

Aze you eowendy vsing or undes the influence of alcohol or drugs? YES NO
If yes to any of the above, please cxplain whan was the last time wsed and how much you used?
(Additional screening recommended)
Ifyes, ate you currently receiving services for subswnce abuse? YES NO
If yes, where ate you receiving the services at? :

Risk Screening|
1) Ate you aerrmiy o have you rirently thought abuset haxming or lulling yourself? YES NO
2} Have you ever varionsly considersd haeeni ng o¢ killing youssel (speafe plan)? YHE NO
3)  Mave you memnty attempied 1o harm o kil yourself (past 12 pranthy) YES NO
4 Have you eer atromprnd to haren or kill yourself? YES  NO
5y Do you hear wims sr see ihingr that ather people do not see or bear? YES NO
6)  Are you aurently recvining trvatment or medication for 4 meatal heglth disordes? YES NO
7y Flasc you eoer varionsly considered o atfergited 1o harm or kil others? YES NO
8 Are you cuwenth fealing like hurting or killing someone clae? TES NO

[lyer to any of the abow, phase excplaim
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vy N
CEC child & Famuy

Clicnr's Name:

DOR:

NOTE: For ALL clienrs, if YHS t0 ANY of the yuestions, follow agency policy in conducting full suicide risk
screening o determine appropriate course of action.
T necessary, contact the Place of Hope's Director of Clinieal Services,

Are you cutrently or do you tegulatly experience any of the following:

Teeling extrentefy sad, hopeless or deproysed? YES NO
Fecling extremely tense, wovtied, or angions? YES NO
Feeling axtremely scaged, afraid, or panicked? YE3 NO
Fecl wnable to sleep ot eat an 4 regwier bayist YES NO
Fee) unable to contral your angez to the point that it may result in hurdng others? THS NO

I yet 10 any of the abooe, please explain:

Other Staff Obzervations:
Staff Campleting Form: Date:
Svpervisar Approrvak: Drate:

This Form Must Be Campleted on All Clients Age Six and Older within 24-hours of Admission anq
Submitted to the Direcror of Clinical Services at CFC within Seven Business Days,
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CHILD AND FAMILY CONNECTIONS AGRREMENT TO PROVIDE SUBSTITUTE
CARE FOR DEPENDINT' CHILDREN

Ejh Ad's Name: Monthly Board R ate:
‘ $120/day
Name of Substiture Care Parent(s): Tatal Pagment:
Seven Stars Emergency Shelter at Place of Hope ' $120/day
Addtess of Substitute Care Parent(s): . Subsidy of Emergency
9125 Isaiah Lane, Palm Beach Gardens, FL 33418 Sheltar Home: m/a

As substitute care parent(s) for the Child and Family Connections, we agree to the following conditios
considered essential for the welfare of this dependent child placed in our home:

1. The child is placed in our home on 3 tempotasy basis and i¢ at all times ander fhe

supcrvision and contrel of the department,

2. We are fully and directly zesponsible to the department for the care of the child,

3. We will take no action ro Acquize legal custody or guardianship of the child.

4 We will hold confidential all information aboue the child and his famnily and will discuss such information only with a
representative of the deparinent or with Appropriate specialiste ar the request of the department,

5. We will couperare in AmAngements made by the department for visits with the child by his parents(s) or relative(s),

6. We will not give the child into the care or physical custody of any other peron(s), including the nanal parcat(s) withont the
consent of a representative of tha depattnent. .

7. We will cooperate in atrangements made by the department for visits with the child by his patent(s) or other relative(s)

8. We will participate with the department in planaing for the ehild, which may include adoption placement, transfar to another
foster home or remuen to parents(s) or relative(s).

9. We will accept dependent children into o home for care only from the depactment and will make no plans for boardiyg other
children or adurs,

10 We will accepr the above hoard rate per month on behalf of the child in sccordance wirh the department’s eseablished rate
struetyre for dependent childeen,

11, We will notfy the department immediarely of any change in our addeess, cmployment, living arrangements, Family
composition, or law cnforcement involvement.

12, We will incur no expenses for which we expact reimbursement with suthorization by the depattment,

13. The department may remove the child from our home at any time by will, whenever possible, give ur at least two weeb s

14, We may request the departmeat to remove a child from our home but will, whenever possible; give us at loast vwo wechs
nhouce,

13, We will comnply with sl tequircoaents for a licensed substiture cate home a8 proseribed by the department.

16. We will immediately teport #0y infuricy ox dllness of a child in aur care 1o the depactnent,

7. We will be respaasible for maintaining the Child Resource Record for every child placed in our home.

18, We agree to obtain a minimum of eight hours of in-service taining per year as approved by the department, We agrec 1.5 pass
and keep curtent the pediarmic CPR teaining offeved by the department which has been approved by the Amertican Hearr
Assaciation or the American Red Cross,

19, We will abide by the depastment’s discipling policy which we received duting the MAPY teaining,

20. We will shide by the departrnent’s policy for traing ng In water safety should we have 4 swimming pool,

21. We will be available to recctve children i our home 24 hours per day, seven days per week, if we are licensed as an SMELREny
sheiter home.

Seven Sra I elter n/a

Signatuze of Subsdrute Care Father ‘ Signature of Substitute Caze Mother T
L e Reptcsentative’s Tile
Lare Agrecment Signed
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Child’s Name: Date of Tntalee:

Name of SSES staff completing intale:

Name of CFC Placing Case Manager or CPT;

Name of CFC Dependency Case Manager:

Docoment Received Necded
| Completed Placemcanr Agtcement & Admission Packer
Shelter order or most recont court order

Placernent Authoriration % D

Medical & immuniragon records
Copy of Medicaid Cazd

Copy of Social Security Card
Copy of Birth Certificate |

Lizsts of medicatzon & dosages and cuzrenr const order
Any applicable afery Plan/ Safety Contract
Child Resource Record ]

Vlesse: liat any othor iterns needog: .

Complete and make a copy for Dependency Case Manager.
This form seeves as a first request for missing decumentation.

I have received a copy of this request form:

Placin g Workers Namc T

Datc Signed
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B6/086L/ 2011 11 a8 BE177H1758

Inc.

Child’s Name; Social Security #
Date of Birth: Sex: Male Race: Religion:
Previous Address:

Previous Phone Numbet-

Medicaid #; | Othet Insurance:

Placing Case Manages (if not child’s DCM); _ .
Office: _ Cell: __ . Fax:

Dependency Case Manager (if not placing workex): —
Office: __ Cell: Fax:

Dependency Case Manager Supetvisor;
Officc: Cell: _ Fax:

- Any Emergency Information: . -—

Page: 81 oo 28
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GENERAL INFORMATION CONTINUED

Guardian Ad Litem:

Cell Phone: (Office Phone:

Email:

Tax:

Attorngy:

Cell Phone: Office Phone:
Einait:

TFax:

Therapist:

Cell Phone: ' Office Phone:
Email:

Fax:

Targeted Case Manager:

‘Agency:

Cell Phoge: — Office Phone:

FEmail:

Fax;

Other:
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| ' CASE PLAN INFORMATION

Case Plan Goal:

[ Reunification [ Long Term Foster Care/APPLA
(] Adoption [C]'rer

[ Permanent Guaedianship [ ] Othey:

Case Plan Goal Dafe:

Next Court Date;

Bartiers to Permanéncy:

Petmanency Plan Details & Target Dates:

FAMILY HISTORY

Biological Mother

Name:

Date of Birth: 88N

Occupation: Race:

Address:

Best Contact Number:

Currently Married? [Ives [JNo
Pritnary Language: —

Is child allowed contact with hiological mother? (IYes []No

If yes, please attach court order and indicate levels of contace below:
Phone Contact: [ Yes []No Supervised: [ |Yes []No
Visitation: [1Yes [JNeo Supervised: [ ]Yes [JNo

Please indicate frequency .& level:

Pagr: 10 f 28
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Name:

Date of Birth: S5

Occupation: ‘ Race:

Addregs;

Best Contact Number;

Cutrently Marricd? [ Yes [ No

Ptimary Language:
Is child allowed contact with biological father? [ ] ves [JNe
Ifyes, please attach coust order and indicate levels of contact below:
Phone Contact:  [T] Yes ] No Supervised: {_] Yes [ ] No
Visitation: [JYes [INo Supervised: []Yes []No
Please indicate frequency & level: |
Siblings

Name:

Phone Number:

Placement & Address:

Last contact with child:

Is child allowed to visit sibling? [JYes [Ny [] Supervised

1f not, or if supervised, Please explain: ___

Name: - Age:

Phom: Numbey:

Placement & Address: L

Last contact with child:
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’s child allowed 1o visit sibling? OYes [ONe [ Supervised

If not, or if Superviscd, please explain:

- Name:

Phone Number:

Placemeny & Address:

Last contact with child:

Is child allowed to vigit sibling? [JYes [No [ Supervised

If not, or if Supervised, please cxplain:

Name:

Phone Number: _

Placement & Addresa:

Last contact with child:

Is child allowed ta visit sibling? [ ] Yes [ No ] Supervised

If not, or if supeiviaed, please explain:

Name: Age: —

Phone Numbey:

Placement & Address:

Last contact with child:

Is child allowed to visit sibling? []ves [(INo [7] Supervised

If not, or if supervised, please explain:
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PLACEMENT HISTORY

Date of Initial Removal from Home:

City of Initial Removal:

Number of Placements (including current Placement):

Complete Placement History in Chronological Order:
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ACADEMIC HISTORY

Curtent School:

Current Grada Level:

School Phone; _

School Contact Person:

Academic Stams:
[ Regular Education [J1EP 1504 Plag
L] Alternative Fducation ER [_]EBD
[] Speech Language Services ClEsk [TEsoL
[] Othes:

Has the child ever been retained? [JYes [JNo

Ifyes, whar age and grade?

Cutrent GPA: Date of Last Report Card:

Full Scale 10):

List Academic Sewvices Identified:

List Academic Needs Identified:

Date of Last Educational Evaluation:

Tcst Battety Given:

Where are thege tecords held?

List any school problems (c.g. truancy, excessive absences, suspensions, fighting, refusal, grades, ete):

List any bus problems or hehaviors:

List any extracutticular activities: ‘ —
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Client Name Date of Birth Date of Consent

Transportation

Tunderstand that there age fTanspottation options which Seven Stags Fmergeney Shelter at Place of H ope,
Ine. staff will discuss with me. '

I, _- hereby give my permission for staff
from Seven Stars Emergency Shelter at Place of Hope, Inc. to provide transpottation to the clicat while they

teside in your care.

Emetgency Contact and Care

I understand thar in the eveat of an accident or serious infury, Seven Stars Emergency Shelter at Place of
Hope, Inc. seaff will make every reasonable effort to conmct the guardian. T authotize staff to initiate
emergency medical care and/or tansport the above named child to the nearest hospital eMEIgency rodtm.

I understand that it is my responsibility to notify program staff of any changes in my address, phone numbey,
cmetgency contact and phone number, medical conditions, allergies, medications or dosages or any other
mfotmation which may affect treatment.

I have read, understood and agtee to follow the above listed guidelines.

S — | One _
“ Dacar R

S8IES Seaff Dars: —
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AT S S e
% R

Seven §

1. as the guardian of : R, sive my consent o Place of Hope, lac. to exchange inf-mation
TegArding sceviees rendered durmng the course of pre or post placement.

*  Psychintrie/Psychological Daca
= Social History

*  Fvaluation Results
*  Flacement History
& Schoo! Records

*  Progress Notes

*  Medical Repors

Dhischarge Surnmaties
¢ Orher, a3 necessary

T understand that I have the tight o rofuse thiv authotization and Flace of | lope, Inc, is released from all legal liability that may

atise from the relcase of jaformation required, This information is being discloacd from records whose confidendiality is protected
by federal law. Any further rediselosrs is prohilsited.

This consent shall remain in effect for the petiod this client is involved with Place of Hope, Inc, of one year from the date of the
guardian signature, whichever comes firar, This authosization may also be revoked ar Any time by wrirten notice (o the sou e
listed above, ‘

[ Dt
- | Date: ——

S8E5 Staft Date:
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Sevan Stars

o

The purpose of this letter is to establish an understanding and to develop and maintain 4 positive working
relationship and team effort berween Seven Stars Emetgency Shelter at Place of Hope, Inc. and Child &
Family Connections.

Tn order to establish-this “team” effort, fulfill our mission of purpose, and to exercise our privilege azcording
to Florida statutes, it is crucial thar Child & Family Connections respects, values and considers our
professional input and suggestons in regard to the decision-malking process.  As applieable, a Ticatment
Team Meeting must cake place, cither by conferance call or in person, to discuss the client’s fanure plicemnent
Options at the earlicst time possible. This team will consist of * representative of bath Place of Hape, Ine.
and Child & Family Connections,

Furthermote, in the event of any change in a client’s 'placemmt_, Place of Hope, Inc. must be norifted, in
wiiting, in 2 timely fashion. '

Place of Hope, Inc. is not merely 2 holding facility whete the client “bides” his time, but a residen;iz)-style
home, A great deal of tire js invested in building a loving, nurtugng environment, while conistently
teaching and training the client to prepare for independence and adulthood.

Itis not the intent of Place of Hope, Inc. to dominate any decision made on behalf of the clients, but it is onr
desite to cstablish a level of frust and confidence hetween Place of Hope, Inc. and Child & Farnily
Connections so thar both Pasties are maximizing efforts for the best interest of the child,

It is further undersrood and agreed that pursuant to Florida Statate and Rule 8.225 (¢) (2) of the Florida
Rules of Juvenile Procedute, as 3 participant, Scetion 39.01 (49), Place Of Hope, Tnc. is entitled to 4 nurtice of
all proceedings, prior to the proceeding, and that Place of Hope, Inc. will be given the opportunity to furnish
any information televant to the best interest of the child and will he included in any and all hearit;zs and

decision making.
L T - Dare
SSES Seaff ___ Date:
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4 1y

Seven Stars E

Whereas 2g lepal guardian with lawiiy
custody of the clicat, has tendered an application to Place of Hope Inc. for rendition of shelter, counseling,
freatment, or other relaicd services for the client named in this ageement, and in order to inchce and
persuade Place of Hope, Inc. to accept said application and render sajd setvices to the client, the following
agreetnent 18 entered into:

‘The undersigned party truthfully represents that he or she is the legal guardian with lawful custady of the
client and will present proof of lawfal custody to Place of Hape, Ine.

R —-Dae

S3ES Sk Dater

Page 1§ of 28
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X | -
LEN: \‘} ‘*’"*‘ ittt iy,

Seven Staes Emecrgency Shelter at Place of Hope, Inc.

I, - 45 parent of legal guardian, voluntasily place and hereby give my corsent for
PLACE OF HOPE, INC. to sender such wansportation, medical care, and tecattment as PLACE OF HOPE, IIC. may
cansider necessary for the health and welfage of M. ! cuchorize that che
above clicar be given periodic health SXAMinations, (csts, immunizations, dental care, personsl hygiene and
mainfenance to inchide regular nail and haircuts, medication and hospitalization if needed. In the cvent of any serious
fncss or accident, 1 understand that PLACE, OF HOPE. INC. will make every effort to commuaicate vith me,
PLACE OF HOPE, INC, is authonzed 1o tender whatever medical or surgical care is needed to provide fox *he well
being of the above client, whether or no contact is made. '

] Dare

Spiritual and Moral Training Policy

PLACL OF HOPE, INC. provides each client with the oppornmity to explore their spititeality. Place of Hope'’s
Professional Parents will follow and model the Christan Faith. Place of Hope, Inc. will offer each client the
apportunity to participate in daily devotions in ¢ach home and to attend a variery of church services and related
activities during their stay. Mandatory participation is not requited of any client; however family participz tion in
church activitics is a component, of the Place of Hope Program, | have read and understood the Spititual age Moral
Training Policy and consent o bebalf of said elient.

R Date

Publicity Release Statement

Feom dme to time, pictures are taken of the children, including schoo! photos. Pictures will not be taken ot used for
exploitation, only as part of the family model for each client at PLACE OF HOPE, INC. 1 hexeby grant perrnission
for the name and picture of above said child, for whom 1 am the Parent or legal Guardian, to be mken by PLACE OF
HOPE, INC. of Paim Beach Gardens, Fl; in accordance with Chaprer 10C-15.57 of the Rules of the “lofida
Departtent of Children and Families, Social and Heonomic Sexvices Program.

R Date |

Bebavior Management and Discipline Policy

PLACE OF HOPE, INC. prohibits the vse of corporal punishment. No client will be spanked, paddled or physically
punished. Consequences will he assigned appropriate to the behavior and in compliance with any recomr.cnded
treatment interventions, PLACE OF HOPE, INC. reserves the tight to use approved physical resteaint and aggression
control training in the event that above said clienc becomes 2 threat or danger to themselves, others, o property. T
understand PLACE OF HOPE, INC. direct cate stff are teained and certified to manage agpression fn a client.
Should such agpression becorme unmanageable, FLACE QF HOPE, INC, resorves the right to contac: Law
Enforcement and any other officials pecessary 0 secure the above client and insute for the safery and security of all
persons involved including other clients in care. PLACE OF HOPE, INC. acknowledges the right of cach cliznt (o
apptopuiately disagree and to ask to speak to a PLACE OF HOPE, INC. Administrator at a nienreal time to fle any
grevandce,

e D

Dare

Page 11 of 28



PAGE 2R/28
dbfdbssall Q144 Wkl /7317558 PLACE OFHOPE

Seven Stars Emergency Shelter ar Place

I, as guardian of _ give my

approval to move the said child from theis curtent school ta the approptiate school zoned fot Place of Hope
residents (zoned schools listed below) if I cannot artange transportation to the child’s current scho ol and it
18 not otherwise specified by their TEP or court order. If the child remains in their current schoc! for the
remainder of the schae] year, I authorize Place of Hope to transfer the child 1o the aforementioned 1chool ar .
the beginning of the next school year. T give my consent to Place of Hope, with the consent of client’s

Treatment weam, to enroll, withdraw, o make schedule changes for this child i the aforementioned s:hoo),

Grades K-5: Timber Trace Elementary
Grrades 6-8; Dunean Middle School
Grades 9-12: Patm Beach Gardens High Schoal

A — L

S5ES Staff Datc:
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Client’s Name Social Securiry # - Tate of Birth Consint Date

T hereby give consent for the above named client to be examined by 2 nurse practitioncr or physician.

I understand the examination may involve invasive procedures such as blood drawing or PPD skin testing.
This examination may involve invasive vision and hearing screenings, dental sereenings, and any other
diagnostic tesung as ordered and deemed necessary by the attending physician or nurse practiionet,

I understand all of the mformation and results of the cxamination are confidential and will be released only
according to the confidentiality laws that apply, to include release of information to only legally desimated

persons or agencies involved in the care and treament of the zbove named client,

I have the right to discuss any findings and results with the physician or nurse practitioner in an effort 1o seck
treatment and aftercare.

I Date

Date

T authorize the above named clieat to reccive all the required imnuunizations and boosters as tequestid for
placement at Place of Hope, Inc. and as tequired for entollment in Public School. I understand that | have
the right to refuse immunization 2nd must complete the required documentation obtained from the Public
Health Department if I so choose to refuse immunization on the grounds of religious or medical exemp:tion.

Please state any immunizations NOT authotized:

T will complete all necessary forms of exemption fof any immunizations not autherized to include the Place
of Hope, Tnc. Refusal of Immunization. I authorize all other imimunizations, valess otherwise designated.

A Date

Date
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Clienr's Name Social Security # Date of Birth Consent Dare

I DO NOT authotize the above named child to receive the following imemunizations:

IMMUNIZATION: RIIASON REFUSED:

0

Rubella (Mcasles)

Rubella (German Measlcs)

Mumps

Paliomyelitis (OPV or TPV)

Diphtheria

Teranus (Lockjaw) —

Pertussi (Whooping Cough) -

Hepatitis B (Hep B)
Haemophilus Tnfluenza (Type B HIR)

DDDUDDDUD

‘Tubesculin Test (PPL)

O

Varicella (Chicken Pox)

T understand that I have the right to refuse imounization, bowever, T may be asked to wrovide
documentation to support my refusal such as a physician’s statement, medical record, or religious exemption
form from the Public Department of Health. 1n addition, I understand Place of Hope, Inc. reserves e right
to deny placement of any client at Place of Hope, Inc. when the reason for refusal of immunization cannot
be provided via requested documentation, Place of Hope, Tnc. must consider, the welfare of all clients in our
care and must comply with all standards and regulatons set forth with regard to the highest standards of care
for our clients.

R — Date: -

SSES Staff: - Date:
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Place of I-Inp*eTnc

Seven Stary Emergency Shelrer at

Clicnt Name: ‘ Date:

T have been advised that Place of Hope does not maintain 2 licensed health professional on the premises for
the preparaton and monitoring of medications. Place of Hope provides “unliccnsed” — Ditect Care Staff
membets who have been trained and certified in medication administration to administer medications.

1. “unlicensed” means an individual not currenty licensed to practice aursing or medicine who s
employed or contracted by the agency and who has teceived taining with respsct to
administering medication or assisting with the self-administeation of medication.

T, T hereby cettify thar 1 have read and understood the consent for
medication administration and heteby authorize unlicensed staff of Place of Hope, who bave been lrained
and certified in medication administration, to consistent with the prescrption’s label or the package
directions of an over.the-counter medication to aduinister medication to the above named individual,

[ — | -
] . — D

SSES Swif Date;

S —
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Chient Name: Date:

STANDING APPROVAL FOR NON-FMERGTENT MEDICAL CONDITIONS

Nutritional: children’s muld-vitamin

Headache: non-aspitin products (e.g., Tylenol, Motrin, Advil, enc.)

Low-grade Fever: non-aspirin products (e.g., ylenocl, Mottin, Advil, etc.)

Cough: non-aspitin/non-alcohol cough and cold, Viek’s vapor-rub

Sinus Congestion: cold, sinus, and allergy medication (non-aspitin)

Minor skin rashes: triple anti-biotic ointment, bactroban, clotrimazole, calamine, ete.
Toothache: ora-pgel

Other:

Other:

Indicate below any over-the-counter medication that you do NOT authorize:

Prescriptions client is curently taking ~ Dosage, Quantity and Administeation Instructions:
(initial & date each one): g

COURT ORDER OR PARENTAL CONSENT FOR PSYCHOTROPIC MEDICATION M{JST
BE GIVEN TO SEVEN STARS EMERGENCY SHELTER UPQON ADMISSION.

Indicate below any known allergics or reactions to any medications:

1 authusize the administration of over-the counter medication to the above named client as needed and agree
that Place of Flope is not liable for any reactions or complications that may occur as a result. T understand
that it is my responsibility to inform Place of Hope in writing of any allergies, possible teactions or
medications that ate not authonized.

Date:

L] Date:
SSES Sraff

Date:
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Seven Stars Imergency Shelter at Place of H,op, Inc.

Client’s Name:

Weight: . Height: ___ Temperamre:

Scalp Condition:

Physical Activity: o0 Narmal o Listless & Withdoom 5 Over-Active b Excited 0 Cooperative 0 Combative -
Condition of Clothing: o Clean 5 Torn o Dizty Oversll Condition of Child: O Clean 0 Dirty

Mark any sections on the lrody (not privare areas) that have miarks, scrapes, bruiscs, ete.

N

ST TV i i

Condition Yes No Location on Body
l.caions
Bruises
Sceapes
Bums
Blisters
FRashes
Cuts
Scars

List any other important physical information and indicate on deawing:

m - — Dane

S3ES Staff: Date:
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Seven Stara Eergc:ncy Shelrer at Place n[-I.e. Tnc.

Client Name: Date:;

All clients under the carc of Place of Hope, Inc. are subject to drug screens to be administered by and at the
discretion of program staff. Clients that retum from rmnaway status or are tepeatedly absent from. school
without program consent will be tested for drugs upon their retura to campus. Random sereenings will take
place at the disctetion of Place of Hopc, Inc.

Tf a clicnt tests positive for Uliegal or misused legal drugs or is found be selling, distributing or in poisession
drugs or medication, the following course of action will be followed by Placc of Hope:

* Tirst offense: weitten notice 1o weatment team.

» Second offense: Palm Beach County Shersiffs Office will be notified and the client’s Dependency
Case Manager will be requested to. make a refecral for the client to receive substance abuse
counseling,

@ Refusal to comply with eataent will be considered a third offense,
o Clicar will contribute weekly allowance to offset any costs incurred by treatment.
© Client must ‘comply with a]] aspects of the substance abuse counseling and any
 recommendations made by substance abuse counsclor. 1f the client does not succossfully
complete the substance abuse counseling and/ox reeommendations made by the covuselor,
this will be considered a third affense. '

* Third affense: 30 day wrirten notice of discharge will be submitted to CFC Placerent & Depe:idency

Case Manager, '

Refusal to completc a drug screening will be considered a positive test.

. IR Date:
“ —— Dare:

SSESR Srafk: Date:
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Clicnt Name: _ Date:
Jewelry/Money
Money (§ ) Bracelets Earrings
Necklaces Watches Rings
Clothing /Shacs
Shotts Short sleeve shires Shoes
Long pants Long sleeve shirts Sandals
Pajamas Skirts or Skorts Slippers
Bras Dresses Underwear:
Swimsuits Robes Socks
Jackets/Coars Belts Hats
Other Items (i.e., 'booka_,ﬂcs, petsonal hygiene, erc.)
Stuffed animals iPod/mp3 player

Assorted small toys
Fatge toys
Books
DVDYys
DVD player
CDs
CD players
Tapes ~ video and audio
Remote conol toys
Vatious papers and notebooks
Various pens, pencils and Crayons
Board games
Boom box
Skates
Balis

Helmer

— — Game Boy/Nintendo DS
Games for Game Boy

Backpack

— _ Suitcase/Tiuffle bag

Putses

Assorted hair accessories
Varous toiletties

Lunch box/Water botfle
Dolls (small/ Barbic)

Dolls (large)

____ Blankets
Decorative pillows
Various knick knaclks

—— Vatious sports equipment

— . Bieycle

Scooter

T

85105 Staff |
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Seven Smes Emergency Shelter at Place of Hope, Inc. -

Client Name: _ Date:

Vislvors:
The above numed clicnt bax my approval to bave visits with the following individuals:

PacE

This individual may: ‘
Visic Shelrer: Take Client Qff-Campus:  Name: Relation: Phone Number:
2 O
i (]
O ]
O !
i a
m o
Phone Calls:
The above named clicnt has my approval to have phone calls with the following individuals:
. 0 Inchade all approved wisitom 0 Inchwde all approved visitors cxcept
Mare: Relavion: : Phote Number; Speakerphone
Oniy:
3
m}
- i
aQ
[}
a

Motea about Visits and Phone Calla:

28/28

Diate:

S5FE Swmib

Dare:
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