
 

 
401 E. Illinois 

Midland, Texas 
432-570-3333 

 
  

 
Our mission is to enhance the behavioral and developmental health and wellness of our community by 

helping people live their best lives 

 

 

 
 
 
 
Greetings, 
 
The following forms are what may be used for registration and during the course of treatment.  
Not all forms may be applicable to you.  They are provided for informational purposes, so that 
our patients may review them ahead of time.  The applicable forms will be reviewed with you 
by PermiaCare staff during treatment to ensure you understand all information being 
presented.   

 
  
 
  
 

 

 

 



2025 HEALTH AND HUMAN SERVICES COMMISSION 
Local Authority Monthly Ability to Pay Fee Schedule 

26 TAC, Section 301.517 Effective February 7, 2025 
26 TAC, Section 301.111 Maximum Monthly Fee By Family Size 

Annual Gross Income 
Monthly 

Gross Income 

1 2 3 4 5 6 7 8 9+ % monthly 
income family 

size 1 
15,650 1,304 0 0 0 0 0 0 0 0 0
23,475 1,956 47 0 0 0 0 0 0 0 0 2.50% 
26,225 2,185 56 0 0 0 0 0 0 0 0 2.66% 
28,975 2,415 66 0 0 0 0 0 0 0 0 2.82% 
31,725 2,644 76 47 0 0 0 0 0 0 0 2.98% 
34,475 2,873 87 56 0 0 0 0 0 0 0 3.14% 
37,225 3,102 99 66 0 0 0 0 0 0 0 3.30% 
39,975 3,331 112 76 47 0 0 0 0 0 0 3.46% 
42,725 3,560 125 87 56 0 0 0 0 0 0 3.62% 
45,475 3,790 139 99 66 0 0 0 0 0 0 3.78% 
48,225 4,019 154 112 76 47 0 0 0 0 0 3.94% 
50,975 4,248 169 125 87 56 0 0 0 0 0 4.10% 
53,725 4,477 185 139 99 66 0 0 0 0 0 4.26% 
56,475 4,706 202 154 112 76 47 0 0 0 0 4.42% 
59,225 4,935 220 169 125 87 56 0 0 0 0 4.58% 
61,975 5,165 238 185 139 99 66 0 0 0 0 4.74% 
64,725 5,394 257 202 154 112 76 47 0 0 0 4.90% 
67,475 5,623 277 220 169 125 87 56 0 0 0 5.06% 
70,225 5,852 297 238 185 139 99 66 0 0 0 5.22% 
72,975 6,081 318 257 202 154 112 76 47 0 0 5.38% 
75,725 6,310 340 277 220 169 125 87 56 0 0 5.54% 
78,475 6,540 363 297 238 185 139 99 66 0 0 5.70% 
81,225 6,769 386 318 257 202 154 112 76 47 0 5.86% 
83,975 6,998 410 340 277 220 169 125 87 56 0 6.02% 
86,725 7,227 435 363 297 238 185 139 99 66 0 6.18% 
89,475 7,456 460 386 318 257 202 154 112 76 47 6.34% 
92,225 7,685 487 410 340 277 220 169 125 87 56 6.50% 
94,975 7,915 514 435 363 297 238 185 139 99 66 6.66% 
97,725 8,144 541 460 386 318 257 202 154 112 76 6.82% 

100,475 8,373 570 487 410 340 277 220 169 125 87 6.98% 
103,225 8,602 599 514 435 363 297 238 185 139 99 7.14% 
105,975 8,831 628 541 460 386 318 257 202 154 112 7.30% 
108,725 9,060 659 570 487 410 340 277 220 169 125 7.46% 
111,475 9,290 690 599 514 435 363 297 238 185 139 7.62% 
114,225 9,519 722 628 541 460 386 318 257 202 154 7.78% 
116,975 9,748 755 659 570 487 410 340 277 220 169 7.94% 
119,725 9,977 788 690 599 514 435 363 297 238 185 8.10% 
122,475 10,206 822 722 628 541 460 386 318 257 202 8.26% 
125,225 10,435 857 755 659 570 487 410 340 277 220 8.42% 
127,975 10,665 892 788 690 599 514 435 363 297 238 8.58% 
130,725 10,894 929 822 722 628 541 460 386 318 257 8.74% 
133,475 11,123 966 857 755 659 570 487 410 340 277 8.90% 
136,225 11,352 1,003 892 788 690 599 514 435 363 297 9.06% 
138,975 11,581 1,042 929 822 722 628 541 460 386 318 9.22% 
141,725 11,810 1,081 966 857 755 659 570 487 410 340 9.38% 
144,475 12,040 1,121 1,003 892 788 690 599 514 435 363 9.54% 
147,225 12,269 1,161 1,042 929 822 722 628 541 460 386 9.70% 
149,975 12,498 1,202 1,081 966 857 755 659 570 487 410 9.86% 
152,725 12,727 1,244 1,121 1,003 892 788 690 599 514 435 10.02% 
155,475 12,956 1,287 1,161 1,042 929 822 722 628 541 460 10.18% 
158,225 13,185 1,330 1,202 1,081 966 857 755 659 570 487 10.34% 
160,975 13,415 1,375 1,244 1,121 1,003 892 788 690 599 514 10.50% 
163,725 13,644 1,419 1,287 1,161 1,042 929 822 722 628 541 10.66% 
166,475 13,873 1,465 1,330 1,202 1,081 966 857 755 659 570 10.82% 
169,225 14,102 1,511 1,375 1,244 1,121 1,003 892 788 690 599 10.98% 
171,975 14,331 1,558 1,419 1,287 1,161 1,042 929 822 722 628 11.14% 
174,725 14,560 1,606 1,465 1,330 1,202 1,081 966 857 755 659 11.30% 



CR923 Rev 5/18 
 

Methods used in previous quit attempts:  Acupuncture  Counseling  Cognitive Behavioral Therapy 
  Hypnotherapy  Over the Counter Medication 
 

PERMIACARE Assessment 
 

Client Name __________________________________ 
 
Client ID:  ____________________________________ 
 
Date:    
 
CIGARETTE SMOKING STATUS:  
 

 Current every day smoker 
 Current some days smoker 
 Former smoker 
 Never smoker 
 Unknown if ever smoked 

Do you live with tobacco user(s)? Yes No 

USE DETAIL:  
⃝  Currently use cigarettes    ⃝  Currently use pipe     ⃝  Currently use cigars    ⃝  Currently use smokeless    
⃝  Currently use other-e-cig/vap, etc. 
⃝  Previously used cigarettes        ⃝  Previously used pipe     ⃝  Previously used cigars    
⃝  Previously used smokeless      ⃝  Previously used other-e-cig/vape, etc. 
 If other, please specify:  ________________________________________________________________ 

Approximate number of years of tobacco use: ____________________________________________ 

Amount of tobacco used per day: _______________________________________________________ 

Have you ever attempted to quit?  Yes  No  

Number of Attempts: ____________________________________________________________________ 

Approximate Date of last quit attempt: ______________________________________________________                       

 

 
 
 

 Prescription Medication  Without Assistance (aka Cold Turkey) 
 

                                          N/A                                               If Other, please specify: 
 

 
READINESS TO QUIT:  
 Not interested in quitting   Thinking about quitting within next 30 days       Ready to quit 
 
REFERRAL: 

  Referred to: PBCC NRT       Other Referral                         No Referral  
  Provided Quitline Card        Provided Quit Smoking Brochure     
 
Other :  Please specify:  _______________________________________    
 
 
I attest that a face to face Tobacco Use Assessment was completed for this individual. 

 
 Signature of Staff Member Completing Assessment: 
 

 
 Staff Signature: ___________________________________________  
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Public Health Provider – Charity Care Program Eligibility Notification 

 

 

Dear (Patient Name): ________________________                   Case# _____________________   

 

The purpose if this letter is to provide you with information on how the services at PermiaCare are 
funded, and what your payment responsibilities are if you do not possess private insurance, Medicaid, 
or Medicare. 

If you do not have third party coverage, you will be assigned a Maximum Ability to Pay (MAP) for any 
month you receive services from PermiaCare.  Your maximum monthly payment is based on a sliding fee 
scale promulgated by the Health and Human Services Commission.  This fee is explained to you and 
noted on your fee assessment, which you may request a copy of from PermiaCare.  The fee is calculated 
utilizing your income and the Federal Poverty Limit (FPL).  You will never be asked to pay more than the 
amount of your MAP. 

The remaining cost(s) associated with your care will be covered by the Public Health Provider – Charity 
Care Program (PHP-CCP).  If you are an individual whose income is less the 200 percent of the FPL, then 
you are eligible for PHP-CCP coverage.  The PHP-CCP program is a federally funded program that 
PermiaCare is eligible to participate in because of our status as a Local Mental Health Authority. 

If you are in receipt of this letter, it should be considered formal notification that you are eligible for the 
PHP-CCP program, and that the cost for services received above your MAP are covered at least partially 
by this program.  Again, you will never be asked to pay more than your MAP. 

Please feel free to contact our benefits eligibility department if you have any questions. 

 

 

 

Acknowledged: _________________________________              Date: ________________________ 
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PERMIACARE 
CONSENT TO TAKE AND USE PHOTOGRAPHS 

 
 
Client:      Case No.:        

 
By my signature below, I give PermiaCare my Consent to interview, photograph, film, and/or record 
______________________________________ for the following uses: 
                                                ( Name of Individual)  
 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 
I understand that the materials may be reproduced, reprinted, or republished in any form at any time by this 
organization, except as restricted by the following ways (for example, time limits or limits in use of the 
individual’s name): 
 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 
I understand that I may withdraw my Consent or revise the restrictions on it at any time.  I also understand 
that the organization is not liable for any actions taken in reliance on my Consent as given here before the 
Consent is withdrawn or revised.  To withdraw or modify my Consent, I must contact the organization at: 
 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 
 
 
___________________________________                         ______________________________________ 
Signature of Client                        Date                                  Signature of Witness                    Date 
 
______________________________________________________________________________________ 
Signature of Parent or Legally Authorized Representative                                                          Date  
 
 
 

 



PERMIACARE 
HIPAA Privacy Notice Acknowledgment Form 

 
 
 
 
 

Client Name:       Case Number:      
 
 
I have received the notice of privacy practices under the Health Insurance Portability and Accountability Act of 1996 
(HIPAA). 
 
 
 
                
Client’s Signature        Date 
 
 
 
 
 
 
 

PermiaCare use only 
 
 
Reason for not obtaining notification acknowledgement           
                
                
                
                
                
                
                
 
 
 
 
 
                
Staff Signature/Credentials       Date 

 

CR565 rev 10/06 

 











 
 
 
 
 
 
 

 
THIS NOTICE DESCRIBES  
 

• HOW YOUR MEDICAL AND HEALTH INFORMATION MAY BE USED AND 
DISCLOSED 
 

• YOUR RIGHTS WITH RESPECT TO YOUR HEALTH INFORMATION 
 

• HOW TO FILE A COMPLAINT CONCERING A VIOLATION OF THE PRIVACY OR 
SECURITY OF YOUR HEALTH INFORMATION 
 

• YOUR RIGHTS CONCERNING YOUR INFORMATION, AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. 

 
PLEASE REVIEW THIS INFORMATION CAREFULLY. 
 
YOU HAVE A RIGHT TO A COPY OF THIS NOTICE AND TO DISCUSS IT WITH THE 
CILENT RIGHTS ADVOCATE AT 432-570-3333 IF YOU HAVE ANY QUESTIONS. 
 
When you receive treatment from PermiaCare, we will obtain and/or create health information about 
you. Health information includes any information that relates to (1) your past, present, or future physical 
or mental health condition; (2) the health care provided to you; and (3) the past, present, or future 
payment for your health care. 
This notice tells you about PermiaCare’s duty to protect your health information, your privacy rights, 
and how your health information may be disclosed. 

PermiaCare’s Duties:  
 The law requires us to protect the privacy of your health information. We will not use or let 

unauthorized people see your health information without your permission except in the ways stated 
in this notice. We will protect your health information and keep it private. This protection applies to 
all health information we have about you, no matter when or where you received or sought services. 
We will not tell anyone if you sought, receive, or have ever received services from us, unless the 
law requires or allows for that sharing. 

 We will ask you for your written permission (authorization) to use or share your health information.  
There are times when your health information may be shared without your permission, as explained 
in this notice. If you give permission to share your health information, you may take it back that 
permission at any time.  If you take back your permission, PermiaCare will no longer share your 
health information. To take back your permission once given, give signed, written notice to 
PermiaCare with the date, the purpose for the permission, and notice saying that you want to 
revoke your permission. 

 PermiaCare must provide you with this notice of our legal duties and privacy practices.  We must do 
what this notice says. We will ask you to sign a form that says you have received this notice.  We 
may change the contents of this notice.  If it is changed, we will have copies of the new notice at our 
facilities and on our website, www.permiacare.org. The new notice will apply to all health 
information PermiaCare has, no matter when the information was created or received. 

 PermiaCare staff protect the privacy of your health information as part of their jobs. PermiaCare 
staff do not see your health information unless they need it as part of their jobs. Any staff person 
who does not protect the privacy of patient health information will face consequences.  PermiaCare 

 
PERMIACARE NOTICE OF PRIVACY PRACTICES 
Health Insurance Portability and  
Accountability Act of 1996 (HIPAA) and 
Drug Abuse Prevention, Treatment, and Rehabilitation Act 
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will not disclose information about you related to HIV/AIDS without your specific written permission, 
unless the law provides authorization.  

 If a data incident occurs that impacts your health information, you will be notified. 
 If you are being treated for alcohol or substance abuse, those records are protected by federal law 

[Code of Federal Regulations C.F.R Title 42, Part 2].  Breaking these laws that protect alcohol or 
substance abuse treatment records is a crime.  If you think a violation may have happened, you 
may report to the authorities in this notice.  Federal law does not provide protection for information 
about a crime or threat to commit a crime at PermiaCare or against PermiaCare staff.  Federal law 
does not protect information about suspected child abuse or neglect from being reported under law 
to proper authorities.  

Your Privacy Rights at PermiaCare  
 You can review or get a copy of your health information from PermiaCare.  Sometimes there are 

reasons why PermiaCare cannot provide a copy of your health information.  If this happens, 
PermiaCare will tell you why in writing.  You can appeal this decision in some situations.  You can 
choose to get a summary of your health information instead of a copy.  If you want a summary or a 
copy of your health information PermiaCare may charge a fair fee.  

 You can ask us to make corrections to your records if you think the information is wrong. 
PermiaCare will add the correct information to your record and make a note in your records that you 
have provided the information. Information that already was in the record will not be removed or 
changed. 

 You can ask for a list of when your health information has been released by PermiaCare over the 
last six years.  In keeping with federal law, the list will not include times your information was 
released for treatment, payment, health care operations, national security, law enforcement, or 
releases made with your permission.  There will be no charge for one list per year.  

 You may ask PermiaCare to limit the ways your health information is used or shared. PermiaCare 
will consider your request, but the law does not require us to agree to it.  PermiaCare cannot agree 
to limit the uses or sharing of information that are required by law.  If we do agree, we will put the 
agreement in writing and follow it, except in cases of emergency.   

 You can ask PermiaCare to contact you in a way that is preferred by you.  We will meet your 
request as long as it is reasonable. 

 You can choose someone to act for you. 
 You can get a copy of this notice any time you ask for it. 

 

Treatment, Payment, and Health Care Operations 
We may use or release your health information without your consent to provide care to you, to get 
payment for that care, or for health care operations.  Details about what these words mean is included 
below.  
Treatment: We can use or release your health information to provide, organize, or manage health care 
or other related services. This includes giving care to you, reviewing your case with other health care 
providers, and referring you to other providers.  We may also contact you to remind you of upcoming 
appointments, to offer treatment options, or to give you other health information that may interest you 
unless you request for this not to happen. 
Payment: We may use or release your health information to get payment for providing health care to 
you or to provide care to you under a health plan such as the Medicaid program.  
Health Care Operations: We may also use your health information for healthcare operations: 
 Activities to improve health care/ 
 Reviewing programs; 
 Writing procedures;  
 Case management and care coordination;  



20_All Notification of HIPAA_e              
Rev 5/2025 

3 

 Reviewing the competence, qualifications, and performance of our staff;  
 Conducting training programs and solving conflict within PermiaCare;  
 Conducting accreditation, certification, licensing, or credentialing activities;  
 Providing medical review, legal services, or auditing functions; and 
 Business planning and management or general administration.  

 

Unless you are receiving treatment for alcohol or drug abuse, PermiaCare 
may use or disclose your health information without your permission for 
the following purposes. 
 When required by law. We may use or release your health information as required by state or federal law.  

 To report suspected child abuse or neglect.  We may disclose your health information to a government 
authority, if necessary, to report suspected abuse or neglect of a child.  

 For serious threats to health or safety. We may use or release your health information to medical or law 
enforcement personnel if you or someone else are in danger and the information is necessary to prevent 
physical harm.  

 For research. We may use or release health information if a research board review confirms it can be used 
for a research project if information identifying you is removed from the health information. Information that 
identifies you will be kept confidential.  

 To a government authority if we think that you are a victim of abuse. We may release your health 
information to a person legally authorized to investigate a report that you have been abused or have been 
denied your rights.  

 Disability Rights Texas We may disclose your health information to Disability Rights Texas, in keeping with 
federal law, to investigate a complaint by you or on your behalf.  

 For public health and health oversight activities.  We may release your health information when we are 
required to collect information about diseases or injuries, for public health reviews, or to report vital statistics.  

 To comply with legal requirements. We may release your health information to a staff member or agent of 
a doctor or other professional who is treating you, to comply with statutory, licensing, or accreditation 
requirements, as long as your information is protected and is not disclosed for any other reason.  

 For purposes relating to death. If you die, we may release health information about you to your personal 
representative and to coroners or medical examiners to identify you or determine the cause of death.  

 To a correctional institution. If you are in a correctional institution, we may release your health information 
to the institution so they may provide health care to you. 

 For government benefit programs. We may use or disclose your health information as needed to operate a 
government benefit program, such as Medicaid. 

 To your legally authorized representative (LAR).  We may share your health information with a person 
appointed by a court to represent your interests.   

 If you are receiving services for intellectual and developmental disabilities, we may give health 
information about your current physical and mental condition to your parent, guardian, relative, or friend.  

 In judicial and administrative proceedings. We may release your health information in any criminal or civil 
proceeding if a court or administrative judge has issued an order or subpoena that requires us to release it. 
Some types of court or administrative proceedings where we may disclose your health information are: 

  -- Commitment proceedings for involuntary commitment or for court-ordered treatment or services. 
  -- Court-ordered examinations for a mental or emotional condition or disorder. 
  -- Proceedings regarding abuse or neglect of a resident of an institution. 
  -- License revocation proceedings against a doctor or other professional. 
 To the Secretary of Health and Human Services. We must disclose your health information to the United 

States Department of Health and Human Services when requested in order to enforce the privacy laws.  
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If you are also being treated for alcohol or drug abuse, PermiaCare will not inform any 
unauthorized person outside that you have been admitted to PermiaCare or that you are being 
treated for alcohol or drug abuse, without your written permission. We will not disclose any 
information identifying you as an alcohol, drug, or substance user, except as required or 
allowed by law. 
PermiaCare may only disclose information about your treatment for alcohol or drug abuse 
without your permission in the following circumstances:  
 To comply with a special court order that was issued under 42 Code of Federal Regulations Part 2 Subpart E; 
 To medical personnel in a medical emergency; 
 To qualified people for research, audit, or program evaluation;  
 To report suspected child abuse or neglect; 
 To Disability Rights Texas and/or the Texas Department of Protective and Regulatory Services, as allowed by 

law, to investigate a report that you have been abused or have been denied your rights.   
Federal and State laws prohibit redisclosure of information about alcohol or drug abuse treatment without your 
permission. 
Other privacy rights when you are being treated for alcohol or drug abuse: 
One consent is needed to share records for treatment, payment, and healthcare operation. 
The receiving organization may share your records after consent is obtained. 
Consent for treatment, payment, and healthcare operations can be revoked at any time in writing. 
You can opt out of sharing your information for fundraising purposes. 
You have rights over your records and these rights can be explained to you. 
You will be notified if a record breach occurs. 
Your records may or may not be shared to be used against you for civil, administrative, criminal, or legislative 
proceedings. 

 

COMPLAINT PROCESS: 
If you believe that PermiaCare has violated your privacy rights, you have the right to file a complaint. You may 
complain by contacting: 
 
 Amber Johnson 
 (432) 570-3333 
 401 E. Illinois 
 Midland, TX 79701  
 
You may also file a complaint with: 
 
 HHS Office of the Ombudsman 
 (877) 787-8999 
 hhs.texas.gov/ombudsman  
 P.O. Box 13247 
 Austin, Texas 78711 
 
 U.S. Department of Health and Human Services Office for Civil Rights 
 200 Independence Avenue, S.W. 
 Washington, D.C.  20201 
 (877) 696-6775 
 www.hhs.gov/ocr/privacy/hipaa/compliants 
 
You must file your complaint within 180 days of when you knew or should have known about the event 
that you think violated your privacy rights. 
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For complaints against alcohol or drug abuse treatment programs, you can also contact:  
Health and Human Services Commission 
Complaint and Incident Intake 
 
Mail Code E29 
P.O. Box 149030 
Austin, TX 78714 
1-800- 458-9858, option 6 
cii.sa@hhs.texas.gov   
 
PermiaCare will not retaliate against you if you file a complaint. 

Effective Date: April 23, 2014.        Last Revision: 5/2025 
Acronyms: 
DSHS Department of State Health Services 
DFPS Department of Family and Protective Services 
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PermiaCare 
Child and Adolescent Mental Health 
COLLATERAL INFORMATION FORM 

 
 

Client Name:  Case #:  
 
 
SCHOOL INFORMATION 
 
School Child Currently Attends:  

School Address:  

School Telephone:  

Teacher’s Name:  

Counselor’s Name:  

Principal’s Name:  

 
PHYSICIAN INFORMATION 
 
Physician’s Name:  

Physician’s Telephone:  

 
If your child receives services from another agency please indicate by checking 
which agency below. 
 
 CHILD PROTECTIVE SERVICES  

 Case Worker Name:  

 JUVENILE COURT/PROBATION  

 Case Worker Name:  

 TEXAS YOUTH COMMISSION  

 Case Worker Name:  

 OTHER SOCIAL SERVICE  

 Case Worker Name:  

 
 
 
              
Parent or LAR Signature      Date 
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PERMIACARE CONSENT FOR A TELEHEALTH CONSULTATION 
 
I have been asked by my health care provider to take part in a telehealth 
consultation.  This will be done with PermiaCare staff. 
The purpose is to assess my current condition.  This is done through an 
audio/video link-up with a health care provider at PermiaCare. 
I understand that: 

1. I, my health care provider, or both of us will talk through the audio/video link with the 
health care provider at PermiaCare location. 

2. Some parts of the session may be completed.  I may ask to have the session stopped at 
anytime.   

3. I understand that this procedure will be done through an audio/video link. 
4. I understand that there are possible risks with the use of this new technology. 

These include but are not limited to: 
• Interruption or disconnection of the link. 
• A picture that is not clear enough to meet the needs of the consultation. 
• The audio/video link is conducted through the Internet.  There is a small 

chance someone could tap into the consultation. 
If any of these risks occur, the procedure might need to be stopped. 

5. I authorize the release of any relevant information that pertains to me to the health care 
provider at PermiaCare, or their agents.  The information may include my name, age, 
birth date, or other information that is necessary to conduct the telehealth consultation. 

6. I understand that this consultation will become part of my medical record kept by 
PermiaCare.   

7. I understand that I will not receive any royalties or other compensation for taking part in 
the telehelp consultation service. 

8. I understand that I must give my informed consent to participate in telehelp consultation 
services.     

I certify that this form has been fully explained to me.  I have read it or have had 
it read to me.  I understand its contents.  I volunteer to participate in the above 
named health care provider.  I authorize PermiaCare and the health care 
providers to perform procedures that may be necessary for my current 
medical/psychological condition. 
 
 
______________________________________       _______________________ 
Consumer Name (Print)                                             Consumer ID 
 
______________________________________       _______________________ 
Signature of Consumer            Date 
 
______________________________________       _______________________ 
Signature of Legal Authorized Representative         Date     
 
______________________________________       _______________________ 
Signature of Witness            Date 

 



 Authorization for an Individual to Disclose LTSS Screening Information 
                                                     for Referral to Another Agency/ Organization   

  CR905-5/18 
 

Name: Record Number: 
Date of Birth: Social Security Number: 

 

  I acknowledge/authorize PermiaCare to use, disclose, create, transmit, maintain Individual’s 
Information, or Protected Health Information (PHI) obtained when responding to the Long Term 
Services and Supports (LTSS) Screening and Referral System questions.  

 Based on the questions, the information provided may contain personal identifying information about 
the individual named on this form, including, without limitation, descriptions of physical conditions, 
intellectual disability, mental health or substance use disorder conditions, other treatments, 
procedures, medications, medical or lab tests and diagnoses, disabilities, pregnancies or drug screens, 
descriptions of activities of daily living, various functional limitations to those activities of daily living 
and other Individual and/or Protected Health Information or other benefit related information or 
existing services.   

 The responses to the LTSS Screening questions will be shared with agencies or referral organizations 
that may help meet any potentially identified need for possible future health or community based 
services. 

Expiration Date: Unless revoked earlier, this acknowledgement/ authorization expires on: _____________ 
(shall not exceed six years from date signed) 
 
Signatures:  

 

_______________________________________    ________________________ 
Signature of Patient       Date 
 
 
_________________________________________   __________________________ 
Signature of Legally Authorized Representative (LAR)                      Date 
 
 
________________________________________ 
Relationship of LAR to Patient 
 
 

Notice to Individual: 

Signing this acknowledgement/ authorization does not guarantee that services will be initiated or provided.  

Once you authorize PermiaCare to release your information, PermiaCare is not responsible for any disclosures of the 
information by the recipient.   

You can withdraw permission you have given PermiaCare to use or disclose health information that identifies you, unless 
PermiaCare has already taken action based on your permission.  You must withdraw your permission in writing.   
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Patient and Family Education Acknowledgement 

Client Name: __________________   Case# _______________________  

Information Given 
 
         National Institute of Mental Health (NIMH) Bi-Polar Disorder Packet 
 
         National Institute of Mental Health (NIMH) Depressive Disorders Information Packet 
 
         National Institute of Mental Health (NIMH) Schizophrenia and Related Disorders Packet 
 
         Other (specify) 
 
            ________________________________________________________________________   
 
            ________________________________________________________________________ 
 
            _________________________________________________________________________ 
 
 
Patient Acknowledgement: By signing, I acknowledge that I was provided with information related to 
my or my loved ones mental health disorder.  It was adequately explained to me, and I was informed 
of who to contact should I have any questions. 
 
 
________________________________     _____________________  
Patient Signature                    Date 
 
 
________________________________     _____________________  
PermiaCare Staff/Title                    Date 
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Denial of Services Notification 

Client Name ______________     Case#_______________   

Date: ____________________ 

Based on the Intake Assessment completed on ____________________, PermiaCare has determined that you do 
not meet the criteria necessary for admission to PermiaCare’s Mental Health Clinic. The reason(s) for this 
determination is as follows: 

(Check all that apply) 

___ Does not meet Intervention Need Threshold ___ Single diagnosis of MR, PDD, or SA Disorder 

___ Does not qualify for level of care  ___ Resident of an ICF or nursing facility 

___ Lack of medical necessity   ___ Receiving needed services from another provider 

___ Does not reside in catchment area  ___ Refuses Services 

___ Referred to Bridges  

  

The following referral(s) and recommendation(s) were provided: 

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

 

If you disagree with this decision, you have the right to appeal using the “Notification of Appeals Process” that has 
been provided to you in writing. Feel free to contact us in the future should your situation and/or symptoms 
change or become worse. 

By signing, you are acknowledging that you understand the reason for denial and that you have received the 
reason in writing. Your signature does not necessarily mean you agree with the decision.   

 

______________________________   ______________________________ 

Client Signature      Staff Signature        

 

_________________________  

LAR Signature 



PERMIACARE 
TREATMENT PLAN 

MEDICATION RELATED SERVICES 
 

Client Name:         Case #:       
 
Date of Plan:         RU #:       
 
Problem/Need: (Required)       
 
 
Objective: 
 
      Client will be able to report problems and/or progress in regard to symptomatology at every physician appointment. 
 
      Client will demonstrate a reduction in symptoms resulting in discharge from active treatment. 
 
      Client will return to the highest level of functioning possible resulting in discharge from active treatment. 
 
 
Strategy: Client will participate in Medication Related Services provided by the physician and/or Registered Nurse at least once every 
90 days for a maximum of 45 minutes or as agreed upon by the consumer and in accordance with physician’s orders to include: 
 

     1103  Administration of Injection 

     1102E  Medication-Related Services (training, administration, monitoring by nursing personnel only) 

     1102A  Pharmacological Management 

     1102B  Medication-Related Services incidental to physician’s services 

     1101  Psychiatric Diagnosis 

     142  Case Management 

     1505  Crisis Intervention Services 

     1508$   Flexible Community Supports 

     Q3014  Telemedicine Facilitation  

     1509  Individual Peer Support Services  

     1511  Group Peer Support Services  

 

                
Client Signature/Date      LPHA Signature/Credentials/Title/Date 
 
                
Parent/Legally Authorized Representative/Date   Case Manager’s Signature/Credentials/Title/Date 
 
                        
Estimated Achievement Date     Date of Next Review 
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     Mental Health and Intellectual Disabilities 

      600 N. Grant Ave.         Odessa, Texas 79761 
                                                                             (432) 550-1100 Fax (432) 580-2679 

 
Information Needed for Psychiatric Evaluation  

Walk-ins Monday through Thursday, 8:00am – 3:00pm  

Choose 1 item in each box: 

• Social Security card 

• Copy of Social Security card 

• Driver's license 

• ID card 

Proof of income 

• W2 form 

• Last month’s check stubs  

• Letter of the person providing assistance, Form 4506 if applicable, and zero income 
statement 

• Social security letter, if applicable 

• Food stamp letter, if applicable 

Proof of Residency 
• Electricity bill 

• Lease agreement 

• Correspondence or letter from the person in whose home the applicant lives 

• Insurance card or insurance information (if applicable) 

Additional child screening requirements: 

• Birth certificate 
• Notarized letter from the primary caregiver that the parents are absent and agree to be 

legally and financially responsable (if applicable) 
• Custody officer registry (Divorced Parents) 
• Child's Social Security card 

Providing services to individuals with mental illness, intellectual and developmental disabilities, and chemical 
dependency in Brewster, Culberson, Ector, Hudspeth, Jeff Davis, Midland, Pecos, and Presidio Counties. 
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PERMIACARE 

Notification of Receipt of Information 

MH Programs 

Initial/Annual 

 

Client Name: __________________________ Client I.D.#____________________________ 

By signing below, I am acknowledging that I have received the following information and it was orally 
discussed with me. 

 

_____ Did you fill out and receive a copy of your Authorization for Disclosure of information for SSA 
and HHSC? 

_____ Were your HIPAA Privacy Rights explained and were you given a copy of them? 

_____ Did you receive a copy of the PermiaCare Client’s Rights Handbook? 

_____ Did you receive a copy of the Notification of Appeals? 

_____ Did you receive information concerning Charges for Community Based Services? 

_____ Did you receive a copy of the Annual Explanation of Services & Supports? 

_____ Did you get a copy of your Financial Assessment? 

_____ Was the telemedicine program explained and do you consent to using Telemedicine in your 
treatment? 

_____ Was the Consent for Services explained and did you receive a copy? 

_____ Do you give consent to be photographed for purposes of identification? 

 

 

 

Client Signature          Date 



PERMIACARE 
MEDICAL INFORMATION SURVEY AND MEDICATION PROFILE 

 
Client Name:         Case #     
 
 
1. Do you now have any physical problems which bother you or for which you are being treated by any doctor? 
 
HEENT/Neurological               Respiratory/Cardiac/Hematology     Gastrointestinal Tract 
   Yes     No    Yes     No       Yes      No 
   ( ) ( ) Injury or blow   ( )        ( )  Hay fever/asthma      ( )          ( )  Ulcers 
   ( ) ( ) Frequent/severe headaches ( )        ( )  Chronic cough          ( ) ( )  Frequent nausea/vomiting 
   ( ) ( ) Frequent dizziness/fainting ( )        ( )  Shortness of breath      ( ) ( )  Frequent indigestion  
   ( ) ( ) Stroke   ( )        ( )  Treatment for chest pain/pressure ( ) ( )  Frequent diarrhea/constipation  
   ( ) ( ) Seizures   ( )        ( )  Heart problem       ( ) ( )  Gallbladder problems 
   ( ) ( ) Period of unconsciousness ( )        ( )  High or low blood pressure     ( ) ( )  Colon problems 
   ( )        ( ) Trouble swallowing  ( )        ( )  Blood diseases       ( ) ( )  Stomach pain, bleeding,  
   ( ) ( ) Trouble with eyes ears, nose, throat                          cramps, gas 
 
Genitourinary Tract           Other Conditions   Childhood Diseases (List)   
   Yes     No    Yes     No          
   ( ) ( ) Kidney problems  ( )        ( )  Diabetes         
   ( ) ( ) Bladder problems  ( )        ( )  Thyroid Problems        
   ( ) ( ) Painful/frequent urination ( )        ( )  Treatment of cancer/tumors       
   ( ) ( ) Female problems  ( )        ( )  Sexually Transmitted Diseases       
   (  )      ( )  Painful/irregular menses ( )        ( )  Hepatitis   Describe Yes Answers (List)   
   ( ) ( ) Prostate problems  ( )        ( )  Jaundice         
Orthopedic    ( )        ( )  Tuberculosis         
   Yes     No    ( )        ( )  Alcohol/drug abuse        
   ( ) ( ) Painful/swollen joints  ( )        ( )  Skin disorders         
   ( ) ( ) Spine/back/neck problems ( )        ( )  Excessive weight gain/loss      
     ( )        ( ) Rheumatic Fever 
 
2.  Have you ever had any serious injury or illnesses other than noted above? (include abnormal pregnancy/delivery)    ( ) Yes   ( ) No 

     If yes, describe and give age/dates:            

3.  Have you ever had or been advised to have any operations?  ( ) Yes ( ) No 

     If yes, describe and give age/dates:                  

4.  Physician’s Name:         Phone:      

Address:               

 Date of last complete physical exam:     Date when last seen by a medical doctor:    

5.  Female clients: Last menstrual period     Are you pregnant? ( ) Yes ( ) No     Method of birth control     

6. All known allergies to any drugs or foods (if any, specify and describe reaction):      
                

7. Prescribed medications in past six months: 

A. Medications, strengths, dosages from other physicians: 

1.       3.        

2.       4.        

8. Please list name and telephone number of individual to contact in case of an emergency: 

Name:       Phone Number:       

9.  Non-prescribed medications in past six months (include alcohol, all over-the-counter items, and illicit uses of other drugs): 

1.       3.        

2.       4.        

Comments/Referrals               

                

                

 
 
                
Authorized Signature/Title        Date 
 
                
Reviewing Physician Signature        Date 
 
Form is to be completed annually and updated with any changes throughout the year.  
RN/LVN or Physician to sign and date each entry. 

CR104 Rev 5/18 



If you or someone you know has a 
mental health emergency, contact 
PermiaCare’s 24-hour crisis hotline 

anytime: 
1-844-420-3964.

Si usted o alguien que conoce 
tiene una emergencia de salud 

mental, comuníquese con la línea 
directa de crisis de PermiaCare las 
24 horas en cualquier momento: 

1-844-420-3964.
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