VI I'I APPLICATION/REGISTRATION FOR SERVICES
aliey.

VBH #:
Client Information

Client Legal Name: DOB:

Address: City: State: Zip:
Phone: Email:

Primary Language: O English O Spanish O Other Religious preference:

Marital Status: O Married O Divorced O Widowed O Single O Separated

Race: O Alaska Native O Asian O Black/African-American O Native American O White
O Pacific Islander or Native Hawaiian O Other single race O 2 or more races O Decline to answer
Ethnicity: O Dominican O Hispanic or Latino O Not Hispanic or Latino O Decline to answer
Assigned Gender: O Male O Female
Currently in the U.S. Military: 0O Yes O No
Prior experience in the U.S. Military: 0O Yes 0O No

Are you homeless: O Yes O No
Parent (if client is a minor), Guardian, or Spouse Information Is the client a minor? O Yes O No

Name: Date of Birth:
Address: City: State: Zip:
Phone: Email:

Relation to client:
Emergency Contact

Next of kin:

Name: Relationship to Client:

Address: City: State: Zip:
Phone: Email:

Other emergency contact:

Name: Relationship to Client:

Address: City: State: Zip:
Phone: Email:

Insurance Do you have Insurance: O Yes 0O No

Name of Insurance: Phone #:

Subscriber Name: Subscriber Date of Birth:

Subscriber (Policy) ID#: Relation to Client:

Subscriber SSN if client: Subscriber SSN if not client:

Primary Care Physician Do you have a Primary Care Physician: O Yes O No

Name: Office #:

Address: City: State: Zip:
Referral Source _ Family _ Friend __ Hospital __ Other:

Name: Relationship to Client:

Address: City: State: Zip:
Home #: Cell #: Email:
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APPLICATION/REGISTRATION FOR SERVICES - Continued VBH #:

Acknowledgements

e I have received a copy of Valley’s Notice of Privacy Practices.

e I have received a copy of Valley’s Client Rights & Responsibilities.

¢ I have received a copy of the Advance Healthcare Directive brochure.
O I have an Advanced Care Directive O I do not have an Advanced Care Directive

e I will: O Request a copy of the Medicaid Handbook O Download a copy of the Medicaid Handbook

e I understand that if I have a grievance, I have the right to file a complaint with Valley’s Client Advocate
at 801-263-7135 and/or DHS Licensing at 801-538-4242/dhslicensing@utah.gov.

I further consent to, and agree, that any electronic signatures by me are valid and enforceable as
if I signed in person.

I certify that I understand the above information and that it is accurate and complete.

Signature of Client or Legal Representative Date
Printed Name of Legal Representative Relation to Client
Valley Staff Signature Date
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INFORMED CONSENT FOR TREATMENT

\ »
Valley

BEHAVIORAL HEALTH

Welcome to Valley Behavioral Health! This document is an informed consent for participation in behavioral
health treatment and provides information about our services and business policies.

Assessment, Diagnosis and Treatment Recommendations

We will begin by completing an assessment, providing a diagnosis, and offering treatment recommendations.
You may agree or decline these treatment recommendations. If you agree, a therapist will meet with you to
complete a customized treatment plan that may include therapy, skills-based services, medication
management, case management, and/or testing (intellectual, developmental, functional, blood, and or urine).
You have the right to request a treatment plan review to discuss your progress in treatment and update your
treatment goals and services received. You may decline treatment at any time, but you will receive the most
benefit from your treatment when you follow your treatment plan, and attend appointments consistently.

Client Rights You have the right to be treated with respect and dignity in a safe and secure environment
regardless of your race, color, national origin, disability (mental or physical), gender, religion, or age. You have
the right to discontinue treatment at any time but will be responsible for paying for services you have already
received. If you choose to discontinue services with Valley, we will leave your chart open for 30 days. You do
have the option to return to services at any time. If you have any concerns about the service you receive, you
may file a complaint with Valley’s Client Advocate at 801-263-7135/clientadvocate@valleycares.com and/or
Department of Health Services at 801-538-4242/dhslicensing@utah.gov.

Confidentiality Your information will be kept confidential unless you give Valley permission to share
information with others. There are some situations, though, where we are required to report and disclose
confidential information without your permission. Examples are outlined in our Notice of Privacy Practices.

Fees This informed consent covers all services provided by Valley Behavioral Health.

Insurance/other funding

e You are responsible for paying any co-payments and deductibles that are not covered by your insurance
company or other funding sources. These co-payments and deductibles are expected to be made at the
time of service.

e If your insurance does not cover all services provided, you are expected to pay for all uncovered services
at the self-pay rates. If you choose not to use your insurance or other funding for services provided, you
are expected to pay at the self-pay rate.

e If you have changes to your insurance or coverage, you must notify Valley of these changes. If we are
not notified and you no longer have coverage, you will be responsible for all fees incurred for services
provided. If your insurance is terminated and you are not covered on the date of service, you will be
charged self-pay rates for all services performed that are not covered.

e You agree to send Valley all payments from insurance or third-party payors that you receive directly, and
that failure to do so will result in you being liable for such payments. Valley charges a $25.00 service fee
for each returned check.

Authorization

e You authorize your insurance company or third-party payor to make payments, otherwise payable to you,
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directly to Valley. If benefits paid exceed the total cost of services, Valley will be responsible for issuing a
refund.

e You authorize Valley to pre-authorize services with your insurance company, and to appeal on your behalf,
any decision made by the insurance company regarding payment.

Nonpayment

e After 90 days of non-payment, Valley has the right to refuse to provide additional services, and to send
your account to a collection agency for resolution. If your account is sent to a collection agency, you will
be liable for all costs incurred and interest accumulated at the legal rate on the unpaid balance until the
balance is paid in full.

Emergency Services If you have an accident, injury, or other medical emergency while receiving treatment
at one of Valley’s locations, first aid will be administered and/or emergency medical services will be called. For
mental health crises, treatment will proceed under specific legal guidelines.

Interpretive Services Some Valley locations have Spanish interpreters on site. A professional interpretive
service is available also for Spanish and other languages. This service is free of charge to clients. Notify your
treatment team if you need this service.

Electronic Communication Valley may communicate with you via email and/or text messages regarding
your care and treatment. This communication may include information about your prescriptions, appointments
or billing. There is a risk with electronic communication. There is a risk of electronic communication being
intercepted by third parties or transmitted to unintended parties. You have the right to request other forms of
communication. In an urgent situation or emergency, you should not rely on electronic communication and
should call your provider or go to the emergency room.

Telehealth Your provider will monitor your eligibility to participate in telehealth services throughout the
course of your treatment. If you and your provider determine that you would benefit from services provided
via telehealth according to our telehealth policy, you will be provided with telehealth scheduling options.

I have read and agree with Valley Behavioral Health’s Informed Consent for Treatment. If there is anything in
the form that I do not understand, it is my responsibility to seek clarification. I agree that a signed copy of this
form will be maintained in my client file. I further consent to and agree that any electronic signatures by me
are valid and enforceable as if I signed in person.

Client Signature Date

Client Printed Name

Consent for Treatment (minor)

I, give consent for to start receiving services at Valley
(Parent/Guardian) (Client Name)
Behavioral Health as of
(Date)
Parent/Guardian Signature Date
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Client Name:
Client ID:

Valley

Client No-Show and Late Cancellation Procedure

Valley Behavioral Health (Valley) prioritizes effective and personalized care. Clients are expected to attend
each scheduled session on time. A cancelled or delayed appointment can negatively impact other clients.
Therapy sessions are scheduled in advance and are a time reserved exclusively for our clients. When a session
is cancelled without 24 hours’ notice, we are often unable to fill the time slot.

Definition of No-Show: Missing an appointment, providing less than 24 hours’ notice that you will miss an
appointment, or being more than 15 minutes late to an appointment

By signing below, I understand and acknowledge the following:
I have read and understand the definition of No-Show.

If I miss an appointment without providing adequate notice, any recurring appointments may be
canceled, and someone from my treatment team will reach out to reschedule the missed appointment.

If I have 2 no-shows/late cancellations within 90 days, a member of my treatment team will reach out to
me to discuss barriers with engaging in treatment, create an engagement plan, and to reschedule the missed
appointment if appropriate.

I may be offered a temporary scheduling plan as part of the engagement plan, which may include
same-day appointments only, a change to in-person or telehealth appointments, or alternative appointment
times.

__ I am responsible for attending scheduled services. I can, at any point, reach out to my treatment team to
discuss barriers with attending treatment services and create an alternate scheduling plan.

If I have 3 or more no-shows within 90 days, I will be discharged from Valley Behavioral Health.

__ Valley will excuse no-shows for emergencies if I communicate the emergency as soon as possible.
Emergencies include any of the following, whether it be the client or the client’s immediate family: serious or
contagious illness, car accidents, or death. Work issues do not constitute emergencies. In the event of bad
weather or some emergencies, appointments can be changed to telehealth appointments.

I understand the importance of communicating with my therapist and my treatment team.

Client Signature: Date:

Authorized Representative Signature: Date:

Printed Name of Representative:
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 d AUTHORIZATION FOR RELEASE OF INFORMATION (ROI)
Valley. VBH ID:
S Date of Birth:
Client Name: Other Names Used:
Address: City: State: Zip:

Phone #: Email:

I authorize Valley Behavioral Health to release my records to the following person or types of people:
Name or Agency:
Phone #: Fax #: Email:
Address: City: State: Zip:

Expiration*: [] 1 year from date signed [] One time disclosure
[] Other (date/event/condition):

*If this disclosure is being made to a member of the criminal justice system as part of a Part 2 court-ordered treatment, this expiration period must be
reasonable considering the length of treatment, the type of criminal proceeding, and other factors deemed relevant by the member of the criminal justice
system.

Method of Delivery: [] Email [] Pick-up (by appointment only) []Mail [] Fax

This authorization is for (choose 1): [] 2-way verbal communication
[] Release Records (current/future use)
(Send Records Now []yes)

Purpose of request: [] Legal [] Personal [] Other (must specify)

Release the following information:
Mental Health: []Assessment []Care Plan []Individual Therapy Notes []Medical Team Notes
[]Billing Records []Other (must specify)
Substance Use Disorder: []Assessment []Care Plan []Individual Therapy Notes []Medical Team Notes
[IBilling Records []Other (must specify)

Dates of Service to be Released: []All Dates []Specific Date Range

| understand:

e | understand that the information to be released may include reference to sensitive information related to drug or alcohol use
treatment which may be federally protected under 42 CFR Part 2. By checking the boxes related to this information, this
disclosure will reveal my presence as a client of Valley Behavioral Health and that | am receiving this type of treatment.

e  Once Valley Behavioral Health discloses my health information by my request, it cannot guarantee the Recipient will not re-
disclose my health information to a third party. The third party may not be required to abide by federal and state law governing
the use and disclosure of my health information. Valley Behavioral Health does not re-disclose PHI received from third-party
providers, entities, and/or agencies except where required by law.

e Valley Behavioral Health will not condition treatment, payment, enrollment, or eligibility for benefits on whether I sign this
Authorization.

e | may inspect, request, or copy any information used or disclosed under this Authorization. If | have questions about disclosures
of my health information, | can contact Valley Behavioral Health’s Medical Records department.

e | have the right to revoke this authorization in writing at any time to medicalrecords@valleycares.com, except to the extent that
(1) action has been taken in reliance upon it; or (2) the authorization is made as a condition for obtaining insurance coverage
and the insurer has a legal right to contest a claim under the policy.
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e Notwithstanding the above, if this authorization is for a Part 2 court-ordered treatment, it is revocable upon the passage of a
specified amount of time or the occurrence of a specified, ascertainable event not to extend beyond final disposition of the
action or conditional release.

| further consent to, and agree, that any electronic signatures by me are valid and enforceable as if | signed
in person.

Signature of Client or Personal Representative Date

Printed Name of Representative Relationship to Client

Staff Signature Date

VBH Medical Records Contact Information: P: 801-273-6425, F: 385-388-8670, medicalrecords@valleycares.com V2.2026
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N> AUTHORIZATION FOR RELEASE OF INFORMATION (ROI)
Valley VBH ID:
B Date of Birth:
Client Name: Other Names Used:
Address: City: State: Zip:
Phone #: Email:

This ROl is to be used as a single consent for all future uses and disclosures for treatment, payment, and
health care operations and as such there is no expiration of this ROl unless it is revoked.

Release the following information:
Mental Health: []Assessment []Care Plan []Individual Therapy Notes []Medical Team Notes
[]Billing Records []Other (must specify)
Substance Use Disorder: [Assessment []Care Plan []Individual Therapy Notes [JMedical Team Notes
[IBilling Records []Other (must specify)

Dates of Service to be Released: []All Dates []Specific Date Range

| understand:

e | understand that the information to be released may include reference to sensitive information related to drug or alcohol
use treatment which may be federally protected under 42 CFR Part 2. By checking the boxes related to this information, this
disclosure will reveal my presence as a client of Valley Behavioral Health and that | am receiving this type of treatment.

e  Once Valley Behavioral Health discloses my health information by my request, it cannot guarantee the Recipient will not re-
disclose my health information to a third party. The third party may not be required to abide by federal and state law
governing the use and disclosure of my health information. Valley Behavioral Health does not re-disclose PHI received from
third-party providers, entities, and/or agencies except where required by law.

e Valley Behavioral Health will not condition treatment, payment, enrollment, or eligibility for benefits on whether I sign this
Authorization.

e | may inspect, request, or copy any information used or disclosed under this Authorization. If | have questions about
disclosures of my health information, | can contact Valley Behavioral Health’s Medical Records department.

e | have the right to revoke this authorization in writing at any time to medicalrecords@valleycares.com, except to the extent
that (1) action has been taken in reliance upon it; or (2) the authorization is made as a condition for obtaining insurance
coverage and the insurer has a legal right to contest a claim under the policy.

e Notwithstanding the above, If this authorization is for a Part 2 court-ordered treatment, it is revocable upon the passage of
a specified amount of time or the occurrence of a specified, ascertainable event not to extend beyond final disposition of
the action or conditional release.

| further consent to, and agree, that any electronic signatures by me are valid and enforceable as if | signed in person.

Signature of Client or Personal Representative Date
Printed Name of Representative Relationship to Client
Staff Signature Date

VBH Medical Records Contact Information: P: 801-273-6425, F: 385-388-8670, medicalrecords@valleycares.com v2.2026
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. ) 4 Valley Behavioral Health
P.O. Box 572070, Murray, Utah 84157
Val Ie I 801-263-7100

BEHAVIORAL HEALTH

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are
permitted by applicable law. If we make a significant change in our privacy practices, we will revise this Notice
appropriately and make the new Notice available to you. You may request a copy of our Notice at any time.

Our Legal Duty
e We are required by Federal and State law to maintain the privacy of your health information which we have
created or received about your past, present, or future health condition, health care we provide to you, or
payment for your health care.
e We are required to provide you with this notice.
e We must abide by the terms of this Notice while it remains in effect.

Uses and Disclosures of Protected Health Information (PHI)
A. Treatment, Payment, and Operations

Your health information may be used and disclosed for purposes of treatment, payment, and health care operations.

Except for uses or disclosures for treatment purposes, we will limit uses and disclosures of your health information to

the minimum necessary to achieve the permitted purpose of the use or disclosure. The following are examples of

different ways we may use and disclose your health information. Some of the disclosures described below require us
to obtain a written consent from you unless the disclosure is authorized by Law.

e Treatment: We may use and disclose your health information to provide, coordinate, or manage your medical
treatment or any related services. Example: Your PHI may be used and disclosed for coordination or management
of your health care with other physicians who may be treating you or who you have been referred to for
treatment.

e Payment: We may use and disclose your health information to obtain payment for the services we provide to you.
Example: Your health information may be used to prepare and send a bill to your insurance company or other
funding agency.

o Health Care Operations: We may use or disclose your health information to operate the business activities of our
organization. These activities include but are not limited to training new staff and conducting quality improvement
activities, licensing, and marketing and fundraising activities.

o Appointment Reminders: To provide appointment reminders by telephone, voice mail, mail, email, or text
messages.
o Fundraising: To contact you to raise money for Valley Behavioral Health. If you do not want to be
contacted about fundraising, please contact the Privacy Officer to opt out.
B. Other Uses and Disclosures Made with your Consent

e Others Involved in your Health Care: For certain health information, you have both the right and choice to tell us

to:

Share information with your family, close friends, or others involved in your care.
In the event of a disaster, provide information about you to a disaster relief organization so they can
notify your family of your condition and location.

o If you are unable to agree or object to such disclosures, we may disclose your information if we
determine that it is in your best interest based on our professional judgement.

Notice of Privacy Practices Effective Date: 2/17/2026 1



e Emergencies: We may use or disclose your health information for emergency treatment. For example, your
medication list may be provided to emergency services and providers.

Uses and Disclosures Authorized by Law

Under certain circumstances we are authorized by Law to use or disclose your health information without obtaining a

consent or authorization from you. These may include when the use or disclosure is:

o Required by Law: For example, when such disclosure is required by federal, state, or local laws.

e Public Health Activities: For example, when reporting certain diseases, deaths, and reactions to medications.

e Related to victims of abuse and neglect: For example, when reporting suspected victims of abuse or neglect.

e For Judicial and administrative proceedings: For example, when responding to a request for PHI contained in a
court order. However, if the health information concerns the diagnosis, treatment, or referral or a substance-use
disorder, a 42 CFR Part 2, Subpart E court order is required to compel disclosure without your consent, and a
traditional subpoena alone is insufficient.

e For law enforcement purposes. For example, to help locate a suspect or missing person, to avert a serious threat
to health or safety, or when disclosing PHI that will help prevent a serious threat to the health or safety of you or
another person.

e 70 Report Abuse: For example, when reporting suspected victims of abuse or neglect.

o Related to specialized government functions: For example, if it relates to military and veterans’ activities or
national security.

e 70 a Coroner or Medical Examiner: To allow them to carry out their duties.

e Research: We may disclose your PHI in connection with research projects. We follow federal rules governing any
disclosure of your PHI for research purposes without your authorization.

Data Retention

We are required by Utah law to retain patient medical data accordingly:

e For Adults: Data must be retained for at least seven years following the last date of patient care.

e  For Minors.: Data must be retained for at least four years after the patient reaches legal age.

e Disposition: We may—but are not required to—destroy patient medical data in accordance with Utah law once
the minimum retention period has passed.

e Encryption: We use secure and encrypted communication systems consistent with federal privacy and security
requirements to store and transfer protected health information.

Your Rights

A.

Inspect and Receive a Copy of Health Information: You have the right to inspect your health information that has
originated from our agency and to receive a copy (hard copy or electronic). This includes your request for us to send
your health information to an entity or person designated by you such as a Personal Health Record. This right is
limited to information about you that is kept in records that are used to make decisions about you. For instance, this
includes behavioral health and billing records. If you want to review or receive a copy of these records, you must
make the request in writing. You can request to inspect or receive a copy your records by emailing
medicalrecords@valleycares.com. We will have 30 days to complete your request. We may charge a fee for the cost
of copying and mailing the records. If we deny your request to inspect or receive a copy of your health information,
we will provide you with a written explanation of the denial.

Authorization to Use or Disclose Health Information: You may provide a single consent for all future uses or
disclosures for treatment, payment, and health care operation purposes. Other uses and disclosures of your PHI not
covered by this Notice or required by law will be made only with your written authorization. If you authorize us to use
or disclose your information, you have the right to revoke the consent at any time except to the extent Valley
Behavioral Health has acted in reliance upon it. You may revoke a consent by submitting a request in writing to our
Privacy Officer. If you were mandated to treatment through the criminal legal system and you sign a consent
authorizing disclosures to elements of the criminal legal system such as the court, probation officers, parole officers,
prosecutors, or other law enforcement, your right to revoke consent may be more limited and should be clearly
explained on the consent you sign. If the authorization permits disclosure of your information to an insurance
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company as a condition of obtaining coverage, law may allow the insurer to continue to use your information to
contest claims or your coverage even after you have revoked the authorization.

C. Alternative/Confidential Communication:
You have the right to ask us to communicate with you at a special address or by a special means. Your request must
be in writing and must specify the alternative means and/or location. For example, you may ask us to send mail to a
different address rather than to your home or you may ask us to speak to you personally on the telephone rather
than sending your health information by mail. We will try to accommodate reasonable requests. Please send your
written request to our Privacy Officer.

D. Amend Health Information:
You have the right to ask us to amend your health information which you believe is not correct or not complete. You
must make this request in writing and explain in detail your reason(s) for the amendment and when appropriate
provide supporting documentation. We will respond to your request in writing within 30 days. We may deny your
request if we did not create the information, if it is not part of the records, if the information is something you would
not be permitted to inspect or copy, or if it is complete and accurate.

E. Accounting of Disclosures:
You have the right to an accounting of disclosures by Valley Behavioral Health to others for the preceding 3 years.
This would include information about who received your health information, the date of the disclosure, and a brief
description of the information that was disclosed. Your request must be in writing and submitted to our Privacy
Officer. Disclosures for the following reasons will not be included on the list: disclosures for treatment, payment, or
health care operations; disclosures for national security purposes; disclosures to correctional or law enforcement
personnel; disclosures that you have authorized; and disclosures we may have made to you, family members or
friends involved in your care or for notification purposes. We will provide the first list of disclosures you request at no
charge. We may charge you for any additional lists you request during the following 12 months. You must tell us the
time period that you want the list to cover.

F. Request Restriction:

You have the right to request that we restrict the use or disclosure of your health information. We are not required to
agree to your request for a restriction. We will notify you of our decision. If we do agree, we will comply with our
agreement unless the information is needed to provide you with emergency treatment. We cannot agree to restrict
disclosures that are required by law or for treatment purposes. Your request must be in writing and must be specific
as to what information you want to limit and to whom you want the limits to apply.

G. Breach Notification:
You have the right to be notified if we discover a breach of your health information.

H. Fundraising:
You have the right to elect not to receive communications from Valley Behavioral Health to fundraise on its own
behalf.

I. Copy of this Notice:
You have a right to receive a paper copy of this notice. Copies of this notice are available at the front desk of any
Valley Behavioral Health treatment facility. This Notice is also available on our website http://www.valleycares.com
and can be sent to you in electronic form via email.

Questions or Complaints:

If you think your privacy has been violated, please contact our Privacy Officer. You may also file a complaint directly with
the Secretary of the U. S. Department of Health and Human Services, at the Office for Civil Rights, U.S. Department of
Health and Human Services, 200 Independence Avenue, S.W., Room 509F HHH Bldg., Washington, D.C. 20201. If you
received treatment for a substance use disorder, you may file a complaint with the U.S. Attorney for the state of Utah at
111 South Main Street, Suite 1800, S.L.C., UT 84111. All complaints must be in writing. We will not take any retaliation
against you if you file a complaint.

Contact Information:

Valley Behavioral Health Privacy Officer
801-273-6401
privacy@valleycares.com
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Administrative Offices

PO Box 572070
Murray, Utah 84157
801.263.7100

Contact

ValleyCares.com

888.949.4864

24-Hour Crisis Numbers

(800) 273.TALK [8255]
801.587.3000
435.882.5600

801.587.3000

Resources

888.735.5906 (Voice)
800.346.4128 (Voice to Text
V/T)

888.346.5822 (Speech to
Speech STS)

800.346.4128 (TTY)

Client

Valley



RIGHTS AND RESPONSIBILITIES

You have the right to

* Receive services regardless of race, color,
national origin, mental or physical
disability, sex, sexual orientation, gender
identity, religion, lifestyle, political
affiliation, religion or age.

° Be treated with respect and dignity in
the least restrictive environment
consistent with your treatment needs.

* Information about program specific
guidelines, including fees and other costs,
as well as reasons for involuntary

termination and criteria for re-admission.

° Be free from potential harm or acts of
violence while at Valley.

* Receive information on treatment
options and alternatives in a way that is
clear and that you can understand.

* Take part in treatment planning and
decisions about your mental health care
including the right to refuse treatment.

* Be free from restraint or seclusion if it is
used to coerce (force) or discipline, as a
reaction (to retaliate), or for conuvenience,
as specified in Federal Regulations.

° Have your privacy protected and know
who has accessed your records.

*» Receive a copy of your medical record.
You may also ask that it be amended or
corrected, when allowed by federal
privacy law.

* Receive information on the smoking
policy in accordance with the Utah Clean
Air Act.

° Receive program specific information
about sanctions and consequences for
violations.

° Receive treatment in a safe environment.

Additional Rights ina
Residential Program:

°* To communicate by telephone or in writing
with your family, attorney, physician,
clergy, counselor, or case manager. This
does not apply when the communication is
opposed by a licensed professional.

* To be provided with a list of people whose
visitation rights have been restricted
through the courts.

*To send and receive mail providing that
security, health, and safety requirements
are met.

You have the responsibility to

* Keep scheduled appointments and cancel
24 hours in advance.

* Be on time for your appointments.

¢ If you are a parent/guardian and your
child is in treatment, you are responsible
for making sure your child comes for
scheduled appointments.

« Participate with your therapist in your
treatment plan and care.

* Tell the secretary or your therapist of
changes in your address, phone number,
insurance, or financial situation.

» Tell medical staff of all medications you
are taking, including medical and mental
health prescriptions and over-the-
counter medications, herbs, etc.

* Respect the property, comfort, and
confidentiality of other clients/staff.

» Refrain from acts of violence or harm to
other.

» Follow program participation guidelines.

» Tell your treatment provider when you
want to stop services.

Grievance Resolution

File a grievance if you feel you have been
treated unfairly or discriminated against for
any reason. Contact any of the following:

Valley Client Advocate Phone
801.263.7135

Valley Quality Assurance Phone
888.949.4864

Mail or fax your written complaint to:

Valley Quality Assurance Address
PO Box 572070

Murray, Utah 84157

Fax 801.263.7203

If you believe you have been discriminated
against on the basis of disability you may
also file a complaint directly with the
Secretary of the U.S. Department of the
Health and Human Services, at the Office

of Civil Rights.

U.S. Department of Health and Human Services, 200
independence Avenue, S.W., Room 509F HHH Bldg.,
Washington, D.C. 20201

Valley Behavioral Health will make
every effort to ensure that you are
afforded these rights and that you are
treated with respect and dignity.

These rights and responsibilities are

meant to promote your satisfaction.




CHECKLIST

RESOURCES Aduance

NAMI Utah State Office
Talk to your spouse, adult children, family, 1600 West 2200 South, Suite 202

friends, and doctors about what is important to West Valley City, UT 84119
Health Care
www.namiut.org

Ask someone you trust to be your agent. Discuss
your wishes with this person. Select another

e ®
person to act as your alternative agent. National Hospice and Palliative Care Organization
HelpLine: 800.658.8898 l l

Complete an Advance Health Care Directive. Spanish HelpLine: 877.658.8896

http:/www.nhpco.org
Have an individual not related to you witness
your signature.

Tell family, friends and doctors that you have an Cent;(; ﬁgﬁﬂl?ggégleag;fg;gghumh Effective: Septe mber 1 81 2019
Aduance Health Care Directive. SLC, UT 84132 Valley Behavioral Health recognizes your right to

801.585.9540 glue written and verbal instructions regarding
Give copies to your agent, health care prouiders, FREEEo/Zele[laleh Uil h=1e (114 oh e e|ela AL el illole Ve [ =loruRbI=rs your Health Care treatment

family, close friends, and anyone else involved in
your care.

and other medical care.

American Bar Assoc.: Commission on Law and Aging This is done in compliance with the Utah
740 15th Street, NW Aduance Health Care Directive Act.
Washington, DC 20005-1022
202.662.8690
http:/www.abanet.org/aging

Have copies placed in your medical file.

Add that you have a completed Aduance Health
Care Directive to your drivers license .

CONTACT INFO

Call: 888.949.4864
Text: 385.474.8887

ValleyCares.com
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ANSWERS TO

FREQUENTLY ASKED

QUESTIONS

WHAT IS AN ADVANCE HEALTH CARE DIRECTIVE?
An Advance Health Care Directive is a legal
document that allows you to let others know your
health care preferences if you are unable to, due
to either physical or mental health symptoms.
Utah's Advance Directive has four parts:

* Part I: Allows you to name another person
to make health care decisions for you when
you cannot make decisions or speak for
yourself.

* Part II: Allows you to record your wishes
about health care in writing.

+ Part llI: Tells you how to revoke or change
this directive.

* Part IV: Makes your directive legal.

WHEN CAN I FILL OUT MY ADVANCE CARE
DIRECTIVE?

You must be age 18 or older and mentally capable
at the time to declare your instructions regarding
health care treatment.

HOW DO | FILL OUT MY DIRECTIVE?
Obtain an Advance Health Care Directive from
your case manager or therapist.

* Consider the treatment you wish to receive
when you are unable to make a decision.

- Decide who you want as your agent.

+ Ask an individual to witness that you signed
your Advance Health Care Directive in their
presence, and you appear to be of sound
mind and not under duress - the witness
cannot be a relative.

DO I NEED A LAWYER?
No. A lawyer is not needed to complete an
Aduance Health Care Directive.

WHO MAY BE MY AGENT (ATTORNEY-IN-FACT)?
You may appoint any person you want except your
medical or mental health provider(s), an employee
of the State Diuvision of Substance Abuse, or any
staff member of Valley Behavioral Health. If you
do not want to ask arelative or friend to act as
your agent, you may ask for a volunteer from your
local chapter of NAMI of Utah.

WHAT ARE THE RESPONSIBILITIES OF AN AGENT?
Your agent’s power begins when you cannot make

or communicate health care decisions for yourself.

A physician who has personally examined you
must find that you lack the capacity to make a
health care decision. To have capacity, you must
be able to:

- Understand your medical condition.

- Understand the risks and benefits of your
treatment choices.

. Weigh the risks and benefits to form a choice
about treatment.

. Communicate your choice to your health
care prouider.

You may continue to make your own health care
decisions if you disagree with the physician’s
finding. You may be involued in making decisions
as long as you want even if you have been found
to lack capacity. Your agent and health care
providers should try to include you in your health
care decisions for as long as you want, even if
your decision making capacity is impaired.

WHEN DOES MY AGENT’'S POWER END?

When you have the ability to make your own
choices, or when you either revoke your Advance
Directive, name a new agent, or disqualify your
agent.

HOW DO | CANCEL OR REVOKE MY ADVANCE
HEALTH CARE DIRECTIVE?

You may revoke your directive even if a
physician has found that you lack health care
decision making capacity. Here's how:

* Reuoke your Aduance Directive in the
presence of a witness. The witness must be
18 years or older and not your agent or
alternative agent.

- Complete a new Aduance Directive. If you
sign a new directive the most recent one
applies.

+ Sign a written revocation or write ‘void’
across your Advance Directive.

Tell your health care provider or health care
facility you hauve revoked your Aduance Directive.
Give them a copy of your new directive once it is
complete.

DO | HAVE TO HAVE AN ADVANCE HEALTH CARE
DIRECTIVE?

No. Utah law does not require you to have an
Advuance Health Care Directive.

h L4
Vallev

BEHAVIORAL HEALTH




	02.17.2026 Valley Application
	02.17.2026 Informed Consent for Treatment
	Client No Show Agreement 06.2025
	02.17.2026 ROI BLANK
	02.17.2026 ROI TPO
	02.17.2026 NOTICE OF PRIVACY PRACTICES
	Client Rights English 10.2020
	Advance-Care-Health-Directive-3

	VBH: 
	Client Legal Name: 
	DOB: 
	English: Off
	Spanish: Off
	Other: 
	Religious preference: 
	Married: Off
	Divorced: Off
	Widowed: Off
	Single: Off
	Separated: Off
	Alaska Native: Off
	Asian: Off
	BlackAfricanAmerican: Off
	Native American: Off
	White: Off
	Pacific Islander or Native Hawaiian: Off
	Other single race: Off
	2 or more races: Off
	Decline to answer: Off
	Dominican: Off
	Hispanic or Latino: Off
	Not Hispanic or Latino: Off
	Decline to answer_2: Off
	Assigned Gender: Off
	Currently in the US Military: Off
	Prior experience in the US Military: Off
	Are you homeless: Off
	Parent if client is a minor Guardian or Spouse Information Is the client a minor: Off
	Name: 
	Relation to client: 
	Name_2: 
	Address_3: 
	City_3: 
	State_3: 
	Zip_3: 
	Phone_3: 
	Name_3: 
	Relationship to Client_2: 
	Address_4: 
	City_4: 
	State_4: 
	Zip_4: 
	Phone_4: 
	Email_4: 
	Insurance Do you have Insurance: Off
	Name of Insurance: 
	Phone_5: 
	Subscriber Name: 
	Subscriber Date of Birth: 
	Subscriber Policy ID: 
	Relation to Client: 
	Subscriber SSN if client: 
	Subscriber SSN if not client: 
	Primary Care Physician Do you have a Primary Care Physician: Off
	Name_4: 
	Office: 
	Address_5: 
	City_5: 
	State_5: 
	Zip_5: 
	Referral Source: 
	Family: 
	Friend: 
	Hospital: 
	Other_2: 
	Name_5: 
	Relationship to Client_3: 
	Address_6: 
	City_6: 
	State_6: 
	Zip_6: 
	Home: 
	Cell: 
	Email_5: 
	VBH_2: 
	I have an Advanced Care Directive: Off
	I do not have an Advanced Care Directive: Off
	Request a copy of the Medicaid Handbook: Off
	Download a copy of the Medicaid Handbook: Off
	Printed Name of Legal Representative: 
	Relation to Client_2: 
	Date: 
	Consent for Treatment minor: 
	ParentGuardian: 
	Date_2: 
	Date_3: 
	Client Name: 
	Client ID: 
	I have read and understand the definition of NoShow: 
	If I miss an appointment without providing adequate notice any recurring appointments may be: 
	If I have 2 noshowslate cancellations within 90 days a member of my treatment team will reach out to: 
	I may be offered a temporary scheduling plan as part of the engagement plan which may include: 
	I am responsible for attending scheduled services I can at any point reach out to my treatment team to: 
	If I have 3 or more noshows within 90 days I will be discharged from Valley Behavioral Health: 
	Valley will excuse noshows for emergencies if I communicate the emergency as soon as possible: 
	I understand the importance of communicating with my therapist and my treatment team: 
	undefined: Off
	VBH ID: 
	Date of Birth: 
	Address: 
	City: 
	State: 
	Zip: 
	Phone: 
	Email: 
	Name or Agency: 
	Phone_2: 
	Fax: 
	Email_2: 
	Address_2: 
	City_2: 
	State_2: 
	Zip_2: 
	1 year from date signed: Off
	One time disclosure: Off
	Other dateeventcondition: 
	If this disclosure is being made to a member of the criminal justice system as part of a Part 2 courtordered treatment this expiration period must be: Off
	Email_3: 
	Pickup by appointment only: Off
	Mail: Off
	Fax_2: 
	2way verbal communication: Off
	Release Records currentfuture use: Off
	Legal: Off
	Personal: Off
	Send Records Now: Off
	yes: Off
	undefined_2: 
	Dates of Service to be Released: Off
	Other must specify_3: 
	Printed Name of Representative: 
	Relationship to Client: 
	Other Names Used: 
	This ROI is to be used as a single consent for all future uses and disclosures for treatment payment and: 
	undefined_3: Off
	Assessment: Off
	Care Plan: Off
	Individual Therapy Notes: Off
	Medical Team Notes: Off
	Billing Records: Off
	Other must specify: 
	Other must specify_2: 
	undefined_4: 
	Assessment_2: Off
	Care Plan_2: Off
	Individual Therapy Notes_2: Off
	Medical Team Notes_2: Off
	Billing Records_2: Off
	undefined_5: 
	All Dates: Off
	Specific Date Range: 
	undefined_6: 


