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Hello,
 
My name is Rebecca Longwell, I am the CEO for the Our House of Hope, LLC (OHOH). You are reading this letter/email because you have expressed an interest in admission into our program.
Please follow the steps below so we can have a smooth admission. 
 
1. Arrangement for payment.  Payment is due before or at the time of admission. Once the client is admitted, we do not offer refunds for the first month.  
Wire: If you choose to make a direct wire transfer, please let me know and I will call you or send a secure email with our bank information.  
Check/Money Order: If you send a check, please make it out to “Our House of Hope, LLC”. And send to the following address: 10592 Fuqua St. A-282, Houston, Texas 77089
 
2. Legal documents. Although we do not need any original legal documents, we do need copies of the following:
a. Driver’s License or state issued ID/Picture ID
b. Social Security card
c. Insurance card. Medicare/Medicaid card/etc.
3. Past facility, hospitalization or other medical or psychiatric evaluation papers. Our House of Hope, LLC (OHOH) would like to have copies of any information we can get about the history of the client. This information helps us with treatment and therapy of the client.
4. Admission Papers. Attached are admission papers. Please fill them out and send them back or bring them on admission day.
5. Express Pay. Please call or go to Care Plus Pharmacy we use and make sure to set up Express Pay through them, so we can pick up medications for the client whenever needed.
                                           3407 Spencer Hwy., Pasadena, Texas 77504 @ 346-571-4973

6. Medications. If you have any medications or prescriptions (current or past) for the client, please bring them.
7. Personal Items. Please bring the clients personal items which would include clothes, shoes, radio player, undergarments, and any specialized hygiene or beauty products that they may use.  Please refer to the list on our website for additional approved items to bring. Items brought that are not on the approved list will be mailed back at the family expense. 
The staff and I look forward to working with you and the residents.  If you have any questions, please feel free to call or email me.

Rebecca Longwell, CEO/Director of Operations
Our House of Hope, LLC
832-387-4135 
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ADMISSION FORM

Resident Full Name: _______________________________ Admit Date: _______________
Marital Statues _____Single _____Married ______ Divorced ______Widowed______
D.O.B ________________
Primary Family Contact (Relation) _______________________________________________
Telephone ___________________________________________________________________
Email _______________________________________________________________________
Permanent Address of Resident ___________________________________________________
_____________________________________________________________________________
Social Security # ____________________________ DL# ______________________________
Hair Color __________________ Height _______________ Weight ______________________
Mother’s Maiden Name __________________________________________________________
Emergency Contacts:
Name _________________________________ Relationship ____________________________
Telephone ____________________ Cell _______________ Email ______________________
Address ______________________________________________________________________
Name _________________________________ Relationship ____________________________
Telephone _____________________ Cell _______________ Email ______________________
Address ______________________________________________________________________

Billing Party Name (relation): _____________________________________________________
Email ________________________________________________________________________
Phone#(s)_____________________________________________________________________
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AUTHORIZATION for RELEASE OF INFORMATION FORM

I, ______________________________________, give permission to OUR HOUSE OF HOPE, LLC to:
__________ Use the following protected health information, and/or
__________ Disclose the following information to:
Names of Individuals:
_________________________________________
_________________________________________
_________________________________________
_________________________________________

Information to be disclosed:
___________ Medical Records
___________ Treatment Records
___________ Diagnostic Records
___________ Other _________________________________________________________
If the person or entity receiving this information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be disclosed to other individuals or institutions and no longer protected by these regulations.
You may refuse to sign this authorization.  Your refusal to sign will not affect your ability to obtain treatment, payment or your eligibility for benefits.
You may inspect or copy the protected health information to be used or disclosed under this authorization.  For protected health information created as part of a clinical trial, your right to access is suspended until the clinical trial is completed.
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AUTHORIZATION for RELEASE OF INFORMATION FORM

Finally, you may revoke this authorization in writing at any time by providing written notification to OUR HOUSE OF HOPE administration office.  Your notice will not apply to actions taken by the requesting person/entity prior to the date they receive your written request to revoke authorization.

Printed Name of Resident

Signature of Resident

Date
______________________________________________________________________________
Printed Name of Agency Representation
______________________________________________________________________________
Date
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AUTHORIZATION TO TRANSPORT
Client: ____________________________ Date of Birth: _________________
I, ________________________________, give permission to be transported to/from activities by Our House of Hope (OHOH). This authorization is in effect for the time services are provided. OHOH and staff will exercise his/her best judgment and observe normal precautions. Nevertheless, unforeseeable situations may arise that require a client to be treated medically where OHOH and staff will attempt to gain permission via emergency contact before making any decisions. In the event we are unable to reach the emergency contact, we ask for permission to seek medical care on behalf of the client.

I understand and agree to release Our House of Hope, LLC from liability resulting from any vehicle incidents or if emergency medical treatment becomes necessary for the welfare of the client.

Consent for Emergency Medical Care: 	Yes	No

1.  In case of a medical emergency, I hereby authorize NSBH to obtain emergency medical care on my behalf. A medical emergency is defined as:

2. Immediate services required for the alleviation of pain.

3. Immediate diagnosis and treatment of unforeseeable medical conditions are required, if such condition would lead to serious disability or death if not immediately diagnosed and treated.

Client signature: ___________________________________   Date: _______________________
Parent/guardian signature: ________________________________ Date: __________________
Witness: ________________________________________________Date: __________________

Thank you,


Rebecca Longwell, Executive Director
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VISITOR POLICY OF OUR HOUSE OF HOPE, LLC
All visitors MUST sign in upon arrival.  It is requested that all visitors call ahead to ensure availability and to prevent disruption of the residents’ schedule in daily programming.  When the visit is over, the visitor MUST sign out.
There are two sets of policies regarding visitation at Our House of Hope, LLC: General Policies and Policy based on level.
The GENERAL POLICIES are as follows:
For NEW ADMITS, family may Not visit during the first 30 days of admission.  After the first 30 days and upon determination by the clinical team and readiness of the client, all visits are restricted to Wednesday evenings from 4 pm to 8 pm and Sundays from 10:00 a.m. to 8:00 p.m. for approximately 2 hours or less.
On Sundays, residents will be allowed to leave campus with visitors with prior clinical approval.  Clinical approval will not be given for off campus visitation for the first 30 days during the assessment/restriction period.  Each case will be determined on an individual basis by the clinical team and based on the needs assessment of the resident.
No visitors are allowed outside of these times except for July 4th, Thanksgiving and Christmas day and the visiting hours for those days are 10:00 a.m. to 8:00 p.m.  All other holidays’ visiting hours are restricted to 4:00 p.m. to 8:00 p.m.  No visitors are allowed to visit the private rooms of residents at no time.  
Please note that when visitors sign in, they will be asked about any electronics, food or other gifts that are being brought for the residents.
The POLICY BASED ON LEVEL are as follows:
Our House of Hope has an open-campus policy which means we do not lock individuals in on our campus.  New residents have restrictions for the first 30 days and are not permitted to leave campus without a designated staff escort.  After the 30 days of restriction (based on needs assessment of resident) all residents have the freedom to leave campus if they return by curfew, which is 8:00 p.m.  There are no visitations of family or friends allowed past the time allotted time stated above.  All residents are required to sign-in/out when leaving campus, whether they are leaving with a visitor or not.  Any visitors on campus will be able to visit at an allowed designated area.  Visitors are also not allowed to eat dinner with residents on campus during dinner time.
Thank you, 


Rebecca Longwell
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