< Rockland County

Ed Day, Rockland County Executive

Services Requested

Department of Mental Health

50 Sanatorium Rd, Bldg F S ACT T Non-Medicaid ACT
Pomona, NY 10970 [J Care Management [] Non-Medicaid CM
Phone: 845-364-2391 Fax: 845-364-2381 [J AOT CM LJAOT Non-MA CM
Susan L. Hoerter, D.O. [J Community Residence

Acting Commissioner [ Treatment Apartment

] Supportive Housing

Adult Single Point of Access Application (A-SPOA)

Client Information

Name: Gender: DOB: SSN:

Home Address: City: | State: Zip: | Phone:
Medicaid # required: SSD Eligible: L] Yes [] No If yes, list amount:
Medicare # (if applicable): SSI Eligible: [1 Yes [J No Ifyes, list amount:
DSS Temporary Assistance [1 Yes [ No Is the applicant their own payee? [1 Yes [ No
Diagnoses- ICD10 — Primary diagnosis listed first

Primary Diagnosis ICD. 10 Diagnosis Medication & Dose

Criteria for Severe and Persistent Mental Illness (SPMI) Among Adults

To be considered an adult with severe and persistent mental illness, A must be met. In addition, B or C or D must be met.

A. Designated Mental Illness Diagnosis
O Yes O No  Theindividual is 18 years of age or older and has a primary DSM psychiatric diagnosis
other than alcohol disorders, drug disorders, organic brain syndromes, or developmental disabilities.
AND
B. SSI or SSDI Enrollment due to Mental Illness
O Yes O No  Theindividual is currently enrolled in SSI or SSDI due to a designated mental illness.
OR
C. Extended Impairment in Functioning Due to Mental Illness
1. The individual has experienced two of the following four functional limitations due to a designated illness over the past
12 months on a continuous or intermittent basis.
O Yes O No a. Marked difficulties in self-care
O Yes OO No b. Marked restriction of activities of daily living
O Yes O No c. Marked difficulties in maintaining social functioning
O Yes O No d. Frequent deficiencies of concentration, persistence or pace resulting in failure to complete tasks in a
timely manner in work, home or school settings.
2. O Yes O No The individual has met criteria for rating of 50 or less on the Global Assessment of Functioning Scale.
OR
D. Reliance on Psychiatric Treatment, Rehabilitation and Supports
O Yes O No A documented history shows that the individual, at some prior time, met the threshold for C (above) but
symptoms and/or functioning problems are currently attenuated by medication or psychiatric rehabilitation and supports.
Medication refers to psychotropic medications which may control certain primary manifestations or mental disorder, e.g.
hallucinations but may or may not affect functional limitations imposed by the mental disorder. Psychiatric rehabilitation and
supports refer to highly structured and supportive settings, which may greatly reduce the demands placed on the individual
and thereby minimize overt symptoms and signs of underlying mental disorder.
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Psychiatric Hospitalizations and/or Rehab Stays

Hospital/Rehab Name: Dates: Reason for Admission:

Living Situations tried in the past S years (check all that apply)

[] Independent Living O Jail

[] Family O Private Psychiatric Inpatient

[J Community Residence O General Hospital Psychiatric Inpatient
[] Apartment Program O State Psychiatric Inpatient

[] Shelter/Emergency Housing O Other (specify):

Assisted Outpatient Treatment

Does the recipient have court ordered AOT under Kendra’s Law? OYes [INo
Is an AOT under Kendra’s Law currently being pursued? OYes [No

Psychosocial Additional Questions

If yes to any of the following questions, please describe events in attached psychosocial history.

Has the recipient ever been suspected of sexual abuse to a child and/or adult? OYes [No
Has the recipient ever physically abused and/or assaulted a child and/or adult? Yes [No
Has the recipient ever engaged in arson? [Yes [INo

Has the recipient ever been a victim of physical or sexual abuse? [Yes [INo

Sex offender status? [Yes [INo Ifyes: OLevel I OLevel I OLevel 111
Significant other/Emergency Contact
Name: Relationship: Address: Phone:

Medical Information

Current Medical Conditions/Medical Alerts:

Is the applicant responsible for taking their own medications? [1Yes [INo  Ifnot, explain in attached psychosocial history.

Please describe why the applicant requires this level of support service. Include service needs, any barriers to meeting
those needs, the applicant’s strengths and any informal support systems. (Add a page if necessary.)

Name of Person referring Applicant to SPOA: Agency:

Signature of Person Referring Applicant to SPOA: Title:

Date:
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[l understand that by signing this referral packet I am voluntarily requesting access to mental health support systems.

Signature of applicant: Date:

The following is a brief description of what I would find most helpful for myself:

CHECKLIST

This referral will not be processed without the following items attached and all sections of referral completed:
0] Current psychosocial history (within 90 days of signing Consent for Release of Information)
01 Current psychiatric assessment (within 90 days of signing Consent for Release of Information)
[ Completed and signed SPOA Consent for Release of Information (Page 4.)

Additional information required at intake if found eligible for residential services:
[ Copy of Medicaid/Medicare Card
[0 Copy of Social Security Card
00 Current physical or date of scheduled physical:
O] Current tuberculosis test results (PPD/QuantiFERON/Chest X-Ray)
L] Physician’s Authorization for Restorative Services (fo be provided upon request).

Mail completed referral to:

ADULT SPOA

Rockland County Dept. of Mental Health
50 Sanatorium Road

Bldg. F

Pomona, NY 10970

OR

Fax or Email completed referral to:
Eva Hernandez, SPOA Chair: 845-364-2381
hernande@co.rockland.ny.us

For any questions or assistance please contact the A-SPOA Coordinator, Eva Hernandez at:
Phone: 845-364-2391
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SPOA Consent for Release of Information

Client Name: Gender: DOB:

The Single Point of Access Committee (SPOA) is composed of representatives of community agencies including but not limited
to: County of Rockland: Rockland County Department of Mental Health, Mental Health/Forensic and Addiction Services, Rockland County
Dept. of Social Services, Emergency DSS Housing, Rockland County Probation, Rockland County Adult Protective Services. Hospitals:
Montefiore Nyack Hospital Behavioral Health Unit, Good Samaritan — Bon Secours, Rockland Psychiatric Hospital, St. Vincent’s,
Presbyterian Hospital, Westchester Medical Center, Qutpatient: Achieve Behavioral Health, Alley Valley, Cornerstone, Derech Shalom
Center, Frawley Clinic, Greater Mental Health of NY, Jawonio, Ohr Behavioral Health, Orangeburg Service Ctr, Refuah Health, The Serenity
Center, VCS Mental Health Clinic. Care Management: Access; Supports for Living (ACT), Achieve, CHDFS, Hamaspik, Jawonio, RPC,
GMHNY, Serenity, Sun River Health. Housing: GMHNY Housing Program, Loeb House, Rockland Hospital Guild, St. Dominic’s Family
Services, CLUSTER Community Services, Take Five Respite. ALF: L’Dor, Green Hills, The Splendid of Spring Valley. Substance
Treatment: Good Samaritan Hospital Detox, Lexington Center, Nyack Recovery, RCADD, Russell E. Blaisdell ATC, Samaritan Daytop
Village. Other Agencies: ACCESS-VR, Access; Supports for Living, Center for Safety & Change, HVDDRO, NAMI, Rockland Pride
Center, Reentry Task Force, Vet2Vet Program, Bridges.

Other: Other:
(If more agencies should be added please list on the back of this page)

In order to determine the most appropriate level of service based on strengths, needs and availability of program openings, I give my
permission for the members of the SPOA Committee to exchange information between the agencies listed above and to obtain information
from and/or release information to the following Person, Organization, Facility or Program:

Outpatient Mental Health Treatment Provider (required) Referring Agent (if different from Mental Health Treatment Provider)
Address Address
Phone Fax Phone Fax

The extent or nature of information to be disclosed includes:
O Clinical Summaries (i.e. Psychiatric Eval, Psychosocial) [J Admission and/or discharge summaries
U Treatment plans and treatment plan reviews LI Notes of psychiatric or other clinic visits

L] Medication records and laboratory results L] Other:

Affirmation of Release: I understand that treatment will not be refused, but clinical decisions may be affected, if [ do not sign
any authorizations to release information. I have the right to revoke (take back) in writing this authorization at any time except
to the extent that action has been taken in reliance on it and unless receiving services from Alcoholism and Substance Abuse
Service as a result of criminal justice involvement, in which case consent for disclosure to the criminal justice system cannot
be revoked. The revocation will take effect on the day it is received. Alcohol and drug treatment records are protected under
Federal regulations governing Confidentiality and Drug Abuse Patient Records as well as the Health Insurance Portability and
Accountability Act of 1996. Confidential information cannot be disclosed without my written consent unless otherwise
provided for (i.e. suspected child abuse, health or mental health emergency under the above noted regulations). If this
information is disclosed to someone who is not required to comply with federal privacy protection regulations, then it may no
longer be protected. Alcohol and Drug program treatment records are protected.

Expiration: This authorization will expire [J when acted upon (one time disclosure), [1 90 days from this date

L] when I am no longer receiving services from or
U other

Applicant (print name) Applicant signature

Referring Agent (signature & Title) Date
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