15™ JUDICIAL CIRCUIT COMMUNITY CORRECTIONS
INTAKE

DATE:

Name (Last, First, and Middle) :

SSN: Race: Gender:

DOB: Height: Weight: Hair Color:

Eye Color: Tattoos/Scars:

CONTACT INFORMATION:

Home: Cell: Other:

Address:

Mailing Address:

E-Mail Address:

Government ID Number:

Additional Information:

GENERAL QUESTIONS:

Are you able to read? YES NO Are you able to write? YES NO

Are you financially able to pay for all fees associated with HCCCP? YES NO

Supervision Fees: $30 per month  Drug Screen Fees: $10 per Negative test: $15 per Laboratory Confirmation

HOUSING INFORMATION:

Living Status: OWN RENT OTHER: Length at residence:

Persons living in the residence, their relationship to you, & date of birth:

FAMILY INFORMATION:

Marital Status: Name of Spouse/Partner:

Dependents’ names and age:

Custody Status: Child Support: Amount:

Emergency Contact: Number:




EDUCATION/EMPLOYMENT INFORMATION:

Highest Level Completed: Diploma: GED: Year Completed:
Have you ever served in the military? YES NO

Employment Status: Employer Name:

Address: Phone:
Income Level: Disability/Retirement/Unemployment Income:

HEALTH INFORMATION:

Describe your Physical and Mental Health:

Substance Abuse History:

List of Current Medications:

Health Insurance: YES NO Name of Provider:

CRIMINAL HISTORY:

Have you ever been convicted of a crime? | YES NO

Please List PRIOR Offense(s) include dates, county, state:

Do you have any PENDING charges? YES NO
Are you required to register as a sex offender? YES NO
Are you required to register as a child abuse offender? YES NO

CURRENT OFFENSE INFORMATION:

Current Offense:

Offense Class: Felonious Misdemeanor

Judge: Case Number:

Sentencing Date:

Court Ordered Details/Sentencing:

Prosecuting Attorney:

Defense Attorney:
Defendant Signature: Date:
Staff Signature: Date:




HARRISON COUNTY COMMUNITY CORRECTIONS CONENT FOR THE RELEASE OF
CONFIDENTIAL INFORMATION:

CRIMINAL JUSTICE SYSTEM REFERRAL

I, , herby consent to communication between Harrison
County Community Corrections and the following persons, or agencies; this includes all the transmissions of
information, and data, via verbal and electronic notes of conversations, phone calls, memoranda, or any type of
communication concerning the overall treatment of my participation:

1. Presiding Judge for the Circuit Court of _Harrison County

2. Presiding Magistrate for the Magistrate Court of _Harrison County

3. Prosecuting Attorney’s Office for _Harrison County

4. Defense Counsel

5. Supervising Probation Office for _Harrison County

6. Supervising Parole Office, and if required Paroling Authority

7. Home Incarceration Office for _Harrison County

8. This includes all transmission of information and data via verbal and electronic contact

9. Note of conversations, phone calls, memoranda, or any type of communication concerning the

overall treatment
10. Other:

The purpose of, and need for, the disclosure is to inform the criminal justice agencies listed above of my
attendance and progress in treatment. The extent of information to be disclosed is my diagnosis, information about my
attendance, my cooperation with the treatment program, prognosis, drug test results, my complete LS/CMI and/or Drug
& Alcohol Assessment, and my compliance/cooperation with all recommendations contained in my LS/CMI and/or
Drug & Alcohol Assessment; as well as any of the following:

I understand that such information will be disclosed in open-court, which is public forum, and | hereby
authorize the same.

I understand that this consent will remain in effect for one year from the date of this contract, or until I provide
written notice to the agency withdrawing my consent.

I understand that any disclosure made is bound by part 2 of Title 42 of the Code of Federal Regulations,
governing confidentiality of alcohol and drug abuse patient records and that the recipients of this information may re-
disclose it only in connection with their official duties.

Defendant Signature: Date:

Staff Signature: Date:




AUTHORIZATION FOR THE RELEASE OF PROTECTED MEDICAL
INFORMATION

PARTICIPANT NAME:
DOB:
SOCIAL SECURITY#:

1. The following organization, or health care provider, is authorized to disclose the above-named
individual’s health and personal information as described in this authorization form:
a. Harrison County Community Corrections
b. Harrison County Home Incarceration

2. The following person, or organization (and agents, employees, and representatives of such person
or organization) is authorized to receive and/or use the information:

a. Harrison County Circuit Court, Harrison County Magistrate Court, Harrison County
Prosecuting Attorney’s Office, the Harrison County Community Corrections Program,
Harrison County Home Incarceration, and the Division of Justice and Community
services; and/or

b. Other:

3. The description and amount of information to be disclosed is as follows:

a. Any and all records, reports, summaries, notes, billing records, and any information
regarding the examination, evaluation, care and treatment (including alcohol and drug
abuse treatment) of the above —named individual. This includes all the transmissions of
information and data via verbal and electronic, notes of conversations, phone call(s),
memoranda, and/or any type of communication concerning the overall treatment of the
above-named patient.

b. START DATE of SERVICE:

4. The information may be used, or disclosed for the following purposes:

a. The purpose of pending criminal actions involving the above-named individual,
including, but not limited to, disclosures in the course of judicial and administrative
proceedings. These permitted disclosures include providing reports of the Court and
Officers of the Court regarding the above-named individual’s compliance, or
noncompliance, with Court Orders. Disclosures may also be made to the Justice and
Community Services Division of W.Va. Homeland Security to the extent that the
Community Corrections Subcommittee of the Governor’s Committee on Crime,
Delinquency and Corrections may effectuate its obligations pursuant to W.Va. Code §
62-11C-3(b)(1) and other similar statutory authority.
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5. lauthorize the release of records pertaining to (please initial):

Behavioral or mental health services

Treatment for alcohol and/or drug abuse

Other:

I understand that any disclosure made is bound by part 2 of Title 42 of the Code
of Federal Regulations, governing confidentiality of alcohol and drug abuse patient
records and that the recipients of this information only re-disclose it only in connection
with their official duties.

6. This authorization expires one year from the date of signature, if not otherwise indicated.

7. lunderstand that the requested health care information may be protected under HIPAA. For the
purposes of this authorization, | hereby waive my rights under HIPAA and requested that such
information be released to the treating Community Correction Program, the Justice and
Community Services Division within the Department of Homeland Security, the ordering Court,
and the prosecuting attorney’s office, or their authorized representative, and any other party
specified above, with the knowledge that these records may be reviewed subsequently by others
as part of the Community Corrections Programming and/or the accompanying judicial processes.

8. lunderstand that | may inspect and receive a copy of this authorization.

9. lunderstand that | will not be refused treatment simply because | do not sign this authorization,
unless | have agreed to receive the treatment as part of a research project, or in order to provide
my information to a third party. Under those circumstances, | understand that my refusal to sign
the authorization may result in a refusal to provide treatment.

10. Iunderstand that I may revoke this authorization at any time in writing, except where action has
already been taken in reliance upon this authorization. My revocation will not be effective until |
submit a written request to revoke the authorization to the organization, or provider who has been
authorized to release my records pursuant to this authorization. | also further understand that my
revocation will not circumvent the Court from ordering certain disclosures as they relate to my
compliance with previous Orders of the Court.

11. This authorization does not permit any agent, employee or representative of

to discuss records, or medical treatment with any physician,
hospital, or clinic personnel, without my prior written consent, but only permits and authorizes
the release of copies of the complete medical file by such physician, hospital, pharmacy, or clinic.

12. A photocopy of this authorization is to be used and considered as having the same effect as the
original of said authorization.

Participant Signature: Date:

Witness Signature: Date:
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