
AUTHORIZATION FOR RELEASE OR EXCHANGE OF INFORMATION

______________________________________________        __________________________________________
(Client Name)                                                                                                  (Date of Birth)

I authorize the release and/or exchange of pertinent information including substance abuse, and/or psychiatric with:

 RESTORED BRIDGES, LLC.
(Person or Agency or Organization to receive or exchange information)

for the purpose of CASE MANAGEMENT / TREATMENT / PLANNING/ AFTERCARE AND FOLLOW UP

to expire 90 days      AFTER DISCHARGE
                                                                   (Date, event or condition of expiration)

Information to be exchanged:
____ Evaluation Summary ____ Academic Records / PPT
____ Admission / Discharge Dates ____ Special Education Information
____ Psychological History ____ Psychological Testing
____ Drug /Alcohol Information ____ Family History Information
____Clinical Information ____ Court Records
____ Legal Information ____ Physical Exam Reports
____ HIV / AIDS Information ____ Laboratory Results
____ Employment/Loss of Employment Verification ____ Other (Specify)

I understand that my records are protected under Federal and State Confidentiality Regulations and cannot be 
disclosed without my written consent unless otherwise provided for in the regulations. I understand that I may 
revoke this consent at any time except to the extent that action has already taken place in reliance upon it. I 
acknowledge that the information to be released was fully explained to me and this consent is given of my own free 
will.

_________________________________________ _______________________________________
Client /Parent/Legal Guardian Signature Date

Notary Public of ______________________________County, ______________________________ State, I certify 
that the following _____________________________________________ personally appeared before me this 

North Carolina General Statutes § 122C-52 Right to confidentiality 
(a) Except as provided in G.S. 1325 and G.S. 122C31(h), confidential information acquired in attending or treating a client is not a public record under Chapter 132 of the General Statutes. 
(b) Except as authorized by G.S. 122C53 through G.S. 122C56, no individual having access to confidential information may disclose this information. 
(c) Except as provided by G.S. 122C53 through G.S. 122C56, each client has the right that no confidential information acquired be disclosed by the facility. 
(d) No provision of G.S. 122C205 and G.S. 122C53 through G.S. 122C56 permitting disclosure of confidential information may apply to the records of a client when federal statutes or 
regulations applicable to that client prohibit the disclosure of this information. 
(e) Except as required or permitted by law, disclosure of confidential information to someone not authorized to receive the information is a Class 3 misdemeanor and is punishable only by a fine, 
not to exceed five hundred dollars ($500.00). (1955, c. 887, s. 12; 1963, c. 1166, s. 10; 1965, c. 800, s. 4; 1973, c. 47, s. 2; c. 476, s. 133; c. 673, s. 5; c. 1408, s. 2; 1979, c. 147; 1983, c. 383, s. 
10; c. 491; c. 638, s. 22; c. 864, s. 4; 1985, c. 589, s. 2; 1985 (Reg. Sess., 1986), c. 863, s. 11; 1987, c. 749, s. 2; 1993, c. 539, s. 920; 1994, Ex. Sess., c. 24, s. 14(c); 2009299, s. 5.)



_______day, of _________________, 20_____ acknowledging to me that he or she voluntarily signed the foregoing 
document for the purpose stated therein.

Notary's printed or typed name: __________________________________________
Notary Public Official Seal:

Official Signature of Notary: _______________________________________________ 

North Carolina General Statutes § 122C-52 Right to confidentiality 
(a) Except as provided in G.S. 1325 and G.S. 122C31(h), confidential information acquired in attending or treating a client is not a public record under Chapter 132 of the General Statutes. 
(b) Except as authorized by G.S. 122C53 through G.S. 122C56, no individual having access to confidential information may disclose this information. 
(c) Except as provided by G.S. 122C53 through G.S. 122C56, each client has the right that no confidential information acquired be disclosed by the facility. 
(d) No provision of G.S. 122C205 and G.S. 122C53 through G.S. 122C56 permitting disclosure of confidential information may apply to the records of a client when federal statutes or 
regulations applicable to that client prohibit the disclosure of this information. 
(e) Except as required or permitted by law, disclosure of confidential information to someone not authorized to receive the information is a Class 3 misdemeanor and is punishable only by a fine, 
not to exceed five hundred dollars ($500.00). (1955, c. 887, s. 12; 1963, c. 1166, s. 10; 1965, c. 800, s. 4; 1973, c. 47, s. 2; c. 476, s. 133; c. 673, s. 5; c. 1408, s. 2; 1979, c. 147; 1983, c. 383, s. 
10; c. 491; c. 638, s. 22; c. 864, s. 4; 1985, c. 589, s. 2; 1985 (Reg. Sess., 1986), c. 863, s. 11; 1987, c. 749, s. 2; 1993, c. 539, s. 920; 1994, Ex. Sess., c. 24, s. 14(c); 2009299, s. 5.)



APPLICATION FOR SERVICE / INTAKE STUDY 

TO (Name of Agency): Restored Bridges, LLC             

Application For:      

Independent Living/IDD Adult Residential (Ages 22 and up)_______________ 

Transitional Living/Foster Care (Ages 18-21) Residential ______________ 

FROM (person/agency making application):_______________________________________________ 

____________________________________________________________________________________ 
(Print name of person making application and name of agency he/she represents) 

This complete application, with supporting documentation, provides the information necessary to decide 
whether to admit the member. If the member is admitted, the documents relating specifically to admission 
will be required. If additional space is needed for any question, add an extra sheet or write on the back of 
the application (be sure to give question number for reference). 

I. FAMILY INFORMATION 

MEMBER:         

1) Member's Full Name:_______________________________________________________                       

2) Prefers to be called:__________________________________________________________________  

3) Date of Birth:______________________________________________     

4) Verified?     Yes     No 

5) Sex:     Male     Female     Other:______________________________________ 

6) Race:___________________________________________________ 

7) Social Security Number:______________________________________________________________ 

8) Place of Birth (city):_________________________________    (county):________________________   

(state or country):______________________________________________________________________ 

9) Currently Living With:     Biological Parents     Relative     Family.        Friends 

                                            Other (Specify):___________________________________________ 

BIOLOGICAL PARENTS: 

10) Father's Full Name:_________________________________________________________________ 

11) Social Security Number:_____________________________________________________________ 

12)Address:__________________________________________________________________________ 

City:______________________________    State:_____________________  Zip:________________ 

13) Phone Number: ___________________________________________________________________ 

14) Date of Birth: _____________________________    15) Date of Death: _______________________  
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16) Marital Status: _____________________________________________________________________  
  
17) Race: ________________________________    18) Religion: _______________________________ 

19) Mother's Full Name:_________________________________________________________________ 

20) Social Security Number:_____________________________________________________________ 

21) Address:_________________________________________________________________________ 

City:______________________________    State:_____________________    Zip:________________ 

22) Phone Number: ___________________________________________________________________ 

23) Date of Birth: _____________________________    24) Date of Death: _______________________  

25) Marital Status: _____________________________________________________________________  

26) Race: ________________________________    27) Religion: _______________________________ 

CURRENT PARENTAL RELATIONSHIPS: (The persons, if other than biological parents, who will be 
working in a parental capacity with member while in care): 

28) Full Name:_________________________________________________________________ 

29) Social Security Number:_____________________________________________________________ 

30) Date of Birth: ____________________________     

31) Relationship to Member:     Step     Adoptive     Other (Specify): __________________________ 

32)Address:__________________________________________________________________________ 

City:______________________________    State:_____________________    Zip:________________ 

33) Phone Number: ___________________________________________________________________ 

34) Full Name:_________________________________________________________________ 

35) Social Security Number:_____________________________________________________________ 

36) Date of Birth: ____________________________     

37) Relationship to Member:     Step     Adoptive     Other (Specify):______________________ 

38) Address:_________________________________________________________________________ 

City:______________________________    State:_____________________    Zip:________________ 

39) Phone Number: ___________________________________________________________________ 

40) Does the member have a POA or LRP?               Yes                 No  

41) Has this member been adopted?  Yes     No  

42) MEMBER'S SIBLINGS (Include all half siblings, step siblings, adoptive siblings) 
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Name:________________________________________    Date of Birth:__________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________________________________________________________ 

Relationship:_____________________________    Presently Living With:_________________________ 

Name:________________________________________    Date of Birth:__________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________________________________________________________ 

Relationship:_____________________________    Presently Living With:_________________________ 

Name:________________________________________    Date of Birth:__________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________________________________________________________ 

Relationship:_____________________________    Presently Living With:_________________________ 

Name:________________________________________    Date of Birth:__________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________________________________________________________ 

Relationship:_____________________________    Presently Living With:_________________________ 

43) OTHER RELATIVES: 

Name:________________________________________    Date of Birth:__________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: ___________________________    Relationship:_______________________________ 

Name:________________________________________    Date of Birth:__________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: ___________________________    Relationship:_______________________________ 

Name:________________________________________    Date of Birth:__________________________ 
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Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: ___________________________    Relationship:_______________________________ 

Name:________________________________________    Date of Birth:__________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: ___________________________    Relationship:_______________________________ 

II. CUSTODY 

44) Name of Legal Custodian:____________________________________________________________ 

45) Phone Number:____________________________________________________________________ 

46) Address:_________________________________________________________________________ 

     City:______________________________    State:_____________________    Zip:_______________ 

47) Name of Contact Person:____________________________________________________________ 

48) Phone Number:____________________________________________________________________ 

49) Is a Voluntary Placement Agreement or CARS Agreement in effect?   Yes     No  

If yes, give expiration date:_____________________________________ 

50) Check if there is any  physical,  medical,  developmental,  psychological problem which will require 
special attention in caring for this member. Attach a description of each problem checked. 

51) Name any medications this member is now taking, and for what 
condition(s):_______________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

52) Name of member's physician:_________________________________   

53) Phone:__________________ 

54) Address:_________________________________________________________________________ 

55) Name of member's dentist:___________________________________   

56) Phone:__________________ 

57) Address:________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 
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III. EDUCATIONAL INFORMATION 

(If this form is completed between school terms, please give the information pertaining to the previous 
school year. If assistance is needed in completing the form, please consult the member's school.) 

58) Member’s highest level of education completed: _________________________________ 

59) Did the member receive a diploma, certificate of completion or other? Please  

explain:_________________________________________________________________________ 

60) Please describe any current involvement or aspirations this member may have for an educational, 
work or trade program (i.e. Does the member want full or part time employment, learn a trade, or obtain 
their GED?): 
____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

61) Education setting:  Regular Class,  Special Education,  Other (Specify):__________________ 

62) Has member been classified as special needs?  Yes     No 

If yes specify classification(s): ___________________________________________________________ 

____________________________________________________________________________________ 

63) Member's appointed Surrogate Parent: 
Name:_______________________________________________ 

64) Phone:______________________  65) Address:__________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

66) Name of Current/last school attended:__________________________________________________ 

67) Phone:_______________________  68) Address:_________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

69) School Transcript: Attached:  Yes     No   Promised by date:_____________________________ 

70) Latest Evaluation Information: 

Achievement Evaluation (ex: Woodcock Johnsibm etc.) 
  
Date: ______________________  Assessment/Test:__________________________________________ 

Results:_____________________________________________________________________________ 

Psychological Evaluation (ex: WISC-III, etc,) 
  
Date: ______________________  Assessment/Test:__________________________________________ 

Results:_____________________________________________________________________________ 

71) Attendance record for last school year attended: 

Number of days in attendance:_________________  Number of excused absences:_________________ 
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Number of unexcused absences (suspension, expulsion, truancy, etc):____________________________ 

Explain:_____________________________________________________________________________ 

72) Academic 
strengths:_________________________________________________________________ 

73) Academic weaknesses:______________________________________________________________ 

74) School behavioral strengths:__________________________________________________________ 

75) School behavioral 
weaknesses:________________________________________________________ 

76) Recommended school information pertinent to this application:_______________________________ 

____________________________________________________________________________________ 

77) Recommended educational plan/program (IEP, etc.):_______________________________________ 

____________________________________________________________________________________ 

78) Other special needs/talents, including extra-curricular activities and interests:___________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

79) Additional school information pertinent to this application:___________________________________ 

____________________________________________________________________________________ 

IV.  SOCIAL HISTORY / ASSESSMENT 

The following information will help agency staff understand the member's and family's needs and how 
best to meet these needs. If a written social history is available, it may be substituted for Section IV 
(questions 80-90). Answer any of the questions below which are not addressed in the social history. 

80) Tell what is going on in the family at this time. Describe the significant events which effect this family  

and 
member:____________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

81) Give a brief description of this family's: 

Strengths:___________________________________________________________________________ 

____________________________________________________________________________________ 
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____________________________________________________________________________________ 
  
Weaknesses:_________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

82) Give a brief description of the member's: 

Strengths:___________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
  
Weaknesses:_________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

83) What and/or who makes this member: 

Glad?_______________________________________________________________________________ 

Sad ?_______________________________________________________________________________ 

Mad?_______________________________________________________________________________ 
  
Fight?_______________________________________________________________________________ 

Run?_______________________________________________________________________________ 

84) From what agencies/professionals has the family sought or been given help? Specify services and  

results:______________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

85) What religious resources/support systems are available to this member and family? (Name/phone of  

contact person)_______________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

86) Please explain why this member needs assistance living independently?  

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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____________________________________________________________________________________ 

87) Out-of-Home Placements: 

Name:______________________________________________________________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________    Dates of Care: _________________________________ 

Name:______________________________________________________________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________    Dates of Care: _________________________________ 

Name:______________________________________________________________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________    Dates of Care: _________________________________ 

Name:______________________________________________________________________________ 

Address:_____________________________________________________________________________ 

City:________________________________    State:_____________________    Zip:_______________ 

Phone Number: _______________________    Dates of Care: _________________________________ 

88) Is there history of illegal behavior?   Yes     No     If yes, attach description including history of core 
involvement and a copy of any court order currently in effect. 

89) Is this member actively or have a history of being suicidal?   Yes     No     

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

90) Identify the current needs of the member and family to which the agency is asked to respond: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

V.  PLANNING 
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This section requires equal attention to the family and the member in answering the questions. If the 
member is under the guardianship of DSS, or has a POA, attach a current copy of the documentation. 

91) What is the permanent plan for this member?
_______________________________________________ 

____________________________________________________________________________________ 

92) Is there a current need to revise the permanent plan?   Yes     No     If yes, explain:___________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

93) State the goals toward which the family and member are working to achieve the permanent plan: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

94) What specific services of the agency are being requested on behalf of this family and member: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

95) How will the requested services help the family and member achieve their permanent plant? 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

96) Identify in the order of your priority all agencies to which this application is being made: 

1:____________________________________  

2.____________________________________ 

3:____________________________________  

4.____________________________________ 

97) Give the name/role of other volunteers/professionals assigned to this member (Guardian ad Litem, 
Member Advocate, Court Counselor, etc.): 
____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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VII.  SIGNATURE(S) 

I (we), the undersigned, hereby apply to the (Name of agency) for services named above on behalf of the 
named member for whom I (we) hold legal custody and/or placement authority. I (we) certify that the 
information contained in this application and the attachments is true and accurate to the best of my (our) 
knowledge. I (we) agree to share additional information pertinent to this application as requested by the 
agency. I (we) also agree to cooperate with the agency and to support the plan of service to which we 
mutually agree. 

___________________________________________________     Date:__________________________ 
Print First and Last Name of  Member 

___________________________________________________     Date:__________________________ 
Signature of  Member 

___________________________________________________     Date:__________________________ 
Print First and Last Name of  Guardian, or  Legal Custodian 

___________________________________________________     Date:__________________________ 
Signature of  Guardian, or  Legal Custodian 
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RESTORED BRIDGES, LLC
Transitional and Independent Living Programs

Birth Certificate
Social Security Card 
Court Orders
Medical Insurance Card
Immunization records
Medical records (Diagnosis and Medications Administered)
Physical (Required for clients before admission)
TB Test (Required for clients before admission)
CCA/Psychological Assessment/PCP/other related records

*Insert documentation behind this form



 

DSS-5297  
FSCWS  Page 1 of 2 

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION 
 (If multiple parties and/or agencies will be receiving this information, specify each 
party/agency below that will be receiving this information.) 

I,         , authorize 

           to disclose to 
(Provider of Confidential Information) 
 
___________________________ Department of Social Services 
(County name) 
___________________________ Judicial District 
(Court district number) 
___________________________ Guardian ad Litem Program 
(Court district number) 
 
____________________________________________________________________ 
(Other: List specific agency or person(s) or relationship) 
 
____________________________________________________________________ 
(Other: List specific agency or person(s) or relationship) 
 
____________________________________________________________________ 
(Other: List specific agency or person(s) or relationship) 
 
the following information: 
 

(Client needs to initial each category that applies.) 
  my name and other personal identifying information 
______ substance abuse records 
______ mental health records 
  assessment 
  dates of services 
  recommendations for treatment 
  progress notes 
  progress and compliance with treatment 
  attendance 
  date of discharge and discharge status 
  discharge plan 
  other  ________________________________________________________ 
 
This otherwise confidential information will be used for the following purpose(s):  
(Client needs to initial each category that applies) 
 
______      Monitor my progress or lack of progress in treatment. 
______      Provide appropriate services and referrals for me. 
______      Provide appropriate services and referrals for my family. 
______      Update my Child and Family Team of my progress or lack of progress in treatment. 
______      Update the Juvenile Court and parties to my juvenile case about my progress or lack 

of progress in treatment. 
______      Other_____________________________________________________________  
___________________________________________________________________________ 
 
______  Other   ______________________________________________________________ 
___________________________________________________________________________ 

Brandi Stone

Brandi Stone

Brandi Stone
Treatment team

Brandi Stone

Brandi Stone



 

DSS-5297  
FSCWS  Page 2 of 2 

 
For Substance Abuse Clients: I understand that my records are protected under the federal 
regulations governing Confidentiality of Alcohol and Drug Abuse Records, 42 CFR Part 2, and 
cannot be disclosed without my written consent unless otherwise provided for in the regulations.  
I also understand that, except for action already taken, I may revoke this consent at any time. 
 
For Mental Health Clients: I understand the contents to be released, the need for the 
information, and that there are statutes and regulations protecting the confidentiality of 
authorized information.  I also understand that, except for action already taken, I may revoke 
this consent at any time. 
 
Protected Health Information:  
I understand that my health information is protected under the Health Insurance Portability and 
Accountability Act of 1996 (“HIPAA”), 45 C.F.R. pts 160& 164, but once this information is 
disclosed pursuant to this form, it may no longer be protected by HIPAA and further redisclosure 
may occur. I also understand that I may revoke this consent in writing at any time except to the 
extent that action has been taken in reliance on the consent.  
 
I understand that generally __________________________________________________ 
                    (Name of treatment program) 
may not condition my treatment on whether I sign a consent form, but that in certain limited 
circumstances I may be denied treatment if I do not sign a consent form.  
 
If I do not revoke this consent, it expires automatically as follows:  

1. Upon closure of my Child Protective Services/In-Home Services/Out of Home Services 
case; or 

2. One year from the date this consent is signed; whichever occurs first.  
 
           _______ 
Date signed   Client’s signature 
 
____________                      _________________________________________________       
Date signed                               Legally Responsible Person 
 
 
__________    Client has received a copy of this consent form for his/her records. 
  

Brandi Stone

Brandi Stone



Restored Bridges, LLC
Independent and Transitional Living Programs

ACKNOWLEDGEMENT

OF

RESIDENT HANDBOOK

Violations of the following rules will result in immediate dismissal from the program:

1. Possession of weapons of any kind.

2. Violence against other residents or staff, including verbal threats of violence.

3. Possession or use of drugs, alcohol, or tobacco products.

4. Having sex or sexual relations with other residents.

5. Continuous AWOL behaviors and lack of involvement in program activities.

6. Involvement in criminal activity of any kind.

7. Destruction of, or damage to, or threats of damage to any shelter property or property 
belonging to residents or staff.

8. Being under the influence of alcohol (drunk) or illegal drugs (high) while a resident.

If you break it, you will have to pay for it.

Restored Bridges will press charges for any criminal activity against the agency, its 
residents or staff.

Residents who leave the home without permission and return within 24 hours may be re-admitted 
on a case-by-case basis.

Dismissals may be appealed. Appeals will be reviewed by the Facility Director, on a case-by-
case basis.

By signing below I _____________________________________________ (MEMBER NAME) 
have received the resident handbook, and agree to follow the rules implied within the handbook.

____________________________________ ____________________________________ 
Resident Signature                                       Date

_____________________________________ ____________________________________ 
Parent/Legal Guardian Signature                 Date



Restored Bridges, LLC
Independent and Transitional Living Programs

_____________________________________ ____________________________________ 
Staff Signature                                              Date



EMERGENCY CONTACT INFORMATION 
AUTHORIZATION TO OBTAIN ROUTINE AND EMERGENCY TREATMENT 

Client Name: _________________________________________________________________ 

Date of Birth: _________________________________________________________________ 

Emergency Contact 

Name: ______________________________________________________________________ 

Address: ____________________________________________________________________ 

City: _____________________________    State: _________________    Zip: _____________ 

Home Phone: _________________________    Work Phone: ___________________________ 

Cellular Phone: ________________________ 

Preferred Licensed Medical Provider 

Name: ______________________________________________________________________ 

Address: ____________________________________________________________________ 

City: _____________________________    State: _________________    Zip: _____________ 

Phone: ______________________________________________________________________ 

Routine Medical & Dental Treatment: 
I hereby give permission to the staff of Restored Bridges, LLC to seek routine medical and 
dental treatment on behalf of the above-named client.  

Emergency Medical Treatment: 
In case of sudden illness/accident/emergency, I hereby give permission to the staff of Restored 
Bridges, LLC to seek emergency treatment on behalf of the above-named client should the 
need arise. It is understood that a licensed medical provider and/or hospital emergency room 
personnel will provide this treatment. In addition, a copy of current medications, known medical 
conditions and allergies may be released. Efforts will be made to contact a person named below 
prior to treatment, should this be possible. 

The above consent has been read by me or to me and explained to me by an employee of 
Restored Bridges, LLC. I agree with the above consents as evidenced by the signature below. 

_______________________________________________          ________________________ 
Consumer/Guardian Signature              Date 

_______________________________________________          ________________________ 
Agency Representative Signature              Date

April 2019



Gaston-Lincoln-Cleveland NC-509 NC HMIS 

CLIENT RELEASE OF INFORMATION 

Many North Carolina shelters and helping programs use the North Carolina Homeless Management Informa8on System 
(NC HMIS) to keep informa8on about the people that they help.  We collect personal informa8on from you that we need 
to help us, help you. We have strict rules about sharing your informa8on. 

Why do we collect informaFon about you? 

● Allow us to provide services to you. 
● Help case managers work together for you. 
● Allow us to be paid for our work with you and to help us apply for addi8onal dollars that can be used to help 

you. 
● Help us meet our legal obliga8ons. 

SECTION 1 – Basic IdenFfying InformaFon 

So that agencies that use our NC HMIS system can find your record, agencies can see the following basic iden8fying 
informa8on about you: 

● Your name 
● Your gender 
● The last four digits of your Social Security Number 
● Your year of birth 
● Your veteran status 

We use this informa8on to select the correct record and to beIer coordinate services for you.  All persons using NC HMIS 
are trained and cer8fied in privacy.   

If you have a specific reason why other NC HMIS agencies shouldn’t be able to find your record in NC HMIS, you 
can ask to have this basic iden8fying informa8on secured so that only our agency can see it.   

PLEASE NOTE: If you have received services from other agencies who use NC HMIS we may not be able to secure 
this informa8on.  PLEASE TALK WITH YOUR CASE MANAGER for more informa8on.  A separate document has been 
aIached).   

I have reviewed the aIached document named “Securing Basic IdenFfying InformaFon.”  
I understand the implica8ons and I am asking that my client profile be secured.      
Do not ini'al here unless you have discussed this with your case manager 
Please ini8al here to secure this basic iden8fying informa8on ______ 

NC HMIS Client Release of Informa8on – Client Profile Open  rev. 2019.03.011



NC HMIS Client Release of Informa8on – Client Profile Open  rev. 2019.03.012



SECTION 1 – Acknowledgement of Rights 

Many agencies also use the system to improve services delivered to you.  The following are your rights concerning your 
data.  Please review and ini8al in the box next to each right to show that you understand it.  If you have quesFons, 

please discuss them with your case manager. 

 

____
I have received a copy of the Agency’s Privacy No8ce/script that explains NC HMIS and my rights and 
responsibili8es.  It explains how informa8on is kept and shared through this system.

____

I understand that the confidenFality of my records is protected by law.  I understand that this 
agency will never give informa8on about me to anyone outside the agency without my specific 
wriIen consent through a Coordina8on of Care Sharing Plan or as required by law, including the 
Federal Law of Confiden8ality for Alcohol and Drug Abuse Pa8ents, (42 CFR, Part 2), the Health 
Insurance Portability and Accountability Act of 1996 (HIPAA, 45 CFR, Parts 160 & 164 as revised by the 
Health Informa8on Technology for Economic and Clinical Health Act of 2009 aka the HITECH Act), and 
certain North Carolina laws.  

____
I can withdraw my consent to share at any 8me, but any informa8on already shared with another 
agency cannot be taken back.  If sharing informa8on on the system poses an imminent health or 
safety risk, I will talk with my case manager.  

____

I understand that I have the right to see my informa8on, request changes, and to get a copy of my 
informa8on by wriIen request.  An agency can refuse to change my record but must provide a 
wriIen explana8on of why they refuse the change within 60 days.  Agencies may charge for 
reproducing a record.

____

I understand that my name and other iden8fying informa8on may be used to match records through 
a trusted partner for academic research purposes.   

Prior to academic research being done, my iden8fying informa8on will be removed, before data 
analysis takes place. 
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SECTION 4 – Outreach Sharing Plan 

We partner with North Carolina community programs to see if you might qualify for housing or income supports.  Please 

read each statement below and circle your response. 

1. Veteran Affairs: If you have served in the military, the VA Medical Center may contact you about poten8al housing.  
With your permission, they may use the informa8on you give this agency to contact you.   

Informa(on that will be shared includes: Name, date of birth, homeless status, veteran status, military service 
informa(on, housing history, contact informa(on, chronically homeless status 
  
Yes - I agree to share my HMIS data for the Veteran’s Project: (circle response):  Yes/No/NA 

2. Income and Benefits: Income and benefits are important to staying housed.  Some programs may assist with 
obtaining Social Security Income and/or other state benefits, if you qualify.  (For example, through the SOAR 
program.)  With your permission, they may use the informa8on you give this agency to contact you, if you are 
eligible for benefits. 

Informa(on that will be shared includes: Name, date of birth, coordinated assessment informa(on, homeless status, 
housing history, contact informa(on, chronically homeless status 

Yes - I agree to share my HMIS data for the Social Security or other state benefits: (circle response):  Yes/No/NA 

3. Housing Review Commiaee/Housing PrioriFzaFon: If you are homeless, you may be eligible for housing in our 
community.  We have a housing review commiIee made up of representa8ves from our service providers.  To 
par8cipate in this process, these providers may need to see your informa8on.  With your permission, an agency may 
contact you if your informa8on shows that you may be eligible for local housing services.  

A list of service providers involved in this process is available on request. 

Informa(on that may be shared includes: Name, coordinated assessment informa(on, homeless status, chronically 
homeless status, veteran status, disability and any addi(onal informa(on that may be used to connect you with 
appropriate housing op(ons. 

Yes - I agree to share my informaFon with the housing review commiaee: (circle response):  Yes/No/NA 
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SECTION 4 – Outreach Sharing Plan (conFnued) 

Sharing Plan to improve outreach to individuals who may qualify for benefits 

4. Homeless history: We may need to document your homeless history throughout the state of North Carolina to see if 
you are eligible for specific community programs.  Your case manager may contact the Michigan Coali8on Against 
Homelessness (MCAH, the NC HMIS lead agency) to view data recorded in HMIS to complete a housing history 
document.  With your permission, MCAH will complete the document and give it to your case manager.  This 
document may be uploaded to your client record and shared according to the coordina8on of care sharing plan. 

Informa(on that will be shared includes: HMIS number, name, and a 3-year statewide homeless history that includes 
service provider names and dates of service 

Yes - I agree that MCAH may share data with my Case Manager: (circle response):  Yes/No/NA 

This Release is acFve for one year effecFve the date of Signature.  

Client signature (head of household):  _______________________________________, Date: _____/_____/_____ 

Adult Household Member signature: ________________________________________, Date: _____/_____/_____ 

Adult Household Member signature: ________________________________________, Date: _____/_____/_____ 

Adult Household Member signature: ________________________________________, Date: _____/_____/_____ 

Signature of guardian or authorized-representa8ve (when required): ____________________________________ 

Rela8onship to client: _________________   Date signed by guardian/authorized representa8ve: _____________ 
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Restored Bridges, LLC 
CLIENT GRIEVANCE POLICY 

POLICY: 

All members have a right to due process in filing a grievance if they feel they have not 
received fair treatment by the staff of Restored Bridges or if there has been mistreatment.  
Clients will not be harassed in the event a member exercises this right.  The following 
procedure will be followed: 

PROCEDURE: 

1. Client will talk to Program Coordinator or designee about the grievance within 40 hours 
of the incident. 

2. If the Program Coordinator or designee and member cannot resolve the grievance issue, 
the member must send the grievance in written form or present orally to the Facility 
Director; the Program Coordinator must also present the Facility Director with a written 
summary of his/her attempts to resolve the grievance.  The Facility Director will review 
the grievance and investigate the issues and will respond to the member in writing of the 
decision regarding the grievance within five (5) business days of receiving the grievance. 

3. If the grievance relates to termination of residential services, the member may be allowed 
to remain within the residential program during the review period, unless such a stay 
poses an imminent danger to the staff and/or other residents of the program.  Residents in 
this situation shall comply with all the program’s rules and regulations or be subject to 
immediate termination.  If the Facility Director concurs with the Program Coordinator’s 
decision to terminate services, the member must leave the facility, even if he/she chooses 
to continue the grievance process outlined in step 4.  Should one of the parties in step 4 or 
step 5 decide to override the Facility Director’s decision to terminate services, the 
member will be reinstated to the program at the next available opening. 

4. If the member still is not satisfied with the resolution of the grievance, his/her designee 
may submit his/her written grievance or present orally to the Chairman of the Board of 
Restored Bridges, Llc. within five (5) business days from the date of the decision of the 
Facility Director.  The Chairman will review the grievance and investigate the issues and 
will respond to the member in writing of the decision regarding the grievance within ten 
(10) business days of receiving the grievance. 

5. If the member is not satisfied with the decision of the Chairman, the member may submit 
the grievance in writing or orally present to the full Board of Directors for final 
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resolution, within ten (10) days of the Chairman’s decision.  The Board of Directors will 
review the grievance and investigate the issues and will respond to the member in writing 
of their decision with fifteen (15) business days of receiving the grievance.  The Facility 
Director will carry out recommendations of the Board of Directors. 

6. A copy of the complaint and the resolution will be maintained in the member’s record. 

7. If the member is Limited English Proficiency (LEP), he/she may attempt to find someone 
to write down the grievance for him/her or call the Program Coordinator to schedule an 
appointment and present the grievance verbally.  The Program Coordinator will then put 
it into writing. 

Resolution of Grievance:  The member who is allowed to remain in the program will 
receive written reprimand, be placed on probationary status (terms outlined in the 
reprimand) and be required to follow the terms and conditions in the reprimand.  Program 
staff and participants will determine terms and conditions.  Clients who do not agree to 
those terms will not remain in the program. 

I agree that I have both read and understand this policy. 

______________________________________________________________________________ 
Client Signature  Date 

______________________________________________________________________________ 
Program Staff  Date 

Name and/or address to mail grievance/appeals/final resolution: 

____________________________________________________ 

____________________________________________________
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Restored Bridges, LLC. 
401 Hawthorne Lane  

310-312 
Charlotte, NC 28204 

Statement of Agreement Regarding Confidentiality 

Restored Bridges, LLC. acknowledges that policies related to confidentiality have been 
provided and explained to all staff.  Restored Bridges, LLC. understands that 
information about clients and their families will be shared for the purpose of case 
management and providing residential care services.  Restored Bridges, LLC. also 
understands that this information is shared with others only when there is a need to 
know and when there is a written working agreement between agencies, or a specific 
signed release for information has been executed.  Restored Bridges, LLC. also 
understands that this information cannot be shared with individuals and/or agencies that 
have no direct need for the information. 

Client Signature: ________________________________ 

LRP/Legal Guardian Signature: __________________________ 

Staff Signature:  ________________________________ 

Date:                  ________________________________ 

RLS 23 – Rev. 11/10



LIABILITY CONTRACT 
For 

DESTRUCTION OF RESTORED BRIDGES, LLC PROPERTY 

The POA/Legal Guardian accepts financial responsibility for any damages, 
vandalism and or destruction of property that the member causes or participates 
in while a resident at Restored Bridges Independent and Transitional Living 
Programs. 

POA/Legal Guardian Signature and Date:  

____________________________________________ 

Member Signature:  

________________________________________________________ 

Staff Signature and Date:  

__________________________________________________ 



Restored Bridges LLC
401 Hawthorne Lane Ste 110-312 Charlotte NC 28204 United States 

(980) 522-8260

INVOLUNTARY COMMITMENT AGREEMENT

GENERAL INFORMATION  
 

Member's Full Name: _____________________________   Date of Birth: ________________ 

Home Address: _________________________________________________________________

Legal Custodian: ____________________________________ Phone #:____________________

Address: ______________________________________________________________________

Emergency Contact: ___________________________________Phone#____________________

Medical Doctor: ____________________________________ Phone #:____________________
 

Dentist: _________________________________________ Phone #:______________________

MEDICAL INSURANCE INFORMATION 

Name of Policy: ________________________________________________________________

Policy Number: _______________________________________________________________

Policy Holder: ________________________________________________________________ 

Contact Person for Medical Insurance: ______________________ Phone #:_________________   

I, the legal guardian/custodian understand that Restored Bridges, LLC. will in the event of a life 
threatening situation regarding a member in placement, call 911.

I, the legal guardian/custodian understand that Restored Bridges, LLC. will if a member is 
thought to be a danger to himself/herself and/or to others, the member will be taken to 
Emergency Services for a Behavioral Health Assessment.

I hereby consent to the placement of _______________________ with Restored Bridges, LLC. 
This member is in the custody of ____________________________________________.   As the 
Placing Authority my relationship to this member is:    
mother;  father;  guardian;  legal custodian;  other (specify) 
_______________________________________________________________.
  
This member will be placed in an Adult Care Facility licensed by the North Carolina Division of 
Social Services under the auspices of Restored Bridges, LLC.
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Restored Bridges LLC
401 Hawthorne Lane Ste 110-312 Charlotte NC 28204 United States 

(980) 522-8260

Date of Placement: __________________________ Time of Placement: ___________________

Governing Law:
The terms and provisions of this agreement shall be governed by the laws of the State of North 
Carolina, INVOLUNTARY COMMITMENT N.C.G.S. CHAPTER 122C, ARTICLE 5.

§ 122C-201.  Declaration of policy.
It is State policy to encourage voluntary admissions to facilities.  It is further State policy that no 
individual shall be involuntarily committed to a 24-hour facility unless that individual is 
mentally ill or a substance abuser and dangerous to self or others.  All admissions and 
commitments shall be accomplished under conditions that protect the dignity and constitutional 
rights of the individual.

It is further State policy that, except as provided in G.S. 122C-212(b), individuals who have been 
voluntarily admitted shall be discharged upon application and that involuntarily committed 
individuals shall be discharged as soon as a less restrictive mode of treatment is appropriate. 
(1973, c. 723, s. 1; c. 726, s. 1; c. 1084; c. 1408, s. 1; 1977, c. 400, s. 1; 1979, c. 915, ss. 2, 11; 
1983, c. 638, s. 1; c. 864, s. 4; 1985, c. 589, s. 2; 1995 (Reg. Sess., 1996), c. 739, s. 2.)

Defined:
Mental Illness (Adults)
(33a)    Severe and persistent mental illness. -A mental disorder suffered by persons of 18 years 
of age or older that leads these persons to exhibit emotional or behavioral functioning that is so 
impaired as to interfere substantially with their capacity to remain in the community without 
supportive treatment or services of a long term or indefinite duration. This disorder is a severe 
and persistent mental disability, resulting in a long-term limitation of functional capacities for the 
primary activities of daily living, such as interpersonal relations, homemaking, self-care, 
employment, and recreation.

Dangerous to self:
Within the relevant past, the individual has:

1. Acted in such a way as to show that
a. He/She would be unable, without care, supervision, and the continued assistance 

of others not otherwise available, to exercise self-control, judgment, and 
discretion in the conduct of his daily responsibilities and social relations, or to 
satisfy his need for nourishment, personal or medical care, shelter, or self-
protection and safety; and

b. There is a reasonable probability of his suffering serious physical debilitation 
within the near future unless adequate treatment is given. Behavior that is grossly 
irrational, actions that the individual is unable to control, behavior that is grossly 
inappropriate to the situation, or other evidence of severely impaired insight and 
judgment creates an inference that the individual is unable to care for himself; or
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Restored Bridges LLC
401 Hawthorne Lane Ste 110-312 Charlotte NC 28204 United States 

(980) 522-8260

2. Attempted suicide or threatened suicide and there is a reasonable probability of suicide 
unless adequate treatment is given; or

3. Mutilated himself or attempted to mutilate himself and there is a reasonable probability 
of serious self-mutilation unless adequate treatment is given.

Previous episodes of dangerousness to self, when applicable, may be considered when 
determining the reasonable probability of serious physical debilitation, suicide, or serious self-
mutilation.

Dangerous to others:
Within the relevant past the individual has:

1. Inflicted, attempted to inflict, or threatened to inflict serious bodily harm on another and 
there is a reasonable probability that this conduct will be repeated, or

2. Acted in a way that created a substantial risk of serious bodily harm to another and there 
is a reasonable probability that this conduct will be repeated, or

3. Engaged in extreme destruction of property and there is a reasonable probability that this 
conduct will be repeated.

Previous episodes of dangerousness to others, when applicable, may be considered when 
determining the reasonable probability of future dangerous conduct. Clear, cogent, and 
convincing evidence that an individual has committed a homicide in the relevant past is evidence 
of dangerousness to others.

Parent/Legal Guardian Signature: __________________________________ Date:________

Restored Bridges Intake Staff Signature: ________________________________ 

Date: __________
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RESTORED BRIDGES TRANSITIONAL AND INDEPENDENT LIVING 

PROGRAM CONTRACT 

1. I understand that if I am attending regular school, that a staff member will monitor and assist 

my progress. 

2. I agree to follow the rules of whatever educational, trade or school program I am involved in 

within and outside of the Restored Bridges Transitional and Independent Living Program. 

3. I agree to follow all rules of all programs I am involved in. 

4. I agree to take responsibility for my behavior during my program involvement. 

5. I agree to respect peers, staff; and myself and to do my best to set a good example for the 

other students. 

6. I understand that if I am failing or struggling in an at school, work or my trade program- a 

Restored Bridges staff member may intervene and assist me with supports to help me get 

back on track.  

Client Signature:  ______________________________________ 

LRP/Legal Guardian Signature: __________________________ 

Staff Signature:  _____________________________________ 

Date:  ______________________________________ 



Restored Bridges, LLC. 
CONSENT FORM 

PERMISSION FOR ADMINISTERING  NON-PRESCRIPTION MEDICATION 
  

As the physician/parent/guardian/custodian of ________________________________________ I agree to allow 
the staff and foster parents of Restored Bridges, LLC. to administer the following non-prescription medications 
only as needed for periodic treatment of condition as described below: 
(signature of physician is required if the client is currently taking prescription medication) 

EXTERNAL 

               Medication            For Treatment of 

1.  Neosporin or antibiotic ointment     Minor burns, cuts, abrasions 
2.  Calamine lotion (with or without Phenol) Allergic rashes (poison ivy, poison oak, 

etc.) 
3.  Rubbing alcohol       Insect bites 
4.  Betadine scrubs or soap and water     Cleaning area of minor injury 

INTERNAL 
1.  Acetaminophen tablets (Tylenol, Datril,    Headache or minor pain 
     Panadol, etc.) 
2.  Pepto Bismol liquid       Upset stomach 
3.  Kaopectate liquid       Diarrhea 
4.  Chlortrimeton tablets Common cold or minor allergic   
     Chlorpheninamine (antihistamine)      reaction to insect bites      
5.  Dextromethorphan (lozenge and spray form)    Cough 
6.  Cepacol or chloraceptic lozenge     Sore throat 
7.  Mineral oil        Constipation 
8.  Milk of Magnesia       Constipation 
9.  Benedryl capsules       Allergic reaction (bee stings) 
10. Ipecac syrup Induce vomiting (clear with doctor and/

or emergency room before 
administering) 

Please X out above if the member has a known allergy to any of these medications or you have an objection to 
the administration of any of these medications. 

________________________________________________________________________________ 
Signature of Physician  
(Signature of Physician is required if the client is currently taking prescription medication) 

______________________________ 
Date 

__________________________________________________________________________________ 
Signature of Parent, Guardian, or Custodian 

_______________________________ 
Date        

Non-prescription medicines are to be administered according to package directions and only for symptoms listed 
on the package labeling. 
If symptoms persist, the client’s physician will be consulted.



CONSENT FORM 

PERMISSION FOR ROUTINE AND OVERNIGHT TRAVEL 

During the course of placement, the client may require ROUTINE AND OVERNIGHT travel and  
transportation to appointments, school, various activities, community outings, and trips both in and out 
o f t h e S t a t e o f N o r t h C a r o l i n a .  T h e p a r e n t / g u a r d i a n o f 
___________________________________________ gives permission for Restored Bridges, LLC. 
staff and contracted staff to transport _______________________ by use of personal or agency 
vehicle.  This consent is valid until discharge from the program or by written termination of permission 
by LRP/guardian. 

I have read this consent or it has been read and explained to me.   
I agree with the above consent as evidenced by my signature below. 

__________________________________________________      ____________      
LRP/Guardian Signature       Date 

__________________________________________________                  ____________ 
Witness Signature              Date 

Emergency Contact Address 

Home telephone # Work telephone # Cellular telephone #



CONSENT FORM 

VIDEOTAPE / PHOTOGRAPH / RESEARCH 

I hereby authorize Restored Bridges, LLC to MAKE and USE the following of ____________________ 
(check all boxes consumer authorizes by this consent)              (client’s name) 

______  Audio-Visual recordings  

  ______  Photograph of my image 
      
The agency will use these recordings for the purpose of identification, promotional and public 
awareness.                
I understand that this authorization will be time-limited until discharge from the program and that I have 
the right to change or revoke this consent at any time. 

OR 

I decline authorization of  audio-visual recordings and/or  photographic imaging of  

_____________________________                       ________ 
             (client’s name)                   initial here 

__________________________________________________________________________________ 
__________________________________________________________________________________ 

 I hereby authorize __________________________ to participate in research being conducted  
    (client’s name) 
on behalf of Restored Bridges, LLC  
I understand that this authorization will be time-limited until discharge from the program and that I have 
the right to change or revoke this consent at any time. 

OR 

 I decline authorization for __________________________ to participate in research being  
     (client’s name) 
conducted on behalf of Restored Bridges, LLC        

_______________________________________________   
Client signature (required if age 12 or older) 

_______________________________________________ 
Date 

_______________________________________________ 
Parent, guardian or legal custodian signature 

_______________________________________________ 
Date



RESTORED BRIDGES TRANSITIONAL AND INDEPENDENT LIVING 

AWOL CONTRACT 

This contract is between ____________________________ (client’s name) and Restored 

Bridges, LLC.  The Client agrees not to go AWOL and to comply with all rules and regulations, 

until time of release from program.  If I feel the urge to go AWOL and or feel stress in any way, I 

agree to let to let a trusted staff member know and to discuss my feelings.  I am also aware that 

any rules that I break can result in my immediate discharge as a resident/client of the Restored 

Bridges Transitional and Independent Living program. 

Client Signature: ________________________________ 

LRP/Legal Guardian Signature: __________________________ 

Staff Signature:  ________________________________ 

Date:                  ________________________________ 



Restored Bridges Transitional and Independent Living 

Search and Seizure Policy 

No resident will be allowed admission in the Restored Bridges Transitional and Independent 
Living unless PART II is signed by the client and/or LRP. 

PART II 

Consent to Search 

I, __________________________, as the client, LRP, or legal guardian give my 
consent to staff of Restored Bridges, LLC. and law enforcement to search the 
person and personal belongings of, _________________________, during their 
stay at Restored Bridges, LLC. 

______________________________  __________ 
Client Signature     Date 
______________________________  __________ 
LRP or Guardian Signature   Date 



5HVLGHQW 1DPH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH &RPSOHWHG BBBBBBBBBBBBBBBBBBBBBB

'DWH RI %LUWK BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3K\VLFDO ([DPLQDWLRQ

7KLV IRUP LV WR EH FRPSOHWHG E\ D SULPDU\ SK\VLFLDQ� FHUWLILHG QXUVH SUDFWLWLRQHU� UHJLVWHUHG QXUVH� FHUWLILHG
QXUVH� PLGZLIH RU SK\VLFLDQ DVVLVWDQW� 4XHVWLRQV QRWHG ZLWK DQ DVWHULVN DUH ³WULJJHUV´ IRU DZDNH RYHUQLJKW
VWDII�

��
 &XUUHQW 0HGLFDO DQG 3V\FKLDWULF +LVWRU\� %ULHIO\ GHVFULEH UHFHQW FKDQJHV LQ KHDOWK RU EHKDYLRUDO VWDWXV�
VXLFLGH DWWHPSWV� KRVSLWDOL]DWLRQV� IDOOV� HWF�� ZLWKLQ WKH SDVW � PRQWKV�

��
 %ULHIO\ GHVFULEH DQ\ SDVW LOOQHVVHV RU FKURQLF FRQGLWLRQV �LQFOXGLQJ KRVSLWDOL]DWLRQV�� SDVW VXLFLGH
DWWHPSWV� SK\VLFDO� IXQFWLRQDO� DQG SV\FKRORJLFDO FRQGLWLRQ FKDQJHV RYHU WKH \HDUV�

�� $OOHUJLHV� /LVW DQ\ DOOHUJLHV RU VHQVLWLYLWLHV WR IRRG� PHGLFDWLRQV� RU HQYLURQPHQWDO IDFWRUV� DQG LI NQRZQ�
WKH QDWXUH RI WKH SUREOHP �H�J�� UDVK� DQDSK\ODFWLF UHDFWLRQ� *, V\PSWRP� HWF��� 3OHDVH HQWHU PHGLFDWLRQ
DOOHUJLHV KHUH DQG DOVR LQ ,WHP �� IRU PHGLFDWLRQ DOOHUJLHV�

�



5HVLGHQW 1DPH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH &RPSOHWHG BBBBBBBBBBBBBBBBBBBBBB

'DWH RI %LUWK BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� &RPPXQLFDEOH 'LVHDVHV� ,V WKH UHVLGHQW IUHH IURP FRPPXQLFDEOH 7% DQG DQ\ RWKHU DFWLYH UHSRUWDEOH
DLUERUQH FRPPXQLFDEOH GLVHDVH�V�" <HV 1R �&KHFN RQH� <HV 1R ,I ³1R�´ WKHQ LQGLFDWH WKH
FRPPXQLFDEOH GLVHDVH� BBBBBBBBBBBBBBBBBBBBBBBB

:KLFK WHVWV ZHUH GRQH WR YHULI\ WKH UHVLGHQW LV IUHH IURP DFWLYH 7%"

33' 'DWH� BBBBBBBBBBBBBBBBBBBBBBBB 5HVXOW�BBBBBBBBBBBBBBBBBBBBBBBPP

&KHVW ;�5D\ �LI 33' SRVLWLYH RU XQDEOH WR DGPLQLVWHU D 33'�

'DWH� BBBBBBBBBBBBBBBBBBBBBBBB 5HVXOWBBBBBBBBBBBBBBBBBBBBBBB

�� +LVWRU\� 'RHV WKH UHVLGHQW KDYH D KLVWRU\ RU FXUUHQW SUREOHP UHODWHG WR DEXVH RI SUHVFULSWLRQ�
QRQ�SUHVFULSWLRQ� RYHU�WKH�FRXQWHU �27&�� LOOHJDO GUXJV� DOFRKRO� LQKDODQWV� HWF�"

�D� 6XEVWDQFH� 27&� QRQ�SUHVFULSWLRQ PHGLFDWLRQ DEXVH RU PLVXVH

�� 5HFHQW �ZLWKLQ WKH ODVW � PRQWKV�� <HV 1R
�� +LVWRU\� <HV 1R

�E� $EXVH RU PLVXVH RI SUHVFULSWLRQ PHGLFDWLRQ RU KHUEDO VXSSOHPHQWV

�� &XUUHQWO\ <HV 1R
�� 5HFHQW �ZLWKLQ WKH ODVW � PRQWKV� <HV 1R

�F� +LVWRU\ RI QRQ�FRPSOLDQFH ZLWK SUHVFULEHG PHGLFDWLRQ

�� &XUUHQWO\ <HV 1R
�� 5HFHQW �ZLWKLQ WKH ODVW � PRQWKV� <HV 1R

�G� 'HVFULEH PLVXVH RU DEXVH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

��
 5LVN IDFWRUV IRU IDOOV DQG LQMXU\� ,GHQWLI\ DQ\ FRQGLWLRQV DERXW WKLV UHVLGHQW WKDW LQFUHDVH KLV�KHU ULVN RI
IDOOLQJ RU LQMXU\ �FKHFN DOO WKDW DSSO\�� RUWKRVWDWLF K\SRWHQVLRQ RVWHRSRURVLV JDLW SUREOHP LPSDLUHG EDODQFH
FRQIXVLRQ 3DUNLQVRQLVP IRRW GHIRUPLW\ SDLQ DVVLVWLYH GHYLFHV RWKHU �H[SODLQ�

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BB

��
 6NLQ FRQGLWLRQ�V�� ,GHQWLI\ DQ\ KLVWRU\ RI RU FXUUHQW XOFHUV� UDVKHV� RU VNLQ WHDUV ZLWK DQ\ VWDQGLQJ
WUHDWPHQW RUGHUV�

�
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��
 6HQVRU\ LPSDLUPHQWV DIIHFWLQJ IXQFWLRQLQJ� �&KHFN DOO WKDW DSSO\��

�D� +HDULQJ�

/HIW HDU� $GHTXDWH 3RRU 'HDI 8VHV &RUUHFWLYH $LG

5LJKW HDU� $GHTXDWH 3RRU 'HDI 8VHV &RUUHFWLYH $LG

�E� 9LVLRQ� $GHTXDWH 3RRU %OLQG �/ RU 5� 8VHV &RUUHFWLYH /HQVHV

�F� 7HPSHUDWXUH 6HQVLWLYLW\� 1RUPDO 'HFUHDVHG VHQVDWLRQ WR� +HDW RU &ROG

�� &XUUHQW 1XWULWLRQDO 6WDWXV� +HLJKW� BBBBBBBBBBBBB :HLJKW� BBBBBBBBBBBBBBBBB
�D� $Q\ ZHLJKW FKDQJH �JDLQ RU ORVV� LQ WKH SDVW � PRQWKV" <HV 1R
�E� +RZ PXFK ZHLJKW FKDQJH"BBBB OEV� LQ WKH SDVW� BBBB PRQWKV �FKHFN RQH� *DLQ /RVV
�F� 0RQLWRULQJ QHFHVVDU\" �&KHFN RQH�� <HV 1R
,I LWHPV �D�� �E�� RU �F� DUH FKHFNHG� H[SODLQ KRZ DQG DW ZKDW IUHTXHQF\ PRQLWRULQJ LV WR RFFXU�
BBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BB

�G� ,V WKHUH HYLGHQFH RI PDOQXWULWLRQ RU ULVN IRU XQGHUQXWULWLRQ" <HV 1R
�H�
 ,V WKHUH HYLGHQFH RI GHK\GUDWLRQ RU D ULVN IRU GHK\GUDWLRQ" <HV 1R
�I� 0RQLWRULQJ RI QXWULWLRQ RU K\GUDWLRQ VWDWXV QHFHVVDU\" <HV 1R
,I LWHPV �G� RU �H� DUH FKHFNHG� H[SODLQ KRZ DQG DW ZKDW IUHTXHQF\ PRQLWRULQJ LV WR RFFXU�
BBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BB

�J� 'RHV WKH UHVLGHQW KDYH PHGLFDO RU GHQWDO FRQGLWLRQV DIIHFWLQJ� �&KHFN DOO WKDW DSSO\�

BBBBBBBB&KHZLQJ BBBBBBBB6ZDOORZLQJ BBBBBBBB(DWLQJBBBBBBBB 3RFNHWLQJ IRRG BBBBBBBB7XEH
IHHGLQJ
�K� 1RWH DQ\ VSHFLDO WKHUDSHXWLF GLHW �H�J�� VRGLXP UHVWULFWHG� UHQDO� FDORULH� RU QR FRQFHQWUDWHG VZHHWV

�



5HVLGHQW 1DPH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH &RPSOHWHG BBBBBBBBBBBBBBBBBBBBBB

'DWH RI %LUWK BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

UHVWULFWHG��
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BB

�L� 0RGLILHG FRQVLVWHQF\ �H�J�� SXUHHG� PHFKDQLFDO VRIW� RU WKLFNHQHG OLTXLGV��
BBBBBBBBBBBBBBBBBBBBBBBBB
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BB

�M� ,V WKHUH D QHHG IRU DVVLVWLYH GHYLFHV ZLWK HDWLQJ �,I \HV� FKHFN DOO WKDW DSSO\��

<HV 1R :HLJKWHG VSRRQ RU EXLOW XS IRUN 3ODWH JXDUG 6SHFLDO FXS�JODVV
�N� 0RQLWRULQJ QHFHVVDU\" �&KHFN RQH�� <HV 1R

,I LWHPV �J�� �K�� RU �L� DUH FKHFNHG� SOHDVH H[SODLQ KRZ DQG DW ZKDW IUHTXHQF\ PRQLWRULQJ LV WR RFFXU�
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
BB

���
 &RJQLWLYH�%HKDYLRUDO 6WDWXV�

�� ,V WKHUH HYLGHQFH RI GHPHQWLD" �&KHFN RQH�� <HV 1R
�� +DV WKH UHVLGHQW XQGHUJRQH DQ HYDOXDWLRQ IRU GHPHQWLD" <HV 1R
�� 'LDJQRVLV �FDXVH�V� RI GHPHQWLD��
�� $O]KHLPHU¶V 'LVHDVH 0XOWL�LQIDUFW�9DVFXODU 3DUNLQVRQ¶V 'LVHDVH

2WKHU� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�� 0LQL�0HQWDO 6WDWXV ([DP �LI WHVWHG� 'DWH BBBBBBBBBBBBBB 6FRUH BBBBBBBBBBBBBB

���H�
 ,QVWUXFWLRQV IRU WKH IROORZLQJ LWHPV� )RU HDFK LWHP� FLUFOH WKH DSSURSULDWH OHYHO RI IUHTXHQF\ RU
LQWHQVLW\� GHSHQGLQJ RQ WKH LWHP� 8VH WKH ³&RPPHQWV´ FROXPQ WR SURYLGH DQ\ UHOHYDQW GHWDLOV�

,WHP ���H�
$ % & ' &RPPHQWV

,� 'LVRULHQWDWLRQ
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

,,� ,PSDLUHG UHFDOO
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

�



5HVLGHQW 1DPH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH &RPSOHWHG BBBBBBBBBBBBBBBBBBBBBB

'DWH RI %LUWK BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

�UHFHQW�GLVWDQW HYHQWV�

,,,� ,PSDLUHG MXGJPHQW
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

,9� +DOOXFLQDWLRQV
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

9� 'HOXVLRQV
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

9,,� $Q[LHW\
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

9,,,� 'HSUHVVLRQ
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

,;� 8QVDIH EHKDYLRUV
1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

;� 'DQJHURXV WR VHOI RU
RWKHUV

1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

;,� $JLWDWLRQ �'HVFULEH
EHKDYLRUV LQ FRPPHQWV
VHFWLRQ�

1HYHU 2FFDVLRQDO 5HJXODU &RQWLQXRXV

���I� +HDOWK FDUH GHFLVLRQ�PDNLQJ FDSDFLW\� %DVHG RQ WKH SUHFHGLQJ UHYLHZ RI IXQFWLRQDO FDSDELOLWLHV�
SK\VLFDO DQG FRJQLWLYH VWDWXV� DQG OLPLWDWLRQV� LQGLFDWH WKLV UHVLGHQW¶V KLJKHVW OHYHO RI DELOLW\ WR PDNH KHDOWK
FDUH GHFLVLRQV�

BBBBBBBBBB �D� 3UREDEO\ FDQ PDNH KLJKHU OHYHO GHFLVLRQV �VXFK DV ZKHWKHU WR XQGHUJR RU ZLWKGUDZ
OLIH�VXVWDLQLQJ WUHDWPHQWV WKDW UHTXLUH XQGHUVWDQGLQJ WKH QDWXUH� SUREDEOH FRQVHTXHQFHV� EXUGHQV� DQG
ULVNV RI SURSRVHG WUHDWPHQW��
BBBBBBBBBB �E� 3UREDEO\ FDQ PDNH OLPLWHG GHFLVLRQV WKDW UHTXLUH VLPSOH XQGHUVWDQGLQJ�
BBBBBBBBBB �F� 3UREDEO\ FDQ H[SUHVV DJUHHPHQW ZLWK GHFLVLRQV SURSRVHG E\ VRPHRQH HOVH�
BBBBBBBBBB �G� &DQQRW HIIHFWLYHO\ SDUWLFLSDWH LQ DQ\ NLQG RI KHDOWK FDUH GHFLVLRQ�PDNLQJ�

�



5HVLGHQW 1DPH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH &RPSOHWHG BBBBBBBBBBBBBBBBBBBBBB

'DWH RI %LUWK BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

���
 $ELOLW\ WR VHOI�DGPLQLVWHU PHGLFDWLRQV� %DVHG RQ WKH SUHFHGLQJ UHYLHZ RI IXQFWLRQDO FDSDELOLWLHV�
SK\VLFDO DQG FRJQLWLYH VWDWXV� DQG OLPLWDWLRQV� UDWH WKLV UHVLGHQW¶V DELOLW\ WR WDNH KLV�KHU RZQ PHGLFDWLRQV
VDIHO\ DQG DSSURSULDWHO\�

BBBBBBBBBB�D� ,QGHSHQGHQWO\ ZLWKRXW DVVLVWDQFH
BBBBBBBBBB�E� &DQ GR VR ZLWK SK\VLFDO DVVLVWDQFH� UHPLQGHUV� RU VXSHUYLVLRQ RQO\ �F� 1HHG WR KDYH
PHGLFDWLRQV DGPLQLVWHUHG E\ VRPHRQH HOVH

��� 'R \RX KDYH DQ\ UHVHUYDWLRQV UHJDUGLQJ WKLV UHVLGHQW¶V DELOLW\ WR OLYH LQGHSHQGHQWO\ ZLWKRXW ����
FDUH�VXSHUYLVLRQ" <HV 1R 0D\EH ([SODLQ� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBB
+HDOWK &DUH 3UDFWLWLRQHU 3ULQW )LUVW DQG /DVW 1DPH 'DWH

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBB
6LJQDWXUH RI +HDOWK &DUH 3UDFWLWLRQHU 'DWH

�



Restored Bridges, LLC. 
401 Hawthorne Lane  

310-312 
Charlotte, NC 28204 

Statement of Agreement Regarding Confidentiality 

Restored Bridges, LLC. acknowledges that policies related to confidentiality have been 
provided and explained to all staff.  Restored Bridges, LLC. understands that 
information about clients and their families will be shared for the purpose of case 
management and providing residential child care services.  Restored Bridges, LLC. also 
understands that this information is shared with others only when there is a need to 
know and when there is a written working agreement between agencies, or a specific 
signed release for information has been executed.  Restored Bridges, LLC. also 
understands that this information cannot be shared with individuals and/or agencies that 
have no direct need for the information. 

Client Signature: ________________________________ 

Parent/Legal Guardian Signature: __________________________ 

Staff Signature:  ________________________________ 

Date:                  ________________________________ 

RLS 23 – Rev. 11/10



WITH FRIENDS, INC.

WF Effective 6-8-12

Brandi Stone

Brandi Stone

Brandi Stone
For each resident, state type, time, level of supervision, frequency, duration, location of visits, and transportation arrangments. Revise as often as necessary. Please include visitors, DSS workers, court counselors and others. 

Brandi Stone

Brandi Stone
Resident Name:

Brandi Stone

Brandi Stone
Resident Name

Brandi Stone



Restored Bridges Transitional and Independent Living Programs

Residential Rate Contractual Agreement

THIS AGREEMENT, made and entered into this _____ day of ______________ (month)
By and between Restored Bridges, LLC., a for-profit organization with its principal office 
located in Mecklenburg County, North Carolina, that offers an independent residential living 
program for adults ages 22+ and a transitional living residential program for young adults ages 
18-21,  hereinafter referred to as the “Contractor”, and the Department of Social Services of 
______________________ County, hereinafter referred to as the “Contractee”.

NOW, THEREFORE, in consideration of the mutual covenants and agreements hereinafter set 
forth, the contractor does hereby contract to the Contractee, certain services herein after 
described and subject to the following conditions:

1. Services:
Full services rendered by the contractor to include full domicile, group individual and family 
counseling, recreation, education, medical, social services and other referrals.

2. Term:
This contract shall be in effect for a minimum period of _____(21) days ______30 days 
______ 1 year ______2 years from the date of the signing. Extensions must have the 
expressed approval of the Facility Director.

3. Fees & Charges:
The contractee agrees to pay the contractor the Residential Rate for ___________________client 
due monthly according to the North Carolina Department of Health and Human Services, 
Division of Social Service Cost Model Rates as Restored Bridges is a Participating Provider.

4. Termination of Contract:
The contractee may terminate the contract for any reason upon 24 hours verbal notice to the 
contractor.  The contractor may terminate this contract for any reason upon 24 hours verbal 
notice to the contractee.

5. Binding Effect:
This contract shall be binding on all the parties hereto, their successors, by merger or otherwise 
or assigns, if applicable.

6. Governing Law:
The terms and provisions of this contract shall be governed by the laws of the State of North 
Carolina.
Contractor Signature: ______________________________ Date: ____________________

     Restored Bridges, LLC. Intake Staff

Contractee Signature: ______________________________ Date: ____________________
   Dept. of Social Services Social Worker




