

Kansas Sentencing Commission - Senate Bill 123 Program



Client Placement Agreement
Actual Treatment Admission Start Date (after sentencing- NOT the assessment date):      
mm/dd/yyyy
Sentencing Date:

     
mm/dd/yyyy
KSSC Eligibility Expiration Date:      
                                                            mm/dd/yyyy
(18 months from FIRST treatment start date)
	KBI number:

     
	Court Case number: 

     
	TOADS Legacy KDOC# (if available):

     
	ATHENA #

     

	This agreement entered into on
	
	day of 
	
	,
	    
	by and between the

	
	(Day)
	
	(Month)
	
	(Year)
	

	     
	(“supervising agency” and
	     

	(“PROVIDER”) located at
	     
	     
	  
	     

	
	(Provider Street Address)
	(City)
	(State)
	(Zip)

	for and in consideration of the treatment/modalities and responsibilities listed below and placement of:

	     
	,
	born on
	     
	,

	(Current Legal First Name/MI/Last Name)
	
	
	(mm/dd/yyyy)
	

	convicted in the county of  
	     

	supervised by
	     
	with the provider for the following treatment:

	
	Supervising Agency


Treatment Provider or the CSO/ISO may generate this form.

Identify ALL modalities as reflected by ASAM criteria that apply for the continuum of care:
 FORMCHECKBOX 

PRE-Sentence Assessment 
 FORMCHECKBOX 

POST-Sentence Assessment
 FORMCHECKBOX 

Social Detox
Estimated length of stay:       


(Maximum:  5 days)
 FORMCHECKBOX 

Therapeutic Community (Jo Co only)
Estimated length of stay:       



(Maximum: 180 days)
 FORMCHECKBOX 

Intermediate Residential
Estimated length of stay:       


(Maximum:  21 days)

 FORMCHECKBOX 

Reintegration
Estimated length of stay:       


(Maximum:  60 days)

 FORMCHECKBOX 

Intensive Outpatient
Estimated program length:       


(Maximum:  100 hour units)

 FORMCHECKBOX 

Outpatient Group
Estimated program length:       


(4 (minimum)- 8 (maximum)



 hours per week)
 FORMCHECKBOX 

Outpatient Family
Estimated program length:       


(Maximum:  1 hour per week)

 FORMCHECKBOX 

Outpatient Individual
Estimated program length:       


(Maximum: 3 hours per week)

 FORMCHECKBOX 

Peer Mentorship (Individual)
Estimated length of stay:       

(NOT a stand-alone service)
(Maximum:  3 hours per week)

 FORMCHECKBOX 

Relapse Prevention/Continuing Care
Estimated program length:       


(Maximum:  1 hour per week Individual




       3 hours per week Group)

 FORMCHECKBOX 

Drug Abuse Education
Offender pay $100 8-hour program
RESPONSIBILITIES OF THE PROVIDER:

1. Serve this offender in the modality of treatment marked above (services to be billed within KSSC Guidelines).  Type of treatment is not to be changed without notification to offender’s Supervising Officer (CSO/ISO).
2. Provide timely assessments that include: a) “SB 123 Assessment Summary Form,” b) SASSI cover sheet marked with probability, and c) Clinical Interview Summary with ASAM criteria.
3. Report all violations of court order immediately to Supervising Officer.

4. Provide access to assessment and treatment services within three (3) business days following initial referral.

5. Attend multi-disciplinary team meetings through the course of treatment as needed.
6. Provide timely communication to Supervising Officer regarding: client attendance, client progress, treatment plan updates, discharge planning recommendations, and other significant changes in the course of treatment in the form of the Monthly Progress Report, and as needed.

7. Notify Supervising Officer upon change or discharge of client from treatment modality.
8. Maintain appropriate client records that meet the Kansas Department for Aging and Disability Services (KDADS) and the Kansas Behavioral Sciences Regulatory Board (KBSRB) licensure standards.
9. Execute appropriate confidential release of information forms.
10. Provide detailed billing information in a timely fashion through Beacon Health Options Provider Connect system (within forty-five days of the date of services rendered or 45 days from EOB issuance for offenders with insurance).
11. All treatment must include a cognitive-based curriculum (excluding assessment, social detox, and drug abuse education) as approved by KSSC.
12. Provide all client UA results to Supervising Officer.
13. Adhere to all SB 123 policies implemented by the KSSC, KDADS, and as stated in the KSSC “Senate Bill 123 Alternative Sentencing Policy for Drug Offenders Operations Manual.”

RESPONSIBILITIES OF COMMUNITY CORRECTIONS:

1. Share plans, goals, reassignment of ISO, and other pertinent information concerning the client needed to provide appropriate treatment.
2. Participate in treatment and multi-disciplinary team meetings as needed and receive and retain Monthly Progress Reports.
3. Provide thirty (30) day notice before removing the client when possible.  No prior notice is required if removal is court ordered.

4. Notify the provider of all pending court actions and court determinations.

5. Provide all client UA results to the provider.

6. Adhere to all SB 123 policies implemented by the KSSC, KDADS, and as stated in the KSSC “Senate Bill 123 Alternative Sentencing Policy for Drug Offenders Operations Manual.”

7. NOTE: CSO’s will adhere to similar policy as it relates to referral of Assessment and initial treatment only.

Modification

This agreement may be modified, amended, or supplemented by written agreement signed by Supervising Officer and the Provider.  Modifications must be submitted to Carelon Behavioral Health. 

	Authorized Treatment Provider Signature:

     
	Date:

     
mm/dd/yyyy
	Phone # 
     

	Printed Name:

	     
	
	

	Email:
	
	

	     
	
	

	Supervising Agency:     
CSO/ISO Name (PRINT):     
CSO/ISO Signature:     
	Date:

     
mm/dd/yyyy
	Phone #      
Email:      


Safeguarding of Client Information:  The information contained on this form is confidential and not to be used or disclosed by any party, for any purpose that is not connected directly to the court’s assignment of sentence or the case management responsibilities assigned by law to community corrections or by court order.  Treatment providers are required to maintain confidentiality consistent with the requirements of their state license.

* A copy of this document must be retained by both CSO/ISO and Treatment Provider for auditing purposes.

Insurance Verification Form

	Offender Name
	     

	Offender ATHENA #  
	     

	KDOC # (if available)
	     

	Offender KBI#
	     


Please provide all requested information:

 FORMCHECKBOX 
  Offender has health insurance coverage.

	Insurance Provider Name:
	     

	Insurance Provider Address:
	     

	Member Identification Number:
	     

	Benefit Plan Name and/or Number:
	     

	Effective Date of Current Plan:
	     

	Expiration Date of Current Plan:
	     


Please attach a photocopy of the offender’s applicable insurance card or other documentation of insurance coverage.
	     
	
	     


(Supv. Officer or Provider)
                 (Date)             

 FORMCHECKBOX 
  Offender does not have health insurance coverage.

If checking this box, offender must attest to the following statement:

I, __     __________________________________ (offender’s name), do hereby affirm that I am not currently covered by a health insurance, Medicaid or any other health benefit plan.  I understand that failure to truthfully notify my supervising officer of any existing health insurance coverage at this time or any other time while receiving certified drug abuse treatment pursuant to K.S.A. 2012 Supp. 21-6824, and amendments thereto, shall constitute a violation of the terms of such drug treatment program and may result in sanctions as provided by law, including, but not limited to, revocation from probation.

	     
	
	     


 (Supv. Officer or Provider)
                 (Date)             
* A copy of this document must be retained by both CSO/ISO and Treatment Provider for auditing purposes.
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