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Agreements and Consents Signature Page
for the Choices Mississippi Youth Around the Clock (MYPAC),
Outpatient Services, Wraparound and Day Treatment Programs

Signing below indicates that you have reviewed the Choices Mississippi Youth Around the Clock (MYPAC),
Outpatient Services, Wraparound and Day Treatment Programs Consent for Treatment Form and have reviewed the
policies described in the Consent for Treatment Form and the policies mentioned below and understand the limits to
confidentiality. If you have any questions as we progress with treatment/services, you can ask your Choices staff at
any time.

Initial boxes and sign below indicating that you have received copies of the designated Choices policy (Youth, or
Parent/Guardian if applicable):

I have received a copy of Choices Behavior Management Policy and reviewed with my Choices staff.

I have received a copy of the Choices Client Rights and Responsibilities Policy and reviewed with my
Choices staff.

I have received a copy of Choices Client Grievances Procedure and reviewed with my Choices staff.

I have been notified of my right to file a complaint with the Mississippi Department of Mental Health if |
have a complaint against Choices. | may contact DMH at www.dmh.ms.gov or call 1-800-227-7308.

I have received a copy of the Choices Consent to Use and Disclosure of Health Information form and
reviewed with my Choices staff.

I have received a copy of the Notice of HIPAA Privacy Practices and reviewed with my Choices staff. |
request the following restriction to the use and disclosure of my health information.

I have received a copy of the Consent for Virtual Care Services and have reviewed with my Choices staff, and
I provide full and informed consent to Choices and Practitioner (subject to the policies, terms, and conditions
described above) to participate in Virtual Care Services.

I have received a copy of the Consent to Text or Email Communications to my Choices staff form and
reviewed with my Choices staff. Please indicate below if you are willing to allow communication via e-mail and/or
text message for the purpose of scheduling appointments and communicating with your Choices team. Please do not
use texts, e-mail, voice mail, or faxes for emergencies.

I consent to receive text messages from Choices on my cell phone and any number forwarded or
transferred to that number. The cell phone number that I authorize to receive text messages for appointment
reminders, feedback, and general communication about services is: () -

OR
I DO NOT consent to receive text messages from Choices on my cell phone and any number
forwarded or transferred to that number.

I consent to receive e-mail messages from Choices at the e-mail address I provide and any e-mail address
where such messages are forwarded. The e-mail address that I authorize to receive e-mail messages is:
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OR
I DO NOT consent to receive email message at the email address I provide and my email address
where such messages are forwarded.

I understand that this request to receive e-mails and text messages will apply to all future appointment
reminders/feedback/communication about services unless I request a change in writing (see Revocation options
below). I further understand that the content of any e-mails or text messages I send may become part of my medical
record. In the event of a new e-mail address and/or a new phone number, a new Consent must be signed.

I hereby revoke my request to receive communications via text message. (Note: This revocation only
applies to communications from Choices.)

I hereby revoke my request to receive communications via email. (Note: This revocation only applies to
communications from Choices.)

Signing below indicates Client’s acknowledgment and agreement that: (a) Client has fully read all above-mentioned
documents/policies/procedures/forms (or has had them read to Client) and understands the entire content; and (b) all
of Client's questions (if any) have been answered to Client's full satisfaction. Please also be reminded that if Client
has any questions as therapy and/or other professional services progress, Client is encouraged to discuss these
questions with the Practitioner at any time.

Client Signature: Date
Parent/Guardian Signature: Date
Choices Staff Signature: Date

Parent/guardians initial boxes and sign below indicating that you will respect your child’s privacy:

I will refrain from requesting detailed information about individual sessions with my child. | understand that
I will be provided with periodic updates about general progress, and/or may be asked to participate in sessions as
needed.

Although | know | have the legal right to request written records/session notes since my child is a minor, |
agree NOT to request these records in order to respect the confidentiality of my child’s treatment.

I understand that | will be informed about situations that could endanger my child. I know a decision to
breach confidentiality in these circumstances is up to the Choices staff professional judgment and may be made in
confidential consultation with her consultant/supervisor.

Parent/Guardian Signature Date

Choices staff Signature Date
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