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Each resident has the right to:

1. Be safe
2. Make choices
3. Be respected
4. Be clean
5. Learn
6. Grow
7. Be a part of developing and reviewing their individualized treatment plan.
8. Visit with their family regularly unless there are restrictions noted by the referring agency. If such

restrictions exist, BGTM will work to resolve the difficulties leading to those restrictions to the best of our
ability.

9. Send and receive mail without hindrance to all approved individuals.
10. Make and receive phone calls in privacy to all approved individuals, unless there are restrictions. Any

restrictions will be reviewed with the resident
11. Be made aware of any changes in their individualized treatment plan.
12. Be a part of developing an aftercare plan after release/discharge from BGTM.

Each resident has the responsibility to:

1. Keep their hands to themselves.
2. Let staff know where they are at all times.
3. Respect the rules and regulations of BGTM.
4. Work to their ability in all areas of treatment – therapy, school, cottage life
5. Introduce themselves to visitors when appropriate.
6. Participate fully in their treatment.

I have read and understand my rights and responsibilities as a resident of Boys and Girls Town of
Missouri.

Child’s Signature: Date:

Child’s Comments:

I have gone over the above rights and responsibilities for the aforementioned resident. I have answered
all questions and concerns of the resident.

Social Service Worker Signature: Date:

Social Service Worker Comments:

RIGHTS & RESPONSIBILITIES OF RESIDENTS ADM-02
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THERAPY REFERRAL ADM-03

Type of Referral Click here to enter text.

Therapist Name: Click here to enter text.

Date of Referral: Click here to enter a date.

Date referral was received by
therapist:

Click here to enter a date.

Client name: Click here to enter text.

Phone number provided for contact: ( ) -

Date of first contact made by assigned
therapist:

Click here to enter a date.

Response: Click here to enter text.

Date of second contact made by assigned
therapist:

Click here to enter a date.

Response: Click here to enter text.

Date of third contact made by assigned
therapist:

Click here to enter a date.

Response: Click here to enter text.

Scheduled start date of services: Click here to enter a date.

Comments:

Click here to enter text.
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* Use additional forms to document each time property is removed or added to the child’s inventory

Client: Date of Admit: Campus:

INVENTORY List all items brought to the campus by the client (including clothing, personal items, electronics, money, jewelry, etc.)

ITEMS PLACED IN STORAGE

Inventoried by: Date:

I understand that the items listed below are all the items the client arrived with. No further items will be
brought for the client on visits or passes. I will, as well, not hold BGTM responsible for any lost, stolen,
or damaged items.

Client Signature: Date:

Property removed/added during participation in treatment program:

Property Signed Out By: Date:

Property removed/added during participation in treatment program:

Property Signed Out By: Date:

PERSONAL INVENTORY ADM-04
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Child’s Name:

Please fill out the form below indicating the immediate family members and/or person(s) who are
Name of Contact, Relationship,
Address, and Phone Number Visits

No Visits
Campus Only
Supervised
Home/Community

No Visits
Campus Only
Supervised
Home/Community

No Visits
Campus Only
Supervised
Home/Community

No Visits
Campus Only
Supervised
Home/Community

No Visits
Campus Only
Supervised
Home/Community

LIST ALL INDIVIDUALS TO HAVE “NO CONTACT”:

Signature of Individual Completing this Form:

CONTACT LIST

the immediate family members and/or person(s) who are allowed contact with the child above.

Phone Mail Comments

Campus Only

Home/Community

No Phone Contact
To/From
In Room Supervised
Online Supervised

No Mail
To/From
Screen
Read

Campus Only

Home/Community

No Phone Contact
To/From
In Room Supervised
Online Supervised

No Mail
To/From
Screen
Read

Campus Only

Home/Community

No Phone Contact
To/From
In Room Supervised
Online Supervised

No Mail
To/From
Screen
Read

Campus Only

Home/Community

No Phone Contact
To/From
In Room Supervised
Online Supervised

No Mail
To/From
Screen
Read

Campus Only

Home/Community

No Phone Contact
To/From
In Room Supervised
Online Supervised

No Mail
To/From
Screen
Read

LIST ALL INDIVIDUALS TO HAVE “NO CONTACT”:

Date

allowed contact with the child above.

Comments

ADM-05
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Please fill out the following information regarding your child. It is very important that our nursing department has
this information in order to medically treat your child effectively.

Child’s Name:_______________________________________

Legal Guardian/Parent:_______________________________________________________________________

Has your child ever had any of the following diseases or medical problems (please

Heart Murmur Hepatitis

Pacemaker Radiation Treatments

Mitral Valve Prolapse Ulcers

Venereal Disease Fever Blister

Substance Abuse Heart Attack

Asthma Blood Transfusion

Emphysema Rheumatic Fever

Psychiatric Problems High Bloo

Severe Headaches Alcohol A

Heart Surgery AIDS

Fainting Spell Liver Problems

Fever Blister Colitis

Sinus Problem Handicap/Disability (please specify):

Hospitalized for any reason (please specify):

Please list any serious medical conditions your child currently has or has had in the past:

Has your child ever had surgery?
If yes, please list and describe surgery, including date of the surgery, surgeon
from the surgery:

Please list any allergies to the categories listed below:

1. Medication:____________________________________________________________________________

2. Food(s):________________________________________________________________

3. Other:________________________________________________________________________________

Does your child have a personal physician?

Physician’s Name:_________________________________

Physician’s Address:________________________________________________________________________

_________________________________________________________________________________

MEDICAL HISTORY

Please fill out the following information regarding your child. It is very important that our nursing department has
this information in order to medically treat your child effectively.

_______________________________________ Date of Birth:

_______________________________________________________________________

Has your child ever had any of the following diseases or medical problems (please check):

Hepatitis Arthritis Congenital Heart Defect

Radiation Treatments Glaucoma HIV

Ulcers Epilepsy Low Blood Pressure

Fever Blister Frequent Headaches Diabete

Heart Attack Cancer Difficulty Breathing

Blood Transfusion Artificial Joints Hemophilia/Abnormal Bleeding

Rheumatic Fever Colitis Seizures

High Blood Pressure Hearing Impairment Kidney Issues

Alcohol Abuse Stroke Chemotherapy

AIDS Tuberculosis Artificial Bones/Limbs/Valves

Liver Problems Anemia Ulcers

Colitis Hearing Impairment Shingles

Handicap/Disability (please specify):

Hospitalized for any reason (please specify):

Please list any serious medical conditions your child currently has or has had in the past:

YES NO
t and describe surgery, including date of the surgery, surgeon’s name, and any

Please list any allergies to the categories listed below:

____________________________________________________________________________

________________________________________________________________

________________________________________________________________________________

Does your child have a personal physician? YES NO

_________________________________ Physician’s Phone: ______________________

________________________________________________________________________

_________________________________________________________________________________

MEDICAL HISTORY

Page 1

Please fill out the following information regarding your child. It is very important that our nursing department has

Date of Birth:______________________

_______________________________________________________________________

check):

Congenital Heart Defect

HIV

Low Blood Pressure

Diabetes

Difficulty Breathing

Hemophilia/Abnormal Bleeding

Seizures

Kidney Issues

Chemotherapy

Artificial Bones/Limbs/Valves

Ulcers

Shingles

Please list any serious medical conditions your child currently has or has had in the past:

s name, and any complications

____________________________________________________________________________

______________________________________________________________________________

________________________________________________________________________________

______________________

________________________________________________________________________

_________________________________________________________________________________

ADM-06
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Describe the child’s current physical health:

Is your child currently under the care of a physician?

Please explain:

List ALL medications child is taking:

Name of medication

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.
Dental History

1. Has your child had a serious/difficult problem associated with previous dental work?

2. Is your child’s water fluoridated?

3. Is your child taking fluoride supplements?

4. Has your child ever had any pain/tenderness in their jaw joint (TMJ/TMD)?
Menstrual History

1. Age of first Menses:_____________

2. Date of last menstrual period:

3. Date of last pap smear:______________

4. Any abnormal pap smear results?

If yes, please explain:

I understand that the information I have given today is correct
the strictest confidence, and it is my responsibility to inform BGTM of any changes in my child’s medical status. I
also authorize any medical or dental treatments the child needs while in the care of

_______________________________________________________________________________________
Signature of Parent/Legal Guardian

MEDICAL HISTORY

Describe the child’s current physical health: GOOD FAIR POOR

child currently under the care of a physician? YES NO

List ALL medications child is taking:

Purpose Dosage Length of time on medication

Has your child had a serious/difficult problem associated with previous dental work?

Is your child’s water fluoridated?

Is your child taking fluoride supplements?

Has your child ever had any pain/tenderness in their jaw joint (TMJ/TMD)?

_____________

Date of last menstrual period:_______________

______________

Any abnormal pap smear results?

I understand that the information I have given today is correct to the best of my knowledge, that it will be held in
the strictest confidence, and it is my responsibility to inform BGTM of any changes in my child’s medical status. I
also authorize any medical or dental treatments the child needs while in the care of

_______________________________________________________________________________________
Signature of Parent/Legal Guardian

MEDICAL HISTORY

Page 2

POOR

NO

Length of time on medication

Has your child had a serious/difficult problem associated with previous dental work? YES NO

YES NO

YES NO

YES NO

YES NO

to the best of my knowledge, that it will be held in
the strictest confidence, and it is my responsibility to inform BGTM of any changes in my child’s medical status. I
also authorize any medical or dental treatments the child needs while in the care of BGTM.

_______________________________________________________________________________________
Date

ADM-06
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STRENGTH ASSESSMENT

Child’s Name:________________________________________________
Please complete this form concerning your child
knows the child well complete it. Rate your child’s competency in each area below with a number ranging
from 1 to 10. 1 signifies very low competency, whereas 10 signifies very high competency.

1. Relationships with family members or other significant people

__Complies with house rules

__Exhibits trust in other family members’ judgment

__Accepts affection from others

__Gives or expresses affection toward others

__Shows concern for the feelings of others

2. Child’s ability to relate to others

__Shows concern for the feelings of others

__Shows willingness to talk with others about problems

__Is popular with peers

__Is a leader in peer relationships

__Is able to control emotions/behaviors in social situations

__ Accepts responsibility for his/her own actions

3. School performance/competence/activities:

__Child’s school attendance

__Child’s ability to finish and turn in school tasks on time

__Child’s degree of participation in extra

__Pays attention in class (listens, uses

4. Child’s own feelings about self and his/her ability:

__Reacts well to disappointment

__Has a good sense of humor

__Talks about mainly positive aspects of his/her life

__Shows pride in a job well done

Please answer the following questions:

1. Are there any particular adults that the
member, teacher, coach, youth leader)? Please list:

2. Are there particular subjects in school that your child enjoys or excels at? Please list:

3. What are your child’s favorite

4. Is your child involved in any extra

STRENGTH ASSESSMENT

________________________________________________ Date of Birth:
Please complete this form concerning your child’s strengths to the best of your ability, or have an adult who
knows the child well complete it. Rate your child’s competency in each area below with a number ranging
from 1 to 10. 1 signifies very low competency, whereas 10 signifies very high competency.

Relationships with family members or other significant people:

__Takes an active part in activities in the household

Exhibits trust in other family members’ judgment __Participates with the family in outside activities

__Interacts in a positive way with parents/guardians

Gives or expresses affection toward others __Communicates well with family members

Shows concern for the feelings of others

Child’s ability to relate to others socially:

Shows concern for the feelings of others __Takes criticism well

Shows willingness to talk with others about problems __Shares with others

__ Apologizes when wrong

__Is cooperative when working with others

Is able to control emotions/behaviors in social situations __Uses anger management skills

Accepts responsibility for his/her own actions

School performance/competence/activities:

__Can find assignments when asked for them

Child’s ability to finish and turn in school tasks on time __Likes to read

Child’s degree of participation in extra-curricular activities __ Asks for help when needed

Pays attention in class (listens, uses note-taking if necessary)

Child’s own feelings about self and his/her ability:

__Can identify and list some personal strengths

__Is willing to acknowledge painful feelings or thoughts

about mainly positive aspects of his/her life __Has age-appropriate hygiene skills

__Accepts compliments from others without negativity

Please answer the following questions:

Are there any particular adults that the child has a significantly good relationship with (such as a family
member, teacher, coach, youth leader)? Please list:

Are there particular subjects in school that your child enjoys or excels at? Please list:

What are your child’s favorite activities/hobbies/things to do?

Is your child involved in any extra-curricular activities, such as sports, clubs, drama, etc.? Please li

ADM-07

Date of Birth:_______________
strengths to the best of your ability, or have an adult who

knows the child well complete it. Rate your child’s competency in each area below with a number ranging
from 1 to 10. 1 signifies very low competency, whereas 10 signifies very high competency.

Takes an active part in activities in the household

Participates with the family in outside activities

Interacts in a positive way with parents/guardians

Communicates well with family members

Apologizes when wrong

cooperative when working with others

Uses anger management skills

Can find assignments when asked for them

Asks for help when needed

Can identify and list some personal strengths

Is willing to acknowledge painful feelings or thoughts

appropriate hygiene skills

Accepts compliments from others without negativity

child has a significantly good relationship with (such as a family

Are there particular subjects in school that your child enjoys or excels at? Please list:

curricular activities, such as sports, clubs, drama, etc.? Please list:
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RESIDENT SCHOOL INFORMATION

Please provide a copy of the child’s transcripts and/or GED/Diploma verification.

Resident Name:

Social Security Number:

Date of Birth:

Last Grade Completed: ____________________

Referring Agency:

DESE Student Number: _______________________________________________________

School or facility the student was in more than 15 days and/or has the student’s quarter

grades.

School Name:

Address:

City & State:

County: ____________________________________________________________________

Parent’s or Legal Guardian Home Address

Name:

Address:

City & State:

I hereby authorize Boys & Girls Town of Missouri to o

Parent/Legal Guardian Signature

RESIDENT SCHOOL INFORMATION

Please provide a copy of the child’s transcripts and/or GED/Diploma verification.

Last Grade Completed: ____________________ Does Child have a current IEP? ________

DESE Student Number: _______________________________________________________

School or facility the student was in more than 15 days and/or has the student’s quarter

County: ____________________________________________________________________

Parent’s or Legal Guardian Home Address

I hereby authorize Boys & Girls Town of Missouri to obtain any or all school

Parent/Legal Guardian Signature

ADM-08

Please provide a copy of the child’s transcripts and/or GED/Diploma verification.

Child have a current IEP? ________

DESE Student Number: _______________________________________________________

School or facility the student was in more than 15 days and/or has the student’s quarter

County: ____________________________________________________________________

btain any or all school records:

Date



Revised 5/08

AUTHORIZATION FOR RELEASE OF

I, _____________________________________________________ do hereby authorize and request
(NAME OF INDIVIUAL, GURADIAN, LEGAL OR PERSONAL REPRESENTATIVE)

that ________________________________________________________________ release or disclose
(NAME OF ENTITY, AGENCY OR INDIVIDUAL HOLDING THE RECORDS

to __________________________________________________________________ t
(NAME OF ENTITY, AGENCY, INDIVIDUAL OR CLASS INTENDED TO RECEIVE THE INFORMATION

information specified that relates to the following individual:
NAME

THE SPECIFIC INFORMATION TO BE DISCLOSED

Disenrollment Summary/Instructions

Entire medical record/or summary

Social and Behavioral Information

Other _____________________________________________________________________________________________________

PURPOSE OF REQUEST FOR DISCLOSURE:
____________________________________________________________________________________

____________________________________________________________________________________

This consent is subject to revocation at any time except in those cases in which BGTM has acted with the
understanding that the consent will continue to be in effect until the stated purpose has been accomplished.
However, any consent given with respect t
reasonably necessary to effectuate the purpose for which it is given.
Without expressed revocation, this consent expires one year subsequent to signing, or on the date set forth
below, or for the following specified reasons.
DATE:

CONDITION:

NOTE: A COPY OF THIS AUTHORIZATION IS AS VALID AS THE ORIGINAL.

_________________________________________
Signature of Client/Legal Representative

_________________________________________
Date Signed

_________________________________________
Relationship to client if not signed by

AUTHORIZATION FOR RELEASE OF INFORMATION

_____________________________________________________ do hereby authorize and request
(NAME OF INDIVIUAL, GURADIAN, LEGAL OR PERSONAL REPRESENTATIVE)

________________________________________________________________ release or disclose
NAME OF ENTITY, AGENCY OR INDIVIDUAL HOLDING THE RECORDS)

to __________________________________________________________________ t
NAME OF ENTITY, AGENCY, INDIVIDUAL OR CLASS INTENDED TO RECEIVE THE INFORMATION)

information specified that relates to the following individual:
DATE OF BIRTH SOCIAL SECURITY NUMBER

INFORMATION TO BE DISCLOSED

Disenrollment Summary/Instructions Education Information

Family History and Background Information

Social and Behavioral Information Medical Information

Other _____________________________________________________________________________________________________

PURPOSE OF REQUEST FOR DISCLOSURE:
____________________________________________________________________________________

____________________________________________________________________________________

This consent is subject to revocation at any time except in those cases in which BGTM has acted with the
understanding that the consent will continue to be in effect until the stated purpose has been accomplished.
However, any consent given with respect to substance abuse records shall have duration
reasonably necessary to effectuate the purpose for which it is given.
Without expressed revocation, this consent expires one year subsequent to signing, or on the date set forth

or the following specified reasons.
EVENT:

NOTE: A COPY OF THIS AUTHORIZATION IS AS VALID AS THE ORIGINAL.

_________________________________________
/Legal Representative

_________________________________________
Signature of Witness

_________________________________________ _________________________________________
Date Witnessed

_________________________________________
if not signed by client

Indicate why client is unable to sign:

Minor Other _____________________

ADM-09

_____________________________________________________ do hereby authorize and request

________________________________________________________________ release or disclose

to __________________________________________________________________ the below

SOCIAL SECURITY NUMBER

Education Information

d Background Information

Other _____________________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

This consent is subject to revocation at any time except in those cases in which BGTM has acted with the
understanding that the consent will continue to be in effect until the stated purpose has been accomplished.

duration no longer than that

Without expressed revocation, this consent expires one year subsequent to signing, or on the date set forth

_________________________________________

_________________________________________

is unable to sign:

Other _____________________
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CONSENT FOR TREATMENT

__________________________________________________
Child Name and Social Security Number

and Girls Town of Missouri on _______________________. I, _________________________________

understand that I am placing the said child into the Residential

Town of Missouri and the components of the treatment program include but not

therapy, group therapy, and family therapy, psychiatric care, general medical care, and educational

services accredited through the local school district. There may be other treatment services

recommended for the said child’s treatment plan. I will be consulted regarding these recommendations

prior to recommendations occurring. I also understand that the said child will

treatment plan and there will be progress reviews on a quarterly basis to evaluate treatment plan goals. I

understand that I am considered an active member of the treatment team and my participation is vital.

I understand that there may be a situation in which Boys and Girls Town of Missouri staff may

need to use physical intervention techniques (restraints/therapeutic holds). I understand that Boys and

Girls Town of Missouri staff is trained specifically in Safe Crisis Managemen

Alternatives to Managing Aggression (

a physical intervention technique is used

committing severe property destruction.

EMERGENCY CONTACT INFORMATION:

Name: _____________________________________

Address: ____________________________________________________________________________

____________________________________________________________________________________

_____________________________________________
Guardian Signature

_____________________________________________
Staff/Witness Signature

CONSENT FOR TREATMENT

_______________________________________________________ is being placed at Boys
Child Name and Social Security Number

and Girls Town of Missouri on _______________________. I, _________________________________
Date Parent/Legal Guardian

understand that I am placing the said child into the Residential Treatment program of Boys and Girls

Town of Missouri and the components of the treatment program include but not limited

therapy, group therapy, and family therapy, psychiatric care, general medical care, and educational

through the local school district. There may be other treatment services

recommended for the said child’s treatment plan. I will be consulted regarding these recommendations

prior to recommendations occurring. I also understand that the said child will receive an individua

treatment plan and there will be progress reviews on a quarterly basis to evaluate treatment plan goals. I

understand that I am considered an active member of the treatment team and my participation is vital.

ere may be a situation in which Boys and Girls Town of Missouri staff may

need to use physical intervention techniques (restraints/therapeutic holds). I understand that Boys and

Girls Town of Missouri staff is trained specifically in Safe Crisis Management Techniques

Alternatives to Managing Aggression (SAMA). I have been advised that the only three situations in which

a physical intervention technique is used are when the child is a threat to himself/herself, to others, or

operty destruction.

EMERGENCY CONTACT INFORMATION:

_____________________________________ Phone: ________________________________

____________________________________________________________________________

____________________________________________________________________________________

_____________________________________________ _______________________________
Signature

_____________________________________________ _______________________________
Signature

ADM-10

_____ is being placed at Boys

and Girls Town of Missouri on _______________________. I, _________________________________
Parent/Legal Guardian

Treatment program of Boys and Girls

limited to, individual

therapy, group therapy, and family therapy, psychiatric care, general medical care, and educational

through the local school district. There may be other treatment services

recommended for the said child’s treatment plan. I will be consulted regarding these recommendations

receive an individualized

treatment plan and there will be progress reviews on a quarterly basis to evaluate treatment plan goals. I

understand that I am considered an active member of the treatment team and my participation is vital.

ere may be a situation in which Boys and Girls Town of Missouri staff may

need to use physical intervention techniques (restraints/therapeutic holds). I understand that Boys and

t Techniques or Sartori

. I have been advised that the only three situations in which

when the child is a threat to himself/herself, to others, or

Phone: ________________________________

____________________________________________________________________________

____________________________________________________________________________________

_______________________________
Date

_______________________________
Date
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CONSENT TO AUDIO/VIDEOTAPE

I, _________________________________________
Name of Client

Staff to audio/videotape my evaluation for treatment for the purpose(s) of:

 Monitoring the quality of services I receive
 Monitoring the quality of data collection

I understand that audio/videotapes
anyone other than staff at Boys and Girls Town of Missouri.

I understand that I may revoke this consent, in writing, at any time except to the extent that action has
been taken in reliance on it. Unless sooner revoked, this consent expires:

One year from the date of signature; specify month/day/year _______________

specify date, event, or condition __________________________________________________________

____________________________________________________________________________________

It has been explained that if I refuse to consent, that
audio/videotapes of the evaluation will be made.

_____________________________________
Client Signature

_____________________________________________
Guardian Signature

_____________________________________________
Staff/Witness Signature

CONSENT TO AUDIO/VIDEOTAPE

______________________________________________, authorize Boys and Girls Town of Missouri
Name of Client

Staff to audio/videotape my evaluation for treatment for the purpose(s) of:

Monitoring the quality of services I receive
Monitoring the quality of data collection

I understand that audio/videotapes will be used for supervision of staff only and will not be played for
anyone other than staff at Boys and Girls Town of Missouri.

understand that I may revoke this consent, in writing, at any time except to the extent that action has
been taken in reliance on it. Unless sooner revoked, this consent expires:

One year from the date of signature; specify month/day/year ________________________________ OR

specify date, event, or condition __________________________________________________________

____________________________________________________________________________________

It has been explained that if I refuse to consent, that the consequence of refusal will be that no
audio/videotapes of the evaluation will be made.

_______________________________________________ ________________________________

_____________________________________________ _______________________________
Signature

_____________________________________________ _______________________________
Signature

ADM-11

, authorize Boys and Girls Town of Missouri

will be used for supervision of staff only and will not be played for

understand that I may revoke this consent, in writing, at any time except to the extent that action has

_________________ OR

specify date, event, or condition __________________________________________________________

____________________________________________________________________________________

the consequence of refusal will be that no

________________________________
Date

_______________________________
Date

_______________________________
Date



MEDICAL SERVICES INFORMED CONSENT

In regards to the admission of _____________________________________

I understand that my child will be under the direct medical care of the Boys a
Medical Director.

The Medical Director heads each patient’s treatment team that includes nursing staff, therapists,
case managers, cottage life staff and all direct care staff involved with the child during their
residential placement at Boys & Girls Town of MO

As such, I understand that:

 The Medical Director will provide the initial psychiatric assessment and follow
medication appointments during the child’s residential placement at BGTM;

 Psychiatric services will be provided following requirements speci
commercial or private pay contractual agreements;

 The Medical Director may prescribe a medication or make a medication change without
advanced notification to parents/legal guardians;

 The Medical Director may refer a child to a physician o
MO because of injury or medical illness without advanced notification to parents/legal
guardians;

 In the event of aggressive or dangerous behaviors towards others, threats of self
or severe property destruction may ord
administer medication;

 The Medical Director may discharge a child due to medication non

 The Medical Director may communicate protected health care information regarding the
child through BGTM staff assigned to the child’s residential treatment.

_________________________________________
Parent/Legal Guardian Signature

__________________________
Witness

MEDICAL SERVICES INFORMED CONSENT

In regards to the admission of _____________________________________

I understand that my child will be under the direct medical care of the Boys a

The Medical Director heads each patient’s treatment team that includes nursing staff, therapists,
, cottage life staff and all direct care staff involved with the child during their

residential placement at Boys & Girls Town of MO.

The Medical Director will provide the initial psychiatric assessment and follow
medication appointments during the child’s residential placement at BGTM;

Psychiatric services will be provided following requirements specific to public,
commercial or private pay contractual agreements;

The Medical Director may prescribe a medication or make a medication change without
advanced notification to parents/legal guardians;

The Medical Director may refer a child to a physician outside of Boys & Girls Town of
MO because of injury or medical illness without advanced notification to parents/legal

In the event of aggressive or dangerous behaviors towards others, threats of self
or severe property destruction may order staff to use physical intervention techniques to
administer medication;

The Medical Director may discharge a child due to medication non

The Medical Director may communicate protected health care information regarding the
BGTM staff assigned to the child’s residential treatment.

__________________ ______
Parent/Legal Guardian Signature Date

_________________________________________ _________
Date
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In regards to the admission of ____________________________________________________

I understand that my child will be under the direct medical care of the Boys and Girls Town

The Medical Director heads each patient’s treatment team that includes nursing staff, therapists,
, cottage life staff and all direct care staff involved with the child during their

The Medical Director will provide the initial psychiatric assessment and follow-up
medication appointments during the child’s residential placement at BGTM;

fic to public,

The Medical Director may prescribe a medication or make a medication change without

utside of Boys & Girls Town of
MO because of injury or medical illness without advanced notification to parents/legal

In the event of aggressive or dangerous behaviors towards others, threats of self-harm,
er staff to use physical intervention techniques to

The Medical Director may discharge a child due to medication non-compliance;

The Medical Director may communicate protected health care information regarding the
BGTM staff assigned to the child’s residential treatment.

_____________________

______________________
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ST. JAMES

The following is a list of items that your child may bring to Boys and Girls Town of Missouri
(BGTM). Due to the large number of children we serve, the use of uniforms and to ensure a
safe environment, incoming items must be limited. Anything not on this
BGTM uniform will consist of basic 5 pocket blue jeans, a BGTM T
shoes.

 Total of 2 pair blue jeans
 Total of 2 shirts
 Up to 5 pairs of socks and underwear
 2 pairs of pajamas/sleepwear
 1 pair of tennis should (plain sturdy)
 Seasonal items (coat, etc.)
 Up to 5 family photos (absolutely no Polaroid’s or frames please)
 1 stuffed animal or pillow
 Bible/religious book if so desired
 Wireless journal
 1 toothbrush

BGTM will provide personal hygiene product
toothbrush, and brush/comb. You may bring your own items. Admissions staff will make the
approval determination. Items not approved will be returned to the family or the referring
agency (legal guardian) for storage. Resident’s are not allowed to have battery operated
toothbrushes, razors, makeup, underwire bras, thong underpants, or hoodies. If you have any
questions about this list, please contact our admissions department.

I understand that the items listed above are all the child can bring to Boys and Girls Town of
Missouri during their residential placement. No further items will be brought for the child on
visits or passes. I will, as well, not hold Boys and Girls Town of
lost, stolen, or damaged items.

_____________________________________________
Parent/Legal Guardian Signature

_____________________________________________
Resident’s Signature

_____________________________________________
BGTM Staff Signature

ST. JAMES RESIDENT BELONGINGS

The following is a list of items that your child may bring to Boys and Girls Town of Missouri
(BGTM). Due to the large number of children we serve, the use of uniforms and to ensure a
safe environment, incoming items must be limited. Anything not on this list will not be allowed.
BGTM uniform will consist of basic 5 pocket blue jeans, a BGTM T-shirt, and plain sturdy tennis

Total of 2 pair blue jeans

Up to 5 pairs of socks and underwear
2 pairs of pajamas/sleepwear

nnis should (plain sturdy)
Seasonal items (coat, etc.)
Up to 5 family photos (absolutely no Polaroid’s or frames please)
1 stuffed animal or pillow
Bible/religious book if so desired

BGTM will provide personal hygiene products such as soap, toothpaste, deodorant, shampoo,
toothbrush, and brush/comb. You may bring your own items. Admissions staff will make the
approval determination. Items not approved will be returned to the family or the referring

or storage. Resident’s are not allowed to have battery operated
toothbrushes, razors, makeup, underwire bras, thong underpants, or hoodies. If you have any
questions about this list, please contact our admissions department.

listed above are all the child can bring to Boys and Girls Town of
Missouri during their residential placement. No further items will be brought for the child on
visits or passes. I will, as well, not hold Boys and Girls Town of Missouri responsible for
lost, stolen, or damaged items.

_____________________________________________ ______________________________
Parent/Legal Guardian Signature

_____________________________________________ ______________________________
Signature

_____________________________________________ ______________________________
BGTM Staff Signature

ADM-13

The following is a list of items that your child may bring to Boys and Girls Town of Missouri
(BGTM). Due to the large number of children we serve, the use of uniforms and to ensure a

list will not be allowed.
shirt, and plain sturdy tennis

s such as soap, toothpaste, deodorant, shampoo,
toothbrush, and brush/comb. You may bring your own items. Admissions staff will make the
approval determination. Items not approved will be returned to the family or the referring

or storage. Resident’s are not allowed to have battery operated
toothbrushes, razors, makeup, underwire bras, thong underpants, or hoodies. If you have any

listed above are all the child can bring to Boys and Girls Town of
Missouri during their residential placement. No further items will be brought for the child on

responsible for any

______________________________
Date

______________________________
Date

______________________________
Date
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NOTICE OF PRIVACY PRACTICES
HIPPA

THIS NOTICE DESCRIBES HOW PERSONAL MEDICAL INFORMATION MAY BE USED AND
DISCLOSED AND HOW ACCESS TO THIS INFORMATION CAN BE OBTAINED. PLEASE
REVIEW IT CAREFULLY.

This notice is to explain the rules around the privacy of personal medical/health records and our
legal duties on how to protect the privacy of the medical/health records that BGTM creates or
receives. Generally, BGTM is required by law to ensure that medical/health information that
identifies an individual is kept private. BGTM is required by law to follow the terms of the notice
that are the most current.

This notice will explain:
• how BGTM may use and disclose medical/health information,
• BGTM's obligations related to the use and disclosure of medical/health information and
• an individual's rights related to any medical/health information that BGTM possess.

This notice applies to the medical/health records that are generated in or by this organization. The
terms “medical” and “medical/health” in this Notice means information about any physical or
mental condition for which BGTM provides services, or which arise while BGTM is providing
services. For example, this may include psychological tests, psychiatric assessments or medical
or social assessments.

BGTM may obtain, but BGTM is not required to consent for the use or disclosure of protected
health information for treatment, payment or health care operations. BGTM is required to obtain
authorization for the use or disclosure of information for other specific purposes or reasons.
BGTM has listed some of the types of uses or disclosures below. Not every possible use or
disclosure is covered, but all of the ways that BGTM is allowed to use and disclose information
will fall into one of the categories.

If therefore, any questions about the content of this Notice of Privacy Practices, or if there is a
need to contact someone at the organization about any of the information contained in this Notice
of Privacy Practices, contact is:

Privacy Officer
c/o BGTM

P.O. Box 189
St. James, MO 65559

573-265-3251

In addition to BGTM departments, employees, staff and other organization personnel, the
following people will also follow the practices described in this Notice of Privacy Practices:

• Any health care professional who is authorized to enter information in a medical/health record;
• Any member of a volunteer group that is permitted to assist in BGTM program/services
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• All providers that BGTM organizations contract with to provide services

The class of entities that make up continuum of care and services are:
• any federal/state-operated departments;
• any administrative agents and contract providers located within federal/state-operated
departments; and
• contract providers of BGTM

In addition, individuals and providers who are BGTM's Continuum of Care and Services may
share medical information with each other about BGTM clients they serve in common for the
purpose of treatment, payment or health care operations as those terms are described later in this
Notice of Privacy Practices. These other individuals and providers who are in BGTM's Continuum
of Care and Services are included throughout this document whenever we use the term “BGTM.”

HOW BGTM MAY USE AND DISCLOSE MEDICAL INFORMATION

The following categories describe different ways that BGTM uses and discloses medical/health
information. For each category of uses or disclosures we will explain what we mean and try to
give some examples. Not every use or disclosure in a category will be listed. However, all of the
ways BGTM is permitted to use and disclose information will fall within one of the categories.

Use and Disclosure of Medical Information

BGTM can use or disclose medical information regarding treatment, payment for services, or for
organization operations, and BGTM will make a good faith effort to have clients acknowledge their
copy of the Notice of Privacy Practices.

Treatment BGTM may use medical information to provide treatment or services. BGTM may
disclose medical information to qualified mental health professionals, or to qualified counselors; or
technicians, medical students or residents, or other organization personnel, volunteers or interns
who are involved in providing services at BGTM, or interpreters needed in order to make
treatment accessible. For example, BGTM
treatment team members will internally discuss medical/health information in order to develop and
carry out a plan for services. Different departments of the organization also may share
medical/health information in order to coordinate the different things needed, such as
prescriptions, medical tests, special dietary needs, respite care, personal assistance, day
programs, etc. BGTM may disclose medical/health information to people outside the organization
who may be involved in medical care after clients are disenrolled, such as contractors BGTM uses
to provide services that are part of aftercare, but only the minimum necessary amount of
information will be used or disclosed to carry this out.

Payment BGTM may use and disclose medical/health information so that the treatment and
services received at the organization may be billed to and payment may be

collected from the responsible party, an insurance company or a third party through BGTM. For
example, BGTM may need to provide insurance plan information about
psychiatric treatment or habilitation services received at the organization so your insurance plan,
or any applicable Medicaid or Medicare funds, will pay BGTM for the services. BGTM may tell
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insurance plans or other payers about a service received in order to obtain prior approval or to
determine whether the service is covered. In addition, in order to correctly determine ability to pay
for services, BGTM may disclose personal health information to the Social Security
Administration, the Division of Employment Security, or the Department of Social Services.

Health Care Operations BGTM may use and disclose medical/health information for
organizational operations. These uses and disclosures are necessary to run the organization and
make sure that all BGTM clients receive quality care. For example, BGTM may use
medical/health information for quality improvement to review our treatment and services and to
evaluate the performance of BGTM staff. BGTM may combine medical information about many
clients to decide what additional services BGTM should offer, what services are not needed, and
whether certain new treatments are effective. BGTM may disclose information to doctors, nurses,
technicians, medical students and residents, and other organization personnel as listed above for
review and learning purposes. BGTM may combine the medical/health information with
medical/health information from other facilities to improve performance. It may also be necessary
to obtain or exchange information with the Department of Elementary and Secondary Education,
the Department of Social Services, Vocational Rehabilitation, the Office of State Courts
Administrator, or other state agencies or interagency initiatives. Or BGTM may remove personal
health identifiers from this set of medical information so others may use it to study health care and
health care delivery without learning the identity of specific clients. This may be in the form of
providing information to the BGTM Board of Directors or Regional Board of Trustees.

Uses and Disclosures of Medical/Health Information That Do Not Require Consent or
Authorization:

BGTM can use or disclose health information without consent or authorization when:
• there is an emergency or when required by law to treat you,
• when BGTM is required by law to use or disclose certain information, or
• when there are substantial communication barriers to obtaining consent.

BGTM can also use or disclose health information without consent or authorization for:

Appointment Reminders
Medical information may be used as a reminder for appointments for treatment or other services.

Treatment Alternatives and Health-Related Benefits and Services
Medical information may be used or disclosed to recommend possible treatment options or
alternatives or health-related benefits or services.

Individuals Involved in Disaster Relief
Should a disaster occur, BGTM may disclose medical information to any agency assisting in a
disaster relief effort so that clients can be notified about any condition,
status and location.
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Research
BGTM may use and disclose medical/health information for research purposes when approved by
BGTM's internal review process.

As Required By Law
BGTM will disclose medical/health information when required to do so by federal, state or local
law.

To Avert a Serious Threat to Health or Safety
BGTM may use and disclose medical/health information when necessary to prevent a serious
threat to the health and safety of clients, the public, or any other person.
However, any such disclosure would only be to someone able to help prevent the threat.

SPECIAL SITUATIONS

Public Health Risks
BGTM may disclose medical/health information for public health activities. These
activities generally include the following: to prevent or control disease, injury or disability; to report
births and deaths; to report child abuse or neglect; to report reactions to medications or problems
with products; to notify people of recalls of products they may be using; to notify a person who
may have been exposed to a disease or may be at risk for contracting or spreading a disease or
condition; to notify the appropriate government
authority if we believe a consumer has been the victim of abuse, neglect or domestic violence.
BGTM will only make this disclosure if client agrees or when required or authorized by law.

Lawsuits and Disputes
BGTM may disclose medical/health information in response to a court or administrative order.

Law Enforcement
BGTM may release medical/health information if asked to do so by a law enforcement official.
BGTM may also release limited medical/health information to law enforcement in the following
situations: (1) about a client who may be a victim of a crime if, under certain limited
circumstances, BGTM is unable to obtain agreement; (2) about a death BGTM believes to be the
result of criminal conduct; (3) about criminal conduct at the organization; (4) about a client who
commits or threatens to commit a crime on the premises or against program staff (in which case
BGTM may release the client's name, address, and last known whereabouts); (5) in emergency
circumstances, to report a crime, the location of the crime or victims, and the identity, description
and/or location of the person who committed the crime. However, if the material is protected by 42
CFR Part 2 (a federal law protecting the confidentiality of drug and alcohol abuse treatment
records), a court order is required.

RIGHTS REGARDING MEDICAL/HEALTH INFORMATION
Client rights regarding medical information:

Right to Inspect and Copy
Clients have the right to inspect and copy medical/health information with the
exception of psychotherapy notes and information compiled in anticipation of litigation. A written
request is required to inspect and copy medical/health information. This request is submitted to
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the Privacy Officer or designee. BGTM will charge a fee for the costs of copying, mailing or other
supplies associated with the request. BGTM may deny requests to inspect and copy in certain
limited circumstances. If client is denied access to medical/health information, a review may be
requested. An executive staff person of BGTM will review the request and the denial.

Right to Request an Amendment
If the medical/health information is thought to be incorrect or incomplete, a request to amend the
information may be submitted. Requests for an amendment must be made in writing and
submitted to the Privacy Officer or designee.

Right to an Accounting of Disclosures
To request an accounting of disclosures, a written request must be submitted to the Privacy
Officer or designee. The request must state a time period, which may not go back more than six
years and cannot include dates before April 14, 2003.

Right to Request Restrictions

To request a restriction on the use or disclosure of medical/health information for treatment,
payment or health care operations, submit the request in writing to the Privacy Officer or
designee. The request must include: (1) what information to limit; (2) whether the limitation is for
our use, disclosure or both; and (3) to whom the limits are to be applied. Although BGTM is not
required to agree to the request, if BGTM agrees, BGTM will comply with the request unless
the information is needed to provide emergency treatment.

If you wish to exercise any of these rights, please contact:

BGTM Privacy Officer
P.O. Box 189

St. James, MO 65559

CHANGES TO THIS NOTICE
BGTM reserves the right to change this notice.

COMPLAINTS
To file a complaint with BGTM, contact Privacy Officer or Designee, at the following address.

BGTM Privacy Officer
P.O. Box 189

St. James, MO 65559

If you believe your privacy rights have been violated,
 A grievance with the Office of Civil Rights by calling 866-OCR-PRIV (866.627.7748), or

886.788.4989 TTY.

All complaints must be submitted in writing. You will not be penalized for filing a complaint.

OTHER USES OR DISCLOSURES OF MEDICAL/HEALTH INFORMATION
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Uses or disclosures not covered in this Notice of Privacy Practices will not be made without
written authorization. If BGTM is provided with written authorization to use or disclose information,
parties can change their mind and revoke the authorization at any time, as long as it is in writing.
If authorization is revoked, BGTM will no longer use or disclose the information. However, BGTM
will not be able to take back any disclosures that BGTM has made pursuant to previous
authorization.
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Please have the client/legal guardian or parent of minor child complete this cover
sheet, and then tear off this cover sheet and file it in the client's case record.

I, ___________________________________________________, hereby
acknowledge that I/we have received this Notice of Privacy Practices, with an
effective date of April 14, 2003.

_____________________________ ___________________________
CONSUMER SIGNATURE OR DATE
LEGAL GUARDIAN SIGNATURE
OR PARENT OF MINOR CHILD
SIGNATURE

I, _______________________ relationship ___________ date________

______________________ relationship ___________ date________

_______________________ relationship ___________ date________

________________________ relationship ___________ date________

_______________________________________ _____________
BGTM Representative Date

(Original form filed in case record)

Boys Town of MO d.b.a.,
Boys & Girls Town of Missouri
and its contracted providers
NOTICE OF PRIVACY PRACTICES Notice Effective Date: 4/14/03
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FAMILY/LEGAL GUARDIAN PARTICIPATION AGREEMENT ADM-15

Date: ________________________ Case Name: ________________________

I/We understand that my/our son/daughter is entering treatment that requires total commitment
on the part of both my/our son/daughter and our family. Total commitment and investment on
the part of the family has a great potential to reduce the length of time for treatment and
increases the rate of success.

Additionally we understand that we will be asked to participate in the following aspects of
treatment:

 Participation and assisting in developing Initial Assessments
 Participation and assisting in developing Treatment Plans
 Attendance of Treatment plan review meetings
 Actively participate in family therapy
 Weekly contact
 Home visits(when deemed appropriate)
 Assist in formulating aftercare plans

We understand that we will be receiving reports and clinical updates on my/our son’s/daughter’s
progress while he/she is participating in the BGTM residential program. If my/our child is placed
under Adoption Subsidy, BGTM will send copies of the above referenced reports to the
Adoption Subsidy Worker.

By signing this agreement, I am/we are acknowledging the important role full family participation
plays in facilitating positive treatment outcomes for my/our son/daughter. In addition, we
understand that failure to substantially meet the above mentioned expectations could result in
removal of my/our son/daughter from the program.

Boys & Girls Town of Missouri improves the lives of children
with emotional and behavioral problems through superior, family-focused services.

Signatures: Printed Name:

Child: ___________________________________________ _______________________

Parent/Legal Guardian: _____________________________ _______________________

Parent/Legal Guardian: _____________________________ _______________________

Admission Staff: ___________________________________ _______________________



ACCEPTANCE LETTER

Click here to enter text.

RE: DCN
Date of Birth
County

Dear, Click here to enter text.

This letter is in regards to the acceptance of t
CHILD’S NAME has been accepted for the
ENTER LEVEL residential rate of
ENTER ADMISSION DATE AND TIME

Prior to admission, the following documentation will need to be provided:

 Court Orders: Copy of the court order placing child into custody AND a recent court order
showing custody continuing or in cases of divorce the divorce decree addressing custody.

 Copy of the birth certificate, social security card, immunization records, school records,
insurance card and recent clinical information.

 If MC+ the child will need to be converted to straight Medicaid prior to admission.
 Completed admission packet.

Please provide the following items at the time of admission:
 Medications placed into the form of a bubble pack or into a script form. Medications that cannot

be placed in a bubble pack or reduced to a script should be brought in their original containers.
 A complete physical/including TB test

completed no more than 30 days prior of admission date. BGTM can fax a medical/physical
form to be completed by a physician or nurse practitioner.

Please fax back this form with your signature and approval for level/funding rate. Thank you for
your referral, we look forward to assisting you in your child’s care.

_________________________________
AUTHORIZED PAYOR SIGNATURE

LEVEL/RATE APPROVAL:

Sincerely,

Click here to enter text.

CC: Admissions File
Resident File
Finance Dept.

ACCEPTANCE LETTER

This letter is in regards to the acceptance of the above referenced name for admission.
has been accepted for the ENTER CAMPUS/PROGRAM NAME
residential rate of ENTER RATE/day. He is scheduled to arrive on campus on

ENTER ADMISSION DATE AND TIME.

to admission, the following documentation will need to be provided:

Copy of the court order placing child into custody AND a recent court order
showing custody continuing or in cases of divorce the divorce decree addressing custody.

the birth certificate, social security card, immunization records, school records,
insurance card and recent clinical information.
If MC+ the child will need to be converted to straight Medicaid prior to admission.
Completed admission packet.

ide the following items at the time of admission:
Medications placed into the form of a bubble pack or into a script form. Medications that cannot
be placed in a bubble pack or reduced to a script should be brought in their original containers.
A complete physical/including TB test needs be completed prior to admission. This must be
completed no more than 30 days prior of admission date. BGTM can fax a medical/physical
form to be completed by a physician or nurse practitioner.

this form with your signature and approval for level/funding rate. Thank you for
your referral, we look forward to assisting you in your child’s care.

_________________________________ _______________________
SIGNATURE DATE SIGNED

ADM-16

he above referenced name for admission.
ENTER CAMPUS/PROGRAM NAME campus at a

/day. He is scheduled to arrive on campus on

to admission, the following documentation will need to be provided:

Copy of the court order placing child into custody AND a recent court order
showing custody continuing or in cases of divorce the divorce decree addressing custody.

the birth certificate, social security card, immunization records, school records,

If MC+ the child will need to be converted to straight Medicaid prior to admission.

Medications placed into the form of a bubble pack or into a script form. Medications that cannot
be placed in a bubble pack or reduced to a script should be brought in their original containers.

be completed prior to admission. This must be
completed no more than 30 days prior of admission date. BGTM can fax a medical/physical

this form with your signature and approval for level/funding rate. Thank you for

_______________________
SIGNED
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MEDIA RELEASE CONSENT

I, _________________________________________
Name of Client

the right to use my picture, likeness, or photograph in connection with Boys
promotions, programs, movies, films, television productions, advertisements, or displays without
compensation and without liability of any kind.

I understand that I may revoke this consent, in writing, at any time except to the
been taken in reliance on it. Unless sooner revoked, this consent expires:

One year from the date of signature; specify month/day/year ________________________________ OR

specify date, event, or condition _________________________

____________________________________________________________________________________

It has been explained that if I refuse to consent, that the consequence of refusal will be that no
audio/videotapes of the evaluation

_____________________________________
Client Signature

_____________________________________________
Guardian Signature

_____________________________________________
Staff/Witness Signature

MEDIA RELEASE CONSENT

______________________________________________, authorize Boys and Girls Town of Missouri
Name of Client

picture, likeness, or photograph in connection with Boys and Girls Town of Missouri
promotions, programs, movies, films, television productions, advertisements, or displays without
compensation and without liability of any kind.

I understand that I may revoke this consent, in writing, at any time except to the extent that action has
been taken in reliance on it. Unless sooner revoked, this consent expires:

One year from the date of signature; specify month/day/year ________________________________ OR

specify date, event, or condition __________________________________________________________

____________________________________________________________________________________

It has been explained that if I refuse to consent, that the consequence of refusal will be that no
audio/videotapes of the evaluation will be made.

_______________________________________________ ________________________________

_____________________________________________ _______________________________
Signature

_____________________________________________ _______________________________
Signature

ADM-17

, authorize Boys and Girls Town of Missouri

and Girls Town of Missouri
promotions, programs, movies, films, television productions, advertisements, or displays without

extent that action has

One year from the date of signature; specify month/day/year ________________________________ OR

_________________________________

____________________________________________________________________________________

It has been explained that if I refuse to consent, that the consequence of refusal will be that no

________________________________
Date

_______________________________
Date

_______________________________
Date







PROMISSORY AGREEMENT ADM-20

Adoption Subsidy
Revised 10/09

It is agreed between _______________________________ (Parent/Legal Guardian) and Boys & Girls
Town of MO (BGTM) that __________________________ (child) (SS#) ___________________ (that
said child) was placed in residential care at BGTM on __________________________.

If for any reason the Parent/Legal Guardian fails to cooperate with the Department of Social
Services/Children’s Division to insure Adoption Subsidy contract is complete, the private pay cost of the
said child’s residential care as of date of admission will be determined during the admission process. In
addition, all other incurred costs by BGTM including but not limited to medical and clothing expenses by
BGTM will also be charged.

_____________________________ agree(s) to be financially responsible for the payment of all costs
related to placement as noted above.

The Parent/Legal Guardian acknowledges that non-payment on this account is subject to garnishment,
outside collections and/or issuance of an Internal Revenue Service Form 1099-C.

Private Pay costs and/or any remaining account balances can be secured through the use of (circle one)
Visa/Debit, MasterCard, Discover, American Express, credit card
#______________________________ Expiration date: ________________. *PAYMENTS ARE
EXPECTED ON A MONTHLY BASIS UNLESS PRIOR ARRANGEMENTS ARE MADE.*

The undersigned promises to pay and be responsible for all cost of collections, including a reasonable
attorney fee and court costs if the account is placed in the hands of an attorney for collection.

THE UNDERSIGNED CERTIFIES THAT HE/SHE HAS READ THE FOREGOING AND IS THE
PARENT/LEGAL GUARDIAN OR IS DULY AUTHORIZED TO EXECUTE THE ABOVE AND
ACCEPTS ITS TERMS, AND HAS RECEIVED A COPY THEREOF.

WITNESS MY HAND AND SEAL, THIS ________ DAY OF _____________ Year 20__

___________________________ ______________________
Signature (Parent/Legal Guardian) Social Security #

______________________________ __________________________
Signature (Parent/Legal Guardian) Social Security #

(STATE OF MISSOURI) SS.
(COUNTY OF ___________)

On this _____ day of ___________ in the year 20__, before me, _______________, a Notary Public,
personally appeared __________________ who proved to me on the basis of satisfactory evidence to be
the person(s) whose name is subscribed to this instrument and acknowledged that they executed it as their
free act and deed.

_________________
NOTARY PUBLIC


