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bilingual and bicultural Spanish speakers. However, maintaining a QMHP who is bilingual/bicultural
has not been successful. Each employee resignation results in hiring efforts toward either Spanish
speaking required or preferred. These efforts will continue until such time as the proportion of staff 1s
commensurate with the proportion of consumers in the area who are Spanish speakers. There are other
small populations of minorities represented in our consumer pool; mostly as a result of adoptions from
other countries. In these cases, every effort is made to ensure treatment 1s individualized and meeting
the culturally specific needs of the child and family. Parent advocates believe New Solutions Child &
Family Team meetings do support individual family culture. The would like to see more respect for
children and families with special needs, such as mental health needs and the demands these make on
families.

We still have little Native American representation from local Tribal minorities. Connections and
inroads are currently being made via development of a grandparent support group with Tribal members
in Grand Rhonde arca. Families from local Tribes will seek services from our local community mental
health program as it is more anonymous than their secking Tribal services. In some cases, we
coordinate Tribal health care with mental health and chemical dependency services at Family & Youth.
In other cases, we share families with Indian Child Welfare and local mental health.

Describe how improvements in the array of services available to families are identified and

implemented.
As described in other parts of this biennial plan, advocate and consumer input is sought at all levels of

administration and clinical services. In addition, there are various community planning and monitoring
bodies existing in Yamhill County. The Early Childhood Council is a CCF oversight body for the
array of services for young children. Yambhill County CCF has been involved on a State and local
fevel determining the gaps in the array of services. The most common processes are ones of continual
assessment and improvement, identifying outcomes and gaps as months and years roll on. Family &
Youth in coordination with CCF formed the Suicide Prevention Coalition, that is now a strong
planning and oversight body coordinated as a subcommittee of the CCF. The Community Partnership
Committee has evolved over time to become a broader system of care oversight body, with
representation from all child and family serving agencies in the county. It maintains a high ratio of
parent advocates compared to the professionals present on this Committee. Feedback forms are
available to consumers and advocates in the lobbies of HHS programs. Advocacy groups and self-help
groups were previously described and continue to serve as sounding boards and mechanisms for
identification of service gaps. The Children’s System Change Initiative was a strong impetus for the
level of consumer and advocacy feedback that currently exists in Yamhill County.

The Community Partnership Committee endorsed the identified need for a comprehensive map of all
the ways in the doors of system of care services and the Commission on Children and Families is
working on this. CPC agreed we need to monitor the map together. Different kinds of assessments are
done for various programs and we need a map for accessing point of entry to different parts of the
system.

Each Child and Family Team is made up of persons the family has identified as knowing them best and
being the best at contributing to the development of the care plan. In this manner, school personnel,
private therapists, staff from Child Welfare or Juvenile Corrections, and other stakeholders are
involved at the case level. Gaps in service and specific service implementation needs are identified
and addressed in the care coordination plan. Yamhill County has had in-home intensive workers as
part of its outpatient services for five years now, and has a contract with a local stakeholder to provide
4 beds for treatment foster care for DHS/MH children/youth. Both of these services have been

2/01/08 Biennial Plan

|t e




Yambhill Coynty MHeaith & Human Services Biennial Plan 2009-11 -20-

identified as key critical components in the service array needing to be available for all families
eligible for ISA services. We have identified the need for even more of these services and have worked
to implement those.

Describe how you collaborate with other child-serving entities to ensure that services and supports are
comprehensive and well coordinated.

Described earlier in this plan are the oversight and planning committees that exist to monitor the
welfare of children in Yamhill County. In addition, routine case specific coordination takes place
between case workers and therapists, as well as between administration and program management of
child serving agencies. For example, in response to recent concerns about the higher number of Child
Welfare children on medications compared to children in biological families, a plan was put in place to
provide more education for therapists and child welfare caseworkers on psychotropic medications
being used for children and youth; with further planning meetings between administration of CW and
F&Y to identify appropriate policies and procedures to ensure these children’s needs for medication
are monitored carefully. Planning and coordination meetings are held as topics arise and issues are
identified.

Community Partnership Committee agreed we keep the lines of communication open constantly to
answer the questions: “Are we doing what we need to do?” “Are schools feeling like full partners?”
“Are we not dealing with youth so now they are going to Juvenile?”... and others.

Family Advocates say this is an area of improvement for Family & Youth. They do see room for
improvement in the need for more education for all agencies from administration to line workers in
those agencies. They also reiterate the desire for more knowledge about what services exist and what
is necessary or required to utilize the service.

OLDER ADULT MENTAL HEALTH SERVICES

Senate Bill 781, passed by the 2005 Legislative Assembly adds requirements for the planning and
delivery of mental health and addiction prevention and treatment services for older adults. Services to
Older Adults with mental illness were identified through our needs assessment process. Stakeholders
continue to feel strongly about ensuring this service. Although we have continued to include
developing services to seniors in previous quality improvement plans we have found it difficult to meet
our outcorme of engaging seniors with mental illness in services without adequate funding. Thisisa
need arca that the state has prioritized as well, although the state has not provided the financial
resources needed to implement outreach and evidence based practice models such as “the gatekeeper
model “ to serve seniors needing behavioral health support. Coalition building and outreach are
critical to reaching seniors to engage them in services as a first step. This requires capacity and is not a
billable service much of the time. YCHHS AMH has implemented a very limited program in serving
older adults which includes providing PASSRR evaluations and consultation to individuals in nursing
and assisted living centers and arranging for follow up care as eligible. We do provide behavioral
health service to older adults insured through the Oregon Health Plan; however we do not have the
funding to build this program for non OHP insured individuals who do not have a serious mental
illness or who are not at imminent risk to themselves or others due to a mental illness.

Yambhill County’s Enhanced Care Facility (ECF) is an SPD-licensed, secured Residential Care Facility
that provides an alternative to psychiatric hospitalization for 16 individuals who have serious and
persistent mental illness and co-occurring medical conditions and/or aging issues. This program serves
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predominantly older adults (75% of our current resident population is over the age of 65) and is
designed to support hard-to-place SPD-eligible individuals who demonstrate challenging behaviors and
psychiatric symptoms. This program provides 24-hour supervision and support to residents who would
not otherwise be able to maintain residency in the community. Nursing care is available and facility
staff arc present at all times to assist residents with their care needs. Mental Health staff are on-site to
provide treatment approximately 12 hours per day, seven days a week.

Enhanced Care Outreach Services (ECOS) is a program that provides Enhanced Care mental health
services to individuals residing in other SPD-licensed community settings. There are currently 4
individuals being served through this program and 2 of them are over age 65. These individuals are
generally people who meet eligibility criteria for Enhanced Care but do not require the security of the
ECF and/or whose care needs differ from what an RCF level facility is licensed to provide.

Yambhill County’s Residential Treatment Facility (RTF) also provides a psychiatric hospitalization
alternative to 16 individuals who have serious and persistent mental illness and co-occurring medical
conditions. This program is presently serving a small number of residents over age 65. The RTF 1s
licensed by the Office of Mental Health and Addiction Services and i1s an Extended Care Management
Unit program. It 1s a medically-focused RTF that provides 24-hour supervision and support to
residents who would otherwise not be able to maintain stability outside the hospital setting. Nursing
care is available and facility staff are present at all times to assist residents with their care needs.
Mental Health staff are on-site to provide treatment more than 12 hours each day, seven days a week.
This program is considered transitional in focus with the goal of supporting consumers in moving to
more independent settings as they are clinically ready.
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Attachment C

PRIORITIZATION OF ADULT MENTAL HEALTH SERVICE NEEDS
FOR 2009 - 2011 BIENNIUM

Completed by stakeholders at the Adult Mental Health Sub-Committee meeting on January 9,
2008

# Of Votes Service

Transitional Housing

Transportation

Supported Employment

Local Detox for Dual Diagnosis

Local After Hours Crisis Line & Evaluation - Local Contact
Community Education

Older Adults & MI Services

Increase staffing in Residential Program/Supported Housing
Increase RN time

Secured Housing

Safe Housing — place to go & feel safe

FNNMNMNNNDDD DML
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ATTACHMENT 11
MID-WILLAMETTE REGIONAL ACUTE CARE UNITS AND MID-
WILLAMETTE COMMUNITY MENTAL HEALTH PROGRAMS 2005 - 07
LINKAGE AGREEMENT

This agreement is between Good Samaritan Hospital (GSH) Psychiatric Unit and Salem Hospital Psychiatric
Medicine Center (SHPMC), thereafter referred o as Regional Acute Care Units {RACUs), and the Mid-
Willamette Region Community Mental Health Programs including Benton, Linn, Lincoln, Marion, Polk,
Tillamook, and Yamhill Counties, hereafter referred to as CMHP/Agency. This agreement is effective October 1,
2005 through June 30, 2007 contingent on the renewal of agreements between the Regional Acute Care Units,
the Mid- Willamette Community Mental Health Programs, and the Office of Mental Health and Addiction
Services. Amendments to this agreement are valid only when they are submitted in writing and approved in
writing by RACUs and CMHP/Agencies. Disputes arising from this agreement will be resolved whenever
possible at the lowest appropriate level, followed by consultation between the CMHPI Agency Director and the
Administrative Director at Good Samaritan Hospital or Salem Hospital. During resolution or dispute, the
consumer's care 1s uninterrupted. If resolution is not reached at this level, the dispute will be referred to the Mid-
Willamette Acute Care Regional Directors Group for development of a negotiation plan.

The purpose of this agreement is to provide guidelines and procedures to ensure coordination and continuity of
inpatient ftreatment from pre-intake through post-discharge including appropriate and timely inpatient
admissions, sharing and use of treatment information, planned and timely discharges, and timely access to
appropriate outpatient mental health services.

Admissions to the RACUs regional beds is a cooperative venture to provide a continuum of care employing the
least restrictive approach to adequately meet each consumer’s individual mental health needs.

The resident CMHP/Agency screens all admissions to RACUs prior to admission. If a consumer arrives at a
RACU without a prior screening by the resident county, the resident county is notified and asked their
preference for screening prior to consideration for hospitalization. If the resident county cannot screen, the host
county (Benton for GSH and Marion for SHPMC) performs the screening prior to the client being admitted to
the RACU. The host county conducting a screening for a resident county notifies the resident county at the time
of screening prior to plans for hospitalization or, if unable to get a response at the time of screening, as soon as
possible after the screening. The host county makes every reasonable effort to contact the resident county.
Should attempts to contact be unsuccessful, the resident county accepts recommendation of the host county. If
hospitalization is not approved the resident county will work with the host county screener to make appropriate
arrangements for alternative placement.

Part of the screening process will include completing a Mid-Willamette Regional Hospital Pre-Admission Contact
Record (MWRHPACR), which documents admission criteria, and when signed, authorizes payment to the RACU
when an indigent or MYBCN consumer is admitted. The Mid-Willamette Regional Hospital Pre-Admission Contact
Record form is a part of the chart for all admissions.

Information is shared as a means to facilitate treatment. To the extent the law allows, the resident CMHP/Agency
performing the screening facilitates the delivery of the most recent community treatment documents to the hospital on
the same day if the admission is during normal business hours and by the next business day following admission if
the admission is after hours or on weekends. The minimum information includes the most recent evaluation, the last 4
progress notes including the last 2 medication management notes, the medication sheet, an Advanced Directive if
available and if the consumer chooses, information related to coordinating care with family members. To facilitate
continuity of care between providers, when possible, a telephone call from the attending outpatient licensed medical
practitioner or therapist/case manager is made- particularly in complicated cases. Whenever possible, contact by the
EMP, CMHP/Agency liaison, or therapist/case manager will be made prior to admission to gather the most current
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clinical information, Information can be faxed to Good Samaritan Hospital at 541-768-5278, or to Salem Hospital at
503-561-4787.

The RACU Social Worker/Admissions Staff assists the consumer in filling out the financial statement form for the
purpose of assessing appropriate billing, including family members if available. If appropriate, including when other
Insurance benefits are exhausted, assistance is initiated by RACU Social Worker/Admissions Staff. The status of the
assistance application is provided to the CMHP/Agency/Liaison staff.

To ensure the most appropriate use of available resources, when possible, notification of the Regional Coordinator or
designee is attempted prior to contacting the RACU.

On work weekdays between 8:00 a.m. and 5:00 p.m., the Regional Coordinator for Linn, Marion, Polk, Tillamook
and Yamhill Counties is to be notified of all admissions to RACUs by calling 503-361-2694 (desk) or 503-551-7847
(cell). Regional Coordinator for Benton and Lincoln Counties is available 8:00 a.m. to 5:00 p.m. weekdays and 15 to
be notified of all admissions by calling 541-322-7447 (desk) or 541-602-1663 (cell).

Fach CMHP/Agency identifies and makes known to each RACU an individual who will serve as CMHP/Agency
liaison and serves as an initial point of contact with the

CMIP/Agency and RACU, Liaisons or treating clinicians make contact with consumer from the Region within
one business day from hospital admission and notify Social Worker/Treatment Team by voice mail or email.
The RACU staff contacts and consults with the hospital liaison within one business day of admission, if during
normal work hours, if admission is on the weekend the contact is made on Monday, to share information and
begin the discharge planning process.

The treatment phase is a cooperative effort between the RACU staff, the consumer, (and family members and/or
significant others when the consumer chooses) and the CMHP/Agency where the consumer resides. This
treatment team's goal is effective treatment and efficient use of resources to facilitate a rapid stabilization and
preparation for treatment at the next (lower) level of care.

The CMHP/Agency representative/liaison is involved in the treatment process and available by phone or in
person whenever possible for treatment and discharge planning meetings when notified one day in advance of
the meeting time.

The RACU staff assigned to the consumer's case notifies the Disability Services Office within twenty-five days,
whenever possible, of the admission of a consumer who receives Social Security benefits and request that they
notify Social Security Administration.

When appropriate the assigned social worker/discharge planner assists the consumer in applying for and
obtaining available entitlements.

The RACU Social Worker assigned to the consumer while an inpatient of the RACU initiates discussions of
treatment progress with the CMHP/Agency Liaison staff involved in the consumer's outpatient treatment and
with family members and others as appropriate for continuity of care. Each consumer needs to give written
consent for RACU staff to discuss treatment progress with anyone other than CMHP/ Agency staff, Office of
Mental Health and Addiction Services staff, or State Hospital staff.

The RACU staff notifies the Regional Coordinator and the identified CMHP/Agency liaison immediately to
report the occurrence of any major consumer events such as sudden and acute illness, death, or elopement.

The Regional Coordinator assists the RACU and CMHP/Agency/liaison staff to affect timely discharges and
provide for appropriate and timely afiercare. The Regional Coordinators will acconiplish this by maintaining
knowledge of regional services and assisting the RACUs and CMHP/Agency (ies)/liaison in linking consumers
to available, appropriate services. In order fo facilitate this the Regional Coordinator meet weekly with the
RACUs for clinical review and authorizing funds for appropriate step-down placements.

2/01/08 Biennial Pian




Yamhill County Health & Human Services Biennial Plan 2008-11 -25-

The assigned RACU Social Worker Discharge staff coordinates the discharge planning with the unit's
interdisciplinary staff, CMHP/Agency, community providers and family members, as identified by the
consumer, integral to the consumer's post-hospital care. At the time of discharge, the discharge instructions
identify and specify roles of parties responsible for outpatient mental health treatment, caregivers, and
significant supports, such as family members. The RACU staff promptly notifies all involved parties of changes
to the discharge plan that develop over the course of the inpatient stay.

The discharge instructions include cwrrent medications, a plan for continuity post discharge, significant
problems needing treatment, treatment and support services provided, and providers and caregivers. The
instructions address the means by which the consumer is transported from the hospital to post-discharge
residence/placement. All scheduled appointments will be included. The consumer and the RACU staff sign the
plan. The assigned RACU staff provides a legible copy of the discharge instructions io the
CMHP/Agency/Liaison and it is faxed to the outpatient provider on the day of discharge. The discharge
instructions include the amount (days) of medications provided as a link to the outpatient appointment. The
physician's discharge instructions are available to the outpatient physician at the time of or prior to the follow-up
appointment, if an outpatient physician is identified.

The assigned RACU staff is responsible for notifying invelved family and the CMHP/Agency liaison of a
consumer's readiness for discharge and the anticipated date of discharge. This notification occurs at least 24
hours prior to the anticipated discharge time whenever possible.

For persons eligible, an application for OHP is submitted to the local DSO branch 2 (two) days prior to
discharge. The RACU staff assists the consumer in contacting the local AFSIDSO office issuing their medical
card to report a change of address. RACU and county laison/case manager responsibilities with the local agency
(Disability Services, AFS, Senior Service Division) office include assisting consumers in preparing applications
for entitlements and support.

When a trial visit is agreed upon through discussion with the consumer and involved family/support systems, the
hospital, and county staff, the CMHP/ Agency liaison/ireatment clinician obtain approval from the
CMHP/Agency Director or designee and develop the conditions of trial visit. Information from the consumer,
Pre-commitment Investigator, the Regional Coordinator, the consumer's treating physician, staff of the RACU,
and others such as consumer's care givers, family, and significant others are considered in the planning. The
RACU staff and County staff partner will educate and explain the conditions of a trial visit to the consumer,
when possible, have the consumer sign the agreement to conditions of a trial visit, and give a copy of the
conditions of a trial visit to the consumer. The original agreement will be forwarded to the CMHP/Agency
liaison.

Extended Care referrals are made in consultation with RACU staff, CMHP/Agency liaison staff and Regional
Coordinator. RACU staff makes ECMU referrals. ECMU referrals need to meet the criteria set by the Office of
Mental Health and Addiction Services. Upon acceptance for ECMU placement the current rules for payment set
by Office of Mental Health and Addiction Services apply.

A consumer has the right to grieve the proposed transfer to a State Hospital. The procedure is for the consumer
o express, either verbally or in writing, a desire to grieve the transfer. The resident county CMHP/Agency
liaison or Regional Coordinator meets with the consumer within one business day to hear their reasons for not
wanting the proposed transfer. The CMHP/Agency liaison will then consult with the Regional Coordinator. A
decision will be made within one business day of the discussion with the consumer, The CMHP/ Agency liaison
will fax the decision to the consumer at the RACU. This decision is final.

If a referral is needed for Adult Foster Care, Residential Care, Respite Care, or other support services, the
assigned RACU Social Worker staff coordinates all referrals with the CMHP/Agency liaison and/or Regional
Coordinator.

Prior to a determination that a consumer requires a nursing home placement the RACU Social Worker staff
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consults with the CMHP/Agency/Regional Coordinator DSO if the consumer is under age 62. All referrals to a
nursing home are coordinated with the CMHP/Agency liaison and Senior Services (if the consumer is over age
62). Assigned RACU Social Worker/Discharge Planner requests a PASSR Level I screen as soon as the
Treatment Team determines nursing home placement is necessary.

The CMHP/Agency liaison and RACU Discharge Planner are jointly responsible for arranging transportatton for
the consumer from the RACU in a timely manner. If the transportation plan includes the family fransporting the
client, 24-hour notice needs to be provided to the family whenever possible. The county of residence is
financially responsible for transportation at discharge.

Planning for medication access post-discharge occurs as part of the discharge plan development and includes
consideration of the consumer’s access to a pharmacy, ability to purchase, and date of the next outpatient
appointment so that the plan achieves uninterrupted medication access, whenever possible.

The RACUs provides discharged consumer with medication by providing a supply of medications or
prescriptions that will last until the first appointment with their outpatient prescriber (not to exceed 10 days post
discharge unless agreed to by the discharging psychiatrist) .

In order to avoid a lapse in medication availability the RACUs may agree to contract with the CMHP/Agency
separately for additional prescriptive services on a case-by-case basis in those situations when adequate outpatient
coverage cannot be established.

Legible discharge instructions provided by the RACU, including discharge address, referrals, appointments, axis |
diagnosis discharge medications are given to the consumer at time of discharge and are faxed to the CMHFP/Agency
in the County of residence within 24 hours of the discharge. The RACU will fax the psychiatric discharge summary
within 7 days from date of discharge whenever possible. An involved family member/support person, with
appropriate consent, can also receive discharge information including medication education, possible side effects,
appointment schedules, and who to call if problems arise. The discharge instructions includes amount (days) of
medications provided as a link to outpatient appointment. 10 (Ten) days of medications or prescription is provided as
a link to outpatient appointments whenever possible and clinically appropriate. These appeintments include contact
with an outpatient provider within 7 days and an appointment with a Licensed Medical Practitioner within 10 working
days of discharge, whenever possible.

Discharge Instructions are completed, and copies are sent to the CMHP/Agency in the county of residence and the
Regional Coordinator. Fax numbers for the counties are:

Benton, 541-766-6186; Lincoln, 541-265-4194; Linn 541-928-3020; Marion, 503-5854058; Polk, 503-623-2731;
Tillamook, 503-815-1870; Yamhill, 503-434-9846. Fax numbers for the Regional Coordinators are: MVBCN, 503-
5835-4989 ABHA, 541-322~ 7429,

If the CMHP/Agency with designated responsibility for the consumer is different from the CMHP/Agency in the
county of residence of the consumer, appropriate discharge information is sent to both programs.

These guidelines are to be uiilized in addition to the above parts of the Linkage Agreement to facilitate linkage of
Office of Mental Health and Addiction Services, Seniors and People with Disabilities Office, and support for
Regional Acute Care Units. (RACUs)

The purpose of this section is to provide guidelines and suggested procedures for County programs for persons with
Developmental Disabilities to coordinate with the Regional Acute Care Units. (RACUs)

Local DD programs for persons with developmental disabilities, acting individueally, in cooperation, or through the
Regional Acute Care Council, provide training on the needs of persons with developmental disabilities in an inpatient
setting. Training is developed in collaboration with the RACUs. A primary goal of the training is to assist the
RACUs to identify needs, make reasonable accommodation and provide quality mental health care to consumers
with developmental disabilities within the hospital miliew, and includes training on consumer specific behavior
and ireatment planming, When typical psychiairic treatment measures do not work in the best mterest of a
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specific DD consumer, the DD Regional Crisis worker is available for consultation and/or assistance in devising
alternative appropriate care. DD regional Crisis Worker and admitting or treating physician determine need for
additional assistance.

Al

County crisis staff (QMHP/crisis screener) conducts an evaluation to determine appropriateness for acuie
psychiatric care.

County crisis staff (QMHP/crisis screener) have a means of identifying enrolled clients in the appropriate
DD program.

County crisis staff (QMHP/crisis screener) have a means of contacting the responsible DD case manager or
individual within the appropriate county who is responsible for DD client crises as soon as possible but no
later than the next business day.

The DD Case Manager or DI Regional Crisis Worker is contacted, if necessary, to arrange diversion, and in
all cases when an emergency hold to an RACU is planned.

The DD Case Manager or DD Regional Crisis Worker assesses the need for division funds for enhanced
services within the hospital setting for individuals with Developmental Disabilities upon approval from the
county of residence Program Manager and this assessment is re-evaluated as the consumer improves,
determined by the freatment team.

County crisis staff (QMHP/crisis screener) arranges for the client's community licensed medical practitioner
to consult with the hospital-treating psychiatrist on all DD consumers admitted to the RACUs.

County crisis staff (QMHP/erisis screener) have access to assistance from County DD staff when screening
persons suspected to have a developmental disability, but not enrolled in a County program for persons with
developmental disabilities,

The DD Regional Crisis Worker the next working day after an enrolled client is admitted contacts the DD
Case Manager.

The DD Case Manager contacts the RACU where an enrolied client is admitted on the first scheduled
working day after the admission and each working day thereafter.

The DD Case Manager or designee coordinates treatment needs of the client with hospital needs for client
specific training and direct staff assistance, and identify community resources which are available to ensure
that the hospital is adequately prepared to address client needs. The hospital makes reasonable
accommodation for persons who have developmental disabilities.

The DD Case Manager coordinates communication and treatment planming and establishes linkage with the
RACU staff, residential providers, vocational providers, licensed medical practitioner, and family and other
supports.

The RACU Social Worker/Discharge Planmer coordinates discharge-planning activities with the resident DD
Case Manager to facilitate an expeditious return to the most appropriate setting.

¢ Use specialized consultants including the State DD diversion team for residential and treatment
options;

» Access Eastern Oregon Training Center for extensive evaluations when determined to be the most
approypriate setting by DD professionals.

. Grievances are handled at the lowest possible level and not at the consumers' expense. If resolution

is not reached at this level, concerns are submitted to the Regional Coordinator in the form of a
Statement of Concern.
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ATTACHMENT 12
309-014-0035

General Standards for Delivery of Community Mental Health and Developmental Disability
Service Elements

All community mental health and developmental disability contractors providing community mental
health and developmental disability service elements under a contract with the Division are required to
meet the following general standards for delivery of community mental health and developmental
disability service elements:

(1) Eligibility for Service:

(a) In accordance with the Civil Rights Act of 1964, community mental health and developmental
disability services shall not be denied any person on the basis of race, color, creed, sex, national origin
or duration of residence. Community mental health and developmental disability contractors shall also
comply with Section 504 of the Rehabilitation Act of 1973 as implemented by 45 CFR 84.4, which
states in part, "No qualified person shall, on the basis of handicap, be excluded from participation in,
be denied benefits of, or otherwise be subjected to discrimination under any program or activity which
receives or benefits from federal financial assistance™;

{b) No person shall be denied services or be discriminated against on the basis of age or diagnostic or
disability category unless predeternnined clinical or program criteria for service restrict the service to
specific age or diagnostic groups or disability category;

(c) No person shall be denied community mental health and developmental disability services based on
ability to pay;

(d) Any person eligible for community mental health and developmental disability services provided
by one agency shall also be eligible for other community mental health and developmental disability
services provided by any other agency, unless admission to the service is subject to diagnostic or
disability category or age restrictions based on predetermined criteria.

(2) Continuity and Coordination:

(a) Each agency providing community mental health and developmental disability services shall make
pertinent clinical and financial eligibility information concerning a client of the agency readily
available to other community mental health and developmental disability service agencies responsible
for the client's care, consistent with state statutes and federal laws and regulations concerning
confidentiality;

(b) In the event that a person seeking or receiving services from one community mental health and

developmental disability contractor requires services not provided by the contractor, the person shall
be referred to an available appropriate agency which can provide the needed services;
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(c) Planning and implementation of service for clients of the community mental health and
developmental disability contractor shall be coordinated between components of the community
mental health and developmental disability contractor, and other human service agencies, and between
components of the community mental health and developmental disability contractor and siate
institutions. Each community mental health and developmental disability program or community
mental health and developmental disability program area contractor shall maintain a written agreement
with state institutions serving the county. The agreement shall include, but need not be limited to:

(A) The procedures to be followed to assure necessary communication between the state nstitution and
the community mental health and developmental disability program or community mental health and
developmental disability program area contractor when a client is admitted to, and discharged from,
the state institution and during the period of care, treatment or training;

(B) The type of chent information which will be shared by the community mental health and
developmental disability program or community mental health developmental disability program area
contractor and the state institution, the manner in which the information will be transmitted and the
times when such information will be provided;

(C) The names of the staff members from the state institution and the community mental health and
developmental disability program, or program area contractor, who will have principal responsibility
for liaison and implementation of the agreement; and

(D) Each agreement between the state institution and a community mental health and developmental
disability program, or program area contractor, shall be reviewed and renewed at least once a year.

(3) Service Records. A record shall be maintained for each client who receives direct treatment training
and/or care services. The record shall contain client identification, problem assessment, treatment,
fraining and/or care plan, medical information when appropriate; and progress notes.

(4) Retention of Records. Records shall be retained in accordance with OAR 166-005-0000 through
166-040-1050 (State Archivist). Financial records, supporting documents, statistical records, and all
other records (except client records) shall be retained for a minimum of three years after the close of
the contract period, or until audited. Client records shall be kept for a minimum of seven years.

(5) Confidentiality of Client Records. Client records shall be kept confidential in accordance with ORS
179.505, 45 CFR 205.50 and 42 CFR Part 2, any Division administrative rule pertaining to client
records, and the most current edition of the Mental Health and Developmental Disability Services
Division Handbook on Confidentiality.

(6) Chient Rights. Each agency providing any community mental health and developmental disability
service shall have written procedures to assure:

(2) Protection of client privacy and dignity;
(b) Confidentiality of records consistent with state statutes and federal statutes and regulations;

(¢) Involvement of the client in planning the service through the provision of information, presented in
general terms, which explains the following:
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{A) The training or treatment to be undertaken;

(B) Alternative training or treatment methods available, if any; and

(C) Risks that may be involved in the training or treatment, if any.

{d) Chient's right to refuse service unless otherwise ordered by a court; and

(e) Client is provided with information, presented in general terms, concerning the agency fee policies.

[Publications: The publication(s) referred to or incorporated by reference in this rule are available from
the agency.]

Stat. Auth.: ORS 430

Stats. Implemented: ORS 430

Hist.: MHD 39, f. 5-20-76, and eff. 6-11-76; Renumbered from 309-014-0000(8) & (11); MHD 14-
1982, f. & eff. 7-7-82; MHD 13-2000, f. 9-15-00, cert. eff. 9-16-00
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