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Form 2O.OO4a

Gender_Martiaf Status
ofr,Birth Telephone

Telephone

ztp

Spouse ollParent lnformation;
Name ' 

- 

Date of {lrtnCdildss relepho{e-
EmPloyer-Oenirartion

Busines{ Phone

Patient lnformation:

Employer or School

(person outside of your household):

Telephone

Auth,oriz?tion

meolcnl INSURANCE & FEE POLICY: Fayment Due at Time of sewice

lf 1ou harrc medical insurance oo\rerage, lnu are directly responsible for paynrent. The insurance contract exisb between

1ou and your insurance company. we will be happy to assist you by filling the appropriate insurance forms. counselinglon

ihe phone will be charge based on a quarter hour minimum'

I AUTHORIZE TREATMENT FOR THE PATIENT NAMED ABOVE AND AOCEPT REIiPONSIBILITV FOR THE CHARGES
INCURRED IN THIS OFFICE.

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THE PROVIDER_PATIENT SERVICE AGREEMENT AND AGREE TO

ITS TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPPA NOTICE FORM
DESCRIBED IN THE PROVIDER-PATIENT SERVICE AGREEMENT-

5i$fiHture Date



Acknowledgement of Adm ission

CONFIDENTIALIW
I understand all information between AzBHc staff and client is held stricily confidential untess:

1. The client authorizes release of information with his/her signature.2. The client presents a physical danger to self or others.3. Ghild/elder abuse/neglect are suspected.
In the latter two cases, we are required by law to inform potential victims and legal authorities so thatprotective measures can be taken.

I underctand lwas given the "Client's Rights Program Agreemenf handbook and the "HlppA" guidelines
as a client.

FINANCIAL TERTS
I understand all information between AZBHC staff and client is held stricfly confidential unless:

' Upon verification of health plan/insuranoe coverage and policy limits, your insurance carrier will be billed for yoursessions. Your Provider will be paid directly by the canier. The client iritt Oe responsibte for any ippf iLOfe
deductibles and copayments. lf your insurance determines- you are not eligible ior services provided and you
choose to proceed with service, you are responsible for full payment.r For those without health plan/insurance coverage, payment arangements should be made prior to your firstvisit.I In the event of default of payment, the balance of the account is due in full. The client will be responsible for anyreasonable court cost, attorney fiees and/or collection fees incurred.

' A6 of Jan. 2o17 ' all past due amounts will be charged at 15% interest, plus every month after that untilbill is paid in full"

ld only for you. lf {n appointment is missed
according to the *heduled fee of $90.00. An

APPEALS AND GRIEVANGES For those with managed care heatth plans:
I understand and acknowledge my right to request reconsideration in the case that outpatient care (number ofvisits) is denied certification. I understand that I would request an Appeal tnrough my provicter and that I risk
nothing in exercising this right. I also understand that shoutd I choose to continue treatment without
authorization by my health plan my Appeat is denied, I will be responsible for payment of sessions not
approved.

COilSENT FORTREATTENT
I understand, and l further authorize and request that Arizona Behavioral Hea rry out
behavioml health diagnostic procedures to assist in determining level of care. -l understand that the purpose
of fte procedures will be explained to me upon my request and are subject to my agreement. I also
understand that my course of treatment is designed to be helptul" (lt may at timel G difficult anO
uncomfortable)

RELEASE OF tNFgRilATION
I understand that I authorize the release of information for claims, certification/case managemenUquality
improvements, and other purposes related to the benefits of my Health Plan. (Rele*es oi informaiion tbproviders, family, etc. require a separate form.)

IAUTHORIZE PAYUENT OF MEDICAL BENEFITS TO THE PHYSICIAN OR SUPPLIER FOR SERVICESDESCRIBED.

I undentand' end" agree.to,,all'of the above I nformation.

Cllent rlgnaturc Date: Client namo printed Date:

Detecf lunfitF (Pli5nUoiif Hten) rtgnetuie Client or (FerenUGuardtan) ilemC-trlnted Date:



0u0U20r6

Attention: Arizona Behavioral Health Center Clients:

Please note that a scheduled appointment means that the time is reserved only for you. If
you aro unable to attend your scheduled appointment, it is your responsibility to cancel
24 hours in advance. If you fail to cancel 24 hours in advance, you will be charged
with an ,nj'lsfitpH$*n'(rFlll$fion ee. This fee is not covered by
insurance. This policy is clearly stated in the Acknowledgement of Admission
paperwork that every client signed in the initial intake interview.

It is also ttre policy of Arizona Behavioral Health Center PC to turn ovor unpaid
balances to a collection agency if payment arrangements are not made to bring an
overdue account current.

If you have any questions, please call the office at 602-343-8232.

Sii$ffi}Hffire: _, Date :



Arizona Behavioral Health Center, P.C.
2600 N.44th Suite 8-104

Phoenix, Arizona 85018-2778
r Ph. (602) 343-82s2 | Fax (602) 343-8233

Ctient Handbook ReceiPt

I have received a copy of the Arizona Behavioral Health Center PC Handbook

tsltoh$*,*if,tnd, ;Nnnr e :

CllontSignature:

Parent/Legal Guardian Printed Name:

Parent/Legal Guardian Signature :

Dater

A copy of this receipt must be placed in the Patient's Clinical Chart.



Arizona Behavioral Health Centero P.C.
Telemental Health InforFed Consent

Form 20.0328
osl2o2o

hereby consent to participate in telemental health with Arizona

Behavioral Health PC Lakshmi R. Nolletti, [CSW, LISAC Clinical Director and other staff, as part of my

behavioral health services identified through my treatment plan. I understand that telemental health is the

practice of delivering clinical health care services via technology assisted media or other electronic means

between a practitioner and a client who are in two different locations.

I understand the fiollowing with respect to telemental health:

t understand that I have the right to withdraw consent at any time without affecting my right to
future care, services, or program benefits to which I would otherwise be entitled.
I understand that there are risks, benefits, and consequences associated with telemental health,
inctuding, but not limited to, disruption of transmission by technololy failure, interruptions and/or
breaches of confidentiality by unauthorized persons, andlor limited abilities to respond to
emergencies.
I understand that there will be no recording of any of the online sessions by either party. All
information disclosed within sessions and written records pertaining to those sessions are
confidentialand may not be disclosed to anyone without written authorization, except where the
disclosure is permitted and required by law.
I understand that privacv taws that protect the confidentiality of my protected health
information(PHl) also apply to telemental health unless an exception to confidentiality applies( i.e.

mandatory reporting of child, elder, or vulnerable adult abuse; danger to self or others; I raise
mentaUemotional health as an issue in a legal proceeding).
I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic

symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be

determined that telemental health services are not appropriate and a higher level of care is
required.
I understand that during a telemental health session, we could encounter technical difficulties
resulting in service interruptions. lf this occurs, end and restart the session. lf we are unable to
reconnect within ten minutes, please call me at to discuss since we may
have to re-schedule.

7. I understand that my therapist may need to contact my emergency contact and/or appropriate
authorities in case of an emergency.

1.

2.

3.

4.

5.

6.

Initial*



hospital in the event of an emergency'

ln case of an emergency, my location is:

emergency contact person's name' address' and phone:

and my

Emergencv Protocols

I need to know your location in case of an emergency' You agree to inform me of the address where you

are at the beginning of each session. I arso need a contact person who I may contact on your behalf in a life-

threatening emergency only. This person wilf onry be contacted to go to your location or take you to the

I have read the information provided above and discussed it with my therapist' I understand the

information contained in this form and all of my questions have been answered to my satisfaction'

Signature of client/parent/legal guardian Date

Date
Signature of theraPist

2600 N 44o Strcct suitc lt-l|t4 . Phocnix, Arizona 85fi)8 Phoeni x' A',L'' Ph'(6{f2) 343S232 | f,'ex (602) 34t-E233
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pAnENT HEALTH QUE$T|ONNA|RE (pHQ.e)

Overthe lasl 2 r,reokq how often have you been

bothered by any of the following problems?

10. lf you cfrecked off any problem$, how difftcult

have these problems made it for you to do

yourwork, take care of things at home, or get

along with other People?

(tlealthcare profassbna/: For interpretation of TOTAL,
iyease referto accompanying scartng card).

add columns

TOTAL:

Not difficult at all

$omewhat difficult

Very difficult

Extremely difficutt

Copyright O 1999 pfrzer [nc. All riglrts roscrvod. Rcproduccct wiih permission' PRIME-MDO is a tradeinark of Pfizer lnc'

At663B l0J)4-200s

(use */r to idiinte Your answer)

1. Little intorest or pleasure in doing things

Not at all $everal
days

Moretnn
half th6

days
l,learly

overy day

0 1 2 3

2. Foeling dom, depressed' or hopeless 0 1 2 3

3. Tmuble falling or staying asleep, or sleeping too much o 1 2 3

4. Feeling tired or having little energy
0 1 2 3

5. Poor appetite or overeating _. , . " _
6, Feelirig bad about youself*or that you are a failure or

have let yourcelf oryourfamilydown , _.

7. Trouble concentrating on things, such'as reading the

nev{spaper or watching television .. - -- .-

8. Moving or speaking so slowly that other people could

have noticecl" Or the opposite -being so figety or

restless thet you have been moving anound a lot more

then usual

g.Thoughts that you rapuld be better off dead' or of

hurtinS Yourself

0 1 2 3

o 1 2 3

0 1 2 3

o 1 2 3

o 1 2 3



(ACE) Questionnaire
Finding your ACA Score

NAME DA"t'fi:

while you worr gluwing up, during your limt 18 yeam of lifel

l, Did a palent 0r othor adult in tlto housshold ofron " '
Swear atyo,r, insult you, put you down' or hurniliate yorr?

or
Act in a way that rnade you afraid that you might be physically huft?

Yss ' No

2. Did a parent or other adult in the housEhold often "'
hrsh, gnb, slap, or throw something at you?

or
Ovorhityousohadthatyouhadmarksorworciqiufed?Yes No

3. Did an adUlt or person'at least 5 years older than you evel- " .

Touoh or fondle you or have you touch their body in a sexual way?
or

Try to of actually have ofal, anal' or vaginal sex with yott?

Yes No

4. DidYouofton foslthat "'
No ono in Voorinrity loved you or ttrouglrt you were finportanl or speoial?

or
yoo, friity didn't look out I'nr each other, feel close to each odrer, tn supporli each ottrer?

lf Yos entor 'l *Yss No

5. Did vou ofter feel that "'- vou didn.t L.-.] rno-o{r to eal;' lrad to woar dirty olothes" rrn<l had no one to protect you?

or
your parents w€re too drunk or high to take care of you or take yc'u t() the dostor if you nesded ifl

YesNo.llryesontorl-

6. Were to"t ry:|s 
ever seParated or divorced?

?. Was Your mother or stePmothsr:
oftsn pusne", ffiil.J' trunn"d' or had somothing thowlt at her?

or
Somctim€s or oftcn kioksd' bisen' hit with a fisto or hit with somettring hard?

or
Evorrcpeatedly hit ovor at loast a fow minutos or throalnnert with a. gun or knife?

Yes No [f Yes ontor I

S.Didyou|ivewith,oygl"w|rowasaproblemc|rinkeroralcolrcrlicorwhorrse,rlstregtdrugs?- Yes No rf Yes onter I

g. was a housohold member doprossed or mentally ill or dicl a householcl meinber attem:l#T::
If yes enter IYes No

lo. Did a housohold member go to prison?
Yss No

Non, add up your'Yes" answers; This is your ACII Score

IL yes enter 1

Il'yes errter I

Ifyes entor 1

If yes enter I

lf ygs ontor I
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An Arizona Behavioral Health center client has the following GLIENT RIGHTS:

1)AZBHCisan,.outpatientC|inic,,subc|assofbehaviora|hea|thagencyinArizona.
2) An Outpifient ctiriic is defined as a facility where only outpatient counselingftherapy

for ambulatory clients *utri*ienfly stable for.outpatieni-counseling/therapy is

undertaken. No residentiai* i"6"ti*nt treatment is offered and no medications are

Prescribed or disPensed bY AzBHC'
3) The AzBHC program prouio** $tructured outpatient $ubstance Abuse and Mental

Health treatments services to English *pealing adults'.(fr9m.gge 1B - 7s)'.W.hen

appropriate collaborativ*rramilv Joun**ting wiiioe conducted in relationship to

prescribe treatment ^..r-^ra**x ahrroa nl
4) Criteria for admission and re-admission to substance abuse programming are tn

accordance with Amerion 6*i"tv ior nooiJion Medicine (ASAM) criteria for

outpatient Level ll treatmeni" nomission for mental health treatment services are In

accordance with admis"ions and re-admission as$essments and re.assessments;

atong witn metnods of b";ft;;'"g iir rotking ;iil. tnt mental health population'

5) Proglams goals for AzBHC are a$ follows:
6) Achieve m[ntal health stability/sobriety/family understanding'
Z) Build and maintain internJ commitment to aheafthy and baianced lifestyle'

B) Educate, stabilize, anO alOr*ss the family dy;;G toestablish and maintain long-

ter* *Iltial ffilth *tuUility and/or substance abuse sobriety
g) To date the AZBHC r,r, nit r,uo a waiting tist. ln the instance in which a waiting list

might become necessary "iit"t" ryould. nb pluceO on a.waitinp list for treatment

services when the client 
"nd 

o1. referral "gJ".y 
r"qr":-b it, or-due to other certain

conditions in which the client completes tne iniaxe but has medical or legal issues that

prohibit the start ot prog;il. Ail nb* crient!;il h;; "n 
int"[" uisessm-ent scheduled

within i ***i otnzbnC receipt of their referral.
10)waiting lists will be utilieed on a temporary basis of no more than 2 weeks' lf the

AzBHC is unable to prooiou services to $reieieireo ctient within 2 weeks; the client

wi||bereferredtoanotheragencyfortreatmentservices.
11)Criteria f<rr referral to anoth& agency-is .s toifows: determination by the Clinical

Administrative Directo, *ni*f,6r Oeligne; th"t ireatment at AzBHC may not be

effective as elsewhere, further determin"il; ;iihe adminisrrator of his/her designee

that another placement exisis that is in fre-Jieiri""o family's best interest' contact

with the referrar uour*",ioniirmation ot 
"u"iilniritv "t 

any identiried placement site'

agreement, if possibr*, *iin it u 
"lient 

with this referral, communication of the referral

to the client along wiffr iocumentation *r,*inuroi notir,u ctient accepted the referral'

i2)criteria for disoharg* rr;;;ub*tun** uuu.* programming are in accordance with

American $ociety tor nooiciiln Medicin* txsltfi,;1il:::,rr outpatient Level ll

treatment" Discharge from health treatment services are in accordance with methods

ofuestpracticetorworttingwit!thementa|hea|thpopu|ation'
13)Griteria for transferring to inother "gun"i;i" "u 

tdilo**: determination by the clinical

Administrative Directo, * nirmur ddsignile inat ireatment at AZBHC may not be

effective as elsewhere, further determinit" Uyift" taministrator of his/her designee

that another ptacem"ni "iirt that is in tnl Jieii"to family's best interest' contact

with the referral source, confirmation or 
"uaLr"nirrtv 

at any identified placement site'

agree{nent, if possibr", ,r,tn in* ilient witn inis referral, "o**uni*tion 
of the referral

to the blient along with documentation wheirrer or not tne crieni accepted the referral'



14)Criteria for declining'ru provide services: clients shall be derrted services when they
are judged by the Clinical Administrative Director or his/her designee to be a threat to
themselves or others or documentation exist that the referral source is not a reliable
payer, and that the likelihood exist that treatment will not be paid properly and the
AzBHC organization would to be financially compromised.

15)lnformation regarding minimum requirements for knowledge, skills and training for
AzBHC staff are as follows: Therapist will be licensed or certified by the Arizona
Board of Behavioral Health as a Licensed Independent Substance Abuse Counselor
(LISAC), Certified Professional Counselor (CPC, Licenoed Psychologist, or Certified
Masters SocialWorker, or a high school diploma or GED and have at least four years'
experience in a behavioral health related field in which two of these are in a
substance abuse or mental health related capacity/ Any formal education obtained
from a certified institution is verified by reference check. The ClinicalAdministrative
Director will have a minimum of 5 years' experience in managing a mental health and
or behavioral health treatment programming. AzBHC staff willdemonstrate
competency in the way in which they provide treatment (mental and behavioral health)
services and shall pass a g0-day probationary period in anyposition to which they are
assigned. Demonstrate skills include individual, group, maritallfamily/collaborative,
o6emicaladdiction, case management and proficiency in clihicaldocumentation and
record keePing"

f 6)lt is the poiicy of AzBHC to refund money owed to a client due to pre-payment for
services not yet rendered. Clients not continuing services at AzBHC due to one of the
following factors: client is involuntarily discharged; client is voluntarily discharged or
client is transferred to another program refunds are proce$sed and distributed within
10 days of a request for refund being made. Refunds are issued in the form of a
check and made payable to the client. Any charges incuned by the client will be
clearly delineated on the treatment contract signed by the client on admission to
AZBHC.

I7)A4BHC does not offer services to Spanish speaking clients. AZBHC hopes to, at some
time in the future, secure sufficient funds with which to hire qualified $panish speaking
therapisUcounselor to make this option available-

lg)The AzBHC offices are wheelchair accessible. We are, however, unable now to
provide services for individuals with sensory impairments (i,e., sight or hearing).We
hope to one day have the resources to provide services to this population.

1g)AzBHC does not provide partial care residential care, residential care or inpatient
treatment services.

20)A client or his/her formally designated agenVrepresentative will receive written notice
at least 30 days before AzBHC changes a fee the client is required to pay.

An AzBHC client has the following CLIENT RIGHTS:

1) To be treated with dignity, respect, and consideration
Zi ttot to be discriminated against based on racer national origin, religion, gender, sexual

orientation, age, disability, marital status, diagnosis, or source of payment
3) To receive treatment that a) $upports and respect's the client's individuality, chtlices,

strengths, and abilities; b) Supports the client's personal liberly and only restricts the
clientis personal liberty per court order; or as permitted by A.A.C. Title 9, Chapter 20; c)
ts provided in the least restrictive envinrnment that meets the client's treatment needs.

4) Not be prevented or impeded from exercising the client's civil rights unless the client has
been adjudicated incompetent or a court of competent jurisdiction has found that the
client is unable to exercise a specific right or category of rights.



5) To submit grievances to agency staff members and comptaints to outside entities and
other individuals without constraint or retaliation6) fo have grievances to agency staff members and complaints to outside entities and other
individuals with constraint or retaliation

7) To seek, speak to, and be assisted by legal counsel of the client's choice, at the client's
expense

8) To receive assistance from a family member, designated representative, or other
individual in understanding, protecting, or exercising the client,s rights9) lf enrolled as an individualwho is seriously mentally ill, to receiveissistance from human
rights advocates in understanding, protecting, or eiercising the client's civil rights

10)To have the client's inrformation anci recordsliept confideniial and released oily aspermitted by law
11)To privacy in treatment, including the right not to be fingerprinted, photographed, or

recorded without consent, except: a) For photographinfi for identification and
administrative purpose$, a$ provided for by la*; Uj For a client receiving treatment
according to A.R.S, Title 36, Chapter 37, or c) Forvideo recordings use? for securitypurpose$ that are maintained only on a Temporary basis

12)To revlew, upon written request, ihe client's own rbcords during the agency's hours of
operation or at a time agreed upon by the clinical administrative director, except as
described by law

13)To review the foll-owing at the agency or at the Department of Health $ervices: a) A.A.C.
Title g Chapter 20; b) The report of the most recent inspection of the premises conducted
by the Department; c) A plan of correction in effect as required by the Department; d) The
most t'gcent report of any inspection conducted by any nationallyrecognized
accreditation-agency, e) A plan of correction in effect as requireb ny any nationally

. .. recognized accreditation agency.
14)To be informed of allfees that the client is required to pay and of the agency's refundpolicies and procedures before receiving a behavioral hebfth services, bxcept for abehavioraf health service provided to a ilient experiencing a crisis situation15) To consent to treatment, unless treatment is ordered by i court of competent jurisdiction,

after receiving a verbal explanation of the client's condition and the proposed ireatment,including the intended outcome, the nature of the proposed treatment, any procedures
involved in the proposed treatment, any risks or side effects from the proposed treatment,
xnd any alternatives to the proposed treatment

16)To be offered or referred for trdatment specified in the client treatment plan
17)To receive a refenal to another agency if the agency is unable to provide the

behavioral/mental health services the client request or that is indicated in the client's
treatment plan

18)To refuse treatment or withdraw consent to treatment unless such treatment is ordered
by a court or is nece$sary to save the client's life or physical health

19)To be free from:.a).abuse; b) neglect; c) exploitation; d) coercion; e) manipulation; f)
retaliation for submitttlg a complaint to the bepartment or another entity; g) discharge or
transfer, or threat of discharge or transfer, for ieasons unrelated to gre client's treatment
needs, except as established in a fee agreement signed by the client or the client'sparent, guardian, custodian, or agent; h) Treatmentlhat involves the denial of (l) food, (ll)
the opportunity to-sleep, or (iii) thL opportunity to use the toilet, and l) restraint orseclusion, of any form, used as a means of coercion, discipline, convenience orretaliation



')IJ:,11'l?t* or, if applicable, to have the client's parent, guardian, custodian or agentparticipate in treatment decisions and in the deveropm"ni il;;;iodic review andrevision of the client,s written treatment plan.
21)To controlthe client's own finances except as provided by law22)To participate or refuse to participate in rbtigious activities
23)To refuse to perform fabor for a.1 agency, eicept rornousekeeping activities and activitiesto maintain health and personat hygiene
24lro be compensated according to state and federal law for that primarily benefits theagency and that is not part of the client,s treatment plan
25)To participate or.refuse to participate in research, oi experimentaltreatment
26)To consent in writing, refuse to consent, or withdia* *iitten-."rilent to participate inresearch or treatment that is not a professionally recognized treatment
27)To refuse to acknowledge gratitude to the agenly thrdugh written-statements, or othermedia,orspeakingengagementsatpub|icgatherings
28)To receive behavioral health servicei in a srnoke-frJe facility
29)To reaeive a written notice within 30 days of any change in any,lss the client is requiredto pay.

PROGRAM and FEE AGREEMENT: AZBHC is committed to hetping facititate change inindividual and families so that they can attain and maintain a mentalf/emotionally an'd druo-freelifestyle. Towards this objective, we ask our participants to make a commitm;"ii; tu to"iln"ntprocess by agreeing to the following:

1) Abstain from all drug use, including alcohol, while in the program (except those prescribed
by a physician for mental/physical health reasons).

5)

2l

3)
4)

6)

7',)

8)

Come to all scheduled meetings. One unexcused absence will result in a written warning.Two unexcused absences can resurt in dismissalfrom the program"
"What is heard in group; stays in group." All information discusled in group is confidential.
Urine drug and alcoholtesting is random. AZBHC may ask you to provide a urine r"*ple onsite and it will be sent to Norchem Laboratories, an outside provider service that we have acontract with, for analysis. The fee for this service is $ 25.00 and will be included in your -
monthly billing statement. When called for a sample, you will need to provide 

" samil" thrt
day. Failure to do so is interpreted as a test positive and will be addressed accordinlfy.
You will be assigned to a specific level of care by your therapist. The cost for treatrn'ent will
be determined by the "Billing dept." As a participant of the AzBHC program, you are
responsible to pay for services when they are rendered. You will,start lhe program once you
have signed the "AzBHc Inform consentAgreement" with your therapist.
Your Co-Payment amount for your "aftercare" $essions will be $25.00 per visit. lnsurance
does not pay for "aftercare".
Your program will consist of a combination of individual and group seesions specific to your
level of care, fam ily/couples/collaborative session$, and aftercare.
Your therapist will make referral recommendations to $elf Help groups (eg: AA, NA, CA,
CODA' Alanon & SA) and or any community organized workshop and activities that will bebeneficial in your treatment.
There is a "no-show" fee of $ 80.00 for a client that does not appear for a scheduled
individual session or who does not cancel at least 24 hours in advance of the scheduledappointment. There is no fee for missed group sessions.

e)



.LTENT REF'ND$ poLrcy AND pRocEDuRE: rt is the poricy of AzBHC to refund money

owedtoac|ientduetopre-paymentforservicesnotyetrendered.

1) Any charges incurred by the client will be clearly delineated on the treatment contract

signed bY the client'
2) The client can request a $ummary of charges statement from the office/business

manager and receive this staiement in the office in one business day or via US Postal

Service within 10 business daYs'
3) Any discrepancy on a Client Statemenfl$ummary of Charges.can be disputed by the

client and/or his agent o,. ,"piu*untaiive and a r&uest *iO9 in writing for a clinical and

administrative review ano given io un AzBHc counseror or the office/business manager

or the clinical administrative director'
4) The clinical administrative director has the responsibility to conduct and complete a

clinical and administrative review to determi"" ;;;fr;; to ue refunded a client within 10

business orv* or the date of receipt of a client's written request'
5) Any fees due the client will be-issued by check within 30 days from the date of outcome
' 

of the clinical and administrative review'
6) A client or his/her formally o*rigded agent/representative will receive written notice at

least 30 OaVs netore nzeHC 6fingeu alee the client is required to pay'

GRIEVANCE poLlcy AND PROCEDURE: A grievance may be.submitted by a client and/or

his/her agenurepresentative orally or in writingio the Arizoni Behaviorat Heaitr center' AZBHC

Administration will review the grievance within two business days of receipt and arrange a

meeting with the client to review and respond to g,:.gti*qnqe: AcglJrate documentation of the

grievance pro"u"oing will be maintained by the AzBHC administration'

AND'OR

A grievance may be submitted by a client and/or representative orally or in writing to the

Department of ilealth Services. if,e client is under no obligation to inform the Arizona

Behavioral Health Center of his/her intentions to file a coniplaint' The grievance may be

submitted directlY to:

1. Arizona state Hearth Department, 150 N. lgrh Avenue, 4s Froor, phoenix, Arizona 85007, 602-542-

1025
2. Arizona Dept. of child safety, PO Box 6030, s/c cH010-23A' Phoenix' Arizona 85005€030 1'602-

2ss-2g00 or 1-888-767-2445secondary Phone: (r-aig-sos-cHtm) TDD 1-800-530-1831'

3. Division of Behaviorar Hearth $ervices, iso tt. r$n nvenue, 2ni Frooi, phoenix, AZ 85007, (602) 364-

4558,
(602) 3644570 Fax Toll-Free: 1-800-867-5808

4. DES Adult Protective services, 4520 N. central, suite 410, Phoenix, Arizona 85012' 877-767'2385

or
5. Office of Human Rights Advocates, 150 N. 18th Avenue, #210, Phoenix' Arizona 85007' 602-364-

4585.

AZBHC is prohibited from discharging or discriminating in any-way against any client by whom'

or on whose behalf, a complaint nlsieen submitteJ ti tne Offce'otbehavioral Health

Licensure Department (OBHL), ol. tho has participated in a complaint investigation process'


