BEHAVIORAL HEALTH AND
RECOVERY SERVICES

A Mental Health and Substance Use
Disorder Services Organization

Tony Vartan, MSW, LCSW
Director

800 Scenic Drive, Modesto, CA 95350
Phone: 209-525-6225 Fax: 209-558-4326

Re: AB1299 Presumptive Transfer to Stanislaus County
Hello Placing Agency Representative,
My name is Norma Ramirez and I am the Presumptive Transfer Single Point of Contact (SPOC) for Behavioral
Health and Recovery Services (BHRS) in Stanislaus County.
Per ACL 17-77, in addition to your placing agency’s Presumptive Transfer Notification, the forms listed below
are vital to ensure timely access to Specialty Mental Health Services. Please note, a separate Release of
Information is required for each applicable agency and or caregivers. Please send, or arrange to have sent the
following:
•
•
•
•
•

Stanislaus County Release of Information (Attached)
Stanislaus County Consent for Services (Attached)
Most recent mental health records; CANS, mental health assessment, and or treatment plan
Most recent consent for medication, including the JV-220 a or b and signed JV - 223
Evidence of STRTP Placement Criteria i.e., Interagency Placement Committee Letter (STRTP only)

Given the nature of out-of-home placements and the intensive needs of these youth; we are seeking to be
prompt in our provision of services and are requesting an expedited return of all forms and applicable
documents. Please return all documents via the Stanislaus County BHRS AB1299 confidential fax line at 209558-4245 or encrypted email to presumptivetransfers.stanbhrs.org. Should you have any questions about our
process’s please don’t hesitate to contact me directly.
Regards,

Norma Ramirez, BHS

AB1299 Presumptive Transfer │ Single Point of Contact
email: nramirez@stanbhrs.org │ email: presumptivetransfers@stanbhrs.org
phone: 209-247-8173 │ confidential fax: 209-558-4245

Revised 11/22/2022

RETURN Fax Cover Sheet
Presumptive Transfer Notification
To: Norma Ramirez, Stanislaus Co. AB1299/

From:

SPOC Phone Number: 209-247-8173

Phone Number:

Fax Number: 209-558-4245

Fax Number:

Youth’s Full Name:
Youth’s Place of Birth:

Katie A Subclass Eligible

☐ Yes-Attach Documentation
☐ No

Youth’s Moms First Name:

Child and Family Team Meeting
Next Schedule Meeting Date:
Provider Contact Information:

Is the youth currently receiving Specialty Mental Health Services?
☐ Yes-Please provide CAN’s, mental health assessment, and treatment plan
☐ No
STRTP Placement
☐ Yes-Please attach evidence of youth meeting STRTP Placement Criteria i.e., Interagency Placement Committee X xx
……Certification (WIC 11462.01)
☐ No
Attachments:
Placing Agency AB1299/Presumptive Transfer Notification
• Stanislaus County Consent for Services
• Stanislaus County Release of Information
o PCP
o School
o Caregiver
o FFA (if applicable)
o Other relevant agencies
o Emergency Contact
• Most recent mental health records: CANS, mental health assessment, and treatment plan
• JV-220, JV-220 a or b, and signed JV-223
• Evidence of STRTP Placement Criteria i.e., Interagency Placement Committee Letter (STRTP only)
• Acknowledgment of Notice of Privacy Practices
• Fee Letter
• Medicare and Insurance Authorization
Revised 11/22/2022

Name:
Type:

Consent for Services

Case#:
File in chart: CONSENT
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Stanislaus County, Behavioral Health & Recovery Services
CONSENT FOR SERVICES
I authorize and consent for Stanislaus County Behavioral Health and Recovery Services and its contracted
service providers (henceforth BHRS) to provide integrated behavioral health services, which may include
mental health services and/or alcohol and drug services. All mental health and alcohol and drug records are
housed in the same medical record. Information is only to be released in accordance with applicable federal
(42 CFR Part 2) and state (W&I code, sect. 5328; Civil code 56.10 seq.) regulations.
I consent to participate in the assessment of my need for specific treatment services.
I agree to involvement in the development of my treatment plan and to discuss treatment options and
to participate in specific treatment services and activities as arranged in that plan. I have the right to
know of any third party payer requirements, restrictions, or covenants that could interfere with or influence
service recommendations. I understand that I can receive a copy of my treatment plan if I wish.
I understand that I have the right to be informed about specific services and procedures, including
information about risks, benefits, and alternatives to each service proposed for my treatment. My initial
treatment plan and/or services have been explained to me by ____________________________________________________________
on: ______________________ I understand that there is an expectation that I will benefit from these services but that
there is no guarantee that this will occur. I will periodically discuss my progress with treatment providers.
I understand that I have the right to refuse or discontinue any service or procedure. In cases where
treatment has been ordered by a court I may still refuse to participate in recommended treatment however
there may be legal consequences from failure to follow the court ordered treatment. In the case of a minor or
when incompetence exists, the legal guardian has the right of refusal. It is best if my legal guardian or I
discuss my treatment with treatment providers if the issue of refusal should arise.
I understand that my participation includes appointments with behavioral health professionals and that maximum
benefit can only occur with consistent attendance and my active involvement in the treatment process.
I understand that as the need arises, Tele psychiatry services may be provided to ensure timely access to
psychiatric care. Tele psychiatry is the use of two-way real time-interactive audio and video between a
psychiatrist and a client in order to provide psychiatric care when the participants are in different
geographical locations.
As an important part of my treatment, I understand that I may be asked to voluntarily have my urine tested
from time to time. The purpose of such a test would be to help my care providers assure that I am in
compliance with my part of the treatment plan and to ensure that the treatment plan is appropriate and safe
for me.
I understand that in the event that I fail to keep appointments and remain out of contact, services may be
discontinued or interrupted.
I understand that there will be charges for services that I receive. I agree to work with the BHRS financial
office to ensure appropriate billing. If I am to pay all or a portion of the fees, I understand that payment
is expected at the time of service.
I understand that I have the right to confidentiality, which means that whatever I tell treatment providers
will not be repeated by the provider to anyone else without my expressed permission (i.e. by written release).

Name:
Type: Consent for Services

Case#:
File in chart: CONSENT
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I understand that there are some exceptions to complete confidentiality. The most common ones are:
a. Providers are required by law to report any known or suspected cases of child, elder,
dependant adult or disabled person abuse to the appropriate state agency.
b. If a provider learns that someone is about to do harm to someone else, the provider will
be obligated to protect the intended victim either by warning the victim and/or possibly by
notifying the appropriate law enforcement authorities, based on current state laws.
c. If a provider learns that you intend to harm yourself, the provider may release information
to the extent necessary for your protection.
d. In the case of a medical emergency (i.e., a heart attack), the provider will release
any medical information necessary for proper treatment.
e. You will be considered a client of BHRS.
We provide services by way of a team approach.
To facilitate coordination of care, diagnosis, treatment, and referral, your care providers may
communicate with other care providers within the BHRS as well as with your treating physician.
Ordinarily services will be provided by a small number of individuals who are interdependent
on other staff members. Others may be involved in roles such as providing services review,
quality assurance, specialty/expert opinion, emergency coverage, vacation coverage, and
billing. If there is some special circumstance in which you have a prior relationship with
any staff member of this agency, please inform your provider so that we can protect
that relationship and your privacy to the extent possible.
f. If you are not seeing a licensed or certified provider then it is expected that they will periodically
discuss your services with their clinical supervisor. Occasionally, it is in your best interest
for your licensed provider to consult with other providers regarding services provided.
In cases where consultation with, or referral to, another provider outside BHRS is required,
then your written consent will be obtained.
g. Insurance companies and other third party payers require information from your medical
record (often including your diagnosis and services provided) in order to process claims.
This is understood to include Medical Record audits by your insurance company(ies), third
party payer(s), and, if they find reason to question services performed, a comprehensive
medical record review.
h. When a court orders production of records or disclosure of privileged communication, copies
of relevant information may be provided.
i. A report will be made to the health department when it is suspected that you have a
communicable disease that requires reporting to the health department by state law.
j. When you use your mental health condition as part of a legal claim or defense, information
may be released to a court of law or judge.
k. When hospitalization for mental illness is necessary, relevant information may be provided for
continuity of care, as it is in your best interest.
l. When you are seen for a court-ordered evaluation, results will be released.
m. Information from your record may be used in a confidential manner for research
and/or program evaluation.
I understand that all the individuals participating in treatment are expected to conduct themselves in
an appropriate and respectful manner, and to protect the confidentiality of fellow clients. I understand that
any aggressive, violent, or threatening behavior or violation of confidentiality may be the basis for
exclusion from all or some services.
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I understand that this consent for services is effective for the duration of my treatment at BHRS unless
expressly revoked.
I have read and understand the above and request and authorize BHRS to evaluate and/or
treat

Form CFSSTS; Revised 11/4/16, SAS
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Signatures
(Text Printing Suppressed)
Signature

OBC E Signature Line Heading

Pending

C Client

Pending

O Parent/Legal Guardian

Pending

S Staff

Pending

S Physician

Name

Date

Time

AUTHORIZATION FOR RELEASE OF INFORMATION
Completion of this document and acknowledgement of the information contained in this form authorizes
disclosure and/or use of your health information
I, ______________________________________(or legal representative) hereby authorize Stanislaus
Behavioral Health and Recovery Services, and its Contract providers (herein after referred to as
“BHRS”) to release / exchange / share / receive information with/ to / from
Persons/Organizations authorized to receive/release information from/to BHRS
Name:____________________________________Phone________________________________
Address:______________________________ City/State/Zip______________________________
I specifically authorize release of the following information (check all that applies):
□
□
□
□

Mental Health treatment information
Alcohol/Drug treatment information
HIV test results
Medical Health information

Purpose of requested use or disclosure:

□ Client (or legal representative)

□ Other

___________________________________________________________________________________
Is this limited to a single disclosure:

□Yes

□No

If yes explain _________________________________________________________________________
If no, expires: _________________________________________________________________________
(up to 12 months from signature date)
I understand that any disclosure of information carries with it the potential for unauthorized re-disclosure
and the information may not be protected by federal confidentiality rules.
I understand that my mental health and alcohol and drug treatment records are protected under the
Federal Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. 164, 508, as well
as California Welfare and Institutions (W&I) Code 5328, and that the alcohol and drug treatment portion of
my record are further protected under federal regulations governing the Confidentiality of Alcohol and
Drug Abuse Patient records, 42, C.F.R. Part 2, and that my records cannot be disclosed without my
written authorization unless otherwise required or permitted by law.
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MY RIGHTS
* I may refuse to sign this Authorization. My refusal will generally not affect my ability to obtain treatment
or payment or eligibility for benefits.
* I may inspect or obtain a copy of the health information that I am being asked to allow the use or
disclosure of.
* I may revoke this authorization at any time with my service provider(s). I may also submit the request
to the following address: Behavioral Health & Recovery Services, Medical Records, 800 Scenic Dr.
Modesto, CA 95350
* My revocation will take effect upon receipt, except to the extent that others have acted in reliance upon
this Authorization
* I have a right to receive a copy of this Authorization.
* Information disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient if
allowed or required by law
* A copy of this signed Authorization will be considered as valid as the original
Signatures
Signature

Name

Date

_________________________Client

_________________________ _____________

_________________________Parent/Legal Guardian _________________________ _____________
_________________________Staff

_________________________ _____________

Stanislaus County
Behavioral Health and Recovery
Services

NAME: _____________________________

ALL
SYSTEMS OF DATE OF BIRTH: _____________________
CARE
Authorization to Release Information
MR#:________________________________
(FILE IN LEGAL SECTION)

4026-0061 Rev 12/21
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MEDICARE AND INSURANCE AUTHORIZATION

Client Name:__________________________________________________
Please ask clients with MEDICARE to read this release and sign below:
I request that payment of authorized Medicare benefits be made either to me or on my behalf to
Stanislaus County Behavioral Health and Recovery Services for any services they furnish me. I
authorize any holder of medical information about me to release to the Health Care Financing
Administration and its agents any information needed to determine these benefits or the benefits
payable to related services.
I understand my signature requests that payment be made and authorizes release of medical
information necessary to pay the claim. In Medicare assigned cases, the physician or supplier
agrees to accept the charge determination of the Medicare carrier as the full charge and the
patient is responsible only for the deductible, coinsurance, and non-covered services.
Coinsurance and the deductible are based upon the charge determination of the Medicare
carrier.
Client Signature

Date __________________________

Please ask clients with INSURANCE to read this release and sign both spaces indicated below:
ASSIGNMENT OF BENEFITS: I authorize payment of medical benefits, otherwise payable to
me, to Stanislaus County Behavioral Health and Recovery Services for all services they
provided. I understand that I am financially responsible to the Stanislaus County Behavioral
Health and Recovery Services for charges not covered by this assignment.
Date____________________

Signature of Insured

AUTHORIZATION TO RELEASE INFORMATION: I authorize Stanislaus County Behavioral
Health and Recovery Services to release to my insurance company any medical information
necessary for the processing of a claim. I permit a copy of this authorization to be used in place
of the original.
Date

Signature of Insured:

_

(Client or Parent of Minor)
Distribution: Original to Medical Records

STANISLAUS COUNTY
BEHAVIORAL HEALTH AND RECOVERY
SERVICES
MEDICARE AND INSURANCE
AUTHORIZATION
(FILE IN FINANCIAL SECTION)
4026-0056 Revised 4/03

Copy to Client

NAME: ________________________________
ALL
SOC’S

PROGRAM: _____________________________
MR #: __________________________________

INSURANCE COVERAGE INFORMATION
FULL COST MENTAL HEALTH SERVICES
24-HOUR SERVICE
One Day Room & Board $1,287.50
Ancillary Services Varies
Professional Fees –
Varies
OUTPATIENT SERVICES
Crisis Intervention
Medication Support
Case Management/Brokerage
Mental Health Services

$473.55 per hour
$703.82 per hour
$285.35 per hour
$379.45 per hour

DAY SERVICES
Day Treatment Intensive
Day Treatment Intensive
Day Rehabilitation

$202.43 Full Day
$144.13 Half Day
$131.24 Full Day

Outpatient Services

Your insurance company has quoted your coverage as__________% up to a
maximum of $__________ annual/lifetime after you have paid your deductible
of $__________. Your co-payment per day is __________.

Your insurance company has quoted your coverage as _______% up to a
maximum of _________________annual/lifetime after you have paid your
deductible of $__________. Your co-payment per visit is __________.

MAXIMUM FEE INFORMATION
To be considered for a sliding scale adjustment, proof of income, or other financial data is required prior to admission. If the requested
information is not supplied, you will not be eligible for this adjustment and you will be billed at full fee.
Mental Health Service: The total cost to you, no matter how many (check one) ___inpatient or ___outpatient services you receive, will not exceed

FULL COST SUBSTANCE USE DISORDER SERVICES
OPIOID TREATMENT PROGRAM 21-DAY DETOX
Methadone
$1000
Buprenorphine
$1400
Buprenorphine-Naloxone
$1600
OPIOID TREATMENT PROGRAM MAINTENANCE
Methadone
$600 per month
Buprenorphine
$800 per month
Buprenorphine-Naloxone
$950 per month
Disulfiram
$250 per month
Naloxone 2pk
$175 each
RESIDENTIAL SERVICES
Room and Board
Withdrawal Management
Residential

$60 per day
$250 per day
$150 per day

OUTPATIENT SERVICES
Assessment
Outpatient/IOP
Recovery Services
Case Management
Physician Consultation

$150 per hour
$150 per hour
$150 per hour
$150 per hour
$236 per hour

You will be charged for each service you receive, in
accordance to the above amounts, or in accordance to
the agreement with your insurance carrier, until you
have reached your maximum fee (if applicable). If you
have insurance, we will bill them for the total amount of
all your services, regardless of the maximum fee (if
applicable). You will be responsible for all charges not
paid by your insurance company, up to the maximum
fee (if applicable).
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24-Hour Service/Day/Residential Services

your maximum fee of $__________________for the time period____________ to ____________.*
Substance Use Disorder Services: Your Medi-Cal share of cost is __________________.
Your share of cost based on the sliding scale is: _____________% of the total cost of services provided.

MEDI-CAL IS CONSIDERED PAYMENT IN FULL FOR SUBSTANCE USE DISORDER TREATMENT SERVICES, EXCEPT IF
THERE IS A “SHARE OF COST”
_____ I agree to pay the charges for services I receive, up to my maximum fee (if applicable); in full at the time the services are rendered.
_____I agree to pay for the charges for service I receive, up to my maximum fee (if applicable), in full within 30 days.
_____I agree to pay $_______ each month until paid in full beginning ___________. (We kindly request all balances be paid in full within 6
months from the date of service.)
_____If my service is covered by Medi-Cal, Medicare or insurance, I agree to supply any Medi-Cal, Medicare, Insurance cards or information
required to bill my insurance. I understand I am responsible for all charges if I do not comply.
_____A contracted amount of $__________ to be paid by _______________ to cover the cost of my services. If _______________ does not
pay all or part of the contracted fee, I will be responsible for any fee remaining.
PAYMENTS ARE DUE AS AGREED. PLEASE DO NOT WAIT UNTIL YOU RECEIVE A STATEMENT OF YOUR ACCOUNT.
Please note - Accounts over 90 days delinquent may be transferred to a collection agency. If you have questions about your bill, please call
the Business Office at (209) 525-5377. Payments can be mailed to: BHRS Business Office, 800 Scenic Dr. Bldg. 4, Modesto, CA 95350
*If your financial situation changes, your maximum fee will be adjusted accordingly, it is your responsibility to notify the clerical staff where
you receive services.
NOTE: Fees collected for services received are non-refundable.
_______________________________________________
Client/Guardian Signature
Date
STANISLAUS COUNTY
BEHAVIORAL HEALTH AND RECOVERY SERVICES
FEE LETTER

(FILE IN FINANCIAL SECTION)

___________________________________________________
Staff Witness
Date

ALL
SOC’S

NAME: _______________________________________
PROGRAM: ___________________________________
MR#: ________________________________________
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ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES
I acknowledge receipt of Notice of Privacy Practices:

Name:

Date:

Is this an Emergency Treatment Situation?

Yes

Time:
No

HOW NOTICE WAS PROVIDED
Was written Notice of Privacy Practices provided?

Yes

No

Was Notice given in another way?

Yes

No

If written Notice was not provided, method of Notice:

Verbal

Fax

E-mail

Website

ACKNOWLEDGEMENT OF RECEIPT
Has client or legal representative signed Notice of Receipt or
Privacy Practices?

Yes

No

If no, did client otherwise acknowledge Notice of Privacy Practices?

Yes

No

If Notice was acknowledged in another way, method of acknowledgement:
Verbal
Fax
E-mail
Website
If no acknowledgement was received, document why you were unable to get an acknowledgement
from the client or legal representative and the efforts you made to get the acknowledgement:

Form HIPACKNOTICE

Name:
Type: Privacy Acknowledgement Notice
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File in chart: CONSENT
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OBC E Signature Line Heading
C Client
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S Staff
S Physician

Signature

Date

Time

STANISLAUS COUNTY BEHAVIORAL HEALTH & RECOVERY SERVICES
NOTICE OF PRIVACY PRACTICES
Effective Date: October 1, 2010
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.
This notice describes our organization’s practices and that of:
 All health care staff authorized to enter information into your health record
 All departments and units of the organization
 All employees, staff, volunteers and other affiliated organizations
OUR PLEDGE REGARDING HEALTH INFORMATION
We understand your health information is personal and we are committed to protecting it. We
create and maintain a record of care and services you receive. We need this record to provide
you with quality care and to comply with certain legal requirements. This notice applies to all
records of your care generated by our organization, whether made by our staff or other health
care providers. Other providers may have different policies or notices regarding use and
disclosure of your health information created in their offices.
This notice explains how we may use and disclose your health information. We also describe
your rights and our obligations for using and disclosing health information.
We are required by law to:
Make sure health information that identifies you is kept private, with certain exceptions:
 If we believe you are in danger of harming yourself or another person
 If we know or suspect child abuse, elder abuse or dependent adult abuse
 If your record is subpoenaed by a court of law
 Give you this notice of our legal duties and privacy practices with respect to your health
information
 Follow the terms of the notice currently in effect.
CHANGES TO THIS NOTICE
We reserve the right to change this notice. We reserve the right to make the revised or
changed notice effective for health information we already have about you as well as any
information we receive in the future. We will post a copy of the current notice at all sites.
The notice will show the effective date on the first page, in the top right-hand corner of
the page. In addition, each time you are admitted for treatment or services as an inpatient
or outpatient, we will offer you a copy of the current notice in effect.
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HOW WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION
The following categories describe different ways we use and disclose health information about
you. For each category we will explain what we mean. Not every use of disclosure in a category
will be listed; however, all the ways we are permitted to use and disclose information fall within
one of these categories.
For Treatment
We may use your health information to provide you with medical treatment or services. We may
disclose your health information to doctors, nurses, technicians, or other staff to ensure that they
have necessary information to diagnose or treat you. Different departments of the organization
may also share your health information to coordinate things you need such as prescriptions or
tests. We may also disclose your health information to people outside the organization who may
be involved in your care, such as your primary care physician.
For Payment
We may use and disclose your health information so treatment and services you receive may be
billed to and collected from you, an insurance company or a third party. For example, we may
need to give your health plan information about services that you received so your health plan
will pay us or reimburse you. We may also tell your health plan about a treatment you are going
to receive to obtain prior approval or to determine whether your plan will cover the treatment.
For Health Care Operations
We may use and disclose your health information for health care operations. These uses and
disclosures are necessary to run the organization and make sure all of our patients receive
quality care. For example, we may use health information to review our treatment and services
and to evaluate our staff’s performance in caring for you. We may also combine health
information about many clients to decide what additional services that we should offer, and
whether new treatments are effective.
Appointment Reminders
We may use and disclose health information to remind you that you have an appointment for
treatment.
Treatment Alternatives
We may use and disclose health information to tell you about or recommend possible treatment
options or alternatives that may be helpful to you.
Fundraising Activities
We will not use your health information to raise money for the organization or affiliated
organizations.
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Individuals Involved in Your Care or Payment for Your Care
We may release health information to friends or family members who are directly involved in
your care. We may also release information to someone who helps pay for your care. These
disclosures will be made only with your written permission.
Legal / Personal Representative
A personal representative must be treated as the client, with respect to PHI relevant to such
personal representation. A personal representative may include:





The guardian or conservator of an adult client
The beneficiary or personal representative of deceased client
A person authorized to make health care decisions under a client’s advance health care
directive.
In most situations, parents, guardians, and/or others with legal responsibilities for minors
(children under 18 years of age) may exercise the rights described in this Notice on
behalf of the minor. However, there are situations in which minors independently may
exercise the rights described in this Notice. Upon request, we will provide you with
additional information on the minor’s rights under state law.

Research
We may disclose your protected health information to researchers when their research has been
approved by a research committee (institutional review board) that has reviewed the research
proposal and established protocols to ensure the privacy of your protected health information.
As Required by Law
We will disclose your health information when required to do so by federal, state or local law, for
example:
 If we believe you are in danger of harming yourself or another person
 If we know or suspect child abuse, elder abuse, dependent adult abuse, or domestic
violence
 If your record is subpoenaed by a court of law
 If you experience lapses of consciousness
To Avert Serious Threat to Health or Safety
We may use and disclose information about you when necessary to prevent a serious threat to
your health and safety or the health and safety of the public or another person. Any disclosure
however, would only be to someone able to help prevent the threat.
Military and Veterans
If you are a member of the armed forces, we may release your health information as required by
military command authorities. We may also release health information about foreign military
personnel to the appropriate foreign military authority.
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Workers’ Compensation
We may release your health information for workers’ compensation or similar programs. These
programs provide benefits for work-related injuries or illness.
Public Health Risks
We may disclose your health information for public health activities. These activities generally
include:
 To prevent or control disease, injury or disability;
 To report births and deaths;
 To report the abuse or neglect of children, elders and dependent adults;
 To notify you that you may have been exposed to a disease or may be at risk for contracting
or spreading a disease or condition;
 To report lapses of consciousness
 To notify the appropriate government authority if we believe you have been the victim of
abuse, neglect or domestic violence.
 To report reactions to medication or problems with products;
 To notify people of recalls of products they may be using
Health Oversight Activities
We may disclose health information to a health oversight agency for activities authorized by law.
These oversight activities include, for example, audits, investigations, inspections, and
licensure. These activities are necessary for the government to monitor the health care system,
government programs, and compliance with civil rights laws.
Lawsuits and Disputes
If you are involved in a lawsuit or a dispute, we may disclose your health information in
response to a court or administrative order. We may also disclose your health information in
response to a subpoena, discovery request, or other lawful process by someone else involved in
the dispute, but only if we tried to tell you about the request (which may include written notice) or
to obtain an order protecting the information requested.
Law Enforcement
We may release information if asked to do so by a law enforcement official:




In response to a court order, subpoena, warrant, summons or other legal requirement
About the victim of a crime if, under certain limited circumstances, we are unable to obtain
the victim’s agreement;
About criminal conduct on our organization’s premises

Coroner
We may release health information to a coroner in response to a subpoena. This may be
necessary, for example, to identify a deceased person or determine the cause of death.
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Protective Services for the President and Others
We may disclose your health information to authorized federal officials so they may provide
protection to the President, other authorized persons or foreign heads of state if you make
credible threats of harm against them.
Inmates
If you are an inmate of a correctional institution or under the custody of a law enforcement
official, we may release your health information to the correctional institution or law enforcement
official. This release would be necessary (1) for the institution to provide you with health care;
(2) to protect your health and safety or the health and safety of others; or (3) for the safety and
security of the correctional institution.
OTHER USES OF HEALTH INFORMATION
Other uses and disclosures of health information not covered by this notice or the laws that
apply to us will be made only with your written permission. If you give us permission to use or
disclose your health information, you may revoke that permission in writing, at any time. If you
revoke your permission, this will stop any further use or disclosure of your health information for
the purposes covered by your written authorization, except if we have already disclosed the
information with your permission. We are unable to take back any disclosure we have already
made with your permission, and we are required to retain our records of the care that we
provided to you.
YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU
You have the following rights regarding health information we maintain about you.
Right to Inspect and Copy
You have the right to inspect and copy health information used to make decisions about your
care. Usually, this includes health and billing records, but may not include some mental health
information.
To inspect and copy your health information, you must submit your request in writing to
Stanislaus County Behavioral Health and Recovery Services, Medical Records Department, 800
Scenic Dr., Modesto, CA 95350. If you request a copy of the information, we will charge a fee
for copying, mailing and other resources associated with your request, including staff time.
We may deny your request to inspect and copy in certain very limited circumstances. If you are
denied access to health information, you may request that the denial be reviewed. Another
licensed health care professional chosen by you will review your request and the denial. The
person conducting the review will not be the person who denied your request.
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Right to Amend
If you think health information we have about you is incorrect or incomplete, you may ask us to
amend the information. You have the right to request an amendment for as long as the
information is kept by or for our organization. To request an amendment, you must submit a
written request to the Medical Records Department that includes a reason that supports your
request.
We may deny your request for an amendment if it is not in writing or does not include a reason
to support the request. In addition, we may deny your request if you ask us to amend
information that:





Was not created by us
Is not part of the health information kept by or for our organization
Is not part of the information that you would be permitted to inspect and copy
Is accurate and complete

Even if we deny your request for amendment, you have the right to submit a written addendum,
not to exceed 250 words, with respect to any item or statement in your record you believe is
incomplete or incorrect. If you clearly indicate in writing that you want the addendum to be made
part of your health record we will attach it to your records and include it whenever we make a
disclosure of the item or statement you believe to be incomplete or incorrect.
Right to an Accounting of Disclosures
You have the right to request an accounting of disclosures. This is a list of the disclosures we
made of your health information other than our own uses for treatment, payment and health care
operation, (as those functions are described above) and with other exceptions required by law.
To request the accounting of disclosures, you must submit your request in writing to the Medical
Records Department. Your request must state a time period no longer than six years that does
not include dates before April 14, 2003. Your request should indicate in what form you want the
list (for example, on paper, electronically). The first list you request within a 12-month period will
be free. For additional lists, we may charge you for the costs of providing the list. We will notify
you of the cost involved and you may choose to withdraw or modify your request at that time
before any costs are incurred.
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Right to Request Restrictions
You have the right to request a restriction or limitation on the health information we use or
disclose about you for treatment, payment or health care operations. You also have the right to
request a limit on the health information we disclose about you to someone who is involved in
your care or the payment for your care, like a family member or friend. Requests for restrictions
on disclosure for payment or health care operations will be complied with as long as the health
care service has been paid by you out-of-pocket in full.
We are not required to agree to your request. If we do agree, we will comply with your
request unless the information is needed to provide you emergency treatment. To request
restrictions, you must make your request in writing to the Medical Records Department. In your
request, you must tell us (1) what information you want to limit; (2) whether you want to limit our
use, disclosure or both; and (3) to whom you want the limits to apply, for example, disclosure to
your insurance company.
Right to Request Confidential Contact
You have the right to request that we contact you in a certain way or at a certain location. For
example, you can ask that we only contact you at work or by mail.
To request confidential contact, you must make a written request to your care provider. We will
not ask you the reason for your request. We will accommodate all reasonable requests. Your
request must specify how or where you wish to be contacted.
Right to a Paper Copy of this Notice
You have the right to a paper copy of this notice. You may ask us for a copy of this notice at any
time. Even if you agreed to receive this notice electronically, you are still entitled to a paper copy
of this notice.
To obtain a paper copy of this notice: BHRS Privacy Officer at 209-525-6225
You may obtain a copy of this notice at our website: www.stancounty.com/bhrs
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COMPLAINTS
If you believe your privacy rights have been violated, you may file a written complaint with BHRS
at:
Privacy Officer
Stanislaus County
Behavioral Health and Recovery Services
800 Scenic Dr
Modesto, CA 95350
Alternatively, you may file a complaint with the Stanislaus County HIPAA Privacy Officer at:
Stanislaus County Privacy Officer
1010 Tenth Street, Suite 6800
Modesto, CA 95353
209-525-6532
(FAX) 209-525-4056
OR
Office of Civil Rights
U.S. Department of Health and Human Services
50 United Nations Plaza Room 322
San Francisco, CA. 94102
Voice Phone (415) 437-8310
Fax (415) 437-8329
TDD (415) 437-8311
You will not be retaliated against for filing a complaint.
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