i GatewayRehab

Addiction Recovery & Self Renewal

Welcome,

Gateway Rehabilitation Center has partnered with Pinnacle Treatment Centers of Aliquippa to
assist with medication needs while attending inpatient treatment services. Prior to admission,
Pinnacle will need the following information (please use attached forms):

- Release of information (2 way) from the home clinic to Pinnacle.

- Release of information (2 way) from the home clinic to Gateway.

- Release of information (2 way) for Pinnacle and Gateway.

- Letter guaranteeing return, once discharged from Gateway.

- Scanned copy of valid photo ID (must have this present for dosing).

- Copy of all insurance cards (front and back).

Once all forms, ID, and insurance card(s) are collected, please fax to Pinnacle Treatment
Services directly at 724-857-9653 or securely send via email to
PTSAguestdosing@pinnacletreatment.com. Please also send the entire Welcome Packet to
Gateway Rehab Center, by either fax at 724-375-3878 or securely send via email to
gatewaycas(@gatewayrehab.org.

For any further inquiries, please contact us at:

Gateway Rehabilitation Center
100 Moffett Run Road
Aliquippa PA 15001
724-378-4461 x2444

Pinnacle Treatment Services of Aliquippa
400 Woodlawn Road

Aliquippa PA 15001

724-857-9640

Thank you.

Gateway Rehab » Corporate Headquarters « 311 Rouser Rd - Mcon Township, PA 15108
Phone 412-604-8300 - www.gatewayrehab.org



Home ¢linic name:
Address;

Phone Number:
Fax Number:

Date:

Client Full Name:
Date of Birth:

To Pinnacle Treatment Services:

This lettar is to verify that the ahove referenced individual has been a client under our maintenance program
since their admission date on - Itis our understanding thatthis Individualds-being i
referred to Gateway Rehabilitation Canter Maln Campus for inpatient treatment,

The above-named client is eligible to return to our program upon discharge from Gateway and will nof be
discharged while inpatient.

The above hamed client is currently prescribed Methadone Medication with a daily dose of

Please contact us if you need any further informatian.

Sincerely,

Home Clinic Physician/Supervisor Name:,
Home clinic Physician/Supervisor Title:
vome clinic physician/Supervisar Signature:




Home Clinic Name:

Hoine clinic Address:
Home Clinic Phone/Fax:
Guest Medication
Form Prepared By: Date Prepared:
Patient Name:
Birth Date: Social Security #; Ethnicity:
Height: Weight: Hair: Eyes:

Visible Distinguishing Characteristics such as tattoos, etc.:

Photo ID attached Yes/No (Patlent will NOT be doscd thhout Valld photo ID)

Sending Clinic Twatmenﬂnformanén, ' -

Home Clinic:

Address: ‘

Telephone: ) Facsimile Number: { )

Contaci Staff Person(s): (for dose verification)
Dose: mgs.
Last Day in Home Clinic:

First Day in Temp Clinic: Last Day in Termp Clinic:
Travel Dose Required: mgs. Date Back in Home Clinic:
Other Information:

Travel Data; Guest dose while inpatient rehab:
Temporary Phone Number; Gateway Rchab Main Campus

Temporary Residence: 100 Moffet Run Road Aliquippa PA, 15001
Reason for Travel: Inpatient Rehabilitation

Temporary Clinic Name: Pinnacle Treatment Services of Aliquippa

Temporary Clinic Address: 400 Woodlawn Road Aliguippa PA

Temporary Clinfe Telephone: ¢ 724-857-9640" Temporary Clinic Facsimile #: ( 724-857-9653)
Contact Staff Person(s): (Nursing depariment)
emperary Clinic Hours:M-F 5-11am Sat 6-9a_Temporary Clinic Med Hours: M-F 5-11am

atg:Ya
Cost: Please have your insuraice card present ai (e (e ol guest dose
Mcdical Physician's Signature: Date Signed:

7105




Patient Name ’ Daic of Birth Soeial Security Number

Address

‘The above named individuzt (or hisfer fepilly anthorized representative-nnmed below) authorizes and requests:
"Nune of Pinracic Provider Botity:

PTSA
Address of Pisnacle Provider Entity: ]
400 Woodlawn Road Aliquippa PA 15001 P: 724-857-9640 Fax: 724 857-9653

tho nbove-named provider (o diselose and firnish (he information requested below to.the following pesson or oigauization:

Name of Porson or Orgenizalion Information j3 to be sent 102

Gutcway Rehabilitation Center - Main Campus
Address:

100 Moffett Run Road Alieniipps PA 15001

The information to be disclosed includes the following {check sl that apply}:

BS 1.*Whetker the client is or is not in treatinent

Bl 2. Thz prognosls of he chent

3. Theneturc of the praject

4. A bricf description of the progress of the client

B - 5. A shart stafement as to whether the elicnt has relapsed into drug or aleohol abuse and the frequency. of sudh relapse
(1 6. Al Biliiug Records (Staleinents/Bills/Tnsurance Claim Fonins, ctc.),

[ 7. 4IDS/HTV/Related Tliness Informntion.

O 8. Psychotherapy/counseling notes )

9. Other (explain): Admission date

The. dars(r} of Fentment/services fo be relensed inclnde: admission fo discharge

‘Ihe purpose of the disclosize ofthe forogoing information is: Coordination-of care

My 2utliorization (o rélenst the foregoing mformation expires [isortn daty, evant or condition]; discharge

1 understand the following:
1. This anthorization may be vevoked by me t any time in wnung and/or vérbilly {(such action verified in writing), exceptto the

exteni tie tbuve-oumed Pinnucle Providor B Ian.ly Dins already zeted in rolience on this suthorization. Acting in reliznce includes, but is
not limiled fo, the provision of treatment services in reliance.on a valid consent to discloss information {o a third party payer,

2. ‘The Pianacle Provider Entity cannot condition treatment on the signing of this authorization,

3. Ihave licright to iuspect or fective a copy of dic information sought to be disclosed or disclosed in thir suthorization as

pemuitted npder HIPAA and other npplicable laws and regulations.
A. By sipning this form, [ wn anthorizing (e Finnacle Provider Entity numed above to release and disclose information es

described in tids puthokization.
5 Adigslosure made by the tbove-pamed Finonele Provider Bntity puirsuant (o this suthorization will contain the writlen statement

nttached to this euthorization
5. Infonmetion released to judges, probation or parole officers, insurance companies, health ox hospital plan,.or governmeat

official, under Pi:Code 255.5(1), (2), (4), {7), ar (8) shull borestricted (o the crumerated categorics sot forth in 1-5 sbova

1 [JACCEPT [ DECLINE a copy of this form,




Notice Accompanying Disclosure

is information bas been disclosed to you from. records protected by Fc_zdﬂfal. conﬁdel}nnhty pﬂes (42 C.F.R. Pent
zjrlfl'iile Pederal 1ales prohibit you fiom making any further disclosure of .!.hm mformau_m': unices ﬁnﬂ:te.r dxselos‘ure
is expressly permitied by the writicn consentofthe person to whom it-'.pcrtums_pr 28 otherwise pc.m:uttcd by.f. 422CER.
Part2. A genoral authorization for the reléase of medical or other information is NOT sufficient for this purpose.
The Fedéral rules vesirict any use of the iuformation to criminelly invesiigate ox prosecule any alcobol or drugg

abuse patient.

Patient Name:

Patient Signature: _ Date:

Withess Name:

Witness Signature: Date:




mmww . s i

[ Fatianl Name Daie of Binky ' Tocind Secunity Number

Address

The-above uzmed individual (or hisfer lepally anthorlzrﬂ vprmniat:ve n.med beluw} authorizes and requests:

Nome ol Prumacle Provider Bnlity;

Galeway Rehabilitationn Center - Main Campus |
Adress of Pinmacle Provider Eatity: ‘

Ruo Road 100 Moffett Riin road Aliquippa PA 15001

tire-above-named provider to divclose and furnish. e information requested below to the following person or organization:
Name of Peosen.or Orgnaization Informaton fs fo bosent 1ot

PTSA
Address:

400 Woodlawn Road Aliquippg PA 15001

The information t6 be disclosed includes the following [cheek all that apply]:

1. Whelher tho-clicol is or is.not in teatmont

B 2. The progoosis of the clicat

B4 3, The nature of the project

B 4, A brie description of the progress ofthe olient

88 5. A short statement 2s (0 whether the oliant lins relupsed into dmg or alcobol abuse and the. frequency of such relapse
{3 5. All Billing Records (Statements/BillsfIusurnce Clairs Forms, cte.).

I3 7. AIDS/HTV/Related Nliness Information.

¥ B, Psychotberapy/counseling notes

B 9. Other (explain): Admission date

The ata{8) nf trenment/earvices to be released inchide: @dMmisslon 1o dlschar_ge
The purpose of the disclosure of the foregoinginformation.is: Coordination of care
My zutbarization o release the foregoing information expires finsert n date, event or condition]: disc.harge

I understand the following:

1. This avthorizetion may be revolied by me of any tne i wnlmg and/or verbally {such action vecificd in writing), except to the
exlent the shove-named Fiwacls Provider Entity bus already acted inreliance on this uuthorization. Acting in reliance includes, but is
not limited to, the provision of reatment services in reliance oo a valid consent to disclose information o a third party payer.

2 The "’;u«.ﬂc'a. Prryvitler Entity cannot condilion Ireatment on the signing of thisauthorization.

3. Lhavetbs right to inspeat or receive a copy of the information soupht 1o be disclosed or disclosed in this authorization a8
penuitted under HIPAA znd ather applicable Iaws and topulntiops. .

4, By sipning this forro, [.amn authorizing the Pionacls Provider Bntity named above to relcase and discloss information as
described in this authorization,

5 Adzdosmre e by the zhove nimed Pinnacle Provider Entity prrmumt to this suthorization will contain e written statement
attached to thig-authorization :

6. Toformation released 1o judges, probation or purole efficers, insuranco companics, health or haspital plan, or govemment
ufficial, under PaCode 255.5¢1), (2), (4), (7). or (8} shall be resiricked o fhic envimeratzd calegories set forth i 1-5 above.

1 [JACCEPT [ DECLINE a copy of this form.




Notice Accompanying Disclosure

This information has been. disclosed to you frum records protected by Federal confidentiality ruies (42 CER. Part
2}, “Thes o sules prolilit you fom maling any forther disclopure of this information unless ﬁ:rﬂm disclosure
jgcxprossly permitied by the written coscat ofthe person o whom it priiains or as utlerwise permitied b5.r4-2 CER.
Prrt?. & general anthorizatfon for e xelease of medical or other information. is NOT safficient for this purpose,
‘Yhe federsi rales sesiviol sy gae of e infbmnation to criminally investigute o prosecutc any alcohol or ovug
aAbuse patient.

Patient Name;

Patient Signature: Date:

Witness Name;

Witness Signature: 3 _ Date;




Authovizar Release Informati

Paticnt Namne Date of Birlly 1 Socinl Sccurity Ninber

Address.

The above-named individual (or his/ber Jegally authorized representative named below) authorizes and requests:
Name of Pinnacle Provider Entlty:

PTSA
Address of Pinnacle Proviter Enity,

One Hospital Drive:aliquippa PA 15001

the above-named provider 1o disclose and furnish the information requested below to the following person or organization;
Nome of Person or Ciganization Infonnanon is to be sent to:

Heme Clinic:
Addregs:

Ilome Clinic Address:

The information.to be disclosed includes the lollowing [check all that apply]:
1. Whether the-client is or is not in treatment

. The prognosis of the client

. The nature of the prajeet

F T ]

. A brief description of the progress of the client
. Ashortstatement as 1o whethier the olient has relapsed into drug or alcoho! abuse and tiie frequency of such relapse

(¥

6. All Billing Records (Statements/Bills/Insurance Claim Forms, cte.).
7. AIDS/MIV/Related iness Information,

R, Psychotherapy/counseling notes
9. Quher (expluing: dOsing records, methadone dosage, last dose received

CODRERNR

The date(s} of treatment/sorvices 1o be refeased include: Admission to Discharge
The purpose of the disclosure of the foregoing information is: CO0rdination for Gateway Rehab

My authorization v release the forcgoing information cxpires [insert a date, évent or condition]: Discharge

1 understand the. following?

1. This authorization may be revoked by me it any time in writing and/or verbally (such actlion verified in writing), ¢xcept Lo the
exient the above-named Pinnacle Provider Entity has nlready acted in relinnce on this authorization, Acting in reliance includes, but is
ot linited 1o, the provision of teeatment services in reliance on u valid consent to disclose information to a third party payer.

2. The Pinnacle Provider Enlily cannot condition Ireatment on the signing of thisauthorization,

3. 1 have the right to-inspect or receive a copy of the information sought to be diselosed or disclosed in this authorization as

prermitted nnder HIPAA and other applicable laws and regulaiions,
4, By signing this form, } am anthorizing the Pinnacle Provider Entity named above 16 release and distlose information s

described in this authorization,
3. Adisclosure made by the above-nymed Pinnacle Provider Entity pursuant to this authorization will contain the written statement

atinclied (o this suthorization
6. Information relensed to judges, probation or parole officers, insurance companies, health ot hospital plan, or government

official, under Pa.Code 255.3(1), (2), {4), {7), or (B) shall berestrieted 1o the enumerated categories set forth in 1-3 above,

1 OACCEPT [J DECLINE a copy of this form,



Noticeé Accompanying Disclesure

This information bis been disclosed to you from records protected by Federal confidentiality rales (42 CP.XR. Part
). The Pedaml sules prohiliit you from meling any frther disclosuve of this infermation unless firther discloswie
is cxpregslypexmitied by the waitted conscat of e pesson o whom it puisins oras oilerwisc permitted by 42 C.F.R,
Fart 2, A peverdl aathordzation for fe refease of medical or otherfuformetion. is MOT sufficient for this puspose.
‘Y pederal tuivs vesiniut auy use of e fmetion to criminally fnvestigaty or proseepie amy alcoho) o Grug
sbuse patient.

Patlent Name:

Patient Signature; _ Date:

Witness Name:

Witness Signature: : . . Dats:




Linoacle Treatment Cepters
\uthorizatian to Rel nf .

Patient Name Date of Binh Social Security Number

Address

The above-naincd individual (or hisfher legally autherized representative named below) nuthorizes and requests:
Name of Punicle Pruvider Eanty:

Home Clinic:
Adddress of inacle Provider Enuty

Homie Clinic Address:

the above-named provider 10 disclose and furnish the informatien requested below to the following person or organization:

Name of Person or Orgamzation Information is to be sent 1o-

PTSA

Address

One Hospital Drive Aliquippa PA 15001 Phonc: 7248579640 Fax: 7248579653

The information to be disclosed inchides the following [check all that apply]:
I. Whether the client is or is not in treatment

2. The prognosis of the client

3. The nature of the project

4. A brief description of the progress of the cliem

3. A short statement as to whether the client has relapsed into drug or alcohol abuse and the frequency of such relapse
6. All Billing Records (Stwtements/ Bills/Insurance Claim Forms, ctc.).

7. AIDS/HIV/Related Iliness Information,

8. Psychotherapy/counseling notes

[ 9. Other (explain): dosing records, methadone dosage, last dose received

FOOONRER

The date(s) of treatment/services to be released include: Admission to Discharge

The purpose of the disclosure of the foregoing information is; Coordination for Gateway Rehab

My authorization to release the foregoing information expircs [inscr a date, event or condition): Discharge

| understand the following:

1. This authorization may be revoked by me at any time in writing and/or verbally (such action verified in writing), except to the
extent the above-named Pinnacle Provider Entity has already acied in reliance on this authorization. Acting in reliance includes, but is
not limited to, the provision of treatment services in reliance on a valid consent to disclose information to a third party payer.

2. The Pinnacle Provider Entity cannot condition treatment on the signing of thisauthorization.

3. Thave the right to inspect or receive a copy of the information sought 1o be disclosed or disclosed in this authorization as
permitted under HIPAA and other applicable laws and regulations.

4. By signiny this form, | am authorizing the Pinnacle Provider Entity named above to release and disclose information as
described in this autharization

3. Adisclosure made by the above-named Pinnacle Provider Entity pursuant to this authorization will contain the written statement
attached to this authorization

fi.  Information released 10 judges. probation or parole officers, insurance companies, health or hospital plan, or government
offical, under Pa.Code 255.5(1), (2}, (4), (7), oF (8) shali be restricted to the enumerated categories set forth in 1-5 above.

I OACCEPT [J DECLINE acopy of this form.



Notice Accompanying Disclesure

This information has been disclosed to you from records protected by Fedexal confidentiality rules (42 CIR. Part
). Tho Medored nules probibit you from malking any ferther disclosmue of this infbrmation unless further discloswe
is cxpredsly peemitied by the writtea coussnt ofthe personfo whom it pevizias oras viberwisepermiticd by 42 C.F.R.
Cnri 3. A penerst anthorization for the releace of medical or other informuhon is NOT sufficient for ﬂns.pmpgse.
yhe peders tuies esiviui auy wse of thc nftimation to criminally investigate oy proseculc any alcohol or tvog
gbuse patient.

Patient Name:

Patient Slgnature: Date:

Witness Name:

Witness Signature: Date:




Anthorization to Release [aformati

Patient Nome Date of Binh Social Security Nuniber

Adiress

The above-named individual (or his/her legally authorized represemative named below) aulhorizes and requests:

ey Pelha Fodion Center - Main Com pus
Address of Pinaucle Privjder Entity:

100 moffett Run Rd PRliguippa PA [S00]

the-above-naméd provider to disclose and furnish the infonRation requesied below to the following person or organization:
Nume of Person.gr Organization Information is te be sent in:

mMme Cumne!
\ddress:
A olinec OdAress

The information 10 be disclosed includes the following [check all that apply]:
1. Whether the client is or is npt iy treatment
2. Theproguusis of the. client
3, The nture of the project
A Drief deseniption of the progress ol the client

A short stutement af to whetber the clicnt has relapsed into drug or aleohol abuse and the frequency of such relopse

AIDS/HIV/Rclated finess Information.

Psychatherapy/counseling notes

EODONRA®

4.

5.

6. All Billing Records (Statements/Bills/Insurance Claim Forus, cfo.).
7.

8.

9,

Other (explain):

The date(s) of treatment/scrvices to be released include: Admission to Discharge
‘The purpose of the-disolosure of the foregoinginfonmutionis; Coordination of care

My authorization fo release the foréguing information cxpires [inscrt a date, event or condition]: Discharge

1 understand the following:

1. This suthorization may be revoked by me atany time in writing and/or verbally (such action verified in wriling), excepl o the
extent the abdve-named Pinnacle Provider Entity has already acted in reliance on this authorization. Acling in reliance includes, but is
not limited to, the provision of trediment services in reliance on a valid consent e disclose information to & third party payer.

2. The Pinnacle Provider Entity cannot condition treatment on the signing ol this authorization.

3. Lhave the right to inspect or reccive a copy of the information sought to be disclosed o disclosed in this authorization as
permitted under HIPAA and other applicable Jaws and regulations,

4. By signing his form, | am authoriziny the Pinnacle Provider Entity naned above to release nnd disclose information us
described in this authorization.

5. Adsclosure made by the above-named Pinndcle Provider Entity pursuant to this authorization will €ontain the written statement
altached to this authorization

6. Information relensed 10 judges, probation or parolc officers, insurance companies, healtl orhospital plan, or govemment
official, under Fa.Code 255.5(1), (2). (4), (7), or (%) shull be restricted to the enumernicd categorics set forth in 1-5 above.

I OACCEPT [J DECLINE a copy of this form.



Notice Accompanying Disclosure

This information fias been disclosed to you fiom records protected by Federal confidentiality rules (42 C.F.R. Part
%), T Federed nales prolidbit you from maldng any fvrther disclosare of this information vinless firther disclosure
i5 cuprossty pecmivied by the weitten conscnboftiie person i whomitpurisins oras utherwisc permitted by 42 CE R,
Vart2. A génoval authorization for the rejease of medical ar other information is NOT safficient for his puspose.
‘yhe pederal rules vesicici by use of the infrnation to criminally investigate ox prosecuts any alcohio) ot drug
abuszpatient.

Patient Name:

Patient Signature: | , Date:

Withess Name:

Witness Signature: Date;




!Wﬁl ization to Release [nformati

Paticnt Nume Date of Birth Sacief Scenrity Nuniber

Addyess

The above-named individual (or histher legally suthorized represemative named below) authorizes and requesis:

‘Wame of Pinnocle Provider Entity;

Home chimge!

Aduress of Pinnocle Provider Entity;
e cline address,

the above-naméd pravider lo disclose and furnish the infonnation requested below to the following person er organization:
Nuyme of Person. or Qrganizagion Infarmatiqn is to bg sont 1o;
Joteioan, | KeVeb Linon Center - MNaan Campas
Address:
100 mwc-éﬂ Run A4 H\n&u\pm PA 15004
4

The infonmation to be disclased includes the following [check all that applyl:
1. Whether the client is or is nat it treatarent

2. The pragnosis of the client
3. The nmure of the projec
. A brief description of the progress of the clienl
- A short statement as ta whether the clicnt has relapsed into drug or aleoho! abuse and the fi requency of such relupse

. AIDS/HIV/Related Hiness Information.

. Psychotlterapy’counseling notes

HOUDOEEE®

4

5

6. All Billing Records (Statements/Bills/Insurance Claim Fonms, eto.).
7

8

9

. Other (explain):

The date(s) of treatment/scrvices to be relcased include: Admission to Discharge
The purpose of the disclusure of'the foreguing informmtion is: Coordination of care

My authorization to relcase the foregaing information cxpires [inscrta date, event or condition]: Discharge

1 understand the following:

1. Thisauthorization may be revoked by me at any-time in writing and/or verbally (such nction verified in wriling), except to the
extent the abave-named Pinnacle Provider Entity has already acted in reliance on this authorization, Acting in reliance incladcs, but is
nat limited Lo, the provision of Iredtment services in reliznce on a valid consent to disclose information‘o & third party paycr.

2, The Pinnacle Provider Entity cannot condition treutment on the signing of this authorization.

3. Lhave the right to inspect or receive a capy of the information sought to be disclosed or disclosed in this authorization as
permitied under HIPAA ind vther applicable laws and regulations.

4. By signing his forn, [ am authorizing the Pinnacle Provider Entity named above to release and disclose information us
described in this authorization.

3. Adisclosure made by the above-nupicd Pipnacle Provider Entity pursuant o this authorization will ¢ontain the written statement
aliached to this authoerization

6. Inlormation released o judges, probation or parolc officers, insurance companies, health orhospital plan, or government
official, under Pa.Codeé 255.5(1), (2). (4), (7}, or (8) shull be restricted 1o the enumernted catcgorics set forth in 1-5 above,

I OACCEPT [J DECLINE a copy of this form.



Notice Accompanying Disclosure

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CF.R. Patt
). "Lz Fedormd ules prohibit you from maldng any fisther disclosuve of this information wnless firrther disclosure
is cxprossty pecotiied by the wiitten.congcntoftic person io whom it priaingoras utlicrwiscpermiticd by 42 CE.R,
Pest?. A general authorizotion for the release of medical ar other information is NOT sufficient for this puspose.
‘e Mederal rules resivue gy ove of e inforiostion to criminally investigats or proseculs any alcoho). or firug
abuse patient.

Pattent Name:

Patlent Signature: | ' Date:

Witness Name:

Witness Signature: - Date:




