PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Pre-Admission Packet

Below is a list of documentation required prior to admission:

1. Signed Physical — dated within the last 6 months (FORM ATTACHED)
2. Most current Clinical Evaluation/Summary

3. Identifying Documents

a. Valid Photo ID

b. Insurance Card

c. Birth Certificate

d. Social Security Card

. Medication List (FORM ATTACHED)

. "About the Member” form (FORM ATTACHED)

. Consent/s (FORMS ATTACHED)

. Authorization and Understanding Statement/consent to run a background check (FORM ATTACHED)

0o N o o b~

. Labs (required if presently taking Clozaril, Depakote, Lithium or Tegretol, dated within
30 days prior to admission)

Consents must be fully complete for:

® Any family members or other positive supports with e County MHDDS office

whom we may release information/speak with e Police

e Parole or probation officer e BHMCO

e Rep Payee (if the member receives Social Security
benefits)

® Local hospital

e Local Crisis Services (when applicable)
¢ [CM or other external supports

e Current and any previous treatment provider
in the last two years

If the Member needs help in gathering any of the required documents, please contact us for support.
You can reach our entire team by e-mailing us at NCAdmissions@projecttransition.com or calling
910-255-5721 and asking for Admissions.

Thank you!

%@AW& Paz?w&

Project Transition Admissions

Phone 910-255-5721 | Fax 910-399-4108 | NCAdmissions@projecttransition.com 09/21



PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Pre-Admission Packet

Member Information

First Name:

Last Name:

Member Phone:

Preferred Name:

Social Security Number:

Date of Birth:

Gender: Male Female

Other:

Health Insurance Provider Name:

Member ID:

RX Bin:

PCN:

Group #:

Member Permanent Address:

For members who are homeless and do not have a permanent address that is viable to use,
please let us know and we will provide an alternative.

This address is where mail is sent and retrieved. This address must continue be used after admission.The Project
Transition program address cannot be used. Members need to maintain their permanent address to maintain benefits.

Check boxes below that apply to the individual

Full Scale 1Q Traumatic Brain Injury ES NO
A history of fire setting ES NO Currently on probation YES NO
A history of harm to animals YES NO Currently on parole YES NO
A history of aggressive/violent Currently incarcerated ES NO
behavior to property or people YES '\IO

A history of sexually YES NO
A diagnosis of an Intellectual YES NO challenging behavior
Developmental Disability
(including Autism spectrum or)
1. Emergency Contact Information 2. Emergency Contact Information
Name: Name:
Contact Phone: Contact Phone:
Address: Address:
Relationship: Relationship:
Define Relationship: Define Relationship:
Release of Information Completed: YES NO Release of Information Completed: YES NO
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PROJECT TRANSITION

HOPE AND HEALING THROUGH COMMUNITY

Pre-Admission Packet

Referring Provider

Referring Facility/Agency:

Current Level of Care (Acute inpatient, Sub Acute; Rehab, OF, other, etc.):

Referring Agency Contact Name:

Referring Agency Contact Title:

Referring Contact Phone: Referring Contact Fax:

Referring Contact E-mail:

Who to Contact to Start Preadmission Process:

Phone: E-mail:

Medical Contacts

Primary Care Provider Name: Provider Phone:

Provider Address:

Dentist Name:

Dentist Phone Number:

Dentist Address:

Rep Payee for Social Security (if not applicable, write N/A)

Rep Payee Name (if applicable): Rep Payee Phone:

Relationship:

Legal Contacts

Probation or Parole Officer Name:
PO Phone Number: PO E-mail Address:
County:

If supervision is provided by another county, please list:
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PROJECT TRANSITION

HOPE AND HEALING THROUGH COMMUNITY

Pre-Admission Packet

Case Manager Contact

Name: Agency Name:

ICM Phone: ICM Email:

Care Coordinator Contact

Name:

Phone: Email:

Family and Other Supports Contact Information

1. Name: Relationship:

Phone:

Address:

Release signed for contact{  |YES NO

2. Name: Relationship:

Phone:

Address:

Release signed for contact]  |YES NO
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PROJECT TRANSITION

HOPE AND HEALING THROUGH COMMUNITY

Pre-Admission Packet

Please list all current situations:

Current or most recent Housing

Employment, including most recent

Education

Transportation

Other

09/21
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PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Consent for Release Information

l, hereby give my permission to the staff of Project Transition to obtain from:

Organization, Name & Title: Phone:

Address: City: State: Zip:

The following specific information (please check boxes you consent release of):

Psychiatric Evaluation CCA Comprehensive Clinical Discharge Planning
Assessment

Medical History, including Discharge Summary

physical examination Authorization of Services (from past treatment episodes)
(Clinical Reviews)

Treatment Planning Dther

Program Status

For the purpose(s) of (please check next to the items purpose):

Admission planning Permanent Address Verification Legal Background Check
Authorization of Services Benefits Information Emergency Contact
Other

| understand the nature of this authorization. | understand that my authorization shall remain effective until

(date to be no longer than one year).

| understand that all information released will be handled confidentially, in compliance with the Federal Privacy
Act (PL92-282) and the North Carolina Act (10 NCAC 18D)

| also understand that | may revoke this authorization (except to the extent that action has been taken in reliance
thereon) at any time by verbal or written communication to the releasing agency.

| have been informed of my rights (subject to Section T0A NCAC 26B .0201 of the Act for North Carolina) to
inspect the material to be released.

Member Signature affirms they have been Date
given a copy of this consent

Witness Signature affirms member has been Date
given a copy of this consent

NOTICE RECIPIENT OF INFORMATION

This record which has been disclosed to you is protected by federal confidentiality rules. (42 CFR part 2)If the records are protected under the federal
regulations on the confidentiality of alcohol and drug abuse patient records (42 CFR 2), you are prohibited from making any further disclosure of this
information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains, or as otherwise permitted by 42
CFR 2. A general authorization for the release medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the
information to criminally investigate or prosecute any alcohol drug abuse patient. D and A-all Ql 8/2016
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PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Authorization and Understanding Statement

Member's Legal Name: Social Security Number:

Preferred Name:

Driver's License Number: Driver's License State:

Date of Birth:

Permanent Address:

| authorize Project Transition and its designated security agent to contact either orally or in writing any third parties to
obtain any information they deem necessary and appropriate in verifying my application. | specifically authorize this
company or its designated agent to obtain from any state or local law enforcement agency to include US Military

authorities concerning my conduct, including any criminal history record information and motor vehicle report.

Member Signature Date

Member Name Print

Signature of witness who has validated applicants ID Date

Phone 910-255-5721 | Fax 910-399-4108 | NCAdmissions@projecttransition.com 09/21



PROJECT TRANSITION

HOPE AND HEALING THROUGH COMMUNITY

Pre-Admission Packet

Member Medication List

Member Name:

Please complete the following form and list ALL currently prescribed psychiatric and physical medications

Medication
Name

Prescribing
Practioner

Dosage/
Frequency Taken

Prior Auth
Required?

Presently participating in a Medication Assisted Treatment (MAT) Program?

YES, METHADONE

'YES, NALTREXONE

YES, SUBOXONE
YES, BUPRENORPHINE

NO
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PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Physical Evaluation Form

Please answer every question on this form and be sure to sign the last page.

First Name: Last Name: Date of Birth:

Height: Weight: Blood Pressure / Pulse:

Review of Systems/History

Vision

Loss of Vision LIyes LINO Blurred Vision LIyes Llno
Distorted Vision (Halos) Llyes LINO Loss of Side Vision Llyes [LINO
Double Vision LIyes LINO Mucous Discharge Llyes LINO
Redness LJYes LINO Burning L1yes LINO
ltching LIves [LINO Excess tearing/watering L1ves LINO
Foreign body sensation LIves LINO Glare/light sensitivity L1ves LINO
Occasional tearing Llyes LINO Styes, Chalazion Llyes LINO
Eye pain or soreness LIves LINO Other LIyes LINO
Chronic infection of eye or lid YES LINO

If answered yes to any of the above, please explain:

Respiratory

Asthma LIves [LINO Emphysema/COPD L1ves LINO
Bronchitis LIves [LINO Chronic Cough L1ves LINO
Seasonal Allergies LJyes LINO Tuberculosis Llyes LINO
Pneumonia Llyes LINO Shortness of Breath Llyes LINO
Smoking History LIyes LINO Other Respiratory Llyes LINO
If answered yes to any of the above, please explain:

Cardiac

High Blood Pressure L JYES [INO Chest Pain/Angina LJYES [JNO
Heart Attack [ JYES [INO Congestive Heart Failure LJYES [JNO
Heart Murmur [ JYES [INO Bleeding Problems [ JYES [JNO
Irregular Heartbeat [ JYES [ INO Other Blood or lymphatic [ ]YES [ JNO
Slow or Fast Heart Rate [JYES [INO Other Cardiac L JYES [ JNO
Stroke/TIA's [ JYES [ INO

Low Blood Pressure [ JYES [ INO

If answered yes to any of the above, please explain:

Phone 910-255-5721 | Fax 910-399-4108 | NCAdmissions@projecttransition.com
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PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Physical Evaluation Form

Endocrine

Diabetes YES NO Kidney Disease YES NO
Thyroid YES NO Hepatitis/Yellow Jaundice YES NO
If answered yes to any of the above, please explain:

Gastrointestinal —

Hiatal Hernia YES 0] Other Gastrointestinal YESL__INO
Stomach Ulcers YES NO Other Genitourinary YES NO
Intestinal / Bowel Problems YES NO

If answered yes to any of the above, please explain:

Neurological

Convulsions / Seizures YES NO Blackouts YES NO
Migraines YES 0] Other Neurological YES NO
If answered yes to any of the above, please explain:

Other

Skin Problems YES NO Cancer | YES NO
HIV / AIDS YES] NO Musculoskeletal [ YES NO
STD / STI YE NO Avrthristis 1YES[ |[NO

If answered yes to any of the above, please explain:

Phone 910-255-5721 | Fax 910-399-4108 | NCAdmissions@projecttransition.com
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PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Physical Evaluation Form

Review of Drug and Alcohol History

Does the member have a history of substance abuse? YES NO

If yes, please explain including substance/s used, frequency of use and relapse profile:

Medications

Does the member have any allergies to any Medications (if so, please list each medication and type of reaction)?

Does the member have any allergies to any Medications (if so, please list each medication and type of reaction)?

List all medications the member is currently on:

Medication Dosage Reason for Use

List medication history of member (physical and psychotropic):

Medication Dosage Reason for Use

Have you reviewed this member’s list of medications with the program Psychiatrist as part of the assessment?

YES NO

Does this patient have any mobility issues that would prevent them from living successfully in a second floor bedroom

and participating in a residential treatment program?

Phone 910-255-5721 | Fax 910-399-4108 | NCAdmissions@projecttransition.com
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PROJECT TRANSITION

“ HOPE AND HEALING THROUGH COMMUNITY

Physical Evaluation Form

Recommendations

Does member present with identified breathing and/or cardiovascular problems?

Is member able to walk without impediment? YES| |NO

Are there any nutritional/dietary needs? YES NO

What is member's BMI?

Is BMl in a healthy range? YES| |NO If no, what is healthy range?
Weight loss recommended? YES[ NO If yes, what is goal weight?
Is member up-to-date with immunizations/tetanus? YES NO

Does member use tobacco regularly? YES NO

Does member use vaping regularly? YES INO

Is smoking cessation program recommended? YES NO

Referrals or follow-up appointments:

Physical Examination

General

HEENT Findings

Signature of Physician: Date of Evaluation:

Printed Name of Physician:

Reviewed by Project Transition Psychiatrist: Print Name:

| have the following recommendations (please also include in psychiatric eval):

Signature: Date:

Phone 910-255-5721 | Fax 910-399-4108 | NCAdmissions@projecttransition.com
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Cypress Grove Apartments
6C Cypress Grove Drive
Wilmington, NC 28401
(910) 762-4642 office / (910) 762-1862 fax
E-Mail: cypressgrove@bmrinvestments.com

NA

Date of Application: Size of Apt. Desired Unit#: Term:

Project Transition

How did you hear about us? Desired Date of Occupancy:

PERSONAL INFORMATION Cosigner? Y N
Applicant’s Full Name: Date of Birth:
Social Security Number: Drivers License (State and Number):
Home or Cell Phone Number Email Address:
Co-Applicants/Spouse Full Name: NA Date of Birth: NA
Social Security Number: NA Drivers License (State and Number): NA
Home Cell Phone Number NA Relationship to Applicant: NA
Other names you may have credit in: NA Email Address: NA

Name of Persons (other than applicant) to occupy apartment: (ALL Persons over 18 yrs of age must fill out separate Rental Application)

Name: NA DOB: NA ss# NA Full/Part Time Student NA
Name: DOB: SS# Full/Part Time Student
Name: DOB: SS# Full/Part Time Student
Name: DOB: SS# Full/Part Time Student

] RESIDENCE HISTORY

(PLEASE PROVIDE INFORMATION FOR THE LAST 5 YEARS)
Current Address:

No. Street City State Zip Code
Time at Address: From To Monthly Payment:§
Reason for Leaving
Landlord or Mortgage Holder (Name of person or Company) Phone number
Previous Address:
No. Street City State Zip Code
Time at Address: From To Monthly Payment:$

Reason for Leaving

IN CASE OF PERSONAL EMERGENCY

Name: Relationship:
Address: Phone:
Name: Relationship:

Address: Phone:




VEHICLE INFORMATION

Make/Model Year Color Plate Number/State

Make/Model Year Color Plate Number/State
Specify any motorcycles, boats, trailers, campers you have:

EMPLOYMENT HISTORY
PLEASE PROVIDE INFORMATION FOR THE LAST 5 YEARS- If Military please provide Rank, Unit name, CO name and Unit phone

number
Present Employer: How Long?
Employers Address: Telephone
Position/Occupation; Supervisor: Gross Monthly Salary$
Previous Employer: How Long?
Employers Address: Telephone
Position/Occupation; Supervisor: Gross Monthly Salary$
Co-Applicant
Present Employer: How Long?
Employers Address: Telephone
Position/Occupation; Supervisor: Gross Monthly Salary$
OTHER INCOME $ MONTHLY GROSS HOUSEHOLD INCOME $
Have you or co-applicant/occupants had an EVICTION filed against you? Yes No
Have you or co-applicant/occupants been convicted of a crime? Yes No
Have you or co-applicant/occupants been asked to vacate an apartment? Yes No
Have you or co-applicant/occupants DECLARED BANKRUPTCY? Yes No
Have you or co-applicant/occupants been sued for damages to a rental property? Yes No
Have you or co-applicant/occupants broken a rental agreement or lease? Yes No

IF YES, EXPLAIN BELOW:

| hereby authorize Cypress Grove Apartments to verify any information contained in this application and to obtain
a consumer credit and criminal report for which | agree to pay $50.00 per applicant. Application Fee is charged for
each adult applicant. Anyone 18 years or older residing in the apartment must apply. ALL MONIES ARE TO BE
PAID BY MONEY ORDER OR CASHIER'S CHECK. | have (3) days to cancel application to receive a security
deposit refund. The application fee is a required fee. If | cancel my application at any time, the application fee will
be retained by management. If management rejects your application, the security deposit & administrative fee (if
applicable) will be refunded.

ONLY MONEY ORDERS/CASHIER CHECKs WILL BE ACCEPTED FOR THE APPLICATION FEE, SECURITY
DEPOSIT & ADMINISTRATIVE FEE (if applicable).

| HAVE READ AND UNDERSTAND THE ABOVE DISCLOSURES PRIOR TO ENTERING INTO A LEASE
AGREEMENT.

initial initial

| DECLARE THAT THE ABOVE STATED INFORMATION IS TRUE AND CORRECT AND AGREE
THAT CYPRESS GROVE APARTMENTS MAY TERMINATE ANY AGREEMENT ENTERED INTO
IN RELIANCE ON ANY FALSE STATEMENT MADE ABOVE.

Applicant's Signature Co-Applicant’'s/SpouseSignature
Date/Time Application Submitted: Amount(s) Paid MO#

Amount(s) Paid MO#




STATE OF NORTH CAROLINA

ADVANCE INSTRUCTION FOR
MENTAL HEALTH TREATMENT
COUNTY OF

(NOTICE TO PERSON MAKING AN INSTRUCTION FOR MENTAL HEALTH
TREATMENT)

This is an important legal document. It creates an instruction for mental health treatment. You
should consider filing it with the Advanced Health Care Directive Registry maintained by the
North Carolina Secretary of State: https.//www.sosnc.gov

Before signing this document you should know these important facts:

This document allows you to make decisions in advance about certain types of mental health
treatment. The instructions you include in this declaration will be followed if a physician or
eligible psychologist determines that you are incapable of making and communicating treatment
decisions. Otherwise, you will be considered capable to give or withhold consent for the
treatments. Your instructions may be overridden if you are being held in accordance with civil
commitment law. Under the Health Care Power of Attorney you may also appoint a person as
your health care agent to make treatment decisions for you if you become incapable. You have
the right to revoke this document at any time you have not been determined to be incapable.
YOU MAY NOT REVOKE THIS ADVANCE INSTRUCTION WHEN YOU ARE FOUND
INCAPABLE BY A PHYSICIAN OR OTHER AUTHORIZED MENTAL HEALTH TREATMENT
PROVIDER. A revocation is effective when it is communicated to your attending physician or
other provider. The physician or other provider shall note the revocation in your medical
record. To be valid, this advance instruction must be signed by two qualified witnesses,
personally known to you, who are present when you sign or acknowledge your signature. It must

also be acknowledged before a notary public.

NOTICE TO PHYSICIAN OR OTHER MENTAL HEALTH TREATMENT PROVIDER
Under North Carolina law, a person may use this advance instruction to provide consent for
future mental health treatment if the person later becomes incapable of making those decisions.
Under the Health Care Power of Attorney the person may also appoint a health care agent to

make mental health treatment decisions for the person when incapable. A person is “incapable”
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when in the opinion of a physician or eligible psychologist the person currently lacks sufficient
understanding or capacity to make and communicate mental health treatment decisions. This
document becomes effective upon its proper execution and remains valid unless revoked. Upon
being presented with this advance instruction, the physician or other provider must make it a
part of the person’s medical record. The attending physician or other mental health treatment
provider must act in accordance with the statements expressed in the advance instruction when
the person is determined to be incapable, unless compliance is not consistent with G.S. 122C-
74(g). The physician or other mental health treatment provider shall promptly notify the
principal and, if applicable, the health care agent, and document noncompliance with any part
of an advance instruction in the principal’s medical record. The physician or other mental
health treatment provider may rely upon the authority of a signed, witnessed, dated and

notarized advance instruction, as provided in G.S. 122C-75.)

I, , being an adult of sound mind, willfully

and voluntarily make this advance instruction for mental health treatment to be followed if it is
determined by a physician or eligible psychologist that my ability to receive and evaluate
information effectively or communicate decisions is impaired to such an extent that I lack the
capacity to refuse or consent to mental health treatment. “Mental health treatment” means the
process of providing for the physical, emotional, psychological, and social needs of the principal.
“Mental health treatment includes electroconvulsive treatment (ECT), commonly referred to as
“shock treatment”, treatment of mental illness with psychotropic medication, and admission to

and retention in a facility for care or treatment of mental illness.

| understand that under G.S. 122C-57, other than for specific exceptions stated there,
mental health treatment may not be administered without my express and informed written
consent or, if I am incapable of giving my informed consent, the express and informed consent of
my legally responsible person, my health care agent named pursuant to a valid health care power
of attorney, or my consent expressed in this advance instruction for mental health treatment. |
understand that 1 may become incapable of giving or withholding informed consent for mental
treatment due to the symptoms of a diagnosed mental disorder. These symptoms may include:

Page 2 of 7



PSYCHOACTIVE MEDICATIONS
If I become incapable of giving or withholding informed consent for mental health
treatment, my instructions regarding psychoactive medications are as follows: (Place initials
beside choice.)

| consent to the administration of the following medications:

I do not consent to the administration of the following medications:

Conditions or limitations:

ADMISSION TO AND RETENTION IN FACILITY
If 1 become incapable of giving or withholding informed consent for mental health
treatment, my instructions regarding admission to and retention in a health care facility for
mental health treatment are as follows: (Place initials beside choice.)
| consent to being admitted to a health care facility for mental health

treatment. My facility preference is

| do not consent to being admitted to a health care facility for mental
health treatment.

This advance instruction cannot, by law, provide consent to retain me in a facility for more than
ten (10) days.

Conditions or limitations:

ADDITIONAL INSTRUCTIONS
These instructions shall apply during the entire length of my incapacity. In case of
mental health crisis, please contact:

1. Name:

Home Address:

Home Telephone Number:

Work Telephone Number:

Relationship to Me:
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2. Name:

Home Address:

Home Telephone Number:

Work Telephone Number:
Relationship to Me:

3. My Physician:
Name:

Telephone Number:
4. My Therapist:

Name:

Telephone Number:

The following may cause me to experience a mental health crisis:

The following help me avoid a hospitalization:

| generally react to being hospitalized as follows:

Staff of the hospital or crisis unit can help me by doing the following:

| give permission for the following person or people to visit me:

Instructions concerning any other medical interventions, such as electroconvulsive (ECT)

treatment (commonly referred to as “shock treatment”):

Other instructions:

(Initial if applicable) I have attached an additional sheet of instructions to

be followed and considered part of this advance instruction.
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SHARING OF INFORMATION BY PROVIDERS
| understand that the information in this document may be shared by my mental health
treatment provider with any other mental health treatment provider who may serve me when
necessary to provide treatment in accordance with this advance instruction.

Other instructions about sharing of information:

SIGNATURE OF PRINCIPAL
By signing here, | indicate that | am mentally alert and competent, fully informed as to
the contents of this document, and understand the full impact of having made this advance

instruction for mental health treatment.

Date Signature of Principal

NATURE OF WITNESSES
| hereby state that the principal is personally known to me, that the principal signed or
acknowledged the principal’s signature on this advance instruction for mental health treatment in
my presence, that the principal appears to be of sound mind and not under duress, fraud, or
undue influence, and that | am not:
a. The attending physician or mental health service provider or an employee
of the physician or mental health treatment provider;
b. An owner, operator, or employee of an owner or operator of a health care
facility in which the principal is a patient or resident; or
C. Related within the third degree to the principal or to the principal’s

spouse.
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AFFIRMATION OF WITNESS
We affirm that the principal is personally known to us, that the principal signed or
acknowledged the principal’s signature on this advance instruction for mental health treatment in

our presence, that the principal appears to be of sound mind and not under duress, fraud, or
undue influence, and that neither of us is:

a. A person appointed as an attorney-in-fact by this document;

b. The principal’s attending physician or mental health service provider or a relative
of the physician or provider;

C. The owner, operator, or relative of an owner or operator of a facility in which the
principal is a patient or resident; or

d. A person related to the principal by blood, marriage or adoption.
Witnessed by:
Witness Witness
Date Date
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STATE OF NORTH CAROLINA
COUNTY OF

CERTIFICATION OF NOTARY PUBLIC
I, , @ Notary Public for the County cited

above in the State of North Carolina, hereby certify that

appeared before me and swore or affirmed to me and to the witnesses in my presence that this
instrument is an advance instruction for mental health treatment, and that he/she willingly and
voluntarily made and executed it as his/her free act and deed for the purposes expressed in it.

| further certify that and

, witnesses, appeared before me and swore or affirmed that they

witnessed sign the attached advance instruction for

mental health treatment, believing him/her to be of sound mind; and also swore that at the time
they witnessed the signing they were not (i) the attending physician or mental health treatment
provider or an employee of the physician or mental health treatment provider and (ii) they were
not an owner, operator, or employee of an owner or operator of a health care facility in which the
principal is a patient or resident, and (iii) they were not related within the third degree to the
principal or to the principal’s spouse. I further certify that I am satisfied as to the genuineness
and due execution of the instrument.

Thisthe __ day of , 20

Notary Public
My Commission Expires:

| signed this notarial certificate on according to the emergency video notarization
Date

requirements contained in G.S. 10B-25.

Notary Public location during video notarization: County

Stated physical location of principal during video notarization: County
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