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Welcome to ACT. 

We are pleased to have you with us. 

This Handbook will tell you about ACT Career Services. 

If you have any questions please feel free to ask a Supervisor 
or the Program Director. 

Executive Summary 

ACT is a not-for-profit, nationally accredited, private agency which 
provides services to individuals with disabilities.  Founded in 1975, ACT is 
recognized as an established organization effectively meeting the needs 
of persons with disabilities and their families.  ACT provides programs 
and services throughout Mid-Missouri to approximately 300 people 
annually.   We recognize an individual’s right to choose their own path 
and ACT’s role is to support those choices.   

ACT is comprised of four core programs.  ACT’s employment program 
operates as Career Services, which supports competitive integrated 
employment in the community. The Community Living program provides 
individualized support necessary for individuals to live safely in their own 
home and to live a fulfilling life within the community. Day Services 
provides community engagement in small group settings through 
volunteering, outings and leisure activities designed to be a part of an 
overall meaningful day. Community and Family Services provides 
support to youth and adults with disabilities to participate, engage, and 
integrate into the community, while fostering relationships. 



Overview of Alternative Community Training 

Vision statement: 
ACT’s vision is an inclusive community where everyone belongs, 
participates, and is valued. 

Mission statement: 
ACT provides opportunities to individuals with disabilities as participating 
members of the community. 

Values: 
• A professional, well-trained, compassionate staff
• Individuals exercising their right to self-determination
• The involvement of family members, friends, neighbors,

and co-workers
• The rights of individuals with disabilities
• Innovative, person-centered supports
• A safe and positive environment
• A well-managed, efficient business
• Stakeholder partnerships
• A diverse culture where everyone is appreciated
• Celebrating successes



Overview of ACT Career Services 
The focus of the program is on permanent paid employment for persons with 
disabilities (primarily those residing in Boone County, MO or seeking work in Boone 
County, MO)  ACT Career Services’ Supported Employment has the primary goal of 
paid employment.   Individuals are assisted with volunteer positions only as part of 
pre-vocational services.  Persons can work full or part-time, depending on job 
preferences, strengths, support needs, and availability of employment in the job 
market.   

Supported Employment services prior to employment are provided at the times 
convenient for job seekers and businesses of interest.   

Services are rendered in community businesses primarily once employment is 
obtained.  The employer sets the individual’s work schedule.  Services are provided 
during hours that meet these schedules.  Services may also be provided through 
telehealth or remotely if indicated.  

ACT Career Services does not provide medication monitoring or medication 
management services. 

Eligibility 
In order to be eligible for Career Services, an individual needs to have a goal of 
competitive, integrated employment.  Individuals who experience a disability, and 
for whom competitive employment has not traditionally occurred; individuals that 
have experienced an interruption in employment or have intermittent employment 
as a result of a disability are traditionally eligible for our services.    

In order to be eligible for services from ACT, you must have funding for services. 

Prior to referral to ACT, the Division of Vocational Rehabilitation (DVR), or 
Rehabilitation Services for the Blind (RSB) should have met with you, collected 
information about you, and determined that you are eligible for Supported 
Employment services (SE). 

OR 

You may also have been referred by your support coordinator if you have Medicaid 
Waiver, as this funding source pays for pre-vocational services and also funds long-
term services for eligible individuals.  



 
 

Tours 
There are several employment providers in the Columbia community.  In order for 
you to know about each provider, tours are sometimes scheduled so we can meet 
with you and explain to you how ACT’s services will be tailored to meet your needs. 
If you choose to work with ACT, then we will hold a planning conference. 
 
 

Planning Conference/ 
Pre-Intake Meeting 

The planning conference gives you the opportunity to ask questions about our 
services and how our services can be designed to your needs. It also gives us the 
opportunity to learn more about you, to make sure all of your questions have been 
addressed, and to ensure a solid plan can be put into place to maximize your 
chances for success.  It will be at this meeting that you and ACT will decide whether 
or not services should begin.  If everyone agrees that services should begin, they 
will begin as soon as possible, pending a waiting list consideration and funding 
approval. 

 
Wait List Procedure 

If a waiting list is in effect, you and the referring party will be notified of the waiting 
list.  ACT Career Services keeps a list of individuals who wish to enter services in 
chronological order based on service according to when the intake packet is 
received or referral is made.  However, an individual’s preferences or needs for a 
particular schedule may mean that another individual may be considered for 
services prior to a person who had previously submitted intake information. ACT will 
confirm a person’s scheduling preferences prior to considering a later candidate.  
 
 

Intake 
At the initial intake meeting we will ask you a lot of questions about your 
background, previous jobs, schooling, desires, etc. so that we can get a better 
understanding of you and your employment goals.  We’ll also get your consent to 
exchange information with others and ensure you understand ACT’s policies and 
procedures. 
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Types of Jobs: 
 

There are many types of jobs that we can 
help you find.    

Examples: 
• Clerical/Data Entry 
• Food Service 
• Janitorial/Housekeeping 
• Retail 
• Laundry 
• Manufacturing/warehouse 
• Health care    

Whatever your interests are, we will try 
to help you reach your employment 

goals. 
 

 



  

The Process: 
 
 
 

1. Career Discovery & Exploration/ 
Career Planning 

 
 
 

ACT Career Service’s Responsibilities: 
• Help you identify your interests and strengths. 

 
 

• Learn how to best communicate with you. 
 
 

• Support you to learn more about different jobs and 
occupations. 
 

• Support you with learning more about your strengths and 
how these can help you in different types of jobs. 

 
 

• Support you with learning more about your transportation 
needs and options that you may have for transportation to 
work.   

 
 

• ACT works with about fifty local businesses to do 
exploration, such as: 

 Grocery Stores 
 Manufacturing/factories 
 Retail stores 
 Food Service/Restaurants 
 Hotels 
 A variety of other settings 



  

 
The areas that we look at to help with career planning 
include: 

• Job interests 
• Strength and endurance 
• Learning style 
• Professionalism 
• Mobility 
• Transportation 
• Residential factors 
• Family support 
• Disincentives (SSA, Medicaid) 
• Academics 
• Communication skills 
• Medical Status 
• Marketable skills 
• Legal factors 
• Grooming & Hygiene 
• Quality of Work 
• Speed 
• Independence 

 
 

After the discovery and exploration is complete, ACT will 
write a report discussing what was discovered and making 
recommendations for future services. Your team will get 
together to discuss this report, and will determine with you 
what will happen next. 



  

1. Career Discovery & Exploration/ 
Career Planning 

Your Responsibilities: 
• Involve any significant others in the process as 

needed so that you get all the support you need to be 
successful. 

 
 

• Follow the business’s work procedures, attire 
guidelines, and any rules of conduct at the place of 
discovery (this information will be shared with you by 
your ACT Career Services Representative). 

 
 

• Notify ACT Career Services immediately if you 
must cancel one of your scheduled meetings. 

 
 

• Openly talk to ACT about your strengths, areas 
where you need support, and your goals. To actively 
participate in the development of your plans. 

 

 



 

 
 

2. Pre-vocational Services 
 

• If, at the end of your career planning services, you 
and your team agree that you need additional 
support and training in order to meet your goal, 
and prevocational services are the right fit, funding 
will be requested for these services.  

• The services provided are individualized and 
provided on a short-term basis (typically limited to 
six months), with an emphasis on learning specific 
skills to help you be successful.  Training may 
focus on:  

 Attendance and punctuality 
 Response to correction, 

supervision, and instruction 
 Work quality and speed 
 Stamina and endurance 
 Grooming and hygiene 
 Problem Solving 
 Decision Making 
 And many more 

 
These services primarily occur at volunteer locations 
to assist you with learning the skills identified by you 
and your team.  

 
 



 

 
 

2. Pre-vocational Services 
ACT Career Service’s Responsibilities: 

• Provide support and training to you on the 
objectives identified by you and your team. 

• Support you with pursuing locations of interest for 
your services.  

• Provide routine feedback to your support team to 
further your progress on your employment path. 

• Provide you with regular feedback on areas of 
strength and needed improvement. 
 
Your Responsibilities: 

• Attend your scheduled services or request 
time off in advance. 

• Follow the business’s work procedures, attire 
guidelines, and any rules of conduct at the place of 
prevocational services (this information will be 
shared with you by your ACT Career Services 
Representative). 

• Keep ACT informed of any changes that would 
impact your services (benefits, medication, 
transportation, desire to pursue employment, 
housing, etc.). 



 

 
 

  

3. Job Development Services 
• If at the job discovery and exploration meeting it is 

determined that further services with ACT are appropriate, 
and you are ready to start looking for work, ACT Career 
Services will support you with looking for a job. 

 
ACT Career Service’s Responsibilities: 

These will be outlined specifically with you during the 
career planning phase, but our responsibilities may 
include, depending upon areas where you need support 
• Resume Development 
• Assistance with application completion 
• Job lead discovery 
• Meeting with businesses to advocate for you 
• Marketing you to prospective employers 
• Discussing accommodations and disability disclosure 

with you 
• Interview preparation 
• Employment offer negotiation 
• Informational interview scheduling 
• Job lead discovery 
• Ongoing communication and reporting 
• If the job is offered and you want the position, your 

team will meet and we will help you with accepting the 
job if it will match your strengths. We are there to 
assist you with making the best possible match 
between your strengths, needs, and preferences on a 
job. 

 



 

 
 

Your Responsibilities: 
• Work closely with ACT Career Services to identify 

positions you are interested in applying for. 
• Complete job seeking activities on your own as 

specified in your JD plan or during JD meetings, as 
you are able to. 

• Talk with everyone you know about the fact that you 
are looking for a job.  Most people get a job through 
someone they know. 

• To assist the career specialist in securing 
reliable transportation to and from work. 

• If you must miss a meeting, contact ACT Career 
Services to reschedule. 

• Personal appearance is important. You never know 
when you will get called for an interview. Please 
dress in interview attire each time you come for a job 
development meeting, as you may go into the 
community to meet with potential employers. Feel 
free to ask your ACT Career Services representative 
if you are uncertain as to what clothing is appropriate. 

• If you are contacted by a prospective employer, 
contact ACT Career Services immediately to discuss 
the next steps to be taken. 

• If the job is offered and you want the position, meet 
with your team to discuss the job and plan for your 
training. 



 

 

 

4. Training/Job Supports 
ACT Career Service’s Responsibilities: 

 
 
• During this step, we will help train you, one-on- one in 

the job you have accepted. 
 
• We will help identify the level and type of support 

needed for the worksite and your success. 
 

• We will help to identify and develop needed 
modifications to the job site that improve safety and 
increase accessibility. 
 

• Once you are trained, your job coach will help solve 
problems as needed. 
 

• A report will be written and given to the funding 
agency stating your progress, how much support 
ACT provided to you, and what the plan is for support 
the next month. 
 

• Ongoing communication will continue with the entire 
team of people working to support you. 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5. Follow-Along 
ACT Career Service’s Responsibilities: 

 
 
 

• Once you are doing well on the job, ACT Career 
Services will be with you less and less on the job site. 
We will talk with you and your employer regularly to 
determine how much support you need from ACT. 
 

• ACT will work with you prior to entering follow- along to 
determine funding and/ or providers for extended 
services. Funders may include Boone County Family 
Resources or Central Missouri Regional Office through 
Medicaid Waiver. 
 

• You will be provided with additional support and 
resources that are necessary for your continued 
success. 



 

 

4 and 5. Training & Follow-Along 
Your Responsibilities while Employed: 

• Assist the career specialist in securing reliable 
transportation to and from work. 

• Inform the career specialist of any difficulties you are 
encountering and support you may desire. 

• Keep SSA or any other pertinent agencies informed of 
earnings so as not to incur in overpayments. 

• Follow the business’s work procedures, attire 
guidelines, and any rules of conduct at the place of 
employment (this information will be shared with you by 
your ACT Career Services Representative and/or your 
employer). 

• Follow your employer’s policies and procedures and 
notify ACT Career Services as well if you must miss 
work.  Follow all work site policies and procedures 
regarding requesting time off in advance for planned 
absences. 

• Report any accidents or injuries to your employer 
immediately. 

• Provide a copy of your paystub to ACT Career Services 
when requested. 



 

 

 

Our Responsibilities through all 
phases of service 

 
 
 

• Promptly address all questions and concerns of 
family members or other people important to you 
regarding your job (if you have stated you want this 
to occur). 

• Prepare you to advocate for yourself to the 
maximum extent of your abilities. 

• Engage and assure equal participation of you and 
your involved support team (as desired by you) in 
gathering information needed to determine best 
services. 

• Uphold your confidentiality, rights, and choice, and 
promptly address your concerns. 

• Work closely with you to develop your plan and 
provide the services you need throughout service 
delivery. 



 

 

 

Your responsibilities 
through all phases of service 

• Learn information about ACT Career Services and 
the services being provided 

• Provide accurate and complete information about 
yourself so that the most appropriate level of 
support is provided 

• Communicate with ACT Career Services staff 
regarding your strengths, interests, desires, etc. 

• Keep ACT Career Services informed of any 
changes that would impact your employment 
(benefits, medication, transportation, housing, etc.). 

• Develop your service plan and cooperate fully with 
the career specialist in the implementation of the 
service plan 

• Participate to the fullest extent possible in the 
services being rendered, this includes coming to 
meetings, participating actively in the job search, 
etc. 

• Notify ACT Career Services if you must miss any 
scheduled meetings. 

• Contact ACT Career Services if you’d like to 
schedule extra meeting times.  

• Conduct yourself in a professional, work appropriate 
manner. 



 

 

What happens if the job doesn’t 
work out? 

 
 
 

• If you get terminated or want to leave your job (for 
any reason), a meeting with your team will be held.    
 

• At the meeting, you and your team will decide what 
needs to happen next.  Next steps may include:  
additional training, other support services, starting 
job development with ACT again, or discharge from 
ACT services.   
 
 

 
 
 
 

 



 

 

 

Service Discharge 
Individuals receiving services through ACT Career 
Services may be discharged from the program for 
various reasons: 

 
 

1. You may reach the point of independence 
wherein the services of ACT Career Services are 
no longer necessary. 

 
 

2. The service may become inappropriate to meet 
your needs. Examples include: if you no longer 
express a need or desire to work, when you have 
support needs ACT is unable to address, if you 
relocate to an area not served by ACT Career 
Services, if you do not actively follow your career 
service plan and are not participating in services, 
or if you no longer desire to receive services. 
 

3. Funding is no longer available for your services. 
 
 
In the event that discharge planning occurs, you and/or the 
funding agency will be contacted and the reasons for 
discharge discussed. If it is determined that discharge is 
appropriate, referrals to other agencies will be made as 
indicated.  All other members of the interdisciplinary team 
will be informed and reasons given regarding the 
discharge. 



 

 

 

SAFETY REGULATIONS 
 
 

Safety is everyone's concern and the administration of 
ACT strives to make the employment services as safe 
as possible for all employees.  
 
Emergency procedures and evacuation plans are 
posted throughout the ACT buildings.    
 
Alcoholic beverages or illegal drugs are not permitted 
at ACT Career Services.   
 
In the work environment, general safety rules will be 
observed.  These include, smoking only in designated 
areas, following prescribed safety rules for operation of 
equipment, handling of materials, and actively 
participating in emergency evacuation drills. When you 
start a new job, it is important to learn safety practices 
and emergency plans at that particular business.    

 
 
 



If you are receiving in-person services,
before you receive services, you will be
asked questions about symptoms, exposure,
and will have your temperature taken.

If you are sick, exposed, or have a fever
your in-person services will be cancelled.

You need to wear a mask,  especially when
you cannot physically distance.

Call ACT if you have a fever, are feeling ill,
or have been exposed to COVID-19.

If you have fever, cough, or difficulty
breathing, seek care early. Call beforehand
and follow
medical advice.

If you have a job, follow your employer's
rules about COVID-19. 

Services may need to be provided virtually
or may be cancelled at various times based
on current COVID-19 cases in the community
or at ACT. 

WHAT DO I NEED TO KNOW ABOUT MY
SERVICES AT ACT DURING COVID-19?

PROCEDURES FOR COVID-19
CAREER SERVICES



 

 

 

Home and Community Based 
Services (HCBS) Information 

If you receive Medicaid Home and Community Based waiver services (HCBS), 
you have the right to make choices about your life.  You may make decisions 
about how, when, and where you get your services.  You may come and go 
when and where you want.  You should have the choice to work and be involved 
in your community. 

ACT’s Objectives: 

1. ACT will make sure you have choice and full access to be part of your 
community. 

2. ACT will make sure your services meet the HCBS requirements. 
 

HCBS Requirements 

1. Access to the Community—The setting is integrated in and supports full 
access to the greater community and engagement in community life.  

 
Which means… 

ACT will make sure you have choices about events and have full access to 
your community.  If you want to go to an event, staff will help you see if you 
have enough money and transportation.  ACT will help you find local events, 
parades, etc. and provide options for you to choose from.  You will be 
encouraged to go to public events, such as clubs, groups, parades or fairs, 
etc. 

2. Employment—The setting provides the opportunity to seek employment and 
work in competitive, integrated settings. 

 
Which means… 

If you want a job, you may talk with ACT and/or ask for a meeting to talk 
about your employment options.  Your planning team will help you with your 
employment service options. 

 



 

 

 

 

3. Community Resources—The setting supports individuals to receive services 
in the community to the same degree of access as person’s not receiving 
Medicaid HCB services. 
 

Which means… 

ACT will talk to you about what you like and your choices in accessing 
services in your community, such as: medical, social and recreational 
activities, or those services that apply. 

4. Choice of Settings—The setting is selected by the individual from among 
setting options including non-disability specific settings. 

 
Which means… 

ACT will work with you to learn about your likes and dislikes.  This means you 
have choice of where you live, work, and the things you do in your 
community, including doing things with people who do not have disabilities. 

5. Restrictions/Modifications—The setting options identified for an individual 
are supported by an assessed need and documented in the person centered 
service plans based on the individual’s needs and preferences. 

 
Which means… 

You will not have your rights limited, unless it is in your individual support 
plan.  Any limits must be approved by you, your guardian, and your team.  It 
must also be reviewed by the Due Process Committee. 

6. Code of Conduct—The setting ensures the individuals rights of dignity and 
respect. 

Which means… 

ACT and all staff will treat you with dignity and respect.  You should always 
be treated the way you want.  You should be talked to in a nice manner and 
helped in a positive way. 

  



 

 

 

7. Grievance Procedure--The setting ensures freedom from coercion and/or 
restraint. 

Which means… 

You can talk to staff any time you are unhappy with your services, and ACT 
will try to fix the issue. ACT will help you contact your guardian or your 
support coordinator, if needed.  If the issues have not been fixed, you and/or 
your guardian can file a verbal or written complaint. 

ACT will have the Division’s Constituent Services Office phone number so 
you or your guardian/family can call with a complaint.  You do not have to 
give your name.  The phone number is included in your rights handbook. 

8. Freedom of Choice—The setting optimizes, but does not regiment, 
individual initiative, autonomy, and independence in making life choices. 

 
Which means… 

ACT will make sure you have choices in your life.  You will make choices 
about how you spend your free time.  You can do things you like at your 
home, such as play video games, watch TV or listen to the radio. You may do 
your laundry and other household activities at times you choose. 

9. Services and Supports—The setting facilitates choice regarding services 
and supports and who provides them. 

 
Which means… 

You get to choose your services and who you want to provide them.  ACT will 
ask you about what you want or which staff are the best fit.   ACT will offer 
options so you and your guardian may make a choice. 

10. Privacy—The setting ensures the individual’s right to privacy. 
 

Which means… 

You can talk to other people privately. ACT will be mindful of your privacy if 
you need assistance with personal care.  Information about you will be kept 
private and shared on an as-needed basis.   

  



 

 

 

11. Person-Centered Planning Process and Individual Support Plan—The 
individual will lead the person-centered planning process where possible. 
The Individual Support Plan must reflect the services and supports that are 
important for the individual to meet the needs identified through an 
assessment of functional need, as well as what is important to the individual 
with regard to preferences for the delivery of such services and supports.  

 
Which means… 

This plan process should include people that you choose.  The plan needs to 
be easy for you to understand.  The process should take place at times and 
locations that work for you and your family.  Your plan should identify your 
needs and support you are receiving for them.  

Other important Information 
 

Staff 
ACT Career Services staff must meet minimum training 
requirements.  These include: 

• CPR and First Aid Training 
• Abuse/Neglect Prevention Training, event reporting and 

confidentiality  
• Positive Behavior supports  
• Health and Safety Training  
• Sign Language instruction (as deemed appropriate) 
• Training, procedures and expectations related to direct support 

staff in regards to following and implementing the ISP 
• The rights and responsibilities of the employee and the individual 
• Reporting and documentation requirements  
• Training in communications skills; in understanding and respecting 

individual choice and direction; cultural and ethnic diversity, in 
handling conflict and complaints 

 
 

  



 

 

 

We are here to help you achieve your career 
goals. Please let us know if there is anything we 
can do to improve the quality of our service to 
you.  

 

Contact information:  
Mailing Address 2200 Burlington 

Columbia, MO 65202 
Physical Address 2207 Burlington, Suite C&D 

Columbia, MO 65202 

Phone (573) 474-9446;  (800) 359-4607 

Fax (573) 814-1076 

Website www.actservices.org 

 

 

Program Supervisor Fontella 
Jackmon-Jones 

x3223 fjackmon-jones@actservices.org 
 

Program Supervisor Suzan Schuetz X3239 sschuetz@actservices.org 
Assistant Program 
Director  

Cory Schlegel X3238 cschlegel@actservices.org 

Program Director Jessica Mahon X3204 jmahon@actservices.org 
 

 

 

http://www.actservices.org/
mailto:fjackmon-jones@actservices.org
mailto:sschuetz@actservices.org
mailto:jmahon@actservices.org


For entire outcomes report, please contact ACT. 
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Authorization for Disclosure of Individual Medical/Health Information 

     I, authorize and request 
 (Name of Individual, Parent, Guardian/Legal Representative) 

    Check all that apply: 

 ACT                Boone County Family Resources         Missouri Division of Vocational Rehabilitation 

 Missouri DMH, Division of Developmental Disabilities              Missouri DMH, Division of Behavioral Health       

    Missouri Department of Social Services        

 Other 

    (Name of person, agency) 

To use and disclose/release the below specified information of: 

Name:   Date of Birth Case Record Number 

  To:  (check all that apply) 

 ACT                      Boone County Family Resources         Missouri Division of Vocational Rehabilitation 

  Missouri DMH, Division of Developmental Disabilities            Missouri DMH, Division of Behavioral Health          

  Missouri Department of Social Services          

  Other       
  (Name of person, agency) 

(Address, including City, State, and Zip) 

The Purpose of this Disclosure is (Check all that apply): 

   Eligibility Determination         Placement     Continuity of Services/Care 

 Assessment            Transfer/Treatment               Treatment Planning 

   Aftercare              At individual’s request 

 To share information with the agencies listed above to facilitate the receipt of services at ACT. 

 Other (specify)      

The Specific Information to be Disclosed is (Check all that apply): 

 Discharge Summary                          Progress Notes                                Treatment Plan or Review 

 Monthly Summaries                         Social Services Assessment             Medical/Psychiatric Assessments        

 Educational testing, IEP, transcript, and/or other grading reports protected by 34 CFR Part 99. 

 For Developmental Disabilities testing:  psychometric, neurological, IQ results, or other developmental test results 

   Other  
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1. READ CAREFULLY: I understand that my medical/health information records are confidential. I understand that by
signing this authorization, I am allowing the release of my medical/health information whether past, present or
created in the future up to the expiration or revocation date of this authorization, unless otherwise indicated.  The
protected health information (PHI) in my medical record includes mental/behavioral health information. In addition, it
may include information relating to sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS),
human immunodeficiency virus (HIV), and/or other communicable diseases, or environmental diseases or conditions.

2. This authorization includes both information presently compiled and information to be compiled during the course of
treatment at the above-named facilities during the specified time frame.

3. Unless otherwise indicated, this authorization becomes effective on the date of signature below and will expire on the
following date, event, or special condition
If I fail to specify an expiration date, this authorization will expire 18 months after the date of the signature.

4. I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization
I must do so in writing and present my written revocation to the Privacy Officer or designee for this covered entity. I
further understand that actions already taken based on this authorization, prior to revocation, will not be affected.

5. I understand that I have the right to receive a copy of this authorization. A photographic copy of this authorization
is as valid as the original.

6. I understand that authorizing the disclosure of this medical/health information is voluntary. I can refuse to sign this
authorization. I need not sign this form in order to assure treatment. I understand that I may request to inspect or
request a copy of information to be used or disclosed, as provided in 45 CFR Section 164.524. I understand that any
disclosure of information carries with the potential for an unauthorized redisclosure and the information may not be
protected by federal confidentiality rules. If I have questions about disclosure of my medical/health information, I can
contact the Privacy Officer or designee for this covered entity.

MY SIGNATURE BELOW ACKNOWLEDGES THAT I HAVE READ, UNDERSTAND, AND AUTHORIZE THE RELEASE OF MY PHI. 

Signature of Individual: Date: 

Signature of Witness: Date:  

Signature of Parent/ Legal 
Guardian/Representative: Date: 

(Please include a Description of Authority to Act on Individual’s Behalf): 

AUTHORIZATION TO DISCLOSE SUBSTANCE ABUSE TREATMENT INFORMATION 

Alcohol and drug abuse treatment records are specifically protected by federal regulations (42 CFR Part 2) and by signing in 
the block below, I am allowing the release of any alcohol and/or drug information records (if any) that I may have to the agency 
or persons specified on this form.  Prohibition from Redisclosure:  Federal regulations (42 CFR Part 2) prohibit the recipient of 
substance abuse treatment records from making further disclosure of those records without the specific written authorization 
of the person to whom those records pertain, or as otherwise specified by such regulation.  A general authorization for 
disclosure of medical or other information is NOT sufficient for this purpose.  Sign below if you wish to authorize the release 
of alcohol and drug abuse information.  
Signature of Individual 
or Guardian/Legal Rep: 

Date: 

NOTICE OF REVOCATION 
Date: 

I,                                 (individual or authorized rep) hereby revoke my authorization of this disclosure of 
information to the Agency/person(s) listed above. This revocation effectively makes null and void any permission for disclosure 
of information expressly given by the above authorization.  I understand that any actions based on this authorization, prior to 
revocation, will not be affected. 

Signature of Individual: Date: 

Signature of Witness: Date: 

Signature of Parent/ Legal 
Guardian/Representative: Date: 

If you choose to revoke your authorization, please provide a copy of the completed revocation to the Privacy Officer of this agency. 

jmahon
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Publicity Release Form 
Individual Name: Case Number:        

Number type:  DMH         VR        RSB        Other Date of Birth:  

I hereby grant consent to be (check all that apply): 
  Photographed alone    Photographed with others   Filmed/Videotaped    Interviewed/Quoted     

  None of the above     Other: 
For the purpose of (check only if public disclosure is allowable): 

  Marketing and public awareness in newspaper articles, brochures, flyers, posters, electronic     
  transmissions, internet publishing, audio and/or video records, public service announcements and 
  other releases of information to the public.  

Description of Information to be Used/Disclosed by ACT to the public (check all that apply): 
  My name 
  All items checked above 
 Only the following: 
 Information about the services I receive at ACT 

I understand that: 
1. Signing this authorization is completely voluntary and I may refuse to sign.
2. If I do not sign this form, my services will not be affected.
3. While I can revoke this authorization at any time in writing by contacting ACT management, photos or

other information already released may be part of the public domain and will be permanently accessible
to others beyond the control of ACT.  Information may be redisclosed by others and will no longer be
protected by federal privacy regulations.

By signing, I am waiving any claim, cause of actions, damages, or loss that I may have against ACT or its 
officers or employees arising out of its use of my likeness to promote the agency or raise public awareness.   I 
also waive any right to inspect the Photographs or any advertising or promotional copy that may be used.  

By signing this form below, I confirm that this consent form has been explained to me in terms which I 
understand. 

This authorization will expire on the following: (check and complete only one box) 
   Date:         When ACT no longer has need for photos, videos, etc. 
  18 months from signing  90 Days post-discharge from ACT 

Initial Only One Line 
        (initial)   I authorize the information checked above to be released as described above.  I 

understand that the information disclosed may be seen by members of the general public. 

        (initial)   I authorize the information checked above only to be utilized for my personal use and my 
medical record.  I do not want any information disclosed for educational or promotional purposes. 

        (initial)   I do not want any photos or other items of me disclosed for educational and promotional 
purposes.  I agree to the use of my image for my medical records only.  

Signature of Individual: Date: 

Signature of Guardian (if applicable): Relationship to Individual: 

jmahon
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Individual Name:   ____________________________________ 

Date of Birth:  _______________________________________ 

Agreement to Participate 

(initial) I hereby agree to participate in the ACT         Program. 

Community Access Permission 

(initial) I hereby give my permission for (individual name) to participate in 

activities in the community, which may include volunteer activities, under the supervision of ACT staff. 

ACT Program Handbook(s) 
(initial) I have read or had explained to me the information in the ACT program handbook(s) and grievance 

procedure. Information concerning my rights, complaint procedures, program descriptions, and guidelines and policies 

are contained within the handbook. 

Human Rights of Persons Served 

(initial) I have received a copy of the Human Rights of Person Served Policy and the information has been reviewed 

with me.  I understand that if I feel my rights have been violated, I can file a grievance either directly or anonymously.  

Notice of Privacy Practices Acknowledgement 
(initial) I, (individual name), hereby acknowledge that I have received ACT’s 

Notice of Privacy Practices. I understand that, with certain exceptions detailed in the policy, I have the right to inspect and 

copy my medical/health information maintained by ACT. To do so, I must submit a request in writing to this facility’s 

Privacy Officer or designee. 

Individual signature Date 

Parent/Guardian signature (if necessary) Date 
   NOTE: This authorization will expire 18 months from the date of signature unless revoked in writing. 

Permissions
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Individual Name:  _______________________ 

Date of Birth:  __________________________ 

All Programs: 

Medical Information Release  

______ (initial)  I hereby give my permission to ACT to obtain copies of the medical records of 

____________________________ (individual name) for the purpose of maintaining an up-to-date 

medical history in the event of an emergency. 

All Program Requiring Medication Administration: 

Medication Administration 

______ (initial) I authorize ________________________________ (individual’s name) to receive all 

medications as prescribed by their attending physician. 

Community Living Only 

Treatment Authorization 

______ (initial)  I authorize ____________________________ (individual name) to  receive treatment 

through __________________________(clinic or hospital name).    I also authorize ACT personnel who 

accompany  _______________(individual name) to approve immediate/emergency treatments and may 

complete medical forms and provide current information to clinic/hospital personnel as needed. 

_______________________________________________ ________________ 
Individual mark/signature Date 

_______________________________________________  ________________ 
Parent/Guardian signature      Date 
NOTE: This authorization will expire 18 months from the date of signature unless revoked in writing. 

Medical Permissions



 
ACT 

 TELEHEALTH INFORMED CONSENT  
 
Name:                               
 
Date of Birth:  
 
I agree to participate, as an individual receiving services at ACT, in the telehealth delivery system. I will 
be receiving services through interactive videoconferencing or other electronic means. I understand the 
use of these electronic means is an alternative method of service delivery and that my staff from ACT 
will not be physically in the same room with me. 
 
I understand that although ACT makes every effort to protect my privacy by using a secure server, they 
cannot guarantee the security of any information I transmit to them over the internet. By using telehealth 
services, I recognize that transmissions over the internet are at my own risk and that third parties may 
unlawfully intercept or access the transmissions. I also understand that despite reasonable efforts on the 
part of ACT employees, there are risks and consequences in using telehealth services. The risks include, 
but are not limited to the possibility that the transmission of sessions could be disrupted or distorted by 
technical failures. In case of technical failures, ACT will make every effort to re-connect with me. If I 
find that I do not have the technological capabilities to receive services in this manner, I will notify ACT.  
 
I also understand that telehealth services may not be as complete as services provided face-to-face, 
although, several benefits of telehealth services have been identified including increased access to 
services in remote areas, during pandemics and natural disasters, and when the need for services may not 
be easily predicted. I understand that my participation in this is voluntary and I may decide to terminate 
my services at any time. My privacy and confidentiality will be protected. 
 
I understand that there will be no recordings (audio, video, or still pictures) of the telehealth I receive, 
without my consent.  I also agree to not record (audio, video, or still pictures) my own sessions.  I 
understand that if I am receiving group services, other individuals may also be involved in the telehealth 
delivery.  
 
I understand that the telehealth services will be provided to me utilizing my regular funding mechanisms.   
 
I give my consent to ACT to provide services through the telehealth system or other electronic means. I 
understand that the services I receive will become part of record at ACT. 
 

VERBAL CONSENT (only permitted when written consent cannot be obtained): 
 

Name of Individual 
Providing Verbal Consent 

 
                                                              

Date                                           

Signature of Staff 
Obtaining Verbal Consent 

 
 

Date  
                                          

Name of Guardian 
Providing Verbal Consent 

                                                              
 

Date                                           

 
WRITTEN CONSENT: 
 

Signature of Individual  
 

Date  

Signature of Witness  
 

Date  

Signature of Guardian 
(if applicable) 

 
 

Date  

 
06/02/2020 



Policy Number: A-310 
Date Adopted: July 17, 1989 

REVIEWED BY: Administrative Team – September 23. 2019 Page 1 
APPROVED BY: Executive Director – September 23, 2019 

Subject:  Human Rights of Individuals Served 

Policy: To ensure that each individual has the same rights and protection under the law as 
does any U.S. citizen residing in the state of Missouri, as described under 9 CSR 45-
3.030, Individual Rights. These rights are ensured regardless of race, creed, marital 
status, national origin, disability, religion, gender, gender identity, sexual orientation or 
age. 

Comments: 

1. All individuals served shall be entitled to the following rights and privileges without limitation,
unless otherwise provided by law:

A. To be treated with respect and dignity as a human being; 
B. To have the same legal rights and responsibilities as any other citizen; 
C. To receive services regardless of race, creed, marital status, national origin, disability, 

religion, sexual orientation, gender, or age; 
D. To be free from physical, emotional, sexual, and verbal abuse, financial exploitation, 

humiliation, and neglect; 
E. To receive stand-alone and/or concurrent services and supports to achieve the 

maximum level of independence; 
F. To have access to rules, policies, and procedures governing the operations of the 

Division of DD in an accessible format, and to have those rules, policies, and 
procedures explained in a manner that is easily understood; 

G. Within one’s financial means, to have a choice where to live and whether or not to 
share a home with other people; 

H. To direct one’s own person-centered planning process and to choose others to be 
included in that process; 

I. To informed consent or refusal or expression of choice regarding service delivery, 
concurrent services, and composition of service delivery team. 

J. To have access to pertinent information in a sufficient time to facilitate one’s own 
decision making; 

K. To participate fully in the community; 
L. To communicate in any form and to have privacy of communications, including access 

or referral to legal entities for appropriate representation, self-help support services, 
and advocacy support services; 

M. To accept or decline supports and services; 
N. To have freedom of choice among the Division of DD approved providers if receiving 

a waiver service; 
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O. To seek employment and work in competitive integrated settings; 
P. To participate or decline participation in any study or experiment; 
Q. To choose where to go to church or place of worship, or to refuse to go to a church or 

place of worship; 
R. To have rights, services, supports, and clinical records regarding services explained 

in a manner that is easily understood and in an accessible format; 
S. To have access to one’s own records; 
T. To have all of an individual’s records maintained in a confidential manner and to make 

an informed decision regarding release of information; 
U. To report any violation of one’s rights free from retaliation and without fear of 

retaliation; and 
V. To be informed on how to make an inquiry, file a complaint or report a violation of one’s 

rights, and to be assisted in these processes, if requested. 
W. The right to not be the subject of experimental research without prior written and 

informed consent or that of a parent, if the person is a minor, or guardian; except that 
no involuntary committed person shall be subject to experimental research, except as 
provided by statue.  The right to decide not to participate or to withdraw from any 
research at any time for any reason. 

X. To receive support with referrals to legal entities for appropriate representation, self-
help support services, and advocacy support services. 

2. Adults who do not have a legal guardian have the right to designate a representative to act
on one’s behalf for purposes of receiving services from the Division of Developmental
Disabilities.

3. HCBS Restrictions/Modifications
A. Individuals shall be in full control of their daily lives.  An individual’s rights as outlined 

in section one (1) may not be restricted, including, but not limited to, by a provider of 
targeted case management or home and community based services, without due 
process (as indicated below).  

B. No individual will have their rights restricted by ACT except if detailed in their ISP or 
BSP and approved by the planning team.   Any modification or restriction of a “right” 
must meet the following requirements, be reviewed by the Due Process Committee 
and be documented in the ISP or BSP: 

i. Specific assessed need and justified,
ii. Positive interventions and supports used prior to any modifications,
iii. Less intrusive methods tried, but did not work,
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iv. Clear description of the condition that is directly proportionate to the specific
assessed need,

v. Regular collection and review of data to measure the ongoing effectiveness,
vi. Informed consent of the individual,
vii. Assurance that interventions and supports will cause no harm to the individual.
viii. If an individual has a rights restriction indicated in his or her ISP, ACT will

collaborate with the support coordinator and other providers to collect data,
attempt alternative strategies, and work toward reinstating the restriction over
time.

ix. Due process under this provision includes the right to be notified and heard on
the limitation or restriction, the right to be assisted through external advocacy
if an individual disagrees with the limitation or restriction, and the right to be
informed of available options to restore the individual’s rights.
(refer to DMH DD Division Directive Number 4.200, Due Process Review
Committee for Limitations and Restrictions of Individual Rights, for more
information)

C. Information regarding human rights of individuals served shall be posted in a place 
that is accessible to all individuals.  

D. Each individual shall be fully informed of their rights, prior to or at time of admission 
and while receiving services and annually thereafter 

E. Each individual shall be fully informed, prior to or at time of admission and while 
receiving services, of the services available at ACT and of related charges including 
any charges for services not covered by Medicare, Medicaid, Department of Mental 
Health contract or other funding source.  Each individual will receive an Individual 
Handbook prior to or at time of admission and annually thereafter. 

If a person receiving services has complaints of abuse, neglect or violation or limitation 
of rights, the person, the person’s parents, guardian or authorized representative may 
contact their Program Supervisor, Program Manager, Program Director or Service 
Coordinator, Regional Office, Habilitation Center representative or they may contact 
the Department’s consumer rights monitor (Constituent Services) at 800-364-9687 or 
TT 573-526-1201 for assistance.  (refer to policy A-200 and A-410). 
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Subject:  Individual/Family Complaint and Grievance Procedure 

Policy: ACT is committed to a culture of continuous improvement and the provision of the 
highest quality of individualized services, however, from time to time individuals 
and/or parents/guardians may raise concerns about services received from ACT.  In 
order to ensure responsiveness to feedback and individualized needs, ACT provides 
a mechanism for documenting and resolving complaints or grievances made by an 
individual/parent or guardian.  ACT’s goal is to resolve any perceived and potential 
complaints as early and effectively as possible to ensure the highest quality of 
services are provided.   

Definitions: 

1. “Complaint” means an oral or written expression of concern that can be resolved at the staff
or first supervisor level.

2. “Grievance” or formal complaint means an oral or written complaint that cannot be resolved
at the second supervisor level.

Guidelines: 

1. Individuals can talk to staff any time they are unhappy with staff or the services provided,
and ACT will try to resolve the issue.  ACT will help the individual contact their guardian or
case manager if needed.

2. Verbal complaints received by staff do not need to be submitted as a formal complaint or
grievance if a resolution can be achieved that satisfies the individual or the person acting on
the individual’s behalf.

3. If an individual or their advocate feels that their rights have been violated (refer to Policy A-
310), or they have concerns that were not adequately addressed at the staff level, they are
encouraged to inform their Program Supervisor or Program Manager of the complaint.

4. The first level supervisor will take efforts to resolve the complaint.  If the compliant is not
resolved to the satisfaction of the individual or the person acting on the individual’s behalf at
this level, the complaint will be routed to second level supervisor.   If the complaint is not
resolved to the satisfaction of the individual or the person acting on the individual’s behalf at
this level, the supervisor will assist the individual in lodging a grievance in writing to the
Program Director (see grievance form).  If the complaint is resolved at this level, the
supervisor assisting the individual in lodging the grievance will document the complaint and
resolution and send it to the Chair of the Human Rights Committee.
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5. The Program Director will review the grievance and make arrangements for the Human
Rights Committee (refer to Policy A-300) to review unresolved grievances within five (5)
working days.

6. The Human Rights Committee shall notify all individuals involved of the nature of the
grievance and the meeting date in which the grievance will be addressed.

7. Minutes will be recorded at all meetings, and include, but not be limited to the following:

Date 
Persons in Attendance 
Grievance or Complaint 
Recommended Actions with Time Frames 

Committee minutes will be forwarded to the Executive Director for review. 

8. The Committee Chairperson shall inform the individual or their advocate of the committee’s
recommendations regarding the grievance within five (5) working days of reviewing the
grievance.

9. All individuals involved in the grievance shall be notified of the Committee’s recommended
action and actions taken.  Any recommended limitations or restrictions of an individual's
rights will not occur without due process (see Policy A-310).

10. If a grievance cannot be resolved at this level in the opinion of the committee members,
individual, or their guardian, the Executive Director may be requested to arrange an
additional meeting that consists of the Executive Director, member of the Human Rights
Committee, parent/guardian and an identified professional (medical, behavioral, and/or legal
professional) depending on the nature of the complaint within five (5) working days.  Minutes
will be recorded as previously stated, and recommendations will be provided to all
individuals involved from the initiation of the complaint.

11. If the decision rendered from this meeting is not satisfactory; the individual or guardian will
be promptly assisted in contacting The Department of Mental Health and/or Missouri
Protection and Advocacy Services.  An individual or their advocate has the right to contact
these agencies about a grievance without following this Grievance Procedure and without
telling his/her name (anonymously).
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Missouri Protection and Advocacy Services 
www.moadvocacy.org 
925 South Country Club Dr. 
Jefferson City MO 65109 

Administration: 
573-893-3333/866-777-7199/Fax 573-893-4231 
Application Unit 
573-659-0678/ 800-392-8667/ Fax 573-659-0677 
MO Relay (TDD) 800-735-2966 
mopasic@embargmail.com 

Office of Constituent Services 
Department of Mental Health 
P.O. Box 687 
Jefferson City, MO 65102 
800-364-9687 
constituentsvcs@dmh.mo.gov 

12. The grievance process is a mechanism for resolving concerns.  If a complaint is made or a
formal grievance filed, the individual/guardian will not be subject to retaliation or barriers to
services as a result.

13. Any complaint or grievance that does not fall within the authority of the agency shall be
forwarded to the state regulatory agency which is most appropriate.

14. Any complaint or grievance regarding abuse neglect will be addressed in accordance with
Policy A-410.

http://www.moadvocacy.org/
mailto:mopasic@embargmail.com
mailto:constituentsvcs@dmh.mo.gov
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GRIEVANCE REPORT 

Individual Name Date 

Person Initiating Grievance: 

Relationship to Individual: 

Summary of Grievance: 

Signature and Date of Person Submitting Grievance: 
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Steps To Take If You Have Questions or Concerns or If you 
Think your Rights have Been Violated 

You can talk to your staff any time you are unhappy with your staff or the 
services provided.     

Let them know what is bothering you and together you can see if you can 
solve the problem. 

If you want help getting in touch with your guardian or Service 
Coordinator, let us know.   
If this doesn’t work or you think your rights have been violated, contact 
management staff for your program. 

**you can find their phone numbers in the first part of your handbook** 

Management staff will try to help solve the problem with you. 

If this still doesn’t work, a formal grievance (formal complaint) will be filed 
with the Program Director. 

The Program Director will try to resolve the problem.   
If the Program Director cannot resolve the problem, the Program Director 
will notify the Human Rights Committee.  The Director wil work with the 
committtee to review the grievance withing 5 days. 

The Human Rights Committee will invite everyone involved in your 
grievance and members of the committee will make recommendations as 
to what needs to be done next. The committee will make sure this 
happens as quickly as possible.  

The Committee chairperson will inform you and your advocate of the 
recommendations within 5 working days.  

If you have any rights restrictions or limitations they will be addressed in 
your IP and Due Process (discussed in your other handbook) will be 
followed.  

If your grievance is still not resolved the Executive Director, a member of 
the Human Rights Committee, parent/guardian, and an identified 
professional such as a doctor or lawyer will meet to  try to solve the 
problem within 5 days.  
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If the grievance is not resolved at this point, you will be assisted in 
contacting the Department of Mental Health and/or Missouri Protection 
and Advocacy Services for help.   

You also have the right to contact them about a complaint without 
following this Grievance Procedure and without telling your name 
(anonymously).  Contact information is below.  

The grievance process is a mechanism for resolving concerns. If a formal 
complaint is made the you will not be subject to retaliation or barriers to 
services as a result of making a complaint. 

Missouri Protection and Advocacy Services 
www.moadvocacy.org 
925 South Country Club Dr. 
Jefferson City MO 65109 
Administration: 
573-893-3333/866-777-7199/Fax 573-893-4231 
Application Unit 
573-659-0678/ 800-392-8667/ Fax 573-659-0677 
MO Relay (TDD) 800-735-2966 
mopasic@embargmail.com 

Office of Constituent Services 
Department of Mental Health 
P.O. Box 687 
Jefferson City, MO 65102 
800-364-9687 
constituentsvcs@dmh.mo.gov 

http://www.moadvocacy.org/
mailto:mopasic@embargmail.com
mailto:constituentsvcs@dmh.mo.gov
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ACT (ALTERNATIVE COMMUNITY TRAINING, INC.) 

NOTICE OF PRIVACY PRACTICES 

Effective:      March 1, 2014_ 

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 will tell you how we may use and disclose protected health information about you.  Protected health information means any 
health information about you that identifies you or for which there is a reasonable basis to believe the information can be used to identify you.  In this 
notice, we call all of that protected health information, “medical information.” 

This notice also will tell you about your rights and our duties with respect to medical information about you.  In addition, it will tell you how to 
complain to us if you believe we have violated your privacy rights. 

How We May Use and Disclose Medical Information About You 

We use and disclose medical information about you for a number of different purposes. Each of those purposes is described below. 

• For Treatment. 

We may use medical information about you to provide, coordinate or manage your health care and related services by both us and other 
health care providers.  We may disclose medical information about you to doctors, nurses, hospitals and other health facilities who become 
involved in your care.  We may consult with other health care providers concerning you and as part of the consultation share your medical 
information with them.  Similarly, we may refer you to another health care provider and as part of the referral share medical information 
about you with that provider.  For example, we may conclude you need to receive services from a physician with a particular specialty.  
When we refer you to that physician, we also will contact that physician’s office and provide medical information about you to them so they 
have information they need to provide services for you. 

• For Payment. 

We may use and disclose medical information about you so we can be paid for the services we provide to you.  This can include billing a 
third party payor or other state agency, or your insurance company.  For example, we may need to provide the state Medicaid program 
information about the services we provide to you so we will be reimbursed for those services.  We also may need to provide the state 
Medicaid program with information to ensure you are eligible for the medical assistance program. 

• For Health Care Operations. 

We may use and disclose medical information about you for our own health care operations.  These are necessary for us to operate ACT 
and to maintain quality for the individuals for whom we provide supports and services.  For example, we may use medical information about 
you to review the services we provide and the performance of our employees supporting you.  We may disclose medical information about 
you to train our staff and volunteers.  We also may use the information to study ways to more efficiently manage our organization, for 
accreditation or licensing activities, or for our compliance program. 

• How We Will Contact You. 

Unless you tell us otherwise in writing, we may contact you by either telephone or by mail at either your home or your workplace.  At either 
location, we may leave messages for you on the answering machine or voice mail.  If you want to request that we communicate to you in a 
certain way or at a certain location, see, “Right to Receive Confidential Communications” elsewhere in this Notice. 

• ACT Directory 

We may include your name, your location in our facility, your condition described in general terms, and your religious affiliation, in our 
directory while you receive services.  This information, except for your religious affiliation may be released to people who ask for you by 
name.  Your religious affiliation may be given to members of the clergy, such as a minister, priest or rabbi.  If you do not want included in 
our facility directory, or you want to restrict the information we include in the directory, you must notify your Program Director of your 
objection. 

• Individuals Involved in Your Care. 

We may disclose to a family member, other relative, a close personal friend, or any other person identified by you, medical information 
about you that is directly relevant to that person’s involvement with the services and supports you receive or payment for those services and 
supports.  We also may use or disclose medical information about you to notify, or assist in notifying, those persons of your location, general 
condition, or death.  In the event of your death, we may disclose to any of those persons who were involved in your care for payment for 
health care prior to your death, medical information about you that is relevant to that person’s involvement, unless doing so is inconsistent 
with any prior expressed preference of you that is known to us. 

If there is a family member, other relative, or close personal friend that you do not want us to disclose medical information about you to, 
please notify your Program Director or tell our staff member who is providing care to you. 
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• Disaster Relief. 

We may use or disclose medical information about you to a public or private entity authorized by law or by its charter to assist in disaster 
relief efforts.  This will be done to coordinate with those entities in notifying a family member, other relative, close personal friend, or other 
person identified by you, of your location, general condition or death. 

• Required by Law.  

We may use or disclose medical information about you when we are required to do so by law. 

• Public Health Activities. 

We may use or disclose medical information about you for public health activities and purposes.  This includes reporting medical information 
to a public health authority that is authorized by law to collect or receive the information for purposes of preventing or controlling disease.  
Or, one that is authorized to receive reports of child abuse and neglect.  It also includes reporting for purposes of activities related to the 
quality, safety or effectiveness of a United States Food and Drug administration regulated product or activity. 

• To an Employer.

We may use or disclose medical information to your employer if: (a) we provide health care to you at the request of your employer to
conduct an evaluation relating to medical surveillance of the workplace or to evaluate if you have a work related illness or injury; (b) the
information disclosed will consist of findings concerning a work related illness or injury or a workplace related medical surveillance; (c) the
employer needs the findings in order to comply with its legal obligations to record the illness or injury or to carry out its responsibilities for
workplace medical surveillance.  We will provide written notice to you that the information is being disclosed to your employer.  The written
notice may be given at the time the health care is provided or, if the health care is provided at your employer’s work site, by posting the
notice at the location where the health care is provided.

• Proof of Immunization.

We may use or disclose immunization information to a school about you: (a) if you are a student or prospective student of the school; (b) the
information is limited to proof of immunization; (c) the school is required by State or other law to have the proof of immunization prior to
admitting you; and, (d) we obtain and document the agreement to the disclosure from either: (1) your parent, guardian, or other person
standing in loco parentis of you if you are an unemancipated minor, or (2) from you if you are an adult or an emancipated minor.

• Victims of Abuse, Neglect or Domestic Violence.

We may disclose medical information about you to a government authority authorized by law to receive reports of abuse, neglect, or
domestic violence, if we believe you are a victim of abuse, neglect, or domestic violence.  This will occur to the extent the disclosure is: (a)
required by law; (b) agreed to by you; or, (c) authorized by law and we believe the disclosure is necessary to prevent serious harm to you or
to other potential victims, or, if you are incapacitated and certain other conditions are met, a law enforcement or other public official
represents that immediate enforcement activity depends on the disclosure.

• Health Oversight Activities.

We may disclose medical information about you to a health oversight agency for activities authorized by law, including audits, investigations,
inspections, licensure or disciplinary actions.  These and similar types of activities are necessary for appropriate oversight of the health care
system, government benefit programs, and entities subject to various government regulations.

• Judicial and Administrative Proceedings.

We may disclose medical information about you in the course of any judicial or administrative proceeding in response to an order of the
court or administrative tribunal.  We also may disclose medical information about you in response to a subpoena, discovery request, or
other legal process but only if efforts have been made to tell you about the request or to obtain an order protecting the information to be
disclosed.

• Disclosures for Law Enforcement Purposes.

We may disclose medical information about you to a law enforcement official for law enforcement purposes:
a. As required by law.
b. In response to a court, grand jury or administrative order, warrant or subpoena.
c. To identify or locate a suspect, fugitive, material witness or missing person.
d. About an actual or suspected victim of a crime and that person agrees to the disclosure.  If we are unable to obtain that person’s

agreement, in limited circumstances, the information may still be disclosed.
e. To alert law enforcement officials to a death if we suspect the death may have resulted from criminal conduct.
f. About crimes that occur at our facility.
g. To report a crime in emergency circumstances.

• Coroners and Medical Examiners.  

We may disclose medical information about you to a coroner or medical examiner for  purposes such as identifying a deceased person and 
determining cause of death. 



ACT Notice of Privacy Practices (Rev 3/14)  Page 3  

• Funeral Directors. 

We may disclose medical information about you to funeral directors as necessary for them to carry out their duties. 

• Organ, Eye or Tissue Donation. 

To facilitate organ, eye or tissue donation and transplantation, we may disclose medical information about you to organ procurement 
organizations or other entities engaged in the procurement, banking or transplantation of organs, eyes or tissue. 

• Research. 

Under certain circumstances, we may use or disclose medical information about you for research.  Before we disclose medical information 
for research, the research will have been approved through an approval process that evaluates the needs of the research project with your 
needs for privacy of your medical information.  We may, however, disclose medical information about you to a person who is preparing to 
conduct research to permit them to prepare for the project, but no medical information will leave ACT during that person’s review of the 
information. 

• To Avert Serious Threat to Health or Safety. 

We may use or disclose protected health information about you if we believe the use or disclosure is necessary to prevent or lessen a 
serious or imminent threat to the health or safety of a person or the public.  We also may release information about you if we believe the 
disclosure is necessary for law enforcement authorities to identify or apprehend an individual who admitted participation in a violent crime or 
who is an escapee from a correctional institution or from lawful custody. 

• Military. 

If you are a member of the Armed Forces, we may use and disclose medical information about you for activities deemed necessary by the 
appropriate military command authorities to assure the proper execution of the military mission.  We may also release information about 
foreign military personnel to the appropriate foreign military authority for the same purposes. 

• National Security and Intelligence. 

We may disclose medical information about you to authorized federal officials for the conduct of intelligence, counter-intelligence, and other 
national security activities authorized by law. 

• Protective Services for the President. 

We may disclose medical information about you to authorized federal officials so they can provide protection to the President of the United 
States, certain other federal officials, or foreign heads of State, or to conduct investigations authorized by certain federal laws. 

• Security Clearances. 

We may use medical information about you to make medical suitability determinations and may disclose the results to officials in the United 
States Department of State for purposes of a required security clearance or service abroad. 

• Inmates; Persons in Custody. 

We may disclose medical information about an inmate or other individual to a correctional institution or law enforcement official having 
custody of the inmate or other individual.  The disclosure will be made if the disclosure is necessary: (a) to provide health care to such 
individuals; (b) for the health and safety of such individual or other inmates; (c) the health and safety of the officers or employees of or 
others at the correctional institution; (d) the health and safety of such individuals and officers or other persons responsible for the 
transporting of inmates or their transfer from one institution, facility, or setting to another; (e) law enforcement on the premises of the 
correctional institution; or, (f) the administration and maintenance of the safety, security, and good order of the correctional institution.  

• Workers Compensation. 

We may disclose medical information about you to the extent necessary to comply with workers’ compensation and similar laws that provide 
benefits for work-related injuries or illness without regard to fault. 

• Fundraising. 

We may use and disclose medical information about you to contact you to raise funds for ACT.  We may disclose medical information to a 
business associate of ACT or a foundation related to ACT so that business associate or foundation may contact you to raise money for the 
benefit of ACT.  We will only release: (a) demographic information relating to you, including your name, address, other contact information, 
age, gender, and date of birth; (b) dates of health care provided to you; (c) department of service information; (d) treating physician; (e) 
outcome information; and, (f) health insurance status.   

You have the right to opt out of receiving fundraising communications. If you do not want ACT or its foundation to contact you for 
fundraising, you must notify your Program Director. 

Certain Uses and Disclosures that Require Your Written Authorization 

• Psychotherapy Notes.  Your authorization is required before we may use or disclose psychotherapy notes unless the use or disclosure is:
(a) by the originator of the psychotherapy notes for treatment; (b) for our own training programs for students, trainees, or practitioners in
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mental health; (c) to defend ourselves in a legal action or other proceeding brought by you; (d) when required by law; or, (e) permitted by 
law for oversight of the originator of the psychotherapy notes.  

• Marketing.  We may use and disclose medical information about you to communicate with you about a product or service to encourage you
to purchase the product or service. Generally, this may occur without your authorization.  However, your authorization is required if: (a) the
communication is to provide refill reminders or otherwise communicate about a drug or biologic that is, at the time, being prescribed for you
and we receive any financial remuneration in exchange for making the communication which is not reasonably related to our cost in making
the communication; or, (b) except as stated in (a), we use or disclose your medical information for marketing purposes and we receive direct
or indirect financial remuneration from a third party for doing so. When an authorization is required to communicate with you about a product
or service to encourage you to purchase the product or service, the authorization will state that financial remuneration to ACT is involved.

• Sale of Information.  Your authorization is required for any disclosure of your medical information when the disclosure is in exchange for
direct or indirect remuneration from or on behalf of the recipient of the medical information.  However, your authorization may not be
required under certain conditions if the disclosure is: (a) for public health purposes; (b) for research purposes; (c) for treatment and
payment; (d) if we are being sold, transferred, merged or consolidated; (e) to a business associate of ours for activities undertaken on our
behalf; (f) to you when requested by you; (g) required by law; (h) when permitted by applicable law where the only remuneration received by
us is a fee permitted by law.

Other Uses and Disclosures. 

Other uses and disclosures will be made only with your written authorization.  You may revoke such an authorization at any time by notifying 
your Program Director in writing of your desire to revoke it.  However, if you revoke such an authorization, it will not have any affect on 
actions taken by us in reliance on it.  

Your Rights With Respect to Medical Information About You. 

You have the following rights with respect to medical information that we maintain about you. 

• Right to Request Restrictions. 

You have the right to request that we restrict the uses or disclosures of medical information about you to carry out treatment, payment, or 
health care operations.  You also have the right to request that we restrict the uses or disclosures we make to: (a) a family member, other 
relative, a close personal friend or any other person identified by you; or, (b) for to public or private entities for disaster relief efforts.  For 
example, you could ask that we not disclose medical information about you to your brother or sister. 

To request a restriction, you may do so at any time. If you request a restriction, you should do so in writing to your Program Director and tell 
us: (a) what information you want to limit; (b) whether you want to limit use or disclosure or both; and, (c) to whom you want the limits to 
apply (for example, disclosures to your spouse). 

With one exception, we are not required to agree to any requested restriction.  The exception is that we will always agree to a request to 
restrict disclosures to a health plan if: (a) the disclosure is for the purpose of carrying out payment or health care operations and is not 
otherwise required by law; and, (b) the information relates solely to a health care item or service for which you, or someone on your behalf 
(other than the health plan), has paid us in full.   

If we agree to a restriction, we will follow that restriction unless the information is needed to provide emergency treatment.  Even if we agree 
to a restriction, either you or we can later terminate the restriction.  However, we will not terminate a restriction that falls into the exception 
stated in the previous paragraph. 

• Right to Receive Confidential Communications. 

You have the right to request that we communicate medical information about you to you in a certain way or at a certain location. For 
example, you can ask that we only contact you by mail or at work.  We will not require you to tell us why you are asking for the confidential 
communication. 

If you want to request confidential communication, you must do so in writing to your Program Director.  Your request must state how or 
where you can be contacted. 

We will accommodate your request.  However, we may, when appropriate, require information from you concerning how payment will be 
handled.  We also may require an alternate address or other method to contact you. 

• Right to Inspect and Copy. 

With a few very limited exceptions, such as psychotherapy notes, you have the right to inspect and obtain a copy of medical information 
about you. 

To inspect or copy medical information about you, you must submit your request in writing to your Program Director.  Your request should 
state specifically what medical information you want to inspect or copy. Your request should state the form of access and copy you desire, 
such as in paper or in electronic media. If you request a copy of the information, we may charge a fee for the costs of copying and, if you 
ask that it be mailed, the cost of mailing. 
We usually will act on your request within thirty (30) calendar days after we receive your request.  If we grant your request, in whole or in 
part, we will inform you of our acceptance of your request and provide access and copies. 

We may deny your request to inspect and copy medical information if the medical information involved is: 
a. Psychotherapy notes;
b. Information compiled in anticipation of, or use in, a civil, criminal or administrative action or proceeding;
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If we deny your request, we will inform you of the basis for the denial, how you may have our denial reviewed, and how you may complain. 
If you request a review of our denial, it will be conducted by a licensed health care professional designated by us who was not directly 
involved in the denial.  We will comply with the outcome of that review. 

• Right to Amend. 

You have the right to ask us to amend medical information about you.  You have this right for so long as the medical information is 
maintained by us. 

To request an amendment, you must submit your request in writing to your Program Director.  Your request must state the amendment 
desired and provide a reason in support of that amendment. 

We will act on your request within sixty (60) calendar days after we receive your request.  If we grant your request, in whole or in part, we 
will inform you of our acceptance of your request and provide access and copying. 

If we grant the request, in whole or in part, we will seek your identification of and agreement to share the amendment with relevant other 
persons.  We also will make the appropriate amendment to the medical information by appending or otherwise providing a link to the 
amendment. 

We may deny your request to amend medical information about you.  We may deny your request if it is not in writing and does not provide a 
reason in support of the amendment.  In addition, we may deny your request to amend medical information if we determine that the 
information: 
a. Was not created by us, unless the person or entity that created the information is no longer available to act on the requested

amendment; 
b. Is not part of the medical information maintained by us;
c. Would not be available for you to inspect or copy; or,
d. Is accurate and complete.

If we deny your request, we will inform you of the basis for the denial.  You will have the right to submit a statement of disagreeing with our 
denial.  Your statement may not exceed _2_ pages.  We may prepare a rebuttal to that statement.  Your request for amendment, our denial 
of the request, your statement of disagreement, if any, and our rebuttal, if any, will then be appended to the medical information involved or 
otherwise linked to it.  All of that will then be included with any subsequent disclosure of the information, or, at our election, we may include 
a summary of any of that information. 

If you do not submit a statement of disagreement, you may ask that we include your request for amendment and our denial with any future 
disclosures of the information. We will include your request for amendment and our denial (or a summary of that information) with any 
subsequent disclosure of the medical information involved. 

You also will have the right to complain about our denial of your request. 

• Right to an Accounting of Disclosures. 

You have the right to receive an accounting of disclosures of medical information about you.  The accounting may be for up to six (6) years 
prior to the date on which you request the accounting but not before April 14, 2003. 

Certain types of disclosures are not included in such an accounting: 
a. Disclosures to carry out treatment, payment and health care operations;
b. Disclosures of your medical information made to you;
c. Disclosures that are incident to another use or disclosure;
d. Disclosures that you have authorized;
e. Disclosures for our facility directory or to persons involved in your care;
f. Disclosures for disaster relief purposes;
g. Disclosures for national security or intelligence purposes;
h. Disclosures to correctional institutions or law enforcement officials having custody of you;
i. Disclosures that are part of a limited data set for purposes of research, public health, or health care operations (a limited data set

is where things that would directly identify you have been removed).
j. Disclosures made prior to April 14, 2003.

Under certain circumstances your right to an accounting of disclosures to a law enforcement official or a health oversight agency may be 
suspended.  Should you request an accounting during the period of time your right is suspended, the accounting would not include the 
disclosure or disclosures to a law enforcement official to a health oversight agency. 

To request an accounting of disclosures, you must submit your request in writing to      your Program Director.  Your request must state a 
time period for the disclosures.  It may not be longer than six (6) years from the date we receive your request and may not include dates 
before April 14, 2003. 

Usually, we will act on your request within sixty (60) calendar days after we receive your request.  Within that time, we will either provide the 
accounting of disclosures to you or give you a written statement of when we will provide the accounting and why the delay is necessary. 

There is no charge for the first accounting we provide to you in any twelve (12) month period.  For additional accountings, we may charge 
you for the cost of providing the list.  If there will be a charge, we will notify you of the cost involved and give you an opportunity to withdraw 
or modify your request to avoid or reduce the fee. 
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● Right to Copy of this Notice.

You have the right to obtain a paper copy of our Notice of Privacy Practices.  You may obtain a paper copy even if you agreed to receive the
notice electronically.  You may request a copy of our Notice of Privacy Practices at any time.

You may obtain a copy of our Notice of Privacy Practices over the Internet at our web site, www.actservices.org.  To obtain a paper copy of
this notice, contact your Program Director.

Our Duties 

• Generally. 

We are required by law to maintain the privacy of medical information about you, to provide individuals with notice of our legal duties and 
privacy practices with respect to medical information, and to notify affected individuals following a breach of unsecured protected health 
information.  

We are required to abide by the terms of our Notice of Privacy Practices in effect at the time. 

• Our Right to Change Notice of Privacy Practices. 

We reserve the right to change this Notice of Privacy Practices. We reserve the right to make the new notice’s provisions effective for all 
medical information that we maintain, including that created or received by us prior to the effective date of the new notice.  

• Availability of Notice of Privacy Practices. 

A copy of our current Notice of Privacy Practices will be posted in the break rooms maintained in ACT office facilities at 2200, 2205, and 
2207 Burlington and any future locations in which we offer services.   A copy of the current notice also will be posted on our web site, 
www.actservices.org 

At any time, you may obtain a copy of the current Notice of Privacy Practices by contacting your Program Director. 

• Effective Date of Notice.  

The effective date of the notice is stated on the first page of this notice. 

• Complaints.  

You may complain to us and to the United States Secretary of Health and Human Services if you believe your privacy rights have been 
violated by us. 

To file a complaint with us, contact your Program Director.  All complaints should be submitted in writing. 

To file a complaint with the United States Secretary of Health and Human Services, send your complaint to him or her in care of: Office for 
Civil Rights, U.S. Department of Health and Human Services, 200 Independence Avenue SW, Washington, D.C. 20201.  Complaints also 
may be filed online. Go to: http://www.hhs.gov/ocr 

You will not be retaliated against for filing a complaint. 

• Questions and Information.  

If you have any questions or want more information concerning this Notice of Privacy Practices, please contact your Program Director. 

http://www.actservices.org/
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