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CONTRACT FOR COMMUNITY BEHAVIORAL HEALTH RENTAL ASSISTANCE

THIS CONTRACT FOR THE PARTICIPATION IN THE NORTH SOUND INTEGRATED CARE NETWORK
CONTRACT (the “Contract”), pursuant to RCW Chapter 71.24 and all relevant and associated statutes,
as amended, is made and entered into by and between the NORTH SOUND BEHAVIORAL HEALTH
ADMINISTRATIVE SERVICES ORGANIZATION, LLC (North Sound BH-ASO), a governmental limited
liability company pursuant to RCW Chapter 71.24, 2021 College Way, Suite 101, Mount Vernon, WA
98273 and WHATCOM COUNTY, (Provider), a Washington Behavioral Health Agency, 509 Girard
Street, Bellingham, WA 98225.

I. RECITALS

WHEREAS, Island County, San Juan County, Snohomish County, Skagit County and Whatcom County
(the County Authorities), as defined by RCW 71.24.025 (18), entered into a Joint County Authority BH-
ASO Interlocal Operating Agreement to cooperatively provide a community health program and
regional system of care, with the collective goal of consolidating administration, reducing
administrative layering and reducing administrative costs, consistent with the State of Washington’s
legislative policy as set forth in RCW Chapter 71.24 (Operating Agreement); and

WHEREAS, North Sound BH-ASO is a governmental limited liability company formed by an
operating agreement entered into by the foregoing five (5) County Authorities in response to a request
for a detailed plan and to contract with the State of Washington to operate as a Regional Support
Network until April 1, 2016 and as a Behavioral Health Organization as of April 1, 2016, and as an
Administrative Services Organization as of July 1, 2019 as provided for in RCW 71.24.100 and Chapter
25.15.

WHEREAS, the Operating Agreement provides a means for each County Authority to share in the
cost of behavioral health services, for payment of services and for the audit of funds, as provided for
in RCW 71.24.100 and provides for the joint supervision and operation of services and facilities, as
provided for in RCW 71.24.110.

WHEREAS, North Sound BH-ASO anticipates increased need for behavioral health services in the
community and recognizes the need for expansion of services and strengthening of cooperation among
service providers to meet this challenge; and

WHEREAS, North Sound BH-ASO is engaged in the administration of services.

WHEREAS, Provider is engaged in the provision of recovery navigator services within Whatcom
County; and
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WHEREAS, North Sound BH-ASO desires that Provider provide, distribute and otherwise
market, do all things necessary to deliver Services in the County;

WHEREAS, the parties to this Contract desire to promote the continuity of care for individuals,
avoid service disruption, ensure the provision of behavioral health services and strengthen the
regional service network; and

WHEREAS, the parties also wish to enter into a Business Associate Agreement (BAA) to ensure
compliance with the Privacy and Security Rules of the Health Insurance Portability and Accountability
Act of 1996 (HIPAA Privacy and Security Rules, 45 CFR Parts 160 and 164); now, therefore,

THE PARTIES AGREE AS FOLLOWS:
Il. CONTRACT

The effective date of this Contract is July I, 2023.

WHEREAS, North Sound BH-ASO has been advised that the foregoing are the current funding
sources, funding levels and effective dates as described in Exhibit B; and

WHEREAS, North Sound BH-ASO desires to have recovery navigator services performed by the
Provider as described in Exhibit C;

WHEREAS, the Provider represents and warrants that North Sound BH-ASO is authorized to
negotiate and execute provider agreements, including this Agreement, and to bind the Provider to the
terms and conditions of this Agreement;

WHEREAS, North Sound BH-ASO intends to implement mechanisms to ensure the availability of
contracted providers and for establishing standards for the number and geographic distribution of
contracted providers and key specialty providers in accordance with applicable law;

WHEREAS, Providers contracted with North Sound BH-ASO for participation in the North Sound
provider Network(Participating Providers) will deliver behavioral health recovery navigator services to

individuals within the scope of their licensure or accreditation; and

NOW THEREFORE, in consideration of payments, covenants, and agreements hereinafter
mentioned, to be made and performed by the parties hereto, the parties mutually agree as follows:

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 6 of 33
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ARTICLE ONE — DEFINITIONS

For purposes of this Agreement, the following terms shall have the meanings set forth below.

11

1.2

1.3

AGREEMENT

The Contract for participation in the North Sound provider network entered into between
North Sound BH-ASO and Provider, including all attachments and incorporated documents or
materials, including the CBRA Guidelines which is Exhibit A thereof.

BEHAVIORAL HEALTH ADMINISTRATIVE SERVICE ORGANIZATION (BH-ASO)

BH-ASO means an entity selected by the Medicaid Agency to administer behavioral health
programs, including crisis services for individuals in a fully integrated managed care regional
service area. The BH-ASO administers crisis services for all individuals in its defined regional
service area, regardless of an individual's ability to pay.

RECOVERY NAVIGATOR SERVICES

Program to provide social services to individuals who intersect with police because of
simple drug possession and /or people who have frequent contact criminal legal system
contact because of unmet behavioral health needs. The program is intended to serve
people who are at risk of arrest or already have been involved in the criminal legal
system.

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 7 of 33
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ARTICLE TWO — NETWORK PROVIDER OBLIGATIONS

This Agreement, North Sound BH-ASO’s Supplemental Provider Service Guide, Policies and
Procedures (P&P), Contract Exhibits, the Contract Boilerplate, and their revisions each specify North
Sound BH-ASQO’s requirements for the array of services to be provided. Unless otherwise specified,
these materials shall be regarded as the source documents for compliance with program
requirements. Inthe event of any inconsistency between the requirements of such documents, the
more stringent shall control.

2.1

2.2

2.3

2.4

NETWORK PARTICIPATION

Provider shall participate as part of the North Sound BH-ASO for services specified in this
Contract. Provider agrees that its practice information may be used in North Sound BH-ASO
and Health Care Authority (HCA) provider directories, promotional materials, advertising and
other informational material made available to the public. Such practice information includes,
but is not limited to, name, address, telephone number, hours of operation and type of
services. Provider shall promptly notify North Sound BH-ASO within 30 days of any changes in
this information.

PROMOTIONAL ACTIVITIES

At the request of North Sound BH-ASO, Provider shall display promotional materials in its
offices and facilities as practical, in accordance with applicable law and cooperate with and
participate in all reasonable marketing efforts. Provider shall not use any North Sound BH-
ASO name in any advertising or promotional materials without the prior written permission of
North Sound BH-ASO.

LICENSURE, CERTIFICATION AND OTHER STATE AND FEDERAL REQUIREMENTS

Provider shall hold all necessary licenses, certifications, and permits required by law, as
applicable, for the performance of services to be provided under this Agreement. Provider
shall maintain its licensure and applicable certifications in good standing, free of disciplinary
action, and in unrestricted status throughout the term of this Agreement. Provider’s loss or
suspension of licensure or other applicable certifications, or its exclusion from any federally
funded health care program, including Medicare and Medicaid, may constitute cause for
immediate termination of this Agreement. Provider warrants and represents that each
employee subcontractor, who is subject to professional licensing requirements, is duly
licensed to provide Behavioral Health Services. Provider shall ensure each employee and
subcontractor have and maintains in good standing for the term of this Agreement the
licenses, permits, registrations, certifications, and any other governmental authorizations to
provide such services.

NON-DISCRIMINATION
2.4.1 Enrollment

Provider shall not differentiate or discriminate in providing services to individuals
because of race, color, religion, national origin, ancestry, age, marital status, gender

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 8 of 33
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2.4.2

identity, sexual orientation, physical, sensory or mental handicap, socioeconomic
status, or participation in publicly financed programs of health care services. Provider
shall render services to individuals in the same location, in the same manner, in
accordance with the same standards, and within the same time availability regardless
of payor.

Employment

Provider shall not differentiate or discriminate against any employee or applicant for
employment, with respect to their hire, tenure, terms, conditions or privileges of
employment, or any matter directly or indirectly related to employment, because of
race, color, religion, national origin, ancestry, age, height, weight, marital status,
gender identity, sexual orientation, physical, sensory or mental disability unrelated to
the individual’s ability to perform the duties of the particular job or position.

2.5 NOTICES

251

2,5.2

253

Critical Incident Reporting

Provider shall send immediate notification to North Sound BH-ASO of any Critical
Incident involving an individual. Notification shall be made during the business day on
which Provider becomes aware of the Critical Incident. If Provider becomes aware of a
Critical Incident involving an individual after business hours, Provider shall provide
notice to North Sound BH-ASO as soon as possible the next business day. Provider
shall provide to North Sound BH-ASO all available information related to a Critical
Incident at the time of notification, including: a description of the event, the date and
time of the incident, the incident location, incident type, information about the
individuals involved in the incident and the nature of their involvement; the
individual’s or other involved individuals’ service history with Provider; steps taken by
Provider to minimize potential or actual harm; and any legally required notification
made by Provider. Upon North Sound BH-ASO’s request, and as additional information
becomes available, Provider shall update the information provided regarding the
Critical Incident and, if requested, shall prepare a written report regarding the Critical
Incident, including any actions taken in response to the incident, the purpose for which
such actions were taken, any implications to Provider’s delivery system and efforts
designed to prevent or lessen the possibility of future similar incidents. Reporting shall
comport with North Sound BH-ASO Supplemental Provider Service Guide and
applicable P&Ps.

Termination of Services
Provider shall provide North Sound BH-ASO at least 120 calendar days written notice
before provider, any clinic, or subcontractor ceases to provide services to individuals.

Reporting Fraud
Provider shall comply with RCW 48.135 concerning Insurance Fraud Reporting and
shall notify North Sound BH-ASO Compliance Department of all incidents or occasions

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 9 of 33
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Providers shall submit the following deliverables on time with truthful, accurate information:

1

2

3 e Recovery Navigator Program Quarterly Data Collection Tools
4 See: Exhibit D, RNP Data Collection Workbook (version 6)

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 12 of 33



DocuSign Envelope ID: E7TBB2A2D-47C6-45DD-9126-92985DC 15341

4.1

4.2

4.3

4.4
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ARTICLE FOUR — TERM AND TERMINATION

TERM

This Agreement is effective on July 1, 2023 and will remain in effect for an initial term of 1
year (Initial Term), after which it will automatically renew for successive terms of 1 year each
(Renewal Term), unless this Agreement is sooner terminated as provided in this Agreement or
either Party gives the other Party written notice of non-renewal of this Agreement not less
than 180 days prior to the end of the current term.

TERMINATION WITHOUT CAUSE
This Agreement may be terminated without cause by either party upon providing at least 90
days written notice to the other party.

TERMINATION WITH CAUSE

Either party may terminate this Agreement by providing the other party with a minimum of 10
business days prior written notice in the event the other party commits a material breach of
any provision of this Agreement. Said notice must specify the nature of said material breach.
The breaching party shall have 7 business days from the date of the breaching party’s receipt
of the foregoing notice to cure said material breach. In the event the breaching party fails to
cure the material breach within said 7 business day period, this Agreement shall automatically
terminate upon expiration of the 10 business days’ notice period.

IMMEDIATE TERMINATION

Unless expressly prohibited by applicable regulatory requirements, North Sound BH-ASO may
immediately suspend or terminate the participation of a Provider in any or all products or
services by giving written notice thereof to Provider when North Sound BH-ASO determines
that (i) based upon available information, the continued participation of the Provider appears
to constitute an immediate threat or risk to the health, safety or welfare of individual(s), or (ii)
Provider’s fraud, malfeasance, or non-compliance with any regulatory requirements is
reasonably suspected. During such suspension, the Provider shall, as directed by North Sound
BH-ASO, discontinue the provision of all or a particular contracted Service to individual(s).
During the term of any suspension, Provider shall notify individual(s) that their status as a
Provider has been suspended. Such suspension will continue until the Provider’s participation
is reinstated or terminated.

TERMINATION DUE TO CHANGE IN FUNDING

In the event funding from Health Care Authority, State, Federal, or other sources is
withdrawn, reduced, or limited in any way after the effective date of this Contract and prior to
its normal completion, either party may terminate this Contract subject to re-negotiations.

4.5.1 TERMINATION PROCEDURE
The following provisions shall survive and be binding on the parties in the event this
Contract is terminated:

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 13 of 33
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45.1.1

4.5.1.2

45.13

45.1.4

Provider and any applicable subcontractors shall cease to perform any
services required by this Contract as of the effective date of termination and
shall comply with all reasonable instructions contained in the notice of
termination which are related to the transfer of individuals, distribution of
property and termination of services. Each party shall be responsible only
for its performance in accordance with the terms of this Contract rendered
prior to the effective date of termination. Provider and any applicable
subcontractors shall assist in the orderly transfer/transition of the
individuals served under this Contract. Provider and any applicable
subcontractors shall promptly supply all information necessary for the
reimbursement of any outstanding Medicaid claims.

Provider and any applicable subcontractors shall immediately deliver to
North Sound BH-ASQO’s Program Administrator or their successor, all North
Sound BH-ASO assets (property) in Provider and any applicable
subcontractor’s possession and any property produced under this Contract.
Provider and any applicable subcontractors grant North Sound BH-ASO the
right to enter upon Provider and any applicable subcontractor’s premises for
the sole purpose of recovering any North Sound BH-ASO property that
Provider and any applicable subcontractors fails to return within 10 business
days of termination of this Contract. Upon failure to return North Sound BH-
ASO property within 10 business days of the termination of this Contract,
Provider and any applicable subcontractors shall be charged with all
reasonable costs of recovery, including transportation and attorney’s fees.
Provider and any applicable subcontractors shall protect and preserve any
property of North Sound BH-ASO that is in the possession of Provider and
any applicable subcontractors pending return to North Sound BH-ASO.
North Sound BH-ASO shall be liable for and shall pay for only those services
authorized and provided through the date of termination. North Sound BH-
ASO may pay an amount agreed to by the parties for partially completed
work and services, if work products are useful to or usable by North Sound
BH-ASO.

If the Program Administrator terminates this Contract for default, North
Sound BH-ASO may withhold a sum from the final payment to Provider that
North Sound BH-ASO determines is necessary to protect North Sound BH-
ASO against loss or additional liability occasioned by the alleged default.
North Sound BH-ASO shall be entitled to all remedies available at law, in
equity, or under this Contract. If it is later determined Provider was not in
default, or if Provider terminated this Contract for default, Provider shall be
entitled to all remedies available at law, in equity, or under this Contract.

Should the contract be terminated by either party, North Sound BH-ASO wiill
require the spend-down of all remaining reserves and fund balances within
the termination period. Funds will be deducted from the final months’
payments until reserves and fund balances are spent. Should the contract be

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 14 of 33
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1 terminated by either party, Provider shall be responsible to provide all
2 behavioral health services through the end of the month for which they have
3 received payment.
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ARTICLE FIVE — FINANCIAL TERMS AND CONDITIONS

51 GENERAL FISCAL ASSURANCES
Provider shall comply with all applicable laws and standards, including Generally Accepted
Accounting Principles and maintain, at a minimum, a financial management system that is a
viable, single, integrated system with sufficient sophistication and capability to effectively and
efficiently process, track and manage all fiscal matters and transactions. The parties’
respective fiscal obligations and rights set forth in this section shall continue after termination
of this Contract until such time as the financial matters between the parties resulting from this
Contract are completed.

5.2 FINANCIAL ACCOUNTING REQUIREMENTS
Provider shall:

5.2.1 Limit Administration costs to no more than 10% of the annual revenue supporting the
public behavioral health system operated by Provider. Administration costs shall be
measured on a fiscal year basis and based on the information reported in the Revenue
and Expenditure Reports and reviewed by North Sound BH-ASO.

5.2.2 The Provider shall establish and maintain a system of accounting and internal controls
which complies with generally accepted accounting principles promulgated by the
Financial Accounting Standards Board (FASB), the Governmental Accounting Standards
Board (GASB), or both as is applicable to the Provider’s form of incorporation.

5.2.3 Ensure all North Sound BH-ASO funds, including interest earned, provided pursuant to
this Contract, are used to support the public behavioral health system within the
Service Area;

5.2.4 Produce annual, audited financial statements upon completion and make such reports
available to North Sound BH-ASO upon request.

5.2.4.1 Financial Reporting
Provider shall provide the following reports to North Sound BH-ASO:

5.2.4.1.1 The North Sound BH-ASO shall reimburse the Provider for
satisfactory completion of the services and requirements
specified in this Contract and its attached exhibit(s).

5.2.4.1.2 The Provider shall submit an invoice within 30 days from the
service month (i.e., services in June invoiced on or before August
1st ) along with all accompanying reports as specified in the
attached exhibit(s), including its final invoice and all outstanding
reports. The North Sound BH-ASO shall initiate authorization for
payment to the Provider not more than 30 days after a timely,
complete and accurate invoice is received.

5.2.4.1.3 The Provider shall submit its final invoice and all outstanding
reports as specified in this contract and its attached exhibit(s). If
the Provider’s final invoice and reports are not submitted as
specified in this contract and its attached exhibit(s), the North

NORTH SOUND BH-ASO-WHATCOM COUNTY-RNP-23 Page 16 of 33



DocuSign Envelope ID: E7TBB2A2D-47C6-45DD-9126-92985DC 15341

1 Sound BH-ASO will be relieved of all liability for payment to the
2 Provider of the amounts set forth in said invoice or any
3 subsequent invoice.
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6.1

6.2

ARTICLE SIX — OVERSIGHT AND REMEDIES

OVERSIGHT AUTHORITY

North Sound BH-ASO, HCA, DSHS, Office of the State Auditor, the Department of Health
(DOH), the Comptroller General, or any of their duly-authorized representatives have the
authority to conduct announced and unannounced: a) surveys, b) audits, c) reviews of
compliance with licensing and certification requirements and compliance with this Contract,
d) audits regarding the quality, appropriateness and timeliness of behavioral health services of
Provider and subcontractors and e) audits and inspections of financial records of Provider and
subcontractors.

Provider shall notify North Sound BH-ASO when an entity other than North Sound BH-ASO
performs any audit described above related to any activity contained in this Contract.

In addition, North Sound BH-ASO will conduct reviews in accordance with its oversight of
resource, utilization and quality management, as well as, ensure Provider has the
administrative and fiscal structures to enable them to perform in accordance with the terms
of the contract. Such reviews may include, but are not limited to: program integrity,
administrative structures reviews, fiscal management and contract compliance. Reviews may
include desk reviews, requiring Provider to submit requested information. North Sound BH-
ASO will also review any activities delegated under this contract to Provider.

REMEDIAL ACTION

North Sound BH-ASO may require Provider to plan and execute corrective action. Corrective
Action Plan (CAP) developed by Provider must be submitted for approval to North Sound BH-
ASO within 30 calendar days of notification. CAP must be provided in a format acceptable to
North Sound BH-ASO. North Sound BH-ASO may extend or reduce the time allowed for
corrective action depending upon the nature of the situation as determined by North Sound
BH-ASO.

6.2.1 CAP mustinclude:

6.2.1.1 A brief description of the findings; and

6.2.1.2  Specific actions to be taken, a timetable, a description of the monitoring to
be performed, the steps taken and responsible individuals that will reflect
the resolution of the situation.

6.2.2 CAP may:
Require modification of any P&P by Provider relating to the fulfillment of its
obligations pursuant to this Contract.
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1 6.2.3  CAP is subject to approval by North Sound BH-ASO, which may:

2

3 6.2.3.1  Accept the plan as submitted;

4 6.2.3.2  Accept the plan with specified modifications;

5 6.2.3.3  Request a modified plan; or

6 6.2.3.4  Reject the plan.

7

8 6.2.4  Provider agrees North Sound BH-ASO may initiate remedial action as outlined in

9 subsection (6.2.5) below if North Sound BH-ASO determines any of the following
10 situations exist:
11
12 6.2.4.1 If a problem exists that poses a threat to the health or safety of any person
13 or poses a threat of property damage/an incident has occurred that
14 resulted in injury or death to any person/resulted in damage to property.
15 6.2.4.2 Provider has failed to perform any of the behavioral health services
16 required in this Contract, which includes the failure to maintain the
17 required capacity as specified by North Sound BH-ASO to ensure enrolled
18 individuals receive medically necessary services, including delegated
19 functions; except, that no remedial action pursuant to subsection (6.2.5)
20 hereof shall be taken if such failure to maintain required capacity is due to
21 any interruption in, or depletion of the available amount of money to
22 Provider as described in Exhibit B of this contract for purposes of
23 performing services under this contract; however, in such an instance,
24 North Sound BH-ASO may terminate all or part of this contract on as little
25 as 30 days written notice.
26 6.2.4.3 Provider has failed to develop, produce and/or deliver to North Sound BH-
27 ASO any of the statements, reports, data, data corrections, accountings,
28 claims and/or documentation described herein, in compliance with all the
29 provisions of this Contract.
30 6.2.4.4 Provider has failed to perform any administrative function required under
31 this Contract, including delegated functions. For the purposes of this
32 section, “administrative function” is defined as any obligation other than
33 the actual provision of behavioral health services.
34 6.2.4.5 Provider has failed to implement corrective action required by the state
35 and within North Sound BH-ASO prescribed timeframes.
36
37 6.2.5 North Sound BH-ASO may impose any of the following remedial actions in response
38 to findings of situations as outlined above.
39
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1 6.2.5.1 Withhold two (2%) percent of the next monthly payment and each monthly
2 payment thereafter until the corrective action has achieved resolution.
3 North Sound BH-ASO, at its sole discretion, may return a portion or all of
4 any payments withheld once satisfactory resolution has been achieved.
5 6.2.5.2 Compound withholdings identified above by an additional one-half of one
6 percent (1/2 of 2%) for each successive month during which the remedial
7 situation has not been resolved.
8 6.2.5.3 Revoke delegation of any function delegated under this contract.
9 6.2.5.5 Deny any incentive payment to which Provider might otherwise have been
10 entitled under this Contract or any other arrangement by which DBHR
11 provides incentives.
12 7.2.5.5 Termination for Default, as outlined in this Contract
13
14 6.3 NOTICE REQUIREMENTS
15 Whenever this Contract provides for notice to be provided by one (1) party to another, such
16 notice shall be in writing and directed to the chief executive office of the Provider and/or
17 project representative. Any time within which a party must take some action shall be
18 computed from the date that the notice is received by said party.
19
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7.1

7.2

7.3

7.4

ARTICLE SEVEN — GENERAL TERMS AND CONDITIONS FOR CONTRACTOR

BACKGROUND

North Sound BH-ASO is an entity formed by inter-local agreement between Island, San Juan,
Skagit, Snohomish and Whatcom Counties, each county authority is recognized by the
Director of HCA (Director). These counties entered into an inter-local agreement to allow
North Sound BH-ASO to contract with the Director pursuant to RCW 71.24.025(18), to operate
a single managed system of services for persons with behavioral illness living in the service
area covered by Island, San Juan, Skagit, Snohomish and Whatcom Counties (Service Area).
North Sound BH-ASO is party to an interagency agreement with the Director, pursuant to
which North Sound BH-ASO has agreed to provide integrated community support, crisis
response services to people needing such services in its Service Area. North Sound BH-ASO,
through this Contract, is subcontracting with Provider for the provision of specific behavioral
health services as required by the agreement with the Director. Provider, by signing this
Contract, attests it is willing and able to provide such services in the Service Area.

MUTUAL COMMITMENTS

The parties to this Contract are mutually committed to the development of an efficient, cost
effective, integrated, person-centered, age specific recovery and resilience model approach to
the delivery of quality community behavioral health services. To that end, the parties are
mutually committed to maximizing the availability of resources to provide needed behavioral
health services in the Service Area, maximizing the portion of those resources used for the
provision of direct services and minimizing duplication of effort.

ASSIGNMENT

Except as otherwise provided within this Contract, this Contract may not be assigned,
delegated, or transferred by Provider without the express written consent of North Sound BH-
ASO and any attempt to transfer or assign this Contract without such consent shall be void.
The terms “assigned”, “delegated”, or “transferred” shall include change of business structure
to a limited liability company of any Provider Member or Affiliate Agency.

AUTHORITY

Concurrent with the execution of this Contract, Provider shall furnish North Sound BH-ASO
with a copy of the explicit written authorization of its governing body to enter into this
Contract and accept the financial risk and responsibility to carry out all terms of this Contract
including the ability to pay for all expenses incurred during the contract period. Likewise,
concurrent with the execution of this Contract, North Sound BH-ASO shall furnish, upon
request, Provider with a written copy of the motion, resolution, or ordinance passed by North
Sound BH-ASQ’s County Authorities Executive Committee authorizing North Sound BH-ASO to
execute this Contract.
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1 7.5 COMPLIANCE WITH APPLICABLE LAWS, REGULATIONS AND OPERATIONAL POLICIES
2 The parties shall comply with all relevant state or federal law, policy, directive, or government
3 sponsored program requirements relating to the subject matter of this Agreement. The
4 provisions of this Agreement shall be construed in a manner that reflects consistency and
5 compliance with such laws, policies and directives. Without limiting the generality of the
6 foregoing, the parties shall comply with applicable provisions of this Agreement and the
7 Supplemental Provider Service Guide, incorporated herein:
8
9 7.5.1 Title XIX and Title XXI of the SSA and Title 42 CFR;
10 7.5.2  Americans with Disabilities Act (ADA) of 1990;
11 7.5.3  Title VI of the Civil Rights Act of 1964;
12 7.5.4  Age Discrimination Act of 1975;
13 7.5.5 Alllocal, State and Federal professional and facility licensing and certification
14 requirements/standards that apply to services performed under the terms of this
15 Contract;
16 7.5.6 All applicable standards, orders, or requirements issued under Section 306 of the
17 Clean Air Act (42 US 1857(h)), Section 508 of the Clean Water Act (33 US 1368),
18 Executive Order 11738 and Environmental Protection Agency (EPA) regulations (40
19 CFR Part 15), which prohibit the use of facilities included on the EPA List of
20 Violating Facilities. Any violations shall be reported to HCA/DSHS, DHHS and the
21 EPA.
22 7.5.7 Any applicable mandatory standards and policies relating to energy efficiency,
23 which are contained in the State Energy Conservation Plan, issued in compliance
24 with the federal Energy Policy and Conservation Act;
25 7.5.8 Those specified in RCW Title 18 for professional licensing;
26 7.5.9 Reporting of abuse as required by RCW 26.44.030;
27 7.5.10 Industrial insurance coverage as required by RCW Title 51;
28 7.5.11 RCW 38.52,70.02,71.05,71.24 and 71.34;
29 7.5.12 WAC 245-341 and 388-865;
30 7.5.13 Office of Management and Budget (OMB) Circulars, Budget, Accounting and
31 Reporting System (BARS) Manual and BARS Supplemental Behavioral Health
32 Instructions;
33 7.5.14 Any applicable federal and state laws that pertain to individual’s rights. Provider
34 shall ensure its staff takes those rights into account when furnishing services to
35 individuals.
36 7.5.15 Provider and any subcontractors must comply with 42-USC 1396u-2 and must not
37 knowingly have a director, officer, partner, or person with a beneficial ownership
38 of more than five (5%) of Provider, BHA or subcontractor’s equity, or an employee,
39 Provider, or consultant who is significant or material to the provision of services
40 under this Contract, who has been, or is affiliated with someone who has been,
41 debarred, suspended, or otherwise excluded by any federal agency.
42 7.5.16 Federal and State non-discrimination laws and regulations;
43 7.5.17 HIPAA (45 CFR parts 160-164);
44 7.5.18 Confidentiality of Substance Use Disorder (SUD) 42 CFR Part 2;
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7.6

7.7

7.8

7.9

7.5.19 Federal funds must not be used for any lobbying activities.

If Provider is in violation of a federal law or regulation and Federal Financial Participation is
recouped from North Sound BH-ASO, Provider shall reimburse the federal amount to North
Sound BH-ASO within 20 days of such recoupment.

Upon notification from HCA, North Sound BH-ASO shall notify Provider in writing of
changes/maodifications in DOC contract requirements.

COMPLIANCE WITH NORTH SOUND BH-ASO OPERATIONAL GUIDE

Provider shall comply with all North Sound BH-ASO Supplemental Provider Service Guide and
operational policies that pertain to the delivery of services under this Contract that are in
effect when the Contract is signed or come into effect during the term of the Contract. North
Sound BH-ASO shall notify Provider of any proposed change in federal or state requirements
affecting this Contract immediately upon North Sound BH-ASO receiving knowledge of such
change.

CONFIDENTIALITY OF PERSONAL INFORMATION

Provider shall protect all Personal Information, records and data from unauthorized disclosure
in accordance with 42 CFR §431.300 through §431.307, RCWs 70.02, 71.05, 71.34 and for
individuals receiving SUD services, in accordance with 42 CFR Part 2 and WAC 388-877B.
Provider shall have a process in place to ensure all components of its provider network and
system understand and comply with confidentiality requirements for publicly funded
behavioral health services. Pursuant to 42 CFR §431.301 and §431.302, personal information
concerning applicants and recipients may be disclosed for purposes directly connected with
the administration of this Contract and the State Medicaid Plan. Provider shall read and
comply with all HIPAA policies.

CONTRACT PERFORMANCE/ENFORCEMENT

North Sound BH-ASO shall be vested with the rights of a third-party beneficiary, including the
"cut through" right to enforce performance should Provider be unwilling or unable to enforce
action on the part of its subcontractor(s). In the event Provider dissolves or otherwise
discontinues operations, North Sound BH-ASO may, at its sole option, assume the right to
enforce the terms and conditions of this Contract directly with subcontractors; provided North
Sound BH-ASO keeps Provider reasonably informed concerning such enforcement. Provider
shall include this clause in its contracts with its subcontractors. In the event of the dissolution
of Provider, North Sound BH-ASQ’s rights in indemnification shall survive.

COOPERATION
The parties to this Contract shall cooperate in good faith to effectuate the terms and
conditions of this Contract.
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7.10

7.11

DEBARMENT CERTIFICATION

The Provider, by signature to this Contract, certifies Provider and any Owners are not
presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily
excluded by any Federal department or agency from participating in transactions (Debarred).

The Provider agrees to include the above requirement in any and all Subcontracts into which it
enters concerning the performance of services hereunder, and also agrees that it shall not
employ debarred individuals or Subcontract with any debarred providers, persons, or entities.

The Provider shall immediately notify North Sound BH-ASO if, during the term of this Contract,
the Provider becomes debarred. North Sound BH-ASO may immediately terminate this
Contract by providing Provider written notice in accord with Subsection 6.3 of this Contract if
the Provider becomes debarred during the term hereof.

EXCLUDED PARTIES

Provider is prohibited from paying with funds received under this Contract for goods and
services furnished, ordered, or prescribed by excluded individuals and entities SSA section
1903(i)(2) of the Act; 42 CFR 455.104, 455.106 and 1001.1901(b).

Provider shall monitor for excluded individuals and entities by:

7.11.1 Screening Provider and subcontractor’s employees and individuals and entities with
an ownership or control interest for excluded individuals and entities prior to
entering into a contractual or other relationship where the individual or entity would
benefit directly or indirectly from funds received under this Contract.

7.11.2 Screening monthly newly added Provider and subcontractor’s employees and
individuals and entities with an ownership or control interest for excluded individuals
and entities that would benefit directly or indirectly from funds received under this
Contract.

7.11.3 Screening monthly Provider and subcontractor’s employees and individuals and
entities with an ownership or control interest that would benefit from funds received
under this Contract for newly added excluded individuals and entities.

Report to North Sound BH-ASO:

7.11.4 Any excluded individuals and entities discovered in the screening within 10 business
days;

7.11.5 Any payments made by Provider that directly or indirectly benefit excluded
individuals and entities and the recovery of such payments;

7.11.6  Any actions taken by Provider to terminate relationships with Provider and
subcontractor’s employees and individuals with an ownership or control interest
discovered in the screening;
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7.13

7.14

7.15

7.16

the obligations assumed by either party to this Contract. Such third parties shall have no right
to enforce this Contract.

EXECUTION, AMENDMENT AND WAIVER

This Contract shall be binding on all parties only upon signature by authorized representatives
of each party. This Contract or any provision may be amended during the contract period, if
circumstances warrant, by a written amendment executed by all parties. Only North Sound
BH-ASO’s Program Administrator or designee has authority to waive any provision of this
Contract on behalf of North Sound BH-ASO.

HEADINGS AND CAPTIONS

The headings and captions used in this Contract are for reference and convenience only and in
no way define, limit, or decide the scope or intent of any provisions or sections of this
Contract.

INDEMNIFICATION

Provider shall be responsible for and shall indemnify and hold North Sound BH-ASO harmless
(including all costs and attorney fees) from all claims for personal injury, property damage
and/or disclosure of confidential information, including claims against North Sound BH-ASO
for the negligent hiring, retention and/or supervision of Provider and/or from the imposition
of governmental fines or penalties resulting from the acts or omissions of Provider and its
subcontractors related to the performance of this contract. North Sound BH-ASO shall be
responsible and shall indemnify and hold Provider harmless (including all costs and attorney
fees) from all claims for personal injury, property damage and disclosure of confidential
information and from the imposition of governmental fines or penalties resulting from the
acts or omissions of North Sound BH-ASO. Except to the extent caused by the gross
negligence and/or willful misconduct of North Sound BH-ASO, Provider shall indemnify and
hold North Sound BH-ASO harmless from any claims made by non-participating BHAs related
to the provision of services under this Contract. For the purposes of these indemnifications,
the Parties specifically and expressly waive any immunity granted under the Washington
Industrial Insurance Act, RCW Title 51. This waiver has been mutually negotiated and agreed
to by the Parties. The provision of this section shall survive the expiration or termination of
the Contract.

INDEPENDENT CONTRACTOR FOR NORTH SOUND BH-ASO

The parties intend that an independent contractor relationship be created by this contract.
Provider acknowledges that Provider, its employees, or subcontractors are not officers,
employees, or agents of North Sound BH-ASO. Provider shall not hold Provider, Provider’s
employees and subcontractors out as, nor claim status as, officers, employees, or agents of
North Sound BH-ASO. Provider shall not claim for Provider, Provider’s employees, or
subcontractors any rights, privileges, or benefits which would accrue to an employee of North
Sound BH-ASO. Provider shall indemnify and hold North Sound BH-ASO harmless from all
obligations to pay or withhold Federal or State taxes or contributions on behalf of Provider,
Provider’s employees and subcontractors unless specified in this Contract.
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7.17

7.18

7.19

INSURANCE

North Sound BH-ASO certifies it is a member of Washington Governmental Risk Pool for all
exposure to tort liability, general liability, property damage liability and vehicle liability, if
applicable, as provided by RCW 43.19.

By the date of execution of this Contract and post 15 days renewal of said contract, the
Provider shall procure and maintain insurance for the duration of this Contract, Provider shall
carry Commercial General Liability (CGL) Insurance to include coverage for bodily injury,
property damage, and contractual liability, with the following minimum limits: Each
Occurrence - $1,000,000; General Aggregate - $3,000,000; shall include liability arising out of
premises, operations, independent contractors, personal injury, advertising injury, and liability
assumed under an insured contract. The costs of such insurance shall be paid by the Provider
or subcontractor. The Provider may furnish separate certificates of insurance and policy
endorsements for each subcontractor as evidence of compliance with the insurance
requirements of this Contract. The Provider is responsible for ensuring compliance with all of
the insurance requirements stated herein. Failure by the Provider, its agents, employees,
officers, subcontractors, providers, and/or provider subcontractors to comply with the
insurance requirements stated herein shall constitute a material breach of this Contract. All
non-risk pool policies shall name North Sound BH-ASO as a covered entity under said policy(s).

INTEGRATION

This Contract, including Exhibits contains all the terms and conditions agreed upon by the
parties. No other understandings, oral or otherwise, regarding the subject matter of this
Contract shall be deemed to exist or to bind any of the parties hereto.

MAINTENANCE OF RECORDS

Provider shall prepare, maintain and retain accurate records, including appropriate medical
records and administrative and financial records, related to this Agreement and to Services
provided hereunder in accordance with industry standards, applicable federal and state
statutes and regulations, and state and federal sponsored health program requirements. Such
records shall be maintained for the maximum period required by federal or state law. North
Sound BH-ASO shall have continued access to Provider's records as necessary for North Sound
BH-ASO to perform its obligations hereunder, to comply with federal and state laws and
regulations, and to ensure compliance with applicable accreditation and HCA requirements.

Provider shall completely and accurately report encounter data to North Sound BH-ASO and
shall certify the accuracy and completeness of all encounter data submitted. Provider shall
ensure that it and all of its subcontractors that are required to report encounter data, have
the capacity to submit all data necessary to enable the North Sound BH-ASO to meet the
reporting requirements in the Encounter Data Transaction Guide published by HCA, or other
requirements HCA may develop and impose on North Sound BH-ASO or Provider.

Upon North Sound BH-ASQO’s request or under North Sound BH-ASQ’s state and federal
sponsored health programs and associated contracts, Provider shall provide to North Sound
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7.20

7.21

7.22

7.23

7.24

BH-ASO direct access and/or copies of all information, encounter data, statistical data, and
treatment records pertaining to Members who receive Services hereunder, or in conjunction
with claims reviews, quality improvement programs, grievances and appeals and peer
reviews.

NOTICE OF AMENDMENT

Except when a longer period is requested by applicable law, North Sound BH-ASO may amend
this Agreement upon 30 days prior written notice to Provider. If Provider does not deliver to
North Sound BH-ASO a written notice of rejection of the amendment within that 30-day
period, the amendment shall be deemed accepted by and shall be binding upon Provider.

NO WAIVER OF RIGHTS

A failure by either party to exercise its rights under this Contract shall not preclude that party
from subsequent exercise of such rights and shall not constitute a waiver of any other rights
under this Contract unless stated to be such in writing signed by an authorized representative
of the party and attached to the original Contract.

Waiver of any breach of any provision of this Contract shall not be deemed to be a waiver of
any subsequent breach and shall not be construed to be a modification of the terms and
conditions of this Contract.

ONGOING SERVICES

Provider and its subcontractors shall ensure in the event of labor disputes or job actions,
including work slowdowns, such as “sick outs”, or other activities within its service BHA
network, uninterrupted services shall be available as required by the terms of this Contract.

OVERPAYMENTS

In the event Provider fails to comply with any of the terms and conditions of this Contract and
results in an overpayment, North Sound BH-ASO may recover the amount due HCA, MCO, or
other federal or state agency subject to dispute resolution as set forth in the contract. In the
case of overpayment, Provider shall cooperate in the recoupment process and return to North
Sound BH-ASO the amount due upon demand.

OWNERSHIP OF MATERIALS

The parties to this Contract hereby mutually agree that if any patentable or copyrightable
material or article should result from the work described herein, all rights accruing from such
material or article shall be the sole property of North Sound BH-ASO. The North Sound BH-
ASO agrees to and does hereby grant to the Provider, irrevocable, nonexclusive, and royalty-
free license to use, according to law, any material or article and use any method that may be
developed as part of the work under this Contract.

The foregoing products license shall not apply to existing training materials, consulting aids,
checklists, and other materials and documents of the Provider which are modified for use in
the performance of this Contract.
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7.25

7.26

7.27

7.28

The foregoing provisions of this section shall not apply to existing training materials,
consulting aids, checklists, and other materials and documents of the Provider that are not
modified for use in the performance of this Contract.

PERFORMANCE

Provider shall furnish the necessary personnel, materials/behavioral health services and
otherwise do all things for, or incidental to, the performance of the work set forth here and as
attached. Unless specifically stated, Provider is responsible for performing or ensuring all
fiscal and program responsibilities required in this contract. No subcontract will terminate the
legal responsibility of Provider to perform the terms of this Contract.

RESOLUTION OF DISPUTES

Each Party shall cooperate in good faith and deal fairly in its performance hereunder to
accomplish the Parties’ objectives and avoid disputes. The Parties will promptly meet and
confer to resolve any problems that arise. If a dispute is not resolved, the Parties will
participate in and equally share the expense of a mediation conducted by a neutral third-party
professional prior to initiating litigation or arbitration. If the dispute is not resolved through
mediation, the parties agree to litigate their dispute in Skagit County Superior Court. The
prevailing party shall be awarded its reasonable attorneys’ fees, and costs and expenses
incurred. This Agreement shall be governed by laws of the State of Washington, both as to
interpretation and performance.

SEVERABILITY AND CONFORMITY

The provisions of this Contract are severable. If any provision of this Contract, including any
provision of any document incorporated by reference is held invalid by any court, that
invalidity shall not affect the other provisions of this Contract and the invalid provision shall
be considered modified to conform to existing law.

SINGLE AUDIT ACT

If Provider or its subcontractor is a subrecipient of Federal awards as defined by OMB Uniform
Guidance Subpart F, Provider and its subcontractors shall maintain records that identify all
Federal funds received and expended. Such funds shall be identified by the appropriate OMB
Catalog of Federal Domestic Assistance titles and numbers, award names, award numbers,
and award years (if awards are for research and development), as well as, names of the
Federal agencies. Provider and its subcontractors shall make Provider and its subcontractor’s
records available for review or audit by officials of the Federal awarding agency, the General
Accounting Office and DSHS. Provider and its subcontractors shall incorporate OMB Uniform
Guidance Subpart F audit requirements into all contracts between Provider and its
subcontractors who are sub recipients. Provider and its subcontractors shall comply with any
future amendments to OMB Uniform Guidance Subpart F and any successor or replacement
Circular or regulation.
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7.29

If Provider/subcontractors are a sub recipient and expends $750,000 or more in Federal
awards from any/all sources in any fiscal year, Provider and applicable subcontractors shall
procure and pay for a single or program-specific audit for that fiscal year. Upon completion of
each audit, Provider and applicable subcontractors shall submit to North Sound BH-ASO’s
Program Administrator the data collection form and reporting package specified in OMB
Uniform Guidance Subpart F, reports required by the program-specific audit guide, if
applicable and a copy of any management letters issued by the auditor.

For purposes of “sub recipient” status under the rules of OMB Uniform Guidance Subpart F,
Medicaid payments to a sub recipient for providing patient care services to Medicaid eligible
individuals are not considered Federal awards expended under this part of the rule unless a
State requires the fund to be treated as Federal awards expended because reimbursement is
on a cost-reimbursement basis.

SUBCONTRACTS
Provider may subcontract services to be provided under this Contract subject to the following
requirements.

7.29.1  The Provider shall not assign or subcontract any portion of this Contract or transfer
or assign any claim arising pursuant to this Contract without the written consent of
North Sound BH-ASO Said consent must be sought in writing by the Provider not
less than 15 days prior to the date of any proposed assignment.

7.29.2  Provider shall be responsible for the acts and omissions of any subcontractor.

7.29.3  Provider must ensure the subcontractor neither employs any person nor contracts
with any person or BHA excluded from participation in federal health care programs
under either 42 USC 1320a-7 (§§1128 or 1128A SSA) or debarred or suspended per
this Contract’s General Terms and Conditions.

7.29.4  Provider shall require subcontractors to comply with all applicable federal and state
laws, regulations and operational policies as specified in this Contract.

7.29.5  Provider shall require subcontractors to comply with all applicable North Sound BH-
ASO operational policies as applicable.

7.29.6  Subcontracts for the provision of behavioral health services must require
subcontractors to provide individuals access to translated information and
interpreter services.

7.29.7  Provider shall ensure a process is in place to demonstrate all third-party resources
are identified and pursued.

7.29.8 Provider shall oversee, be accountable for and monitor all functions and
responsibilities delegated to a subcontractor for conformance with any applicable
statement of work in this Contract on an ongoing basis including written reviews.

7.29.9  Provider will monitor performance of the subcontractors on an annual basis and
notify North Sound BH-ASO of any identified deficiencies or areas for improvement
requiring corrective action by Provider.

7.29.10 The Provider agrees to include the following language verbatim in every subcontract
for services which relate to the subject matter of this Contract:
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7.30

7.31

“Subcontractor shall protect, defend, indemnify, and hold harmless North Sound BH-ASO its
officers, employees and agents from any and all costs, claims, judgments, and/or awards of
damages arising out of, or in any way resulting from the negligent act or omissions of
subcontractor, its officers, employees, and/or agents in connection with or in support of this
Contract. Subcontractor expressly agrees and understands that North Sound BH-ASO is a
third-party beneficiary to this Contract and shall have the right to bring an action against
subcontractor to enforce the provisions of this paragraph.”

Those written subcontracts shall:

7.29.11 Require subcontractors to hold all necessary licenses, certifications/permits as
required by law for the performance of the services to be performed under this
Contract;

7.29.12  Require subcontractors to notify Provider in the event of a change in status of any
required license or certification;

7.29.13  Include clear means to revoke delegation, impose corrective action, or take other
remedial actions if the subcontractor fails to comply with the terms of the
subcontract;

7.29.14  Require the subcontractor to correct any areas of deficiencies in the
subcontractor’s performance that are identified by Provider, North Sound BH-
ASO/HCA;

7.29.15 Require best efforts to provide written or oral notification within 15 business days
of termination of a Primary Care Provider (PCP) to individuals currently open for
services who had received a service from the affected PCP in the previous 60 days.
Notification must be verifiable in the individual’s medical record at the
subcontractor.

SURVIVABILITY

The terms and conditions contained in this Contract by their sense and context are intended
to survive the expiration of this Contract and shall so survive. Surviving terms include but are
not limited to: Financial Terms and Conditions, Single Audit Act, Contract Performance and
Enforcement, Confidentiality of Individual Information, Resolution of Disputes,
Indemnification, Oversight Authority, Maintenance of Records, Ownership of Materials and
Contract Administration Warranties and Survivability.

TREATMENT OF INDIVIDUAL’S PROPERTY

Unless otherwise provided in this Contract, Provider shall ensure any adult individual receiving
services from Provider under this Contract has unrestricted access to the individual’s personal
property. Provider shall not interfere with any adult individual’s ownership, possession, or
use of the individual’s property unless clinically indicated. Provider shall provide individuals
under age 18 with reasonable access to their personal property that is appropriate to the
individual’s age, development and needs. Upon termination of this Contract, Provider shall
immediately release to the individual and/or guardian or custodian all the individual’s
personal property.
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Exhibit B - Whacom County RNP 2023-24 Budget

North Sound Behavioral Health Administrative Services Organization
Recovery Navigator Program
Cost Reimbursement Budget

Whatcom County
July 1, 2023 to June 30, 2024

Revenues

Blake Navigator Program 512,455
Total $ 512,455

Expenses

Recovery Navigator Program Expenses 512,455
Total $ 512,455
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Washington State A/'j
Health Care AUthority

Authorization for Release of Information

SECTION 1: Health Care Authority is authorized to release information or recordsabout

Last name, First name, Middle initial Client I.D. or Social Security number

Address City State ZIP Code
Phone number If release is for information about dependent child(ren), name(s) of dependent child(ren)
( )
Reason/purpose for disclosure [ At the request of theindividual
[ other:

Specific information to be used or disclosed (including dates, if needed; attach additional pages if more space needed)

The following types of information must be specifically authorized. This authorization includes information about the following (check all that

apply):
[ sexually transmitted diseases [J Mental health
[] HIV/AIDS test results, diagnosis, or treatment [] Chemical dependency treatment

Notice to those receiving information: If these records contain information about HIV/AIDS, sexually transmitted diseases, or drug or alcohol
abuse, you may not further disclose that information under federal and state law without specific permission from the person and meeting specific
legal requirements.

This authorization will expire in 180 days from the date signed below or on (give date or event)

SECTION 2: Person or organization authorized to receive information orrecords

Name Phone number

( )

Address City State ZIP Code

SECTION 3: Signature

| have read and understand the following statements about myrights:

e | may cancel this authorization at any time before the expiration date or event noted above by notifying the Health Care Authority in
writing. The cancellation will not affect any information either received or given by the Health Care Authority before the cancellation notice
was received.

® | may see and copy the information described on this form if | ask for it.

e | am not required to sign this form to receive health care benefits, such as enrollment, treatment, or payment. If | do not sign this form,
the Health Care Authority may not release my information to any person or organization except those needed to determine my continued
coverage, eligibility and enrollment, or as allowed bylaw.

e The person or organization that | authorize to receive information about me or my dependent child(ren) might share it with another
person or organization, and it might not be protected under the laws that apply to HCA.

e The Apple Health Notice of Privacy Practices and UMP Notice of Privacy Practices are available upon request by calling (844) 284-2149 or at
www.hca.wa.gov/pages/privacy.aspx.

Signature of enrollee orenrollee’s representative Date
Form must be completed before signing. If signed by representative
provide power of attorney or proof of guardianship.

Signature of child (if age 13 or older) representative Date

Printed name of enrollee’s representative Relationship to enrollee
Provide copy of power of attorney or guardian papers.

Please return completed form to:
If Washington Apple Health (Medicaid) or CHIP — Health Care Authority, P.O. Box 45534, Olympia, WA 98504-5509 or fax to 360-507 9068
If PEBB Program member — Health Care Authority, P.O. Box 42684, Olympia, WA 98504-2684 or fax to 360-725-0771
If subrogation — Health Care Authority, P.O. Box 45561, Olympia, WA98504-5561 or fax to 360-753-3077
If request for disclosure of records - Health Care Authority, P.O. Box 42704, Olympia, WA 98504-7204 or fax to 360-507-9068

HCA 80-020 (12/18)
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Law Enforcement Assisted Diversion (LEAD) Program
Authorization to Use and Disclose Health Care and Alcohol/Drug Treatment Information

Name: DOB: / /

1. Authorization

| authorize the use and disclosure of the following health care information created or maintained by Evergreen
Treatment Services (ETS) including but not limited to medical and diagnostic records; information about testing,
diagnosis, and treatment of HIV infection and sexually transmitted diseases; and all information, records regarding
alcohol/drug treatment or services, and mental health treatment or services, between ETS and the Law Enforcement
Assisted Diversion (“LEAD”) program,” an association operating under a Memorandum of Understanding,
which pays for or agrees to pay for diagnosis and treatment for individuals eligible for local government LEAD
benefits.

| authorize the use and disclosure of criminal history information, including but not limited to arrests, convictions, law
enforcement contacts, and non-conviction data, between the parties identified as LEAD partners in the footnote below.

| authorize the use and disclosure of general information about my situation and progress between the parties identified
above in the bullet point list, as is deemed necessary and in my interest by my case manager with respect to information
that would ordinarily be held confidential by the case manager. The intention of the LEAD partners is that this
information be used as needed to coordinate my care and plan effective support, but LEAD partners, acting within their
official duties, will use their judgment about necessary and appropriate uses and re-disclosure of the information. All
LEAD partners have agreed to make efforts to ensure such information is not unnecessarily shared outside of the
necessary use of LEAD operational partners.

Reason for this authorization: The purpose of this authorization is to facilitate participation in the LEAD Program. The
above information will be used and disclosed by and between the parties identified above for the purposes of
administration, case management, data collection and/or evaluation of the LEAD program, and to coordinate my care
and plan effective support for me.

Expiration: Unless it is revoked earlier, this authorization will expire when | withdraw from, or am discharged from, the
LEAD program. “Discharge” means ineligibility for further services through LEAD, unless formally re-admitted to the
program. It is not the same as being placed in inactive status due to lack of recent contact; the release continues in
effect while a participant is “inactive” unless the participant revokes the release.

2. My Rights: | understand that | do not have to sign this authorization to get health care benefits (treatment, payment,
enrollment, or eligibility) or to receive services from ETS or any other providers. However, if | refuse to sign this
authorization, or if | revoke the release after | have signed it, | will not be eligible to participate further in the LEAD
program.

" LEAD partners and entities who may receive information include: the LEAD operational workgroup; Evergreen Treatment Services
and its REACH program; the Public Defender Association; the administrative component of the King County Department of Public
Defense; the King County Prosecutor’s Office; the Seattle City Attorney’s Office; the Seattle Police Department; the King County
Sheriff’'s Office; the Department of Corrections; the Washington State Patrol; the Neighborhood Corrections Initiative; the American
Civil Liberties Union of Washington; LEAD Community Advisory Board members; Seattle Park Rangers; the Metropolitan
Improvement District; the Downtown Emergency Service Center; the Community House Mental Health Agency; the King County
Behavioral Health and Recovery Division; King County Superior Court, King County District Court, Seattle Municipal Court, probation
and community corrections staff associated with those courts, the King County Department of Adult & Juvenile Detention, and
courts of limited jurisdiction and Superior Courts of Washington State.

1
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| may revoke this authorization at any time. If | do so, my revocation will not affect any actions already taken by the
parties in reliance upon this authorization. | may revoke this authorization by:

e Filling out a revocation form that is available from ETS and submitting the form to ETS,

e Writing a letter to ETS at the following address: 2133 3™ Ave, Ste. 116, Seattle, WA 9812 and marked as
Attn: Medical Records; or

e Orally communicating my revocation to ETS by calling and speaking with the LEAD Program Supervisor at
206-432-3574.

Recommendation to consult with criminal defense attorney: Because LEAD is a pre-booking diversion program, and LEAD
participants are not charged with a crime at the point where they enter LEAD, often, LEAD participants do not have and
will not have criminal defense lawyers. However, some LEAD participants do have criminal defense lawyers with respect
to other cases at the point when they enter LEAD, and some will get new charges filed against them after they are
already in LEAD, on charges that were not diverted. Once you have signed this release form, you are free to share it
with any criminal defense lawyer representing you, and seek their advice about whether it is in your interest to maintain
this release and keep participating in LEAD, or whether it is in your interest to revoke the release and stop participating
in LEAD.

Re-disclosure: | understand that my alcohol/drug treatment records are protected under federal regulations governing
Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR, Part 2, and that my health care information,
including my mental health records, is protected under the Health Insurance Portability and Accountability Act of 1996
(HIPAA), 45 CFR, Parts 160 & 164; RCW 70.96A, RCW 70.02. The entity that receives the above records may re-disclose
them if permitted by law. Federal rules prohibit re-disclosure of alcohol/drug treatment records protected by 42 CFR
Part 2 other than as provided for in this authorization, unless | give written consent or re-disclosure is otherwise
permitted by 42 CFR Part 2. However, privacy laws may not prohibit re-disclosure of other information. Once an
authorized party discloses health information not protected by 42 CFR Part 2, the person or organization that receives it
may re-disclose it.

Notice to Accompany Disclosure: If the records include substance abuse treatment information protected by federal
confidentiality rules (42 CFR Part 2) or information about HIV infection or sexually transmitted diseases protected by
Washington State law (RCW 70.24.105), then the following prohibition of re-disclosure statements must be provided to
the recipient of the information:

This information has been disclosed to you from records protected by Federal confidentiality rules (42
CFR Part 2) and/or state law (RCW 70.24.105). The Federal rules and/or state law prohibit you 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 Part 2 and/or
state law. A general authorization for the release of 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 or drug abuse patient.

| have been provided a copy of this form.

Patient or legally authorized individual signature Date Time

Printed name if signed on behalf of the patient Relationship
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ESB 5476 State v. Blake- Recovery Navigator Program

Program Consent Form

Agreement to participate

By signing below, | agree to participate in the Recovery Navigator Program (“RNP”) program. RNP
provides program participants who meet eligibility criteria with community-based social services, often
instead of traditional criminal justice processing.

My participation in RNP is completely voluntary. | understand that | may choose not to
participate in RNP.

| understand that the RNP is staffed through the Behavioral Health- Administrative Service
Organization, and, for data management purposes, the Health Care Authority and relevant
Technical Assistance and Training providers (e.g. National Support Bureau), and an Independent
third-party who will evaluate the RNP, to be identified at a later time.

| understand that if RNP staff determine that | am not making good use of the program’s
resources at any point in time, they may choose to withdraw program services.

| understand that if | fail to complete the Intake process, fail to maintain contact with RNP staff,
or terminate participation in the program, | will no longer be considered a RNP participant.

If an arrest diversion, client has 30 days to complete intake paperwork with a RNP case
manager. If paperwork is not completed, the prosecuting attorney will review the case for filing.

If a social contact referral, the referral expires 6 months from the approval date.

AGREED AND ACCEPTED BY:

Name of RNP Program Participant

Signature of RNP Program Participant Date
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RNP PARTICIPANT SCREENING FORM

Date: Time: am/pm

Client referred on: / / Screening CM:

[0 Entered Databases [JAgency [1BHASO

Subsequent Referral: [ Yes [ No

Information from Referring Officer

Client Name

Location of arrest/referral:

SPD/KCS Incident #

Referring Officer AND Department:

Officer Badge number & e-mail

SPD - [JEast OWest [INorth (JSouth OR [JKCS

Approving Sergeant:

Reason for RNP referral
LIVUCSA—if possible, please specify:
[1Possession of Crack

[1Possession of Crack with intent to deliver deliver (specify drug:

[JPossession of other drug with intent to

[JConspiracy/Solicitation/Attempt to
) deliver bunk

[IPossession of:
[IProstitution Loitering
[IProstitution

[1Drug Traffic Loitering

deliver crack

deliver other drug

[IConspiracy/Solicitation/Attempt to

CODOC Referral
[JSocial Contact Referral

[IConspiracy/Solicitation/Attempt to

Information from Client

Nicknames/aka: DOB: / SSN: - -

Gender: LIFemale LIMale LITransgender (FTM or MTF) Llother:

Sexual Orientation:

[1Heterosexual [1Gay/ Lesbian/ Queer/ Homosexual [IBisexual [1Questioning

[IMember of Sexual Minority [INot Asked/ Reported/ Didn’t Self Identify
Preferred pronoun (s)

Hispanic Origin:

[CINon-Hispanic [OMexican-American/Chicano

[JHispanic [JPuerto Rican

[ICuban [C10ther Central American

Race (you may select more than one, circle specific nationality if applicable)
[CJAfrican CAsian Indian
[CJAfrican-American/African Descent LCaucasian

CJAlaska Native LlEskimo

JAsian (Cambodian, Chinese, Filipino, Japanese, ULatino, Chicano, Caribbean
Korean, Laotian, Thai, Vietnamese) UINative American Indian

Primary Language: UInterpreter Needed

[IClient Choosing Not to Disclose LJUnknown

[JOther South American
[JOther Spanish/Hispanic
Ounknown

(Tribal Affiliation )
CPacific Islander (Fijian, Chamorro, Hawaiian,
Samoan, Tongan)
[JOther (please specify)
CJUnknown

Veteran Status: [1Yes CINo ERA?

Veteran Partner or Dependent: [1Partner/ Spouse [1Dependent [IPartner/ Spouse and Dependent [IN/A [JRefused [1Unknown

Marital Status: [1Divorced [JMarried or Committed Relationship [] Separated [ Single/ Never Married [JWidowed [JUnknown

Cell phone/voice mail?

Are you homeless? [JYes [INo Where do you sleep?

email:

Car camping? [dYes [INo Where do you park?

Where/how can RNP staff contact you?

Open case and/or participant in: Therapeutic Court [1Yes[INo

If yes, please explain:

Pretrial Services/probation [1Yes[INo
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Service Receiving | Interested Notes

Help obtaining identification O O

Health Care O O

Public Benefits O O

Food/Clothing O O

Education/Vocational Training O O

Employment Assistance O O

Emergency Shelter O O

Housing O O

Legal Assistance O O

Mental Health Counseling O O

Substance Abuse Treatment O O

Transportation Assistance O O

Other: O O
Are you still interested in receiving services from the RNP? (lYes [INo
If not, why?

Immediate Actions Taken:

PLEASE TAKE PHOTO OF REFERRAL and SET APPOINTMENT WITH INDIVIDUAL
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Recovery Navigator Program Narrative Intake — to be completed within 30 days of intake

Living Situation
e In the past 30 days, where have you slept most frequently?

[ Street/outside I Vehicle [J Emergency shelter [ Transitional housing
[0 Permanent housing 1 With family or friends/couch surfing
e During the last 30 days, how many nights have you spent in an emergency shelter? (nights)

e If you are currently living in transitional or permanent housing, approximately how many months
have you lived there? (months)

(O Check this box if the client has ALWAYS lived in permanent housing)

e If you are not currently living in permanent housing, when was the last time you had permanent
housing? (months ago)

e Overall, how safe do you feel your current housing situation is?

M I
Not at all safe Slightly safe oderately Considerably safe | Extremely safe
safe
0 1 3 4
2
O O O O O

e Overall, how satisfied are you with your current housing situation?

Not at all Slightly Moderately Considerably Extremely
satisfied satisfied satisfied satisfied satisfied
0 1 2 3 4
O O O O O

Employment

e Approximately how many days were you paid for working during the past 30 days? days
(Note: include under the table, paid sick days, and vacation)

e How many days have you experienced employment problems in the past 30 days? days
(Note: include inability to find work, actively looking for work, or problems with current job in which job is jeopardized)

Not at all | Slightly | Moderately | Considerably Extremely
0 1 2 3 4

How troubled or bothered have
you been by employment ] ] ] O (.
problems in the past 30 days?
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For clients who are currently unemployed, or looking for a job, please answer the following

qguestions:
Not at all Slightly | Moderately | Considerably | Extremely
0 1 2 3 4

How knowledgeable are you about
where and how to look for a job? = L = = =
H fortabl iti

ow comfortable are you YVFI ing a . 0 . . .
cover letter to apply for a job?
How confident do you feel in your
ability to interview for a job? = = = = =
How confident are you that a past
boss/supervisor would O O O O O

recommend you for a future job?

[0 N/A for above set of questions, check here if client is employed AND not looking for a new job

What has been your usual employment status over the past year?

(Note: Response should represent the majority of the past year, not just the most recent. If there are equal times
for more than one situation, select the most current of the situations.)

O Full-time (35+hours)

[ Less than part-time/Temp Work
[ Military Service

[ Disability

O Medical/drug or alcohol/psychiatric treatment

[ Part-time

O Student

O Retired

O Unemployed

[ Jail/prison

What type of work or training have you done before?

What type of work or training would interest you?
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Health & Behavioral Health

Chronic

Type Date Began Date Ended Type Date Began  Date Ended

O Dental O Developmental
Disability

[ Head Injury HIV

O Hearing O AIDS

Impairment

[ Neurological LI HIv

Disability

O speech Physical

Impairment

O vision [ Gout

Impairment

] wounds/ O Mobility

Abscesses Impairment

[ Other Health [ other Physical

Diagnosis Impairment

Type Date Began Date Ended Type Date Began  Date Ended

[ Arthritis [ Kidney Disease

[ Asthma O Lupus

[ cancer J Memory Disorders/
Dementia

O cCirrhosis 1 Musculoskeletal
Conditions

O coprD O Obesity

[] Diabetes I pain

O Epilepsy/ [ skin Conditions

Seizures

[ Foot Conditions

O Thyroid

[ Gastrointestinal
(including urinary)

O Tuberculosis
(active)

[ Hepatitis C [ Tuberculosis
(latent)

O Hypertension O other
Cardiovascular
Condition

[ Insomnia

L] Other Respiratory
Condition
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Mental Health

Type Date Began Date Ended Type Date Began  Date Ended
] ADD/ADHD [ personality Disorder
(] Anxiety [ psychotic Disorder
Disorder
[ Bipolar Disorder 1 pPTSD
[1 Depressive 1 Other MH Diagnosis
Disorder

Substance Use
e What role do drugs or alcohol have in your life?
(Alleviate pain? Physical/emotional?)

e How much money would you say you spent during the last 30 days on:

Alcohol? $§ Drugs? $

(NOTE: Only count actual money spent. What is the financial burden caused by drugs/alcohol? If client
cannot recall past 30 days, it is okay to ask for an estimate based on a week or a day and multiple that
number to get a 30 day estimate.)

e Onascale of 1to 10 with 1 being not at all and 10 being extremely, how troubled or bothered have
you been by alcohol and/or drug problems in the past 30 days?

Alcohol 1 2 3 4 5 6 7 8 9 10
Drugs 1 2 3 456 7 8 9 10

Childhood & Education
e Can you tell me a little bit about your childhood?

(Did you have siblings? Who raised you? What was your relationship like with that person(s)? Foster care? Did you
ever have concerns about your health or safety? Are you still in contact with your family, siblings, etc.?)

e Growing up, how did you do in school?

(What did you enjoy about school? What did you find challenging? Individualized Education Plan?
Learning/developmental disability? Did you repeat any grades?)
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e Were you ever placed in a special education class while you were in school?

[ Yes [ No

e Are you currently enrolled in any educational, vocational, or training programs (such as college,
GED, ESL, or other professional courses)? O Yes CJ No

L |If yes, approximately how many hours per week do you spend attending this program? hours

e Do you have future plans to attend any educational, vocational, or training programs (including
college, GED, ESL, or other professional courses)? O Yes O No

Legal History

e What is your current legal situation? What concerns, if any, do you have about these
circumstances?

e Areyou currently on probation? ay ON
Length of Probation:

PO Name:

Phone: Location:

e Do you have any outstanding warrants? L1Y 1N

Plan/Concerns:

e Have you ever been convicted of: (Please briefly describe and include dates)

[1 Assault/Domestic Violence [1 Sex Offense [1 Drug Offense

1 Arson [0 Meth Manufacturing
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Social History
e How would you describe your support system in the area?

e What does a typical day look like for you? What do you enjoy doing?

e Do you identify with any religious background or spiritual practice?

e Children: OYes [INo Areyouanew or expecting parent? [1Yes [1No

Notes on children (i.e. custody, # of dependent children):

e Have you had significant periods in which you have had experienced serious problems getting along
with people in your life?

Note: “Serious problem” means those that In the past 30 days In the past year
endangered the relationship. Also, a “problem”
requires contact of some sort, either by No Yes No Yes

telephone or in person
Parents (mother or father)

Siblings

Sexual partner/spouse

Children

oo o oa
oo o oa
oo oo agd
oo oo agd

Other significant family (specify)

Close friends

O
O
O
O

Neighbors

O
O
O
O

Co-workers O O O O
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Health & Wellbeing

Do you have a primary care physician? If so, who and when did you last see them?

When was the last time you saw a doctor/nurse? What was the purpose? How was the experience?

Number of ER visits in the last year:
Hospital inpatient days in the last year:
Hospital admissions in the last year:

Notes:

Have you ever been a victim of a violent attack during homelessness? 1Y 1 N

Have you ever had any serious head injury/trauma?

(Did you lose consciousness? Were you hospitalized? Was surgery required?)

Do you currently have any pain or discomfort? Is it chronic or sporadic?

Are you prescribed any medications? 1Y I N
NAME: DOSE: PURPOSE: DURATION: PRESCRIBER:

Have you been prescribed medications while in jail/prison? O YOI N

How is your sleep? How many hours per day/night?
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e Do you have vision or dental concerns?

e Do you have any of the following ongoing health issues and are you receiving care for this issue?

Health issues Have this issue? I yes;;:e::wmg
No Yes No Yes
Kidney disease or dialysis O O O O
Liver disease or cirrhosis O O O O
Heart disease or history of heart attack O O O O
HIV+/AIDS O O O O
Emphysema O O O O
Diabetes O O O O
Asthma O O O O
Cancer O O O Il
Hepatitis C O O O O
Tuberculosis O O O O
Seizure disorder O O O O
Stroke O O (| O
Other O O O O
Other O O O O
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e Do you have any concerns about your mental health?

(Onset? When did you first receive tx? Previous diagnoses? Most recent diagnosis?)

e Has anyone ever told you that you have mental illness?

e Overall, how would you describe your mood?

e Have you ever been prescribed medication for mental health reasons?

NAME: DOSE: PURPOSE: DURATION: PRESCRIBER: HELPFUL?

Oy ON
gy ON
gy ON

gy ON

e Do you ever have thoughts about hurting yourself? About taking your own life?

(How frequent are these thoughts? Have you ever attempted suicide? How many times? Most recent time?)
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e Have you ever engaged in any self-harm (cutting, burning, etc.)?

(In what way? How often? Does anything in particular trigger this behavior?)

e Have you been hospitalized to address these concerns (est. dates/places)?

(What has that experience been like for you?)

e Do you ever have thoughts about hurting anyone else? Any plans to do so?

e Inyour life, have you ever had any experience that was incredibly frightening or traumatic?

(Do thoughts of this event(s) affect your sleep? Nightmares? Do you try to avoid thinking about it? How?)

10
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Conclusion
Poor | Fair | Good | Excellent
1 2 3 4
Overall, how would you rate your O O O O
current quality of life?

e Do you have any personal goals/plans you would like to work on in the coming 6 months? What
would you like the RNP staff help you achieve?

Care Manager Impressions

Motivation for Care Interested Ambivalent Not interested
Management 0 0 0
Hygiene Good Fair Poor

O O O
Tracking Level Good Fair Poor

O O O
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Protective Factors/Strengths

O

Married/committed partner and/or children:

O

Presence of positive social support from spouse, family and/or close friends:

Problem solving skills and history of healthy coping skills:

Active participation/interest in BH treatment:

Understands the risks of drug use and takes steps to reduce negative consequences:

Presence of hopefulness, as client is able to identify ways of coping and options for
future:

Religious/Spiritual commitment:

Life satisfaction:

Future orientated with good insight of needs and goals:

Ct is a strong self-advocate, can express needs and ask for help:

Ct exhibits resiliency, learning and growing from past experiences:

Ct has a high level of health literacy (knows and addresses health needs):

Other:

12
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LEAD New Client Checklist — Paper Forms

Case Manager

Intake/Registration Date

Client Name

REACH Client ID #

Screening Forms

LEAD Screening

LEAD Program Consent

LEAD OWG ROI

Photo

O ggo

Intake/Registration Forms

HMIS Consent/Revocation

HMIS Profile

HIPAA Disclosure

Reach Grievance Policy

Reach Grievance Form

Reach Orientation Contract

Reach Client Rights

REACH ROIs

LEAD Intake part 1

Oo|a|gjaojgo|d

To be completed within 30 days:

LEAD Intake part 2

Reach Individual Service Plan

Reach Self Care Plan

VI-SPDAT

oo g

Ongoing Documentation:

Proof of ID/SSN

Disability Documentation

Chronic Homelessness Documentation

Proof of Income

LEAD Rental Assistance Agreement

Rental Assistance Authorization

Motel Agreement

Motel Assistance Authorization

rogiogo|o g
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LEAD New Client Checklist — Agency Information-Enter within 3 days of completing Intake

1. DAP Documentation

[J Code BH Screening Full

[1 Enter Intake into Agency

[0 Add Program Registration w/date of intake
] Set status for client

[ Give copy of HMIS paperwork to Screening/Outreach Coordinator
Use HMIS Profile and LEAD Intake to input data

2. Required Records
Oincome/Benefits/Insurance
[] Education Level
[0 Employment Status
[ Living Situation
3. Client Info
I Client Phone
[J Substances Used
[ Health/Behavioral Health Conditions
[0 Medical Record
[ Verify Demographic Information
L] Check date of birth
[J Gender
[1 Race
[1 Social Security Number
(1 Veteran Status
4, Other Info
e Consents/Documentation — Required
0 HMIS/Safe Harbor Consent/Revocation
O HIPAA
(1 Grievance
[1 Reach Orientation
e Consents/Documentation — If applicable
[1 Additional ROIs
[0 Media Release
e Add Client ID Numbers — Add an ID — any that apply
[0 DOC
1 Provider One
1 Driver’s License Number
[ Tribal Enrollment
5. Scroll down for the following:

0 Add VISPDAT
O Add Marital Status
[ Add Client Self-Care Plan
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Homelessness Management Information System (HMIS) Profile
LAW ENFORCEMENT ASSISTED DIVERSION (LEAD) FORM USE

Complete required form for EACH Household Member

Identification (Full Legal Name and Unique Identification):

First Name: Middle Name: Last Name: Social Security Number:
Date of Birth: Is client head of If “No”, name of head of Relationship to head of
household household household:
L] Yes L] No

Residence Prior to Program Entry:

Residence the night before program Residence City the night before program Length of stay at this residence:
entry: entry:
Approximate date of continuously homeless Episodes of homelessness in last 3 Continuously homeless for at
immediately prior to project entry: years: least 1 year?

Or O2 O3  [Oa+ Llyes [LINo
If outside, are you staying in a vehicle? [] Yes ] No

Last Permanent Housing: (record the city, state, and zip code of the apartment, room, or house
where the client last lived for 90 days or more; emergency shelters & transitional homes, etc. NOT to be

included)
City, State, and Zip Code of last Permanent Address:
Was the last permanent address in UNINCORPORATED King Was last permanent address within a city limit?
County?
L] Yes ] No [ Yes ] No
Demographics:
Ethnicity: Race (Check all that apply):
[ Hispanic [J Non-Hispanic ] American L] Asian
Indian/Alaska Native
Gender (self-reported by client: [ Black/African American | [J White
] Female O Transgender male to female ] Native Hawaiian/Other Pacific Islander
O male O Transgender female to male O Client doesn’t know O Client
refused
[ other: [ Client refused
Primary Language: Ability to understand English:
O] Yes ] No [ Interpreter needed
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Veteran/Military Status:

Is client a U.S. Veteran? Year Entered Years separated from | Theater of Operations:
Military Service: military status:
[ Yes ] No ] World War Il
Branch of the Military: Discharge Status: L Korean War
[ Vietnam War
[ persian Gulf War (Desert Storm)
Is client a spouse/partner or dependent minor of a veteran? [J Afghanistan (Enduring Freedom)
[ Iraq (Iraqi Freedom)
[ Spouse/Partner [ Dependent Minor [ No O Iraq (New Dawn)
[ Other Peacekeeping Operations or
Military Interventions
Disability Types and Services: Physical Use This Key for Answers Below:
disability, developmental disability, chronic health, Y=Yes
and mental iliness require written verification from a N - No
state licensed health care provider. DK — Client Doesn’t Know
X = Client Refused
Diagnosed with: Long-term disability: | Documentation: Services/Treatment:
Client is currently Expected to be long- Currently receiving
. . . Documentation of .
diagnosed with continued & S services treatment
disability listed indefinite duration Ehie disability =hd for this disability

and substantially sewerity on file

impairs ability to
live independently

Oy ON Oy O N Oy ON Oy ON
Opbk Ox Opbk Ox Obok [Ox Opbk OXx

Disabling Condition

Physically Disability Oy CIN Oy ON Oy ON Oy ON
Obk [Ox Obk [OX Obk [OX Obk [Ox

Oy ON Oy O N Oy ON Oy ON
Opbk Ox Opbk Ox Opbk Ox Opbk OX

Developmental Disability

Oy ON Oy ON Oy ON Oy ON
Opbk Ox Opbk Ox Obok [Ox Opbk OXx

Chronic Health Condition

Oy ON Oy O N Oy ON Oy ON

Mental Health Problem
Obok Ox Obok Ox COok Ox Obok Ox

Substance Abuse Oy ON Oy O N Oy ON Oy ON
0 Alcohol [Iprugs [ Both Obk [Ox Obok [Ox Obk [Ox bk [OIx
Domestic Violence Oy CIN Oy ON Oy 0N Oy CIN
Victim/Survivor Obk [Ox bk [Ox Obok Ox bk [Ox
Are you currently fleeing? [ Yes O

Have you been a victim of domestic violence in the past year? L Yes [ No "
o

How long ago did client’s most recent experience occur?

[ Within the past 3 months [ 3 -6 months [ 6 months to 1 year
[ 1 year or more [ Client doesn’t know [ Client refused

10
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Current Income:

Income Source Receiving? Amount Date Started
Earned Income 1 Yes ] No S
Unemployment Insurance O Yes (ONo | S
Supplemental Security Income (SSI) ] Yes I No S
Social Security Disability Income (SSDI) 1 Yes ] No S
Private disability insurance 1 Yes [ No S
TANF | [ Yes ONo |S
Disability Lifeline/General Assistance (DL/GAU) 1 Yes J No S
Retirement income from Social Security (SSA) ] Yes I No S
VA Service-Connected Disability Compensation L1 Yes 1 No S
VA Non-Service-Connected Disability Compensation ] Yes ] No S
Pension from a former job ] Yes [ No S
Childsupport | [JYes [No |$
Alimony or other spousal support 1 Yes O No S
Other Source: COYes [ONo |S
Current Non-Cash Benefits:
Benefit Source Receiving?
Food Stamps (SNAP) 1 Yes ] No
WIC Nutrition Program [ Yes O No
Veteran’s Administration Medical Services ] Yes ] No
TANF Child Care services 1 Yes ] No
TANF transportation services O Yes 1 No
Other TANF-funded services 1 Yes ] No
Other Source: ] Yes 1 No

11
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Health Insurance:

Insurance Provider Receiving?
Medicaid O Yes [ No
Medicare O Yes LI No
State Children’s Health Insurance Program ] Yes 1 No
VA Medical Services Cyes [INo
Employer-Provided Health Insurance ] Yes ] No
Health Insurance obtained through COBRA ] Yes 1 No
Private Pay Health Insurance O Yes ] No
State Health Insurance for Adults ] Yes 1 No

Agency Representative:

Date:

12
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NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL AND DRUG AND ALCOHOL RELATED INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

GENERAL INFORMATION: Information regarding your health care, including payment for health care, is protected by two federal
laws: the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 42 U.S.C. 1320d et seq., 45 C.F.R. Parts 160 & 164,
and the Confidentiality Law, 42 U.S.C. 290dd-2, 42 C.F.R. Part 2. Under these laws, Evergreen Treatment Services may not disclose
any information identifying you as an alcohol or drug abuser, or disclose any other protected information except as permitted by
federal law.

Generally, you must sign a written consent before Evergreen Treatment Services REACH Program can share information for any
purpose. Written consent (with some exceptions) may be revoked either verbally or in writing. Under certain circumstances,
federal law permits Evergreen Treatment Services to disclose information without your written permission:

1. MEDICAL EMERGENCY: To help in the event of an emergency medical situation.
2. COURT ORDER: As required by the document.

3. CHILD ABUSE OR NEGLECT: ETS is required to report to Child Protective Services any situation in reasonable cause is suspected in
an incident of child abuse or neglect, including sexual abuse (RCW 26.44).

4. THREATS OF HARM: Threats to harm self or someone else.

5. CRIME RELATED TO ETS: ETS will disclose information to law enforcement about a crime or threat against our property or
personnel.

6. RESEARCH & AUDIT: For research, audit or evaluations.
7. QUALIFIED SERVICE ORGANIZATION AGREEMENT: When ETS has a formal agreement with an organization / business associate.

YOUR RIGHTS: Under HIPAA you have the right to inspect and copy your own health information maintained by Evergreen
Treatment Services, except to the extent that the information contains psychotherapy notes or information compiled for use in a
civil, criminal or administrative proceeding or in other limited circumstances.

Under HIPAA you also have the right, with some exceptions, to amend health care information maintained in Evergreen Treatment
Services records, and to request and receive an accounting of disclosures of your health related information made by Evergreen
Treatment Services during the six years prior to your request. You also have the right to receive a paper copy of this notice.

EVERGREEN TREATMENT SERVICES DUTIES: Evergreen Treatment Services is required by law to maintain the privacy of your health
information and to provide you with notice of its legal duties and privacy practices with respect to your health

information. Evergreen Treatment Services is required by law to abide by the terms of this notice. Evergreen Treatment Services
reserves the right to change the terms of this notice and to make new notice provisions effective for all protected health information
it maintains.

COMPLAINTS AND REPORTING VIOLATIONS: You may complain to Evergreen Treatment Services and the Secretary of the United
States Department of Health and Human Services if you believe that your privacy rights have been violated under HIPAA. You will

not be retaliated against for filing such a complaint.

Violation of the Confidentiality Law by a program is a crime. Suspected violations of the Confidentiality Law may be reported to the
United States Attorney in the district where the violation occurs.

| Hereby Acknowledge that | Received this Notice of Privacy Practices

Signature of Client Printed Name of Client Date Witness Signature

13
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REACH & LEAD Client Grievance Policy

Clients in the REACH & LEAD Programs have the right to request that their case managers, the REACH Co-
Directors, and/or the LEAD Program Manager review case management decisions that affect them.

If a client is dissatisfied by a case manager decision, or the way a case manager has treated him or her, he or
she should discuss his or her concerns directly with the case manager involved. If such a discussion fails to
resolve the problem, the client can ask his or her case manager to schedule a meeting with the REACH Co-
Directors, or the LEAD Program Manager.

If the client wishes to appeal the decision, he or she should write a letter describing the situation and the
reason for the appeal. The REACH Co-Directors will consult with the ETS Executive Director and will respond
with a decision to the client in writing.

| have read and received a copy of the REACH & LEAD Grievance Policy.

Client Signature Date

Staff Signature Date

15
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INTRODUCTION TO REACH SPACE — ORIENTATION CONTRACT

HOURS OF OPERATION

Monday-Friday 8:30-4:30 (Tuesdays we close at 1:45; Thursdays we close at 2:45).
REACH may be closed at other times (a door sign will inform you of when we’ll reopen).

DOOR ETIQUETTE

To buzz in: #016. That’s POUND, ZERO, ONE, and then SIX.

Please don’t knock on the window, or yell to us, as we share the building w/ others.

Front desk staff is constantly rotating; you might not see the same people every time.

Through the intercom system, we will ask your name, and who you are here to see. We will ask
everyone at the door the same questions; please do not let others in to the building without them
stating their name and who they are here to see.

Upon departure, please do not hold door open for anyone trying to enter — they will need to buzz in
and state their name and who they are here to see.

Please refrain from loitering in the foyer or near the outside gate area.

ALL REACH CLIENTS HAVE THE RIGHT TO:

Be treated with respect.

Receive services without discrimination or bias due to race, cultural or ethnic background, national
origin, ancestry, language, religion, sex, gender identity, physical or mental or sensory ability, sexual
orientation, age, veteran status, or any other protected classification.

The confidentiality of any information shared with REACH staff, except in cases of threats/actions of
harm to self or others or criminal activity on REACH property.

AMENITIES OF THE SPACE

Nurses are onsite

Doctor is onsite for Suboxone/Vivitrol

Groups area & activities, bathroom, phone, & mail.

Coffee, tea, water, and sometimes food (see RESOURCE PAGE for food options).

RULES OF THE SPACE
Feel free to use the bathroom, have something to drink, and use the phone, but due to the volume of

clients and our limited chairs, you may be asked to move along if you’ve already been in the space a
while.

You must be in control of yourself and able to follow our guidelines while at REACH.
Show respect in your words and actions for yourself, other clients, staff, and facilities
Language is not to include derogatory, threatening, or stereotyping words.

Alcohol and drugs are not permitted on REACH premises (buying, selling, trading, using).
No fighting or “play” fighting, verbal or physical. No weapons of any kind are allowed.
Volume and language — please use respectful language at an appropriate volume.
Respect others’ privacy and personal space.

No tobacco/tobacco products (including e-cigarettes).

Please ask before using the kitchenette area.

Only REACH clients in the space and allowed in Groups (no friends or partners).

Bus tickets — only your case manager can provide them.

No sleeping while at REACH. See RESOURCE PAGE for day centers and night shelters.

The restroom is a shared space, and is not for attending to personal hygiene. If you’re in there a while,

you may be asked to wrap it up so others may use it.
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Wounds must be covered —if a nurse is not available, you may be asked to leave and go to a clinic to
get them attended to before returning to REACH.

Computers in the meeting rooms can be used while meeting with your case manager.

Failure to follow these guidelines may result in your being asked to leave, and/or a bar from services at
REACH.

GROUPS

Groups are available for all REACH clients — come in to get a calendar every month, or if you have a
mailing address we’ll mail one!

In order to make Groups enjoyable for all, please be prepared to engage meaningfully and respect
other participants.

If you’re going to leave an outing in the middle, let a staff person know.

If only one person shows up for an outing, it may be canceled.

If you are not in control of yourself, you will not be able to participate in the group.

Zero tolerance policy for weapons, drugs, or alcohol on outings.

NO STORAGE POLICY

REACH cannot do short or long term storage of any personal items.

Rubbermaid bins should be used for storing your items while at REACH.

No items can be left at REACH when you are not on the premises — even for a few hours.
REACH is not responsible for lost/stolen items. See RESOURCE PAGE for storage options.

HIPAA/GRIEVENCE/SAFE HARBORS (HMIS)

A Notice of Privacy Practices, compliant with HIPAA, will be provided to, signed by, and retained in
client records.

An explanation of REACH’s Grievance Policy & Client Rights will be given to every client.

A Safe Harbors Release (HMIS) will be provided to, signed by, and retained in client records.

We look forward to working with you and having a relationship of mutual respect!

CLIENT SIGNATURE DATE
CASE MANAGER SIGNATURE DATE
FLOOR MANAGER SIGNATURE DATE

20
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CLIENT RECEIPT OF INFORMATION

Client name:

Date:

Case Manager:

Client initial below:

Orientation Contract provided and signed (this document)

HIPAA Disclosure and Acknowledgment form provided and signed
Grievance Policy provided

Safe Harbors Release provided and signed (if applicable)

Media Release (if applicable)
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Income/Beneftits

How much money did you receive from the following sources in the past 30 days?

Source

Dollar amount

How long have you been
receiving these payments?

Been denied or lost
benefits in the past year?

Employment
(Net or take home pay)

Unemployment compensation

Pensions/Retirement

Disability

Tribal Income

Veteran’s benefits

SSI/SSDI

Worker’s Compensation

Food stamps

ABD (Aged, Blind or Disabled)

TANF (Temporary Assistance to Needy Families)

HEN

WIC

O O 0O OO0|00O|0|00O|D

Other

Insurance
Current Medical Coverage U Yes

Provider One #:

U No

Health Plan:

Education

Highest level of education completed?
Current grade level or activity:
U Not in school

Employment

When was the last time you were fully
Current Status

U Vocational Training

U GED

employed?

If yes, type of coverage

U Community College

years/months ago

U4 College

U None/NA/Blank

U Retired

U Volunteer

U Job Training/Internship

U Unable to work

U Unknown

U Paid Employment

U Unemployed

U Other, please describe:

Current Employment Level

U None/NA/Blank

U Part-time

U Unemployed

U Day Laborer

QO Retired

U Unknown

Q Fulltime

U Unable to work

U Other, please describe:

Job Title/Type of Work

Employer Name

Employment Date End

33



Reasons for Termination

DocuSign Envelope ID: E7TBB2A2D-47C6-45DD-9126-92985DC 15341

O None/NA/Blank 0 Asked to resign U Fired O Quit O Unknown
U Other, please describe:
Living Situation
Type
U Emergency Shelter U Jail/Prison (60+ days) U Tiny House

U Encampment

U Medical Respite

U Transitional Housing

U Hospital (90+ days)

U Skilled Nursing Facility

U Unsubsidized Housing

U Hospital — Psychiatric facility (90+ days)

U Sobering Center

U Other, please describe:

U Hotel/Motel (Agency paid)

U Stay w/Family (not on lease)

U Hotel/Motel (Self paid)

U Stay w/Friends (not on lease)

U Independent permanent housing

U Streets, car, or other public place

U Unknown

U Inpatient Drug & Alcohol Tx (90+ days)

U Supportive Housing

Location

U None/NA/Blank

U Seattle

U WA (Outside King County)

U King County (Outside Seattle)

U Snohomish County

O Other Country

U Pierce County

O US (Outside WA)

U Unknown

Geographic Detail — Neighborhood:

Facility Name

Address

Unit #

City

State Zip

Move-in Date

Who Pays:
U None/NA/Blank 0O Housing First Funds U VASH Voucher
U Shelter Plus Care O LEAD Funds U GDPTIP
U Self-paid 0l Section 8 — King County U Scattered Sites
U Other 0 Section 8 — KC HASP U Vital Funds
U Unknown U Section 8 - SHA
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Alcohol & Drug History

Primary drug of choice Secondary: Tertiary

Use This Key for Answers Below:
Y-Yes N-No DK-Client Doesn’t Know X - Client Refused
SUBSTANCE ADMIN CODE: | Diagnosed Long-term disability: | Documentation: Services/Treatment:
Inhalation (1) with: Client is | Expected to be long- | Documentation Currently receiving
Injection (J) currently continued & of the disability | services treatment
Oral (0) diagnosed indefinite duration and severity on for this disability
Nasal_(N) with and substantially file
Smoking [S) disabilit impairs ability to liv
Other (X) . sability i pairs ability to live
listed independently
Alcohol Qy ON ay UN Qy ON Qy ON
apk Qx apk Qx apk Qx apk Qx
Tobacco Qy ON Qy ON Qy ON Qy ON
apk Qx apk Qx apk Qx apk Qx
Heroin Qy ON ay UN Qy ON Qy ON
apk  Qx apk  Qx aok  Qx aok Qx
Other Opiates & Synthetics vy  ON Qy ON Qy ON Qy ON
apk  4x 1 [o] (G )4 apk  4x I [o] (G ) 4
Methadone (illicit) Qy ON Qy ON Qy ON Qy ON
apk Qx apk Qx apk Qx apk Qx
Spice/K2 Qy ON Qy ON Qv QN Qv 0N
apk  4x I [o] QG )4 apk QX I [o] (G )4
Other Amphetamines Qy ON Qy ON Qy ON Qy ON
Aok Qx Aok Qx apk Qx apk Qx
Other Qy ON ay UN Qy ON Qy ON
Sedatives/Hypnotics/ Qok Ox Qpok  Ox Qpbk  Ox Qpok Ox
Tranquilizers
Cannabis (Marijuana) Qy ON Qy ON Qy ON Qy ON
apk  4x I [o] (G ) 4 [ [o] (G )4 apk  4x
Cocaine (all forms) Qy ON Qy ON Qy ON Qy ON
apk Qx apk Qx apk Qx apk Qx
Methamphetamine ay UN ay UN Qy ON Qy ON
apk  4x I [o] (G ) 4 [ [o] (G )4 apk  4x
Hallucinogens ay ON ay ON ay ON ay ON
apk  4x I [o] (G ) 4 [ [o] (G )4 apk  4x
Inhalants Qy ON ay UN Qy ON Qy ON
apk Qx apk Qx apk Qx apk Qx
OTHER: Qy ON Qy QN Qy ON Qy ON
apk Qx apk Qx apk Qx apk Qx
OTHER: Qv  ON Qv  ON Qv  ON Qv  ON
apk  4x apk  4x [ [o] (G )4 I [o] (G )4
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Job Summary — Summarize the overall purpose and objectives of the job.

The Screening & Outreach Coordinator will act as the contact point for all referrals to LEAD case management. As
such, this position must ensure effective and efficient communication and collaboration between all partners involved
in referring and receiving referrals for LEAD. This position will provide screening, outreach, and engagement to
individuals referred to LEAD. The Outreach/Screening Coordinator will conduct street outreach as needed to engage
referred individuals who have yet to engage with their assigned case manager. The Outreach/Screening
Coordinator must develop and maintain positive, collaborative relationships with all LEAD partners and other service
providers in order to best serve LEAD participants.

Job Functions — List the principle tasks, duties and responsibilities of the job

Be point of contact and primary liaison with law enforcement, community, and others making LEAD referrals.
Provide initial screening and engagement with referred individuals. Manage and maintain information regarding
referrals in database. Provide street outreach to engage referred individuals and help facilitate client engagement
with assigned case manager. Support case managers in finding individuals when necessary. Provide immediate
response to Seattle Police Dept, King County Sheriff Office and Dept of Corrections officers regarding LEAD
participants when LEAD case managers are not available. Develop and maintain positive, collaborative relationships
with LEAD partners and other service providers including SUD and mental health treatment providers, health care
providers, shelter providers, landlords, detox centers, DSHS workers. Provide after-hours on call phone response to
Law Enforcement referring arrest diversions to LEAD case management; this may often require in person response
to precinct or other facility staffed by 24/7 reception (in person response will be based on clinical appropriateness).

Minimum Qualifications — Minimum knowledge, skills and abilities to enter the job. Also, list any certifications,
degrees, etc. that are required. High school diploma or equivalent required. Undergraduate degree preferred.
Relevant experience may substitute for degree. Must have competence using smartphone and entering data into
electronic database daily.

Desired Experience — Desired/preferred experience, education, and training.

Demonstrated ability providing street based outreach and engagement services to low level drug offenders and
difficult to engage populations. Demonstrated experience developing positive, collaborative relationships with law
enforcement and social services providers to effectively serve mutual clients. Understanding of substance use
disorders and harm reduction strategies along with a demonstrated passion for serving individuals experiencing
homelessness and behavioral health challenges highly desired.

Special Working Conditions (If required): Examples: chemicals, fumes, heat/cold, evening/weekend hours, travel.

Ability to be in rotation for 24/7 on-call response to law enforcement for arrest diversion referrals. Ability to flex
schedule when necessary to accommodate special program needs. Street outreach requires the ability to easily
navigate city streets on foot and tolerate a variety of weather conditions.







DocuSign Envelope ID: E7TBB2A2D-47C6-45DD-9126-92985DC 15341

The available LEAD Project Manager (1.0 FTE) position would be part of a team engaged in the project
management of PDA’s local LEAD work, and would entail close collaboration with law enforcement, case
managers, prosecutors, and neighborhood and community leaders. In addition to day to day
maintenance and troubleshooting of LEAD operations, this position likely will focus on developing LEAD in
South King County, including Burien and White Center.

Project Manager positions are FLSA-exempt. Work outside of normal business hours is expected. Travel
throughout King County and Seattle will be required, and some travel outside King County may be
required. This Project Manager position will report directly to LEAD Seattle-King County Project Director,
Tara Moss, and would work under the overall guidance of PDA Director, Lisa Daugaard.

JOB RESPONSIBILITIES

In addition to day to day maintenance and troubleshooting of LEAD operations, this position likely will
focus on developing LEAD in interested cities in the South King County area, including Burien, White
Center and Kent. Depending on the background and community connections of the individual hired, the
expected geographic concentration for this position could shift to other areas within Seattle and/or
elsewhere in King County.

e Project Design: Work with PDA’s LEAD Team (including PDA Director, LEAD Seattle-King County
Project Director, and other Project Managers) and other King County LEAD partners (including
the King County Prosecutor, Executive, Sheriff and Council, and King County’s Behavioral Health &
Recovery Division) to identify and support interested South King County cities that are interested
in launching LEAD in their city;

e Project Implementation: Coordinate with city stakeholders (including law enforcement, service
providers, city prosecutor’s office, businesses and other community safety advocates) to design
and implement LEAD within their jurisdiction;

e Project Management: Day to day maintenance and troubleshooting of LEAD as implemented in
new jurisdictions and/or in existing areas of operation, as assigned by the LEAD Project Director;

e Management of Regular Operation Workgroup (OWG) Meeting and Process: Facilitation of the
biweekly OWG with key operational partners in LEAD. LEAD partners use OWGs to share
information about program participants’ situation and progress, discuss referral criteria, program
capacity and compliance with the LEAD protocol, and to focus the attention of LEAD program
staff and law enforcement in particular areas viewed with concern by neighborhood
representatives;

e Community Education and Engagement: Educate community members (including individuals,
businesses community groups, and social service providers) on how LEAD works and potential
ways to implement program in their community. Work with community groups to understand
current public health and public safety needs within their community;

e From time to time there will be involvement in other work of PDA such as other police reform
advocacy to development of other diversion and justice system reform initiatives and other
duties as assigned.

Updated 8/25/2021 Page 2 of 3
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JOB SUMMARY- Program Supervisor

This position is critical to the functioning of the Recovery Navigator Program (RNP) and the effective allocation of goods
and services to the RNP clientele. The Supervisor will be responsible for day to day supervision of RNP case managers
through regularly scheduled individual meetings and clinical supervision. The Supervisor will also be available to
supervisees as needed for consultation when questions arise. The Supervisor will monitor the productivity and
documentation of those supervised. The Supervisor will maintain effective collaborative relationships with all RNP
partners and community stakeholders.

JOB FUNCTIONS (May Include):

1. Supervision of RNP Case Managers to ensure that supervisees are:
e Engaging clients through outreach, trusting relationships and individually tailored case management services.
e Collaborating with clients to develop an individualized service plan and helping clients achieve identified goals.
e Advocating for clients to gain access to a wide variety of community resources.
e Identifying gaps and barriers in available community resources and advocating for systemic changes.
e Attending RNP Team meetings and other required meetings.
e Developing and maintaining client files for assigned caseload according to agency and contract requirements.
e Tracking all purchasing activities accurately and timely.

2. Utilize resiliency practices to provide clinical support for supervisees with lived experience related to RNP clientele
and/or experiencing secondary trauma.

3. Conduct performance evaluations of supervisees in accordance with agency policies.

4. Approve leave requests submitted by supervisees to ensure adequate leave and coverage.

5. Facilitate conflict resolution between supervisees and other staff or partners.

6. Keep the RNP Program Manager informed of the material needs of RNP staff.

7. Represent the RNP to community stakeholders using effective communication and strategic partnerships to best
leverage the RNP strengths and contribute to the success of the program.

8. Participate as a member of the leadership team providing overall program leadership and support.

9. Additional duties as assigned

QUALIFICATIONS

Education
High school diploma or equivalent required, undergraduate degree preferred. Academic training in the social service
field and in the area of substance use disorder treatment desirable. Master’s Degree preferred.

Experience
A minimum of five years’ experience in work related to social work or outreach programs. Experience providing services

to addicted individuals from a harm reduction perspective is essential. Experience with case management, homelessness
and co-occurring disorders preferred. Two years supervisory experience (or equivalent) required.

Knowledge Requirements
1. Computer literate, with basic knowledge of Microsoft Office Suite, as well as a high level of initiative in

keeping current with technological change

Ability to prioritize workload and daily activities and complete tasks in a timely and efficient manner

Ability to develop and maintain basic budgeting and accounting systems that function in a transparent manner.
Ability to set boundaries, resolve conflict and de-escalate issues

ook W

Dependable, able to work under pressure; receptive to change, willingness to learn, cooperative

RNP Supervisor Job Description | Page 1 of 2
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approach to problem-solving

6. Ability to establish and maintain effective working relationships with staff, participants, and outside contacts
from a wide variety of ethnic, socioeconomic and cultural backgrounds, good diplomatic skills.

7. Must be able to pass a Washington State Patrol criminal background check
Flexible team player

9. Excellent attention to detail

10. Knowledge of budgeting

Language Skills:
1. Ability to read and interpret general business correspondence, policies and procedures, referral
information, financial documentation and applicable government regulations.
2. Ability to write case file notes, uncomplicated reports, instructions and procedures.
3. Ability to present information effectively and respond to questions from participants, staff, collaborative
partners and the general public.

Mathematical Skills and Reasoning Ability:

1. Thorough knowledge of and ability to apply business arithmetic skills accurately and rapidly.

2. Ability to solve practical problems and deal with a variety of concrete variables in situations where
standardization may be limited. Ability to interpret a variety of instructions furnished in written, oral,
schedule or diagram format.

3. Basic math skills

Physical Requirements

1. The employee is regularly required to sit; use hands to finger, handle or feel objects, tools or controls; reach
with hands and arms and talk or hear; frequently required to stand, walk and kneel; occasionally to climb
balance, or stoop; rarely to crouch or crawl.

2. The employee must occasionally lift and/or move up to 30 pounds. Specific vision abilities required by this job
include close, color and peripheral vision and the ability to adjust focus. The noise level in the work
environment is moderate.

3. Valid Driver’s License and acceptable driving record required

Equipment used
Computer, photocopier, fax machine, cell phone, and possible use of the program vehicle.

Note: Nothing in this job description restricts management’s right to assign or reassign duties and responsibilities to
this job at any time.

I have read and understand all of the above. | have reviewed the duties and responsibilities, as well as the minimum
requirements of this position, with an authorized agency representative. | understand that this document does not
create an employment contract and that Evergreen Treatment Services is an “at will” employer.

Employee Name:

Employee Signature: Date:

Supervisor Name:

Supervisor Signature: Date:

RNP Supervisor Job Description | Page 2 of 2
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JOB SUMMARY- Case Manager

This position is critical to the Recovery Navigator Program. The main roles of the Case Manager are outreach,
engagement, and intensive case management services to individuals whom have been referred by law
enforcement, community based organizations, emergency medical services, and other individuals and
organizations who might come in contact with an individual who could benefit from compassionate support. The
Case Manager will provide direct services to a case load of approximately 25-30 individuals. Case managers
provide outreach, long-term engagement and supportive services for participants through intensive case
management activities and collaboration with Behavioral Health Administrative Service Organizations (BHASOs),
local partners, service providers, housing providers and other community organizations.

JOB FUNCTIONS (May Include):

1. Provide Outreach and Intensive Case Management services for assigned participants:

e Engage participants at the referral location, on the street and at social service provider facilities to
establish a working relationship and offer services.

e Assess participants for severity of chemical dependency and housing status and determine needs for
other services, e.g., medical, mental health.

e Assist participants in gaining access to a variety of funding programs (e.g., SSI, ABD, VA).

e Assist participants in finding housing and maintaining occupancy.

e Develop and implement with the participant’s input an individualized Service Plan which addresses the
needs of the participant for food, clothing, shelter, and health care and substance use disorder treatment
or reduction/elimination of drug/alcohol use through self-change methods. Update this Plan periodically
to reflect movement toward or attainment of articulated goals and the emergence of new participant
needs and to help the participant move toward the achievement of autonomy.

e Develop and maintain a working relationship with crisis stabilization facilities, crisis responders,
evaluation and treatment facility staff, DSHS workers, chemical dependency treatment providers, mental
health providers, health care providers, shelter providers, landlords, detox centers, Assessment Center
staff, protective or representative payees, and other community programs which may support
participants.

e Provide structured Intensive Case Management services consistent with program policies.

e Develop and maintain collaborative relationships with local partners including local law enforcement and
fire departments.

e Provide advocacy and support for participants within the criminal justice system including court
appearances and written communication.

e Attend regularly scheduled Operational Work Group Meetings and the staffing of participants
with partners.

e Accompany participants to appointments as needed.

e Assist participants in developing a spending plan and in shopping.

2. Advocate for the participant with a wide variety of other service providers:

e Assist participants in gaining entry into service programs.

e Develop relationships with housing resources, and assist the participant in gaining access to
appropriate housing.

3. ldentify gaps and barriers in available community resources and advocate for systemic changes.
Attend stakeholder work groups and committees to represent the experiences of program participants.
5. Develop and maintain participant files for assigned caseload according to program, contract and state
requirements.

Case Manager Job Description | Page 1 of 2
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QUALIFICATIONS

Education
High school diploma or equivalent required. Further education/training is desirable.

Experience

The ability to respectfully engage and develop a working alliance with the people we are serving is essential.
Understanding of harm reduction along with a demonstrated passion for serving individuals experiencing homelessness
and co-occurring disorders required. Street outreach experience a plus. Skills necessary to provide advocacy and support
for participants within the criminal justice system including court appearances and written communication. Ability to
advocate and effectively communicate and problem solve under pressure in high stress situations.

Training
Certified Peer Counseling, Agency Affiliated Counselor, Crisis Intervention Training,

Knowledge Requirements

1.

w

~

Computer literate, with basic knowledge of Microsoft Office Suite, as well as a high level of initiative in
keeping current with technological change

Ability to prioritize workload and daily activities and complete tasks in a timely and efficient manner
Ability to set boundaries, resolve conflict and de-escalate issues

Dependable, able to work under pressure; receptive to change, willingness to learn, cooperative
approach to problem-solving

Ability to establish and maintain effective working relationships with staff, participants, and outside contacts
from a wide variety of ethnic, socioeconomic and cultural backgrounds, good diplomatic skills.

Must be able to pass a Washington State Patrol criminal background check

Flexible team player

Excellent attention to detail

Language Skills:

1.

Ability to read and interpret general business correspondence, policies and procedures, referral
information, financial documentation and applicable government regulations.

Ability to write case file notes, uncomplicated reports, instructions and procedures.

Ability to present information effectively and respond to questions from participants, staff, collaborative
partners and the general public.

Mathematical Skills and Reasoning Ability:

1.
2.

3.

Thorough knowledge of and ability to apply business arithmetic skills accurately and rapidly.

Ability to solve practical problems and deal with a variety of concrete variables in situations where
standardization may be limited. Ability to interpret a variety of instructions furnished in written, oral,
schedule or diagram format.

Basic math skills

Physical Requirements

1.

The employee is regularly required to sit; use hands to finger, handle or feel objects, tools or controls; reach
with hands and arms and talk or hear; frequently required to stand, walk and kneel; occasionally to climb
balance, or stoop; rarely to crouch or crawl.

The employee must occasionally lift and/or move up to 30 pounds. Specific vision abilities required by this job
include close, color and peripheral vision and the ability to adjust focus. The noise level in the work
environment is moderate.

Valid Driver’s License and acceptable driving record required

Equipment used
Computer, photocopier, fax machine, cell phone, and possible use of the program vehicle.
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