
Sunshine ADULT Registration Form
Sunshine Prevention Center for Youth & Families

468 Boyle Road, Port Jefferson Station, NY  11776 




(Staff Only) ID #_________________

Participant Name_________________________________________________________



Birthdate_________________     
Gender Male  /  Female
       
Race/s______________________________
Participant Cell # ____________________________ Home / Work # (circle) ____________________________________
Home Address________________________________________________ Town, Zip______________________________

Email________________________________________________________
Program you will be participating in ____________________________________________________________

Reason for Attending ________________________________________________________________________
Referring Agency/Contact info ________________________________________________________________

· A “Written Consent to Release Confidential Information” must be filled out if you have someone who requests information on your attendance.  NO information can be provided to ANYONE unless a release has been completed and signed.  
Emergency Contact
1. Name__________________________________________ Relationship____________________ 

Phone # ___________________________(h/c/w)     ___________________________(h/c/w)

Permission Form

Please read through this form and initial each section in the appropriate areas.

I understand that if I have registered for a specific program and dates have been set, the space will be reserved.  In the event that I will not be attending, I understand I must notify the center immediately.
 I understand that there is a fee of $10.00 for missed appointments.                                Initial __________
I understand that any program at Sunshine Center is education and support and is NOT considered counseling or therapy.  If therapy, counseling or evaluations are required, Sunshine may be able to provide various resources to help.   Initial __________
I understand that Sunshine does NOT provide evaluations or assessments of any kind, including mental health, substance abuse or anger management.    If evaluations are required, Sunshine may be able to provide various resources to help.   Initial ___________
I understand that this is NOT a Domestic Violence program. If I have a domestic violence charge, the anger management program will NOT take the place or substitute the required programming.  Sunshine will provide resources for Domestic Violence programs if needed.   Initial _____________
I understand that sometimes this program may not be suitable or appropriate for all participants.  If a professional at Sunshine believes the participant needs a higher level of care than this program provides, they will not be able to attend and additional resources may be provided.      Initial ______________
I understand I will be receiving a “Certificate of Completion” but I must attend all assigned classes/sessions.  Balances must be paid in full in order to receive your certificate. 


Initial ___________
I understand there are basic behavioral rules and guidelines that must be followed by all participants.  







                         


Initial ___________

I understand that Sunshine Center follows all guidelines on confidentiality of participants & will value in high regards confidentiality of all person’s participation.  I understand that confidentiality will be broken if Sunshine Center feels that my life or another’s life is in jeopardy.                     

 Initial ___________                                                 

I understand that my participation, attendance, and other information pertaining to my enrollment in this program/center can only be given out to others if a Release of Information is signed by me and the agency requiring the information.  





                                Initial ___________
I have read all of the above information and I am aware of the guidelines/rules set forth by SPC.

Participant Signature _________________________________________________________________  

Print Name__________________________________________  

     Date _____________________
Written Consent to Release Confidential Information

*  One form must be filled out for each professional/facility/contact

I, _____________________________________, do hereby consent to and authorize Sunshine Staff to release or              obtain information from:

(Name of Agency/Person/Organization)_____________________________________________________

(Address)____________________________________________________________________________
(Phone Numbers)_____________________________________________________________________

Information pertaining to (myself)______________________________________________ regarding 






                          (Client Name)

*Check all that apply

(   )
Attendance (including admission and discharge date)

(   )
Description of progress/participation

(   ) 
Assessment (educational, psychological, other:_______________________________________)

(   )
Individual education/service plan

(   )
Medical History

THIS INFORMATION IS NEEDED FOR THE FOLLOWING PURPOSES:

*Check all that apply

(   )
To provide ongoing services

(   )
To obtain insurance, employment, government benefits

(   )
To enable judges, attorneys, probation/parole officers, ACS/CPS to support goals, or to make legal decisions on my behalf
(   )
To coordinate services with my family/concerned persons

(   )
To coordinate services with a home school or educational/vocational program

I understand the above information is protected by the Health Insurance Portability and Accountability Act of 1996 (“HIPPA”), 45 C.F.R. Pts. 160 & 164, and cannot be disclosed without my written consent unless otherwise provided for in the regulation. I choose to do so willingly and voluntarily for the purpose mentioned above. The duration of this authorization is the length of time in treatment. I understand I may revoke this consent any time by notifying an authorized staff member, in writing, except to the extent action has been taken in reliance on my consent.

Participant__________________________________________________________Date_____________

Parent______________________________________________________________Date_____________

Witness_____________________________________________________________Date____________
Payment Info:





Official Use Only:


____________ Amount of Deposit you are leaving          ____Check #    ____ Cash                               Staff initials _________ 


____ Check here if you are requesting a payment plan     ____ Check here if you are requesting sponsorship (must fill out form)


____ Check here if there is an outside agency responsible for payment: Agency_______________________________________  


Contact person __________________ Address _______________________________________Phone ____________________ 


Fax ______________________________                    Email Address ________________________________________


* Participant will be responsible to pay if agency fails to pay











