CHECK LIST FOR REFERRALS

[. Relerral Source Contact/Client Inlformation
a. Armed lForees —
2. Is detox needed? I marked ves. is there a plan indicated?

a. Drug:

'ad

l.cgal ltems
4 AUTHORIZATION TO RELEASE INFORMATION TO/FROM (if on probation/parole is there an
ROT to/from the P.O. as well as referral ageney)

. Are they witnessed?

i

Applicant Screening Request
6. Briel Description. including Housing Status/ listory of Tomelessness
7. Personal Property: Acknowledgement Form

8. Reintegration Plan

9. SOCRATIES 8A

10. SOCRATES 8D

FT. SOCRATES Scoring Page

12, Mental THealth Screening Form U (MIISE-I11)

13, CAGLE-ALD

H4. Scll=Report Intake istory

I3, Physical from Provider

16. Can they geta supply of 60 days of medications?

- B Verification Must Be Within 30 Days of Admission

I8. Medical Information Letter  StafT Signed?

19. Resident Sclection Criteria - Stalf Signed?

20, Benelits Form



Referral to Ft Lyon. Please fax to 719 456 0109 or email to

ordyonreierraisficoloradocoalition.org

ALL QUESTIONS/FORMS MUST BE COMPLETED.

' Name of Referral Source:

' Phone: Email Address:

How long have you, the referral source, known this individual?

'Name of referral agency:

Today's Date:

| Cllent Infg)rmatlhc_)[}__
Cl|ent Name:

| How long have you been in Colorado?

 DOB: Gender:
'Have your served in the Armed Forces?
Is Detox needed? If yes, what is the detox plan?
Previous Substance Abuse Treatment? Yes_ No__ Where:
' Substance(s) used: Last Use:

\Type of use: IV SMK SNT ING

! Mental Health Diagnosis: Yes __ No __ Current Diagnosis?

1| Where are they receiving treatment?

'Benefuts Medicaid _ Medicare___SSI____ SSDI__AND___OAP VA L
Verification of Benefits? Yes No

Any open court or warrants? Yes No Must be closed before admission
Currently on parole or probation? Yes_  No___If yes, please include a release of
information for us to speak with the Officer.

Emergency Contact for Client: Name

Phone:

Highest level of education completed:




MRN:

Provider:

revised 12/1/17

5 Authorization to Request / Release Information
Client Name: i Client Date of Birth: Last 4 of SSN: ___

I authorize that information may be exchanged between the following:

Colorado Coalition for the Homeless Name or Organization Name: _

Attn Program: Fort Lyon Relationship ta Client:

Address: 30999 CoRd 15 Address: —
City, State Zip: Las Animas, CO 81054 City, State Zip:

Phone Number: 719 662 1100 Phone Number:

Fax Number: 719 456 0109 Fax Number:

Information to be released (please initial items below to he released):
Information from Medical Programs:

— Medical Provider Notes ___ Imaging/X-rays ___Consultant Reports ____Operative Reports
___ lLab Results ____Immunizations ____Medication List __ ERReports

___ Hospilal Admit/Discharge Summaries __ AIDS/HIV Information _____Dental Records
_____ Billing Records __ Demographic/Face Sheet ____ Other: )
Information from Mental Health Programs:

_____ Lab Results _____ Progress Notes ___Medication History ___Treatment Plan ___ Diagnoses

___ Psychiatric Visit Notes Discharge Summary __ Treatment Status ___Intake & Assessment
Information from Substance Treatment Programs;

Substance Use Diagnosis _____Substance Use Progress Notes ____ Substance Use Lab Results
—Substance Use Discharge Summary _ Substance Use Clinical Assessments
____ Substance Use Treatment Status _ Substance Use Treatment Plan
Information from Housing/Case Management Programs:
___ Family/Social Composition ___ Voucher/Lease Information ____Program Status ___ Benefit Information
__Case Notes/Case Manapgement Notes Other:
_____All My Records ____ Specific Dates of Service: ____ Electronic Copy
Please indicate the purpose of this release (check all that apply)
____ Continuity of Care ___Insurance . Obtain Benefits
____Llegal __Woaorker’s Compensation _____Referral
Obtain/ Maintain Housing ___Personal/Other _

Authorization
i understand that:

* Duetothe integrated care provided by the Colorado Coalition for the Homeless information released may include a diapnosis or
reference to the following condition(s): behavioral health /psychiatric care; acquired immune deficiency syndrome (AIDS} or

human immunodeficiency virus (HIV); or subslance use disorders.

e Individuals enrolled in our licensed Substance Treatment teams have their substance-specific records protected by 42CFR Part 2.
Further disclosure of this information are prohibited unless further disclosure is expressly permitted by the written consenl of
whom it pertains or as otherwise permitted by 42CFR Part 2, A general authorization for the release of medical or other

information is NOT sufficient for this purpose.

* lunderstand that | may revoke this authorization at any time (except to the extent that the action has been taken to comply

with it).

* If I have authorized the disclosure of my health information to someone who is not legally required to keep it privale, it may be

re-disclosed and may no longer be protected by the HIPAA Privacy Rule.

Expiration

I understand that this release expires on; {not to exceed two years from today’s date)
Signature of Patient or Personal Representative Date

Personal Representative Printed Name Relationship to Patient

Witness Date



RENTAL SERVICES, INC

PH: (303) 420 1212 PH: (800) 628 6414 FAX

(303) 420 1477 FAX (800) 296 9902
NO ONE
CHECKS
THEM

CLG.ER
'.I?ER.j

Applicant Screening Request
Administrative Information
This information is required to process this application.

Rental Services Customer: Colorado Coalition for the Homeless
Department: Ft Lyon

Contact Name: Referral Liaison

Phone: 719 662 1162

FAX: 719 456 0109

Alternate contact: Lisa Trigilio - Program Director Phone 719 662 1111
Type of Report Requested - please check one:

{ } Eviction and Credit Only

{ } Eviction and Credit Plus National Criminal Check

{X} Denver General Sessions

{X} National criminal only

{X} CO criminal courts

{X} CBI
FULL LEGAL NAME: DOB: FULL SS #:
ADDRESS: CITY: STATE: ZIP:
APPLICANT’'S CONTACT #: AlT #:
Co-Applicant: DOB: FULL SS #:
ADDRESS: CITY: STATE: YA
Co-APPLICANT’S CONTACT #: AlT #:

I declared that the statements above are true and correct. I authorize verification of my references
and credit as they relate to my tenancy AND to future rent collections.

Date: Signed: Co-Signed:




History of Homelessness

Please describe Client’s current situation, including their housing status:

When was client’s first experience with homelessness?

Please describe where client has stayed for the last three years (example-2016-2019). Streets, shelter,

detox, jail, hospital. Include Place names. Please include names of staff at ANY of these places that might
remember them.




Personal Property

I. Atadmission, Ft. Lyon will only transport 40 pounds of property in one bag per resident.
You are also allowed one small purse/bag on you lap.

2. Residents are responsible for the security of their personal belongings during their stay at
Fort Lyon.

3. Residents are expected to take all personal belongings with them upon their departure
from the campus on or before their discharge date. Ft. Lyon will transport up to 60
pounds of property. If resident is unable to take all property with them:

1. The inventory will be placed in storage for no more than 30 days.

1. Itis the resident’s responsibility to collect inventory within 30 days; and

iii.  After thirty days, the items will be recycled into the community via the warehouse.

I acknowledge my understanding of the policy above.

Resident Printed Name

Resident Signature Date

Witness



Reintegration Plan

Name: Date:

Anticipated length of stay at Fort Lyon:

What are your plans upon return to your community in the following areas:

Housing:

Relapse Prevention:

Substance use:

Mental Health:

Medical:

Support system:;



Version 8
SOCRATES
The Stages of Change Readiness and Treatment Eagemness Scale

SOCRATES is an experimental instrament designed 10 assess readiness for change in alcohol abusers, he istrisnent
vields three factorially -derived scale scores: Recognition (Re). Ambivalence (Am). and Fikine Steps (Fsg. Tisa pubic
domain instrument and may be ased withoun special permission.

Answers are to be recorded direetly on the questionnaire form. Scoring is accomplished by wansferring to the
SOCRATES Scoring Form the numbers circled by the respondent for cach item.  The sum of cach colummn vickds the
three scale scores. Data entry sereens and scoring routines are available.

Phese instruments are provided for research uses only. Version 8 is a reduced 19-item seale hased on factor analyses
with prior versions.. The shorter form was developed using the items that most stronghy marked cach factor. The 19-item
seatle seores are highly related 1o the fonger (39 item) scale for Recognition (£ - .96), Taking Steps L4 and Ambivalence
(A%). We therefore currently recommend using the 19-item Version § instrument.

Psychometric analyses revealed the following psychometric characteristics of the 19-iiem SOUCRATLES:

Cronbach Test-retest Reliability

Alpha Intraclass Pearson
Ambivalence .00 - 88 82 83
Recognition 83 - 93 S8 44
Taking Steps .83 -.96 ol 03

Various other forms of the SOCRATES have been developed.  These will be migrated into shorter 8.0 versions as
paychometric studies are completed, They are:

8D 19-item drugfaleohol questionnaire tor clients

TA-S0-M 32=item aleohol questionnaire tor signiticant others of males
TA-SO-F 32-item aleohol questionnaire for SOs of females

TD-50-1 32-item drug/aleohol questionmaire lor SOs of females
7D-50-\] 32-item drugdaleohol questionnaire for SOs of males

Fhe parallel SO torms are designed to assess the motivation for change of sienificant others (not collateral estimates ol
clients’ mativation),  The SO forms Tack o Maintenance scale, and therefore are 32 items in lenath,

Prochaska and DiClemente have developed a more general stages of change measure hnown as the University of Rhode
[sland Change Assessment (URICA)L The SOCRATES differs from the URICA in that SOCRA TES poses questions,
speeiticatly about alcohol or other drug use. whercas URICA asks about the clients “problem™ and chanee in o more

general manner.,

Souree Citation;

Miller, W, R. & Tonigan. Lo S, (1990), Assessing drinkers” motivation Tor change: The Stiges of Change Readiness
and Treatment Eagerness Scale (SOCRATES). Pyvehology of Addictive Behaviors 10, §1-89.

Ft Lyon Relerral Packet - Updated 211815 T0f33
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INSTRUCTIONS: Please read the following statements carefully, Each one describes o way that

AN AN Rescasch Divison
(I:‘

Personal Drinking Questionnaire
(SOCRATES 8A)

vou might (or might noy) feel about your drinking. For cach statement, circle one number from | 1o 5, 10

indicate how much yvou agree or disagree with it right now. Please circle one and only ane number for

everny statement,

NOY No ¥ Veu Vs

stranph vl sndind o e ST
| EIETer I Fhamotan Iovnitres M

LT really want to mvake changes in my 1 ) 3 8| 5

drinking.

2, Sometimes I wonder if | am an alcohalic. 1 2 3 4 5

3. 10 don't change my drinking soon, my 1 2 3 4 5

problems are soing to get worse,

4. [ have already started making some changes 1 2 3 4 5

in my drinking,

5. L was drinking 100 much at one time, but 1 2 3 4 3

've managed to change my drinkinge,

6. Sometimes I wonder if my drinking is 1 2 3 4 5

hurting other people.

7. 1 am a problem drinker. 1 2 3 | 5

8. I'm not just thinking about changing my 1 2 3 4 A

drinking, T'm already doing something about

it.

9. I have already changed my drinking, and 1 1 2 3 4 5

am looking for wivs to keep from slipping

back to my old puatern,

1. I hawe serivus prablems with drinking, 1 2 3 4 5

FiLyon Referrat Packet - Updated 3711815

Bol23




N Nev ? Yw Vs
srvandy [T PP O roagod 1
[RITXTR (RN TR T nrverey I
1L Sometimes T wonder if T am in control of 1 2 % 4 5
myv drinking,
12, My drinking is causing it ot of harm, 1 2 3 4 5
13, | am actively doing things now to cut down 1 2 3 4 )
ot stop drinking:.
M. Lwant elp o keep from going back to the 1 2 3 1 5
drinking problems that [ had before.
15. T know that | have adrinking problem. 1 2 3 4 5
16. Thereare times when | wonder i 1 drink | 2 3 4 3
oo much.
17. L am an alcobiolic. ! 2 3 4 ]
I8, I'um working hard 10 chianwge mv drinking. 1 2 3 4 5
19. T have made some changes in my drinking, 1 2 3 4 5
and T wiant some help o keep from going back
to the wav | used o drink,

Fl Lyon Referral Packet - Updated 3718115
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CAR AV Researeh v
LT

Personal Drug Use Questionnaire

(SOCRATES 8D)

INSTRUCTIONS: Please read the following staiements carefully. Each one describes aowiy that
vou might (or might not) feel about your drug use. For cach statement, cirele one number from 1w 5

to indicate how much you agree or disagree with it right aow. Please circle one sund only one number
for every statement.

hysl N » Vs Yis
Sk Uedogadod or ST 1
| SIEH T b | oweeny At
L D really want (o make changes in my use of 1 2 3 4 5
~drugs,
2. Sometimes | wonder il [ am an addict. 1 2 3 4 5
3. I Idon't change my drug use soon, my 1 2 3 4 5
roblems are going to get worse.

4.1 have already started making some changes 1 2 3 -+ 5
in my use of drugs.

5. T was using drogs too much at one time, but 1 2 3 1 3
I've managed w change that.

6. Sometimes | wonder if my drog use is | 2 3 4 3
hutting ather people.,

7.1 have adrug problem, 1 2 3 4 3
8. I'my not just thinking about changing my 1 2 3 4 3
drug use, I'm already doing something uboat

it,

9.1 have already chunged my drug use, and [ 1 2 3 4 3
am looking for ways o keep from slipping

back to my old patern,

10. T have serious problems with drugs. ] 2 3 4 5

FtLyon Relerral Packel - Updated M 18715 10033




Ny N = Yew

ey Ponhiandodd o sy

[RIERTITE [ RTERTI TS Uiaaiats hny
T Sometimes Fwonder it | am in control of | 2 3 4 5
v drug use.
12. My drogr use is causing :t lor of harm. ] 2 3 4 5
13 1 am actively doing things now to cut down | 2 3 4 A
or stop my use of drogs,
M. T want help o keep from going back w the 1 2 3 4 A
drug problems that [ had before.
15T know that L have a deug problem, 1 2 3 4 5
16. These are times when 1 wonder if T use i 2 3 4 5
deues wo much.
17. Lam a drug addict 1 2 £} 4 5
18, T am working hard 1o change my drug use. ] 2 3 4 5
19. T have made some changes in my druyg use, 1 2 3 4 5
and 1 want same help to keep from going back
t the wiv I used befare.

FiLyon Referral Packet - Updaled 311815 10133




SOCRATES Scoring Form - 19-Item Versions 8.0

Transfer the client's answers from (uestionnaire (see note helow):

Recogmition Ambivalence Taking Steps
1 2.
3 4
5
1]
7 8
9
W 11
12 13
14
15 16
s 18
19
TOTALS Re Am _ Ts
Possible
Range: 7-35 4-20 S-40

Ft Lyon Referra) Packet - Updated 3718115 120133



Mental Health Screening Form-Ill (MHSF-I11)

Blgne T gy

b

Instructions: In this program, we help people vatiy all ther problems, not juat thar dditicions: Tha
commitment includes helping people with emetionat probilems. Our staf s ready to help you to daat with
any emaotional problems you may hiave, but we can do this only i we are aware of fhe problems. Any
mformation you provide 1o us on this formi vall be kept in strct confidence., It sl not be relcased 1o any
outside person or agency without vour permssion. 1 you do nol know how to tnswer thase questions,
ask the statf member guang you this form for quidance, Plaase nole, each tem relers (o your emntie fie
fustory. pot jast your curesnt situation. This 1s why ench question bogins, “Have you ever .. 7

Please circle “yes” or “no” for cach question.

1. Have you over talked 10 & psvehindnst, puycnoloast, tharipist, seob worker, o Gounie

about an emohional prabitem? Yo

2. Have you ever okt you needed help wath your emotional probiems. on have vou had peonle
tell you that you shoukd get help for your emotional probioms? i

4. Have you ever bean advised to 1ake madication for anxialy. depression, heating veices,
or for any other emotional problem?

LI

4 Have you over been seenan a psychiatue emergency room or been hospitalized 1o

PEVEIANG 1008007 Yo
B Have you cver heard voarces 1o one else could hoar or seenobjects or things swwheh ottt

couled not see? Yoo
G. ) Hove you ever been depressed for waeks at a ime, fost intorest or pleasur momnst

actvites, had raubile concentrabing and miakng decstions, or thouaght about killeg voursaf? Tty

) e you ever attemnt 1o kil yourselt? A
7 Have youever had nighunares o lashbacks as a esult of beng mvaived m some

trawsmahic/temile event? For example, wartare, gana fights, bre, demenstic viotencas, i,

menst, o ascidend, bong shot or stabbed? ol
8. Fwe you cver oxpunenced any strong fears? For example, of heghts, insects, ammis,

o, attending soonl cvents, bewg i o crowd, Lomag alone, bengan places whee doauy be

hanrd o cscap ur get help? LEA
9. Have you ever tiven i to an agoresswe wge of nnpulse, oo more than one gecason, tha

resulted w sedous bann 1o others or ledd 1o the destaiction of propety™? o
0 Have you ever ol that people had sometning agamst you, walholt them necessanly waying

a0, or hal somesne or Some groun may be trying toanlicence your thoughts or bebawe™ Yora
P Have you cver expenenced any emetional problems amsoanted wath your sesuab mtoests,

your sexual activities, of your choice of sexcal partnge? T
17 Was Mo ever 2 penod m your ile when yoo spent oot of tme thinking and wanryma abow

qaming woghy, begomng at, or contrathng yaur cating? For exampie, by rapaitediy dicting

OF aSting, EPGaiing I RGeh SxerLn 10 comprnnate K engs cating. aKiag oemi, ot

foreng yoursal o o up? RER

Ft Lyon Refern! Packet - Updated 37118115 150133
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rental Health Screenmg Form-IIl (IMHSF-1L

P ot

Hh Havt you ceor bund a panod o ime when Yelaute o tull ol eoengy and your idoas canie
very sapidly, viben you tafked nedly nonpston, When you moved gquickiy 20m one antiaty to

anaother, whon vou necded il sleep, and when you beheved you could do atmont soytinng?

Yo o
P Hove you e D A{rs Gf AUACKs whon YOU Badtenty 1l ansious, inghiencd, s Weasy 1o

the extisnt this you beaun sweiling, your hoart biegan to bhoat tapidly, o e stukatng oy
bemblng, your stomach was upsot, or you ot ey or unsteady, as o you would et ? Yiit

15 Have you ever hagd a porsiston), lastng thought or impulse to do semething oy ang v
that causad you considerable distrass and interfored with-nommal rautimes work, or snooa!

wlatiens? Examnles would melude repeatedly counting things, checking and rechecking

on things vy hag done, washing and ewashing yom hands Praymn. of mamiiiing g vory

citped sehisdal: of dinly achivitias s which you could not deviate, Ton Ha
16, Have you ever lost considarable nums of money lnmu{;_;h aambing or hag probloms o work,

rsennol, or wath your tamdy and fends as i result of your gamibhng? e
17, Have you cver Bieen told by teachers, quidanee rounselars, or olhors 1nat you b o)

specal feaing probicm? ¥,

i fi

Pant cient’s namie:
Program 1o wiich chont wall bo aaningeg.
Manwe of adiisauns counselor, Lrage

Re

LU Cmnmenta,

Ft Lyon Refereal Pagket - Updated 3/18/15 16 of 33



The CAGE Questionnaire Adapted to Include
Drugs (CAGE-AID)

1. Have you felt you ought to cut down on your drinking or
drug use?

2. Have people annoyed you by criticizing your drinking or
drug use?

3. Have you felt bad or guilty about your drinking or drug
use?

4. Have you ever had a drink or used drugs first thing in the

morning to steady your nerves or to get rid of a hangover
(eye-opener)?

Score: /4

2/4 or greater = positive CAGE, further evaluation is indicated

Source: Reprinted with permission from the Wisconsin Medical Journal. Brown, R.L.,
and

Rounds, L.A. Conjoint screening questionnaires for alcohol and drug abuse.
Wisconsin

Medical Journal 94:135-140, 1995.



Intake History

SECTION 1: Do you have or have you ever had any of the following? If yes, explain:
YES NO

__ Arthritis
__Asthma
__Back/Neck problem
__ Blood clots/Blood Disorders
__ Brain injury
__  __Cancer
If yes: Type
__Cardiac Disease
. Cerebral Vascular Accident
__Chronic Headaches
__Diabetes
__Dizziness
__Emphysema
__ __ Epilepsy
__Head Injury
__  __ Hepatitis
__ __High/low blood pressure
__HIV/AIDS
____liver Disease
____Mental health disorder
If yes; Hospitalized? Diagnosis
. __Numbness of Extremities
__ Ruptured intervertebral disc
____Seizure disorder
— —_Hospitalizations in the last 3 years? Explain date/diagnosis

CURRENT MEDICATIONS including dose AND prescriber (use additional paper if needed)

WENAL D WD

=
e




Fort Lyon Residential Support Community - Medical Approval Form

The Fort Lyon Supportive Residential Community provides recovery-oriented transitional housing to
homeless individuals with substance use disorders. The program combines housing with peer
counseling, educational, vocational, and employment services for homeless and formerly homeless

persons from across the state of Colorado. Residents enter and participate in the program voluntarily
and can remain in the program for up to 24 months.

The following is a list of program entrance requirements for participants’ medical approval to
enter the program:

- Participants must have a documented substance use disorder and express a strong
motivation and desire to change

- Participants must be detoxed from their drug of choice prior to program entry (meeting the
ASAM Level 1 Detox Criteria} 72 Hours

- Participants who have chronic medical or behavioral health conditions must be medically
approved to enter the program and be sent to the program with a 60 day supply of any
required medications.

The Fort Lyon Residential Support Community is located in Las Animas, Colorado a rural
community in Bent County. Medical and Behavioral Health services are available within the

local community but specialty care is limited and typically located 40 to 90 minutes away
from the Fort Lyon Residential Support Community.

Medical approval to enter the program should focus on these barriers to accessing specialty
care, which can take weeks to months to access in some cases. Thus the general guidance
of not interrupting acute illness, acute or intensive specialty care, planned surgeries,
recovery from a recent iliness requiring rehab or due to significant limitations in Activities of
Daily Living (ADLs) and planned evaluations for time sensitive critical diagnosis treatments
should be completed prior to entry into the program.

Chronic Pain management is limited and not likely to be accessible while at the FL program.

A plan for detox, if needed, prior to transportation to the program should be a part of the
medical clearance.

All patients should arrive at the program with access to a minimum of 60 days supply of ali
medications to assist them in their treatment adherence during the time it will take to establish
medical or behavioral health care at one of the local medical or behavioral health clinics.

Should insurance or patient safety issues preclude giving the supply to the patient prior to departure,
a local pharmacy is available in Las Animas which works closely with the FL program staff,

Val U Med Health Mart 159 Bent Ave Las Animas CO 81054 P 719-456-1691 F 71 9-456-1425



Physical Exam

Applicants must have a comprehensive physical
completed by a provider. A print out from the provider can
be sent once it has been completed or it can be sent over

with the referral.

This must include a list of any current medications that
clients are prescribed and current physical and mental

diagnoses and treatment plans.
Please note that a physical and medication list must be

received to complete the referral. Incomplete referrals may

not remain on the wait list.

Referral Source Signature: Date:

Applicant Signature: Date:




Medical Approval Information

Patient Name: DOB: Date of Clearance evaluation:
Allergies: Please fill out or attach current treatment information

Current Medical/Psychiatric Problem List: Treatment Plan:

Current Medication List: Directions:

Date of most recent Tuberculosis screening test and results (ideally done within 30 days of
program entry):

Patient currently medically approved to enter the Fort Lyon Residential Support Program

Print Name & Medical Credential Signature Date
Address:
Medical Information/Records Ph: and Fax #:

In addition to this Medical Clearance Form please fax a copy of your most recent tuberculosis
(TB) test results to 719-456-0109.For more information, please call (719) 662-1100, or visit our website,
https:/lwww.coloradocoalition.ora/property/fort-lyon-supportive-residential-community

19
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Medical resource and treatment information for Fort Lyon

Fort Lyon is located in Bent County in SE Colorado, it is a rural area and medical resources are
limited. There are some specialists available within 40 miles of Fort Lyon, but a majority are in
Pueblo or Colorado Springs, which is over 100 miles away, and may only see patients 1-2 days a
week or month. Transportation is limited if you need to see a specialist.

This is to inform you that if you have a need to see a specialist, the services may not be
available to you, please consider this prior to submitting your application.

If you have any pending surgeries complete them PRIOR to entering program.

¢ If you plan to enter into treatment for Hepatitis C, Cancer, or other long-term treatment
with a specialist you need to complete your treatment PRIOR to coming to Fort Lyon.

e Primary care and behavioral health providers are available in the area such as Fort Lyon

Health Center, Valley Wide Health Systems, Ryon medical and South East mental Health
Group.

Assistance for your initial visit will be provided when you enter the program. Dental and Vision
appointments are also available after you have been in the program for 90 Days.

I have read and acknowledge the information above.

Print Client’s Name Client’s Signature and Date

Print Case Manager’s Name Referral Source’s Signature




Resident Selection Criteria

TheFart Lyon Supportive Residential Community provides recovery oriented transitional
housing to homeless individuals with substance use disorders. The program combines housing
with counseling, educational. vocational and emplovment services for homeless and lormer! v
homeless persons from across the state of Colorado. with an cmphasis on serving homeless
veterans. Residents enter and participate in the program voluntarily and can remain in the
program for up to 24 months. The following is a list of program entrance reguiremenis
participants must meet in order to eligible. Please keep in mind that cach application is reviewed
on an individual basis for clinical appropriatencss.

o Participants must be homeless or be at imminent risk ol homelessness (sce definition on
page two)
2. Participants must be at least 21 years or older. Typically persons over the age of 25 are
most successiul in this environment
3. Participants must have a documented substance use disordet with previous failed
attempts at treatment and express a strong motivation and desire o change
4. Participants must be detoxed from their drug of choice prior to program cntry - meeting
the ASAM Level [ Detox Criteria
5. Participants who have a mental health diagnosis must have stable symptoms and have a
30 day supply of all prescription medications at time of transportation
6. Participants who have chronic health conditions must be med ally cleared enter the
program and be sent to the program with a 30 day supply of any required medication
Zarticipants must be a resident ol Colorado
8. Ft Lyon does not provide any court ordered treatment. and will not provide any written
updates to probation or parole. A background check will be requested prior to the
admission/transportation date. Rescission of the admission date will be sent to the referral
source if there are open warrants or open cases. il the participant is a registered sex
offender or if there is a concerning past history of sexual offenses or recent violent
offenses
9. Participants must agree to live in a communal living covironment and comply with the
Resident Handbook and Fort Lyon Policies and Procedures
HO. Participants may bring only one bag of personal belongings to the program
There are po minimum or maximum income requirements for the program and the progran is
provided frec of charge w participants. Please keep in mind that this program gencrally operates
off a waiting list. Referred participants should have an established relationship with the referring:
organization. Referring oreanization should be able to contact the participant on an ongaing basis
and be able to assistin locating participant when their name comes up on the waiting st 11is
suggested that while participants wait 1o be admitted to the program. that the relerring ageney
work to conneet the participants to mainstream benelit including Medicaid and SSI/SS1L
provide the participanis assistance in obtaining identification documents and aid in the
application process for affordable housing for after progranm exit. This program is not intended 1o
be an alternative to incarceration and will not aceept participants under court ordered treatmient,
Upon program completion, participants will be assisted in reintegrating into a community of their
choice and be provided with resources for ongoing care. housing options ind community
supports.

l\J



Homeless Definition:

a)
b)

¢)

d)

¢)

f)

an individual who lacks a fixed, regular. and adequate nighttime residence:

an individual with a primary nighttime residence that is a public or private place not
designed for or ordinarily used as a regular sleeping accommodation for human beings.
including a car. park, abandoned building, bus or train station, airport, or camping
ground;

an individual living in a supervised publicly or privately operated shelter designated o
provide temporary living arrangements (including hotels and motels paid for by federal.
State. or local government programs for low-income individuals or by charitable
organizations, congregate shelters, and transitional housing);

an individual who is exiting an institution where he or she resided for 90 days or less and
who resided in an emergency shelter or place not meant for human habitation
immediately before entering that institution;

an individual who resided in a shelter or place not meant for human habitation and who is
exiting an institution where he or she temporarily resided;

an individual who will imminently lose his or her housing, including housing he or she
owns, rents, or lives in without paying rent, is sharing with others. and rooms in hotels or
motels not paid for by federal, state. or local government programs for low-income
individuals or by charitable organizations, as evidenced by: a court order resulting from
an ceviction action that notifies the individual that they must leave within 14 days:

the individual having a primary night time residence that is a room in a hotel or motel and
where they lack the resources necessary to reside there for more than 14 days:

credible evidence indicating that the owner or renter of the housing will not allow the
individual to stay for more than 14 days. and any oral statement from an individual
seeking homeless assistance that is found to be credible shall be considered credible
evidence for purposes of this clause: and

has no subsequent residence identified, or lacks the resources or support networks needed
to obtain other permanent housing.

or an individual who currently is residing in permanent supportive housing and is at risk
of becoming homeless

The term “Homeless™ does not include any individual imprisoned or otherwise detained
putrsuant to an act of Congress or a state law.

ApplicationStenatare: s BRte o

Referral Ovganization:

Staff Stgeavwee: Dater




Fort Lyon benefits program eligibility notice
As a participant in the program at Fort Lyon, there are benefits that you are and are not
eligible for. Please note any/all programs that affect you and initial each line;
SSDI/SSI payments are not affected and residents receive full benefits.

VA disability payments are not affected and residents receive full benefits.

Medicaid and Medicare are not affected.

OAP payments are subject to state exemption criteria and may be reduced to
S$79/month.

AND payments are subject to state exemption criteria and may be reduced to
$79/month.

Food assistance program (SNAP) is not available for residents of Fort Lyon living in
the dorms. Resident may apply once he/she is living in a transitional housing unit.
Special diets are not considered as a part of DHS eligibility for food assistance.

I have read this notice and acknowledge the information regarding benefits.

Name Date

*State benefits will remain in the cou nty where you are currently receiving them. You

will need to do a change of mailing address, with DHS, leaving your residential address
in the county they are currently in.

Social Security (retirement/SSI/SSDI) requires address change to new address.
Mailing address will be: (Name) 30999 County Road 15, Las Animas, CO 81054

We will help make that change when you arrive.




n OneHome Release of Information (RO}

Autherization to Discl i
Onehiess 0 ose Protected Health Information
Section 1: Who Is the Individual?

Participant Last Name: '

! Participant First Name:

DOB (MM/DD/YYYY): =1

Social Security Number: VISPDAT Type {Circle Onej:

VISSPDAT TAY-VISSPDAT  F-VI-SPDAT

protected health information and relevant housing program eligibility
bove.

1 hereby authoriz}r\the use or disclosure of
information about the individua! named a

tam: () the Individual named above (complete section 7 below to sign this form)

A personal representative because the patient is a minor, incapacitated or deceased (complete
seclion 8 below)

Section 2: Who Will Be Receiving and Disclosing Information About the Individuaf?

The following person(s) or entitiés may use or disclose this information:

All defined partners within the Metro Denver Homeless Initiative Continuum of Care who utilize the Vulnerability
Index and Service Prioritization Decision Assistance Tool (VI-SPDAT) pre-screcn assessment as part of the
OneHome Coordinated Entry System. An updated list of these providers is listed on www.onehameco.org/partners

Section 3: What Information About the Individual Will Be Disclosed?

The information to be disclosed to further hausing eligibility and navigation may include:

-Birth Date ~-Gender -Scanned copies of vital documents
-Contact information -Income -HIV/AIDS status (only for targeted programs)
-Additional information used for matching towards suitable housing and/or services
Histories of: -Behavioral Health Treatment

-Medical Treatment

-Housing and Homelessness

The infermation to he disclosed, including behavioral heaith and/or substance abuse services includes the
following:

All information contained within the Vulnerability Index and Service Prioritization Decision Assistance Tool {Vi-
SPDAT) pre-screen assessments for individuals, families and unaccompanied youth, including:
A.  History of Housing and Homelessness
Risks
Secialization and Daily Functioning
Wellness

Family Unit

moo®

Section 4: What is the Purpose of the Information Sharing Disclosure?

Taimprove access and service alignment by assessing various health and social needs, and then to match those
assessed with the most appropriate housing interventions available. The VI-SPDAT is a tool to help guide those
assessed to the appropriate services, assist them with the case planning process and track changes over time. The
OneHome system database oparates over the internet and uses many security protections to ensure
confidentiality. The information collected may either be kept in scparate databases or in a centralized database

connected with HMIS; the information can be updated and may remain in the database or datahases past the
expiration of this consent or after consent is withdrawn.



