INTOXICATED DRIVER RESOURCE CENTER

CLIENT SELECTION OF AFFILIATE

Name of Cilent Coynty IDRC

| Mexcer

| am a client of the Intoxicated Driver Resource Center of the above-named county or regional program, and have
bean referred to additional assessment, education or treatment for complstion of my IDRC program requirements.

This statement is to certify that a list of approved treatment providers has been shown to me and that |
selected the following program:

Name of Treatment Program

[0aKS Inttgvated care

At no time was | pressured or coerced by IDRC personnal to choose one treatment pragram over another. (If a
counselor or IDRC staff parson recommended any of the treatment programs on the approved list, please
indicate the reason for the recommendation):

CONFIDENTIALITY OF ALCOHOL AND DRUG ABUSE PATIENT RECORDS

The confidentiality of alcohol and drug patient records maintalned by this program Is protected by Federal law
and regulations. Generally, the program may not say to a person outside this program that a patient attends
the program or disclose any information identifying a patient as an alcohol or drug abuser unless:

1. The patient consents in writing

2. The disclosure is allowed by court order

3. The disclosure is made to madical parsonnel in a medical emergency or to a qualified parsonnel for
research, audit, or program avaluation.

Violation of the Federal law and ragulations by a program is a crime. Suspected violations may be reported to
appropriate authorities in accordance with Federal regulations.

Federal law and reguiations do not protect any information about a crime committed by a patient either at the
program or against any person who works for the program or about any threat to commit such a crime.

Fedeéral law and regulations do not protect any information about suspacted child abuse or naglect from being ~~

reported under State law to appropriate State or local authorities.

Signature of Client Date

Signature of County IDRC Represantative Date

ALC-33
March 2008



INTOXICATED DRIVER RESQURCE CENTER

RECORDS RELEASE AUTHORIZATION

| hereby consent to the release from my records of the information specified below. 10:162-4.6 H.

Name of Client Driver Licanse Number

=

The purpose for this release is to communicate with and disclose to one another the following information: to report
compliance with the Intoxicated Driving Program, or for any purpose authorized under N.J.S.A. 39:4-50 and other
Motor Vehicle Commission and Division of Addiction Services statutes and regulations.
The agencies authorized to make the release are:

[X The New Jersey Motar Vehicle Commission;
The New Jersey Divisian of Addiction Services;
The sentencing court;

Any Intoxicated Driver Resource Center;

Attarney, if applicable;

IO(]KS |n‘h:Cr p C (]r@ (indicate treatment agency/provider);
I

1T X 1T RN R

Other:

The kind and amount of information to be released are only those records necessary for compliance/non-
compliance reports regarding completion with IDRC requiraments to complete sentencing or program
requirements.

| understand that this consent will remain in effect and cannot be revoked by me until there has been a formal and
effective termination or ravocation of my release from my proceedings with the IDRC.

To the recipient of this information;

This information has been disclosed to you from records protected by Federal confidentiality rutes (42 CFR Part 2).
The Federal rules 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. 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.

M Cl P Aul i
ame of Cllant ar Persan Autharized by Law lo Give Consant Signature Date

Witness: Signature Date

ALC41
May 2009



{ntoxicated Driver Resource Center

Agreement to Schedule an Appointment
for a Complete ASAM-PPC-2-R Assessment

Name and Address of Treatment Program Name of Client

(kS niegrated care |0
g| L.l E S\"'g‘fc S_frf €+ Dlnver License Number

( n TDn, NJ O 8 (ﬂo 8 Required Contact Date

]

| understand that | will be required to contact the licensed provider/agency
named above by the Required Contact Date listed above, for the purpose of
determining if treatment is appropriate and if so, the level of care indicated.

if treatment is appro riate and the level of care is determined, it will be my
responsibility to follow the treatment plan developed with my counselor.

| also understand that if | do not cooperate the IDRC is required to refer my case
to the sentencing court and that | may be subject to a minimum jail sentence of 2
days, indefinite license suspension and possibly other penalties. | will be eligible
for a notification of compliance only after my discharge status has been reported
to the IDRC.

Signature of Cllant Date
Signature af Witness Date
ALC40
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