SANILAC COUNTY COMMUNITY MENTAL HEALTH AUTHORITY
Expectations for Sanilac CMH CLS Program


Participant Name: _______________________________________________________________________________________________________
Address: _____________________________________________________________________________________________________________
Participant DOB: ________________________
[bookmark: _Hlk106358051]Primary Care Provider 					Secondary Care Provider
Name/Relationship: ________________________________ 	Name/Relationship: _______________________________
Home Phone: _________________________ 			Home Phone: _________________________
Work Phone: __________________________			Work Phone: __________________________
Cell Phone: ____________________________			Cell Phone: ____________________________
Email Address: 	_______________________			Email Address: ________________________
May we text information?     Circle one -       YES               NO
Understanding of Expectations for Participating in CMH Programs:

· Parents are responsible for notifying/making schedule changes with the school for pick up.
· Parents are responsible for notifying CMH when unable to keep set appointment time. (Cancellation line is 810-404-7481.)
· When CLS staff drop off an individual at home, the receiving adult should wave out the door or window, so we know they are at home.
· Parents/care givers are responsible to make sure someone is at the house to pick up the child at the scheduled drop off time.
· Staff may not be able to wait more than 5 minutes when picking up or dropping off, especially if other individuals are also on the schedule to be transported.

Emergency Plans For The Unexpected:

If we have urgent need to reach you, & you are unable to answer the phone, the backup plan is to instead call _______________ 
or to______________________________________________________________________________________________________________________________

If no one is home to receive the individual, the backup plan is:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Ultimately if no one received a child we would be required to notify Child Protective Services.  In order to avoid this, we need a contingency plan.)

I understand the above, and agree to communicate with my CMH staff and follow the above plan:



Signed:    ___________________________________________________________________________________________  Date:  _____________________

Staff Witness:  ______________________________________________________________________________________  Date:  ____________________
This form is to be completed by Care Manager when CLS service is added.
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