Community Mental Health for Central Michigan
CONSENT FOR PARTICIPATION IN CMHCM SERVICES
	Consent for Participation/Grievance and Appeal:


	Consumer Name:
	     
	Case Number:
	     


	DOB:
	     


I hereby authorize Community Mental Health for Central Michigan (CMHCM), through its staff and/or contract agents, to provide the following services to the above named individual(s):       
	I have been provided an opportunity to receive services with another Medicaid provider.
	
	(Initial)


	The services which will be provided have been explained to me by:
	     


I acknowledge that I have been given the opportunity to ask questions and have received any information I have requested prior to giving my consent and that my treatment plan and progress will be periodically reviewed with me.  I understand that my participation in this program is voluntary and can be terminated at any time.  I have been given my consumer orientation packet, including the Customer Service Handbook, which includes information on the services available, the orientation of counseling, the hours of services, the cost of services, written notice of confidentiality, discharge policy, TB information, bloodborne pathogens disease information, and my recipient rights.  I also have been informed of the availability to me of listings of all onsite services and other service providers.

I have been given the information regarding the grievance and appeal process.
	
	
	

	Consumer/Parent/Guardian Signature
	
	Date


	Recipient Rights:


Having requested services and consented to participation in the Mental Health Program, my signature below also indicates that I have received a copy of the pamphlet explaining my rights as a recipient of mental health services and have been told of my confidentiality protection under federal law. I have been given the opportunity to ask questions.  
	
	
	

	Consumer/Parent/Guardian Signature
	
	Date


	
	
	

	Witness
	
	Date


	Staff providing information:
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