DR. DAWN-ELISE SNIPES, PH.D., LMHC, CRC, NCC
AUTHORIZATION FOR RELEASE OF INFORMATION

| hereby authorize CDS Ventures, LLC to (please check one):

[1 Obtain [1 Release [1 Exchange
the following 11 written, (1 verbal, [ electronic, 1 video, (1 audio information ( check all that apply):
00 Treatment goals [0 Psychological evaluation [ Information concerning AIDS/
and progress and test results HIV Infection
[1 Physical exam [1 Educational information [1 Medical treatment
[0 Social history [ Behavioral observation [1 Alcohol/drug treatment

[1 Psychiatric evaluation and treatment
[1 Other (specify)
(In compliance with FS 90.503, 394.459(9), 395.3025(2)(3), 397.501(a), 397.501(a) and Federal Regulations 42 CFR,
Part 2.)

Information from the records of:

/ To/From
Client Name CDS VENTURES, LLC Record #(Circle one) Agency Name
Address Address
City, State, Zip City, State, Zip
/ Information from / / to / /
Date of Birth ~ Social Security Number Date Date
For the purpose of (check one): [1 to assist in the evaluation and treatment of the client.

[0 other (specify)

A signed revocation may be submitted at any time, but CDS Ventures, LLC shall not be held liable for any
information released prior to its receipt. This release form shall be valid for (check one)
[1 A single disclosure OR 1 A continuing disclosure for 90 days from signature date
below.

[1 A continuing disclosure for 1 year from signature date below

To Receiving Agency:

PROHIBITION OF REDISCLOSURE: This information has been disclosed to you from records whose
confidentiality is protected. Any further disclosure is strictly prohibited unless the client provides specific
written consent or the subsequent disclosure of this information. A general authorization for the release of
medical or other information is not sufficient to waive confidentiality of these records.

| acknowledge that | have read this authorization and fully understand its contents.

Signature of Client Date

Signature of legal guardian (When applicable) Date
Relationship

Witness Date

PLEASE RETURN INFORMATION TO:
CDS Ventures, LLC, Attn: Dr. Dawn-Elise Snipes, PhD PO Box 1688 Alachua, FL 32616



DR. DAWN-ELISE SNIPES, PH.D., LMHC, CRC, NCC
Forensic Intervention Services Consent/Release Form

Client Name:

The CDS Ventures, LLC's Mental Health and Forensic Intervention Program is designed to provide intervention
services that are strength based and designed to preclude, forestall, impede or deal with the development of
mental health, forensic and substance abuse problems. The focus is on reducing risk by giving you information
and helping develop new skills, or improving ones you already have.

Your signature below (bottom of this form) indicates your consent for you to participate in the following
service(s).

{ Psycho-Educational Groups (any of the following examples)

anger management skills problem-solving skills
relationship skills substance abuse intervention
life skills medication compliance
other:
{ Psychiatric services
{J Rehab Services
O Supportive Employment services
{J Substance Abuse (IOP)
{J Substance Abuse (Residential)
[ Case Management services
1 Other services
RELEASE OF INFORMATION O Yes { No O NA
I hereby authorize CDS Ventures, LLC to release medical, psychiatric, psychological, or other pertinent
information from my record to for the
purpose of

This information will be
handled in a respectful manner that protects confidentiality and is released for the purpose of coordinating or
verifying services received. The release covers information from the time | was first admitted to programs at
CDS Ventures, LLC to the end of my participation of this program.

Re-disclosure of information is prohibited, without express permission. | understand that this authorization will
be automatically revoked six (6) months from the date of signature. | further understand that | have the privilege
of revoking authorization at any time, providing | submit written notice and then the revocation will not be
effective as to information released prior to revocation.

I agree that this informed consent is made and given freely and voluntarily and | fully understand that | am
waiving all my rights pursuant to FS 90.503, 394.459 (9), 395.3025 (2)(3), 397.501 (a), and Federal Regulations
42CFR, Part 2, and any and all applicable state and Federal Statutes which relate in any way to release of
psychological, psychiatric, substance abuse, medical, criminal or juvenile criminal history information.

Participant Signature Date

Witness Date



DR. DAWN-ELISE SNIPES, PH.D., LMHC, CRC, NCC

NOTICE OF PRIVACY PRACTICES

This form describes the confidentiality of your medical records, how the information is used, your rights,
and how you may obtain this information.

Our Legal Duties

State and Federal laws require that we keep your medical records private. Such laws require that we provide you
with this notice informing you of our privacy of information policies, your rights, and our duties. We are required to
abide these policies until replaced or revised. We have the right to revise our privacy policies for all medical
records, including records kept before policy changes were made. Any changes in this notice will be made
available upon request before changes take place.

The contents of material disclosed to us in an evaluation, intake, or counseling session are covered by the law as
private information. We respect the privacy of the information you provide us and we abide by ethical and legal
requirements of confidentiality and privacy of records.

Use of Information

Information about you may be used by the personnel associated with this clinic for diagnosis, treatment planning,
treatment, and continuity of care. We may disclose it to health care providers who provide you with treatment, such
as doctors, nurses, mental health professionals, and mental health students and mental health professionals or
business associates affiliated with this clinic such as billing, quality enhancement, training, audits, and
accreditation.

Both verbal information and written records about a client cannot be shared with another party without the written
consent of the client or the client’s legal guardian or personal representative. It is the policy of this clinic not to
release any information about a client without a signed release of information except in certain emergency
situations or exceptions in which client information can be disclosed to others without written consent. Some of
these situations are noted below, and there may be other provisions provided by legal requirements.

Duty to Warn and Protect

When a client discloses intentions or a plan to harm another person or persons, the health care professional is
required to warn the intended victim and report this information to legal authorities. In cases in which the client
discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and make
reasonable attempts to notify the family of the client.

Public Safety

Health records may be released for the public interest and safety for public health activities, judicial and
administrative proceedings, law enforcement purposes, serious threats to public safety, essential government
functions, military, and when complying with worker’'s compensation laws.

Abuse

If a client states or suggests that he or she is abusing a child or vulnerable adult, or has recently abused a child or
vulnerable adult, or a child (or vulnerable adult) is in danger of abuse, the health care professional is required to
report this information to the appropriate social service and/or legal authorities. If a client is the victim of abuse,



neglect, violence, or a crime victim, and their safety appears to be at risk, we may share this information with law
enforcement officials to help prevent future occurrences and capture the perpetrator.

Prenatal Exposure to Controlled Substances
Health care professionals are required to report admitted prenatal exposure to controlled substances that are
potentially harmful.

In the Event of a Client’s Death
In the event of a client’s death, the spouse or parents of a deceased client have a right to access their child’s or
spouse’s records.

Professional Misconduct

Professional misconduct by a health care professional must be reported by other health care professionals. In
cases in which a professional or legal disciplinary meeting is being held regarding the health care professional’s
actions, related records may be released in order to substantiate disciplinary concerns.

Judicial or Administrative Proceedings
Health care professionals are required to release records of clients when a court order has been placed.



DR. DAWN-ELISE SNIPES, PH.D., LMHC, CRC, NCC
PROFESSIONAL SERVICE AGREEMENT/CONSENT FOR TREATMENT

CDS Ventures, LLC, (CDS VENTURES, LLC), offers a variety of oulpatient treatment and educational services to assist
individuals and families to resolve problems and promote healthy growth and development. Professional services combine
assessment, counseling, therapy and education, and include psychotherapy, medication evaluation and management,
family/couples therapy, and groups. All staff are trained professionals practicing in their area of expertise.

Your treatment at CDS VENTURES, LLC is protected health information, (PHI), which is a private matter and will be treated
confidentially. Your PHI will be released only with your written consent or as required by law. PHI means any health
information that can lead to your identity.

HOURS OF SERVICE:
Appointments are scheduled by each therapist and an effort is made to accommodate client needs. The business office is
open:  Monday - Saturday - 8:00 a.m. - 8:00 p.m.

Cancellations need to be made 24 hours in advance. You will be billed for appointments not canceled 24 hours in advance.

FEES: Each client is responsible for payment of fees. All fees and co-payments are collected at the time services are
rendered. Services such as extended telephone counseling, school or other consultations and court testimony are billed at
the standard fee including travel time. Letters and paper or digital correspondence will be billed at $20 per page. Cash,
check, VISA/MasterCard are accepted.

CONSENT FOR TREATMENT, PAYMENT & HEALTHCARE OPERATIONS

/, , hereby apply for and consent to such medical or psychiatric care, and/or counseling
as the professional staff of CDS VENTURES LLC may prescribe, including diagnostic tests.

| consent to the use or disclosure of my protected health information by CDS VENTURES, LLC for the purpose of medical or
psychiatric care, and/or counseling.

| understand that | have a right to review CDS VENTURES, LLC’s Notice of Privacy Practices prior to signing this document.
CDS VENTURES, LLC'’s Notice of Privacy Practices has been provided to me. The Notice of Privacy Practices describes the
types of uses and disclosures of your protected health information that will occur in my treatment, payment for my bills or in
the performance of health care operations of CDS VENTURES, LLC.

| understand | will be responsible for any fees/co-payments. Based on information available my fee is estimated to be $150
for intakes, $85 for appointments, $85 per hour including travel, meals and lodging when necessary for court, $20 per page for
written correspondence and $45 for telephone consultation with attorneys or case managers.

Client Date Signature



