Charleston Dorchester Mental Health Center

CLIENT ORIENTATION POLICY

Policy:

It is the policy of the Charleston Dorchester Mental Health Center that all clients
receiving mental health services be fully orientated to center services and programs and
knowledgeable of their rights and responsibilities, advocacy resources, fees for services,
Code of Ethics, complaint/grievance procedure, active treatment participation, privacy

rights, informed choice, consultation, consumer satisfaction surveys and follow-up
process.

Procedure:

a. All clients will receive a Client Orientation Handbook as prepared by the
Center.

b. The staff member providing the handbook will explain the Center’s
services and will review the client’s rights and responsibilities as outlined in
the handbook.. Indication that orientation was initiated will be documented by
this staff member on the Initial Clinical Assessment form and the client
orientation checklist. .

c. Evidence of client orientation compliance will be monitored by routine
Quality Improvement audits.
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Client Orientation Checklist

The following items have been explained to me: (check each item)
CDMHC mission, programs, and services

Hours of operation

How to contact after-hours emergency services

My rights as a consumer

My responsibilities as a consumer

__ Process for developing goals, including my participation
Grievance procedures

Confidentiality

Fees and financial arrangements

_ Follow-up contact after services are completed

HIPAA information and forms signed

Request for my signature on this form

| have received a copy of the Orientation Packet which includes the following: (check each item)
My rights

My responsibilities

__ Name and phone number of Consumer Affairs Coordinator

___ Name and phone number of my primary case manager of counselor

Date, time, and location of my next appointment

Signature of CDMHC representative Date
Signature of Client Date
OR Client unable to sign

(Check) Staff initials Date
OR Client refuses to sign

(Check) Staff initials Date

*** Place in Section A of the chart ***
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