SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

APPLICATION INSTRUCTIONS

1. Review with the defendant the program eligibility requirements (please see Judicial
Council of Georgia’s “Standard for Accountability Courts §2.3” concerning defense
counsel). To participate in this program, the defendant must:

a. Be a veteran of the United States armed forces.

b. Face an issue of mental illness, post-traumatic stress disorder, or substance
abuse.

c. Be competent to enter a plea of guilty.

d. Have, or be able to obtain, stable housing in Cobb County.

2. Complete and sign all documents included in this packet. If the case has been indicted or
accused, you must include the Indictment/Accusation number on each applicable
document. If the case has not been indicted or accused, you must include the warrant
number. Do not include any other identifying numbers, such as the police complaint
number.

3. File the “PETITION TO PARTICIPATE IN VETERANS ACCOUNTABILITY AND
TREATMENT COURT” FORM WITH THE Clerk of Superior Court if the case has
been indicted or accused. If there is no indictment or accusation, the petition may remain
with this packet.

4. Submit a copy of the Petition (or the original Petition if the case is not indicted or
accused) along with all remaining documents to the District Attorney’s Office (via
regular mail or at our 3" Floor Reception Desk) or email them to
VetCourtApp@cobbcounty.org for further review.

5. Upon notification of the defendant’s acceptance into the program, be prepared to
schedule defendant’s plea submission.

a. Those defendant’s eligible to participate on a pre-adjudication basis will plead
guilty but the Court will withhold sentence. Upon successful graduation, the
Court will permit the defendant to withdraw the plea and will enter a Nolle
Prosequi order.

b. All other defendants will plead guilty, and the Court will impose a sentence with
successful participation in this program as a special condition.

After thoroughly reading these instructions, if you have any questions, please call the District
Attorney’s Director of Accountability Courts at (770) 528-3080. This posted document may be
amended or supplemented at any time in the discretion of the Veterans Court team. Therefore, a
new packet must be obtained by visiting www.cobbda.com for each defendant. Copies should
not be kept for future use.




IN THE SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

STATE OF GEORGIA
THE STATE OF GEORGIA § CASE NO.

PETITION TO PARTICIPATE IN
YETERANS ACCOUNTABILITY AND TREATMENT COURT

Comes now,,. __ . ., Defendant charged in:the above styled case
and shows the court the followmg P

The Defendant is charged with the offense of, .. .
The defendant is a veteran of the United States armed forces and to the best of hls or her
lmowledge and belief, is eligible for benefits through the United States Department of Veterans
Affairs.

The Defendant has been advised of the requirements of the Cobb County Superior
Court’s Veterans Accountability and Treatment Court Program and is able and willing to meet
all eriteria necessary to. enter said program.

The Defendant has been advised of histher Constitutional Rights by the undersigned
attorney, and understands the requirement to waive certain of these rights in order to enter the.
program. The Defendant further understands that, should he/she not be accepted in the Veterans
Accountability and Treatment Court Program for any reason, the case will be retarned to the
normal criminal justice system.

Wherefore, Defendant prays that the Court allow this defendant’s participation in said
Veterans Accountability and Treatment Court Program.

Attorney for Defendant Print name
Address:
Telephone No. (__). ...
Fax No. ().,
Email .

Revised September 2019
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IN THE SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

STATE OF GEORGIA
THE STATE OF GEORGIA § CASE NO.
v, §
§
YETERANS. ACCOUNTABILITY AND TREATMENT COURT CONTRACT.
L_ ...y understand that the validity of this agreement is conditioned

upon my ehglblhty for the Veterans Accountability and Treatment Court Program (“Veterans
Court™). If at any time after the execution of this agreement it is discovered that I am ineligible to
participate in the program, I may be nmnedlately terminated from the program. In consideration
of the agreement by the State to allow participation in this program in lien of traditional
prosecution of my charged offense(s), I hereby agree to-the foIIOng (plcase initial each):

1.

I will complete each and every aspect of the Veterans Accountability and
Treatment Court Program, which 1 understand involves a minimum time commitment of
eighteen (18) months and which may be extended mdeﬁmtely due to treatment compliance
or othér factors. -

Iunderstand that I may be. requlred to complete mental health or snbstance abuse
treatment based on my partlcular needs and diagnosis. I will cooperate in an
assessment/évaluation for planning an individualized treatment program.. I undeistarid that
my treatment plan way be modified by the treatment providers or the Veterans Court team
as circumstances arise, and I agree to comply with the requirements of any such
modifications.

.. T will comply with the pohcles, procedures, and instructions of staff members of
Veterans Court, including Department of Veterans Affairs or other treatment providers at
any assigned tréatment facility:

I will be financially responsible for the costs associated with participation in
Veterans Court as defined in my individual Participant Fee Contract, and will submit any
financial disclosures required by the Veterans Court team.

1 will take any and all medication as prescribed by a physician or psychiatrist. I
will report any difficulties taking medication ‘(side effects, etc.) to the physician or
psychiatrist immediately.

I will keep the Veterans Court team advised of all medications I am prescribed,
and will immediately report any change in status. I will execute any release necessary to
allow said team to gain information about my medications from my physician, psychiatrist,
or pharmacist.

I will inform any physician, psychiatrist, or pharmacist from whom I seek any
advice or treatment that I am a participant in Veterans Court.

I will not possess, use, or ingest any drug, alcohcl, or any substance which is

designed to alter perception or mood, unless lawfully prescribed and approved by Veterans

Revised September 2019
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10.

1L

13.

14,

15,

16,

17.

18.

19.

20.

Court staff, regardless of whether it is legal to possess or use such substance. I will not
associate with people who use or possess such substances, nor will I knowingly be present
while drugs, alcohal, or other such substances are being used by others.

_ T will submit to testing for the presence of illegal or non-prescribed drugs,

alcohol and perception or mood altering substances in my system on a random basis
according to procedures established by the Veterans Court team and/or treatment provider. I
understand that T will be given a location and time to report for my drug test. I understand
that it is my responsibility to report to the assigned location at the time given.

I will not substitute, alter or try in any way to change my body fluids for pirposes
of testing.

I will submit to a drug or alcohol test at any time, by any police officer, treatment
provider, Veterans Court staff member, or at the direction of the Court or any agency
designated by the.Court.

1 will avoid persons and places of disreputable or harmful character or knowingly
associating with persons who violate the law. -

;.I will not violate thé laws of any governmental unit during my pamclpatlon in
'thls -program,
I will inform any law enforcement officer with whom I come in contact that T am

a participant in Veterans Court and will immediately report to Veterans Court if 1 am

arrested or 1ssued a citation for any cnmmal offense by any law enforcement agency

any and all, Weapons in my possession, and disclose the presence of any weapons possessed
by anyone else in my household.

I will maintain a stable residence within Cobb County at all times during my.

ébarticiiiatlon in this program. I will keep the Veterans Court team advised of my current

address, telephone:number, and employment or school status, and will immediately report
any change In status.

I will not leave the State of Georgia at any time, or stay overnight at a location

‘other than my approved residence, during the course of the program without the prior

permission-of the Veterans Court staff.

Y agree that if, in the reasonable opinion of a member of the Veterans Court team
or a treatment provider; I exhibit behaviors indicating a risk of harm to myself or others, the
proper authorities and my next of kin may be notified of such behavior. I hereby waive any
right of confidentiality I may have in such information under such circumstances.

1 understand that any right I may have to request that my criminal history record
be restricted (what is commonly known as “expungement”) will be governed solely by
0.C.G.A. §35-3-37, and that any request for such restriction must be filed in a separate
proceeding. Nothing in this agreement shall guarantee any restriction on my criminal
record, or limit my right to seek such restriction as allowed by law.

1 understand that this agreement is subject to future revisions, additions, and/or

‘amendments, and that should my consent to such revision, addition, or amendment be

required during my participation in this program, I will have the right to seek the advice of
counsel.

Revised September 2019



I have read the above contract, or had it read to me, and I acknowledge that I understand all of its
terms and conditions. I nunderstand that failure to comply with any of the conditions herein
may result in a sanction up to and including termination from the program. I have been
given the opportunity to ask any questions which I may have. I hereby voluntarily enter into this
agreement with the Cobb County Superior Court Veterans Accountability and Treatment Court
Program.

‘Defendant’s Signature | " Dae

Attorney for Defendant Date
“Assistant District Attorney Date
Veterans Court Judge o \Dafe

TO BE COMPLETED BY DEFENSE COUNSEL (please initial each):

I have explained the above information, along with the other application materials, to
the defendant. I have explained the constitutional rights which the defendant hereby waives by
submitting these materials.

__ . I believe that the defendant understands his/her constitutional rights and the
consequences of entering this agreement.

— I'believe (to the best of my professional knowledge and without rendering a medical
opinion) that the defendant is competent to enter this agreement and does so freely and
voluntarily.

Revised September 2019



SUPERIOR COURT OF COBB COUNTY

VETERANS ACCOUNTABILITY AND TREATMENT COURT

PROGRAM PARTICIPANT INFORMATION

Case Number _ o . Date . ..

Name i P P - e s TR _‘—l D.-O.B- mpee

Address

County of Residence

Street TApt - City " State

ZIP

Social Security # - - ) . Telephone ( )

Marital Status .
Children (numberand ages) . ... ...

Contact in case of Emergency . S At i
Name Relationship

Telephone (Home) (... ... (Othed) (... .

Employer ., :

Address _ N
’ Street Apth City State

zIr

Telephone (L) . .. Immediate Supervisor. oo i o

Medical:Coverage Information

O Medicare U Medicaid O medication assistance (provide detail below)

Insurance

Other _

Revised September 2019
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SUPERIOR COURT OF COBB COUNTY .
VETERANS ACCOUNTABILITY AND TREATMENT COURT

PROGRAM PARTICIPANT INFORMATION

Service Information
Defendant Name: i — N Case No.:rh__
Branch of Service: e
Years Active Duty: , A : From _ to.,
YearsReserve: . .. . . . ... From . o
Discharge: D"Honorable O General O Other than Hongorable Conditiéns

O Bad Conduct O Dishonorable (l Entry Level Separation

Overseas deployment(s) and dates:

Combat Experience: 0 Yes O No

If yes, please give dates and locations:;_

Applied for veterans benefits through Department of Veterans Affairs; Q Yes O No

If yes, were benefits approved: U Yes 0 No
Received a Department of Veterans Affairs disability rating: {1 Yes

If yes, percentage of disability: %

0 No

Revised September 2019
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SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

PROGRAM PARTICIPANT INFORMATION,

. Refeliences:

‘Defendant Name ___,CaseNo.;,

Provide information for at least 2 people who Veterans Court staff may contact to verify the information’ contained
in this application or to seek additional information. If Defendant will live with another person durmg participation
in this program, that person must be included here.

Reference #1 _ : — . ——

Name Relationship ™
Address . . .

Street Apt# City State ZIP
Telephone (___ ). . If defendant lives with this person check here O
Referenice #2 e .

Name Relationship
Address . .. - : e e

Street Apt# City State ZIp
Telephone (___) i If defendant lives with this person ¢heck here O
Reference #3 - _ _

© Name T T T Relationship

Address _

Street Apté# City State ZIp
Telephone (. If defendant lives with this person check here O

1 hereby give permission for Drug Treatment Court staff members to contact the gbove individuals, I waive any right
of confidentiality which may exist and 1 consent to these individuals discussing my living arrangements, mental
health status, substance abuse, criminal charges, and any other information which may aid in assessing my eligibility
for this program,

e - - -

Defendant’s Signature Date

Revised September 2019
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SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

MEMORANDUM OF UNDERSTANDING CONCERNING ATTORNEY-CLIENT
RELATIONSHIP IN VETERANS ACCOUNTABILITY AND TREATMENT COURT

1, _ , having’ requested to participate in the Cobb County
Veterans Accountabxhty and Treatment. Court Program (“Veterans Court”), understand that
decisions concerning the administration of this program are made by a multi-disciplinary team
which may include program administrators, treatment providers, probation officers, Veterans
Administration or Department of Defense officials, and attorneys representing both prosecution
and defense, under the direction of the- Veterans Court judge. While attorneys, including
prosecutors, take part in this process, the program does not operate under the traditional
adversarial model of other court proceedmgs Because of this, ] understand and agree to the
following:

1. Prior to my acceptance into Veterans Court, I have the right to be represeated by an
attorney, either one choser and retained by me or one appointed by the Cobb County
Circuit Defender’s Office. This ittorney ¢an advise me, among other things, as to
whether Veterans Court is an appropriate and beneficial alternative to the traditional
criminal litigation process in my .particu]a'r case. ‘

2. After my acceptance into Veterans Court, the administrator of the Cobb County
Citcuit Defender’s Office; or his designee, will act as the defense representative on
the Veterans Court Team. 1 will no longér have the right to have my previous.
attomey advise me rtegarding the decisions made by this team, including the
imposition of sanctions where appropriate.

3. During my participation in this program, the defense representative will act not as
my attorney in the traditional sense, but as a member of the Veterans Court team. As
such, he or she will join in discussions and decisions regarding my participation in
the program including, but not limited to, my advancement or non-advancement
through the phases of the program and the imposition of sanctions for violations of
the program’s rules or contract.

4, The duties of the defense representative as a member of the Veterans Court team
may not be in my best interest if I have violated any provision of Veterans Court’s
rules or contract.

5: 1 will not have the right to have an. attorney represent me individually at court
appearances during my participation in Veterans Court or before the Veterans Court
team, even if the Court is considering whether to impose a sanction. Veterans Court
proceedings are not “critical stages of litigation” and therefore I do not have a right

Revised September 2019
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to be represented by an attorney during these proceedings. I understand that my case
may be discussed, and sanctions (including incarceration) may be imposed, without
my attorney or the prosecutor present.

6. Should the Veterans Court team decide to recommend that the Court terminate my
participation in the program due to a violation or violations of the program’s rules or
contract, I will be entitled to be represented by an attorney, either one chosen and
retained by me or one appointed by the Cobb County Circuit Defender’s Office.
This attorney may then represent me individually in termination proceedings and in
any subsequent litigation involving the disposition of my case outside Veterans
Court.

I have read this document or had it read to me and have been given the opportunity to ask any
questions I may have. I have been given the opportunity to discuss this document with my
attorney and have sought his or her advice as to whether Veterans Court would be beneficial for
me, and I wish to be considered for participation in this program.

This the day of _ e 3 20

o7
L —

‘Dcféxaldant

;At'fomey for Defendant " al Print Name

Revised September 2019



SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

CRIMINAL HISTORY CONSENT FORM

1 hereby authorize the Cobb County Veterans Accountability and Treatment Court (*Veterans
Court™) and/or Cobb County Sheriff's Office to receive any criminal history record information
pertaining to me which may be in the files of any criminal justice agency of any state, or any
local criminal justice agency in the state of Georgia. This authorization shall be effective at any
time during my participation in Veterans Court as well as at intervals of one, two, and five years

after my completion of the program. I further give consent to the Veterans Court team to view -

my juvenile criminal history for the purpose of assessment only. I understand that such Juvemle
records cannot be used against me as an adult,

‘Address o T

aty " State — Zip.(-lode T
Sex Race ' DOB Social Security Number _
Drivers’ License Number ". State

Participant’s Signature

Revised September 2019
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IN THE SUPERICR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

STATE OF GEORGIA
THE STATE OF GEORGIA § CASE NO.
Vi §
S §

WAIVER OF RIGHT TO ASSERT SPECIFIED GROUNDS
/AS A BASIS FOR MOTION OF RECUSAL

The defendant, and his or her counsel, hereby acknowledge that as consideration for acceptance
and/or continued participation in the Cobb County Veterans Accountability and Treatment Court
Program (“Vetéerans Court™):

1.

That the above-styled case will be assigned to the Veterans Court division of
Superior Court, and a designated elected, senior, or assisting Superior Court judge
will sit as the Veterans Court judge;

That the Veterans Court judge will preside over any termination hearings, should

- consideration of terimination arise prior to graduation; and
-That should defendant fail to successfully complete Veterans Court and be

terminated from. said program, disposition of the case may be decided by the
designated Veterans Court judge or may be referred to the previously-assigned
judge.

Understanding that the assignment of this case may be to the designated Veterans Court judge
throughout all proceedings until ultimate disposition.of the case, lrrespectlve of defendant’s
success or failure in completing Veterans Court, the defendant hereby waives his or her right to
assent, as a basis for a motion to recuse the Veterans Court judge, any of the following:

1.

2

3.

The personal involvement of the Veterans Court judges with the defendant during
his or her participation in Veterans Court;

The Veterans Court judges’ knowledge, both personal and otherwise, of defendant’s
compliance or non-compliance with the requirements of Veterans Court; or

The Veterang Court judge’s decision to terminate the defendant from Veterans Court
on the basis of his or her failure to comply with such requirements.

Defendant hereby freely, voluntarily and knowingly waives the right to assert the foregoing as
grounds for a motion to recuse and acknowledges that he or she does so having consulted with

counsel.

This the

day of L L, 20

VDefendanti

Attorney for Defendant

Revised September 2019
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IN THE SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

STATE OF GEORGIA
THE STATE OF GEORGIA § CASE NO.
v, §
WAIVER OF RIGHIS

L. . . ... ,understand that J am guaranteed by the United States
and Georgia Constitutions the following rights: .

1. A speedy trial;

2. A trial by jury;

3, The right to confront the witnesses against me;
4

. 'The right not to incriminate myself or give any information which could be used against
me;

5. The right to call witnesses and present evidence on my own behalf, and to use the power
and process of the court to compel the atténdance. of such witnesses and evidence;

6. The right to have an attorney represent me at all stages of criminal process;

and that as a condition of acceptance into, and participation in, the Veterans Accountability and
Treatment Court Program, I expressly waive-(that is, give up) those rights.

I also understand that if I am not accepted in the program, my waiver of the rights listed
above will also be withdrawn and I may petition the court for a speedy trial. Any statements
given by me as part of the Veterans Court assessment process will not be used against me.

This the day of e _ 520

Defendant T Attomey for Defendant

Revised September 2019



IN THE SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

STATE OF GEORGIA
THE STATE OF GEORGIA § CASE NO..
V. §
§

WAIVER OF FOURTH AMENDMENT'RIGHTS

L , having requested to participate in. the Cobb County Veterans
Accountability and Treatment Court Program, and in consideration of the agreement by the State
to allow such: participation in lieu of traditional prosecutlon of my charged offense(s), hereby
state the following: :

Tunderstand that I have rights that protect me from unreasbnablé-search and seizure.

I understand that these rights are gnaranteed by the Fourth Amendment to the United States.

Constitution, as well as the Constitution of the State of Georgla

I also-understand that I can voluntarily give up these rights as pa.rt of an agreement to provide an
alternative to traditional prosecution or incarceration. =

As a condition of my participation in this program, I agree to allow the search of my person,
property, place of residence, vehicle or personal effects at any time with or without a warrant,
and with or without reasonable cause, when required by a probation officer, treatment staff,
Veterans Court staff, and/or any law enforcement officer at any time during my participation in
this program. I hereby give permission for such individuals t6 remove, forcibly if necessary, any
locks or other hindrances which may prevent access to such places and property for the purpose
of any such search. I consent to the use of any evidence seized during such a search in any
prosecution that may arise from said search.

This the day of __ L 20

Defendant - h Attorney for Defendant’

Revised September 2019
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SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT -COURT

DRUG SCREEN POLICY,

T understand that if I test positive for drugs or alcohol at the time of my assessment, it will not be
held against me because this screen is used to help determine eligibility for the Veterans
Accountability and Treatment Court Program. However, I understand and agree that if I use
drugs and/or alcohol at any time after the assessment, even prior to my acceptance or orientation
into the program, I will receive a sanction which may include jail or termination from the
program, I agree to read and abide by the drug screening procedures explamed in these materials
or by any member of the Veterans Court team.

I understand that if my urine drug screen indicates a positive result for any illegal or non-
‘prescnbed drug or alcohol, based on any testing method approved by the Court, at any time
while in the program, I will receive a sanction. I understand that the Court will not conduct any
- evidentiary hearing to allow me to contest such a resnlt and that I will not be allowed to submit

_ any separate results from any other laboratory or testing process.. Tuniderstand that T willbe given

the opportunity to request a confinmatory test at my own-expense; however I'also understand that
should such testing confirm the positive result my sanction will be increased. :

T.understand that if I test positive on any alcohol and/or drug test, and the result is obtained while
I am present at any court or treatment facility, then I will not be allowed. to. operate a motor
vehicle. I will immediately surrender my automobile keys to staff and call someone for a ride
home.

I understand that if [ miss, or arrive more than 30 minutes late for, any scheduled drig screen,
the test will be presumed to be positive. I understand that any sample which does not contain a
sufficient volume of liquid for testing, or which is dilute (that is, which contains a concentration
of creatinine less than 20 mg/dl), will be deemed inadequate for testing, and the test will be
presumed to be positive. 1 further understand that, for any such presumed positive test, I will
receive a sanction which may include incarceration or termination from the program.

Participant’s Signature Date

"Print name

Revised September 2019
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SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

CONSENT FOR DISCLOSURE OF CONFIDENTIAL INFORMATION

I, ., hereby consent to communication, within or outside my
presence, regarding my medical, psychological, or substance abuse history among any of the
following individuals: the Veterans Court judge, any Veterans Administration, Veterans Justice
Outreach, or Department of Defense employee whose participation in the administration of this
program is deemed necessary by the Veterans Court judge, any physician, psychiatrist, or
psychologist designated by the Veterans Court or jts treatment providers, any prosecutor
designated by the District Attorney, any attorney designated by me or by the Cobb County
Circuit Defender’s Office, any member of the Veterans Court team, and any evaluator or
counselor designated by the Veterans Court treatment providers. 1 understand and agree that the
purpose and need for this disclosure is to assist the Court in evaluating and determining my
eligibility to participate in Veterans Court as well as my prognosis, compliance and progress in
accordance with Veterans Court criteria. I hereby agree to hold such individuals harmless and
relieve and release such individuals from any and all liability regarding any such communication.

This consent extends only to that communication which is necessary for and pertinent to hearirigs

and/or reports concerning my specific Veterans Court case. Recipients of this information may
not re-disclose it exceptin connection with my Veterans Court treatment and then only with my
wriften: consent, except as permitted by federal law and rules, including but not limited to bona

fide medical emergencies, valid court orders, and when there is a suspicion of a danger to others

(including suspicion of child abuse or neglect).

Any information obtained through this release is for the exclusive use of the individuals

described above. All documents generated by this release shall be kept separate and apart from

court file.

I understand that this consent will remain in effect and cannot be revoked by me until there has
been a formal and effective termination of my involvement with the Veterans Accountability and
Treatment Court Program, and/or a formal discontinnation of court proceedings regarding my
case.

Participant's Signature Date

Print name

Revised September 2019
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SUPERIOR COURT OF COBB COUNTY
ACCOUNTABILITY COURTS

Fraternization and Harassment Policy for Accountability Courts

The following rules apply to participants in any of the Cobb County Accountability Court
programs - that means anyone who is part of Drug Treatment Court, Mental Health Court, Veterans Accountability and
Treatment Court, DUI Court or Family Dependency Court.

These rules also apply when you have contact with any member of court staff, which includes:

D

2)

3)

4

3)

6)

Drug lab employees;

Clerks, secretaries, and support staff who work in the courthouse;

Security employees such as anyone working at security checkpoints or information desks;

Sheriff’s Office deputies;

Anyone else who you come in contact with at court or treatment because that person is doing his or her job.

Fraternization

You cannot have sex (or any type of sexual contact) with any participant or staff member under any
circumstances. You also cannot send sexual messages by phone, internet, social media, or otherwise.

You cannot exchange, show, or share any sexually explicit pictures with any other participant or with any staff
member.

You cannot have a romantic relationship with any participant or staff member. That includes any contact that you
hope will lead to a romantic or "dating" relationship. This includes physical contact as well as any communication
by phone, internet, social media, or otherwise.

You cannot have a romantic or sexual relationship with anyone who has been convicted of a felony crime. The
law calls this avoiding “persons and places of disreputable or harmful character.” You also cannot live with
someone like that, even as roommates. If you plan to date, hang out, or live with someone else, you need to find
out ahead of time whether that person is a convicted felon,

Friendships (relationships that are not romantic or sexual) may help you in your recovery. But it is also easy to get
into trouble if you spend time with the wrong people. So, you cannot spend time with other participants (outside
of treatment or court) unless you have told your case manager about it as soon as possible.

You can only do the things below if you have gotten permission (before you do it) from the Judge or your case
manager:

Work for the same employer with another participant, even if you’re not being paid;
Give rides to another participant;
Give or loan each other money or things;

Perform services for one another that you would normally expect to have to pay for (cutting hair, fixing cars,
moving furniture, etc)



7

8)

You cannot sign another participant’s attendance sheets for support group meetings or any other documents for
the program (such as community service work, etc.)

If you are in any relationship that seems to be harmful to your recovery, then you may have to end that
relationship to be successful in this program. If treatment believes that a person in your life is hurting your
recovery, your counselor will discuss that with you. They may also ask the Judge to tell you whether you can keep
having contact with that person.

Harassment

Harassment of any participant or staff member is not allowed. The word "harassment" means any offensive words (spoken
or written) or any physical contact that has to do with another person’s:

Race

Skin color

Sex (which includes pregnancy, sexual orientation and gender identity)
Religion

National origin

Citizenship

Age

Disability

Words that are harassing could be:

Spoken out loud;

Written on paper or in an email, text message, or social media post;

Gestures and body movements that send a message about one of the things listed above;
Some other form of communication.

The word “harassment” also includes sexual harassment. "Sexual harassment" means speaking or using your body
movements in a way that is sexual or romantic, when you know (or should know) that the other person is not seeking sex
or romance from you.

With other participants and staff members, you cannot;

Ask for sex or dates;

Make sexual or romantic remarks, comments or gestures;

Show sexually suggestive pictures or videos;

Touch anyone in a way that they find offensive;

Talk about sexual or romantic topics in a way another person finds offensive.

By signing below, you agree that if you violate any of the rules listed in this document, you may be sanctioned by the
judge of your program. The judge will decide on your sanction based on your individual situation, and your sanction could
be community service work, jail, any other sanction the judge decides is appropriate, up to and including termination from
the program.

Participant Name Print name

Date
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SUPERIOR COURT OF COBB COUNTY
VETERANS ACCOUNTABILITY AND TREATMENT COURT

DISCHARGE POLICY

I understand that, once I have been accepted into this program, I will remain a participant in this
program and be subject to all rules and requirements until I am discharged by the entry of a
written order of the Veterans Court judge, my completion of certain phase requirements or
participation in exit interviews or graduation ceremonies notwithstanding. I understand that a
discharge order will only be entered in the event of: 1) successful completion and graduation
from the program, 2) termination from the program by order of the Court, or 3) withdrawal by
permission of the Veterans Court judge. I understand that I will not at any time have the option
to unilaterally withdraw from the program, even if I am facing a sanction.

I further understand that my graduation from this program will be contingent upon the results of
a final urine drug screen which will be administered on the day of my scheduled graduation. I
understand that a positive result on this test may lead to a sanction, including termination, or to
my retum to active treatment.

Participant's Signaturs L

‘Printname

Revised September 2019
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“ - o REQUEST FOR AND CONSENT TO RELEASE OF
Qe Department of Veterans Affairs __ MEDICAL RECORDS PROTECTED BY 38 U.5.C. 7332 _

PAPERWORK REDUCTION ACT INFORMATION: Public feporting burden for this colleetion of information is estimated to average 2 minutes per response,

information;, Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for redacing the burden 10 VA

(2900-0260), Office of Management and Budget, Washington DC 20503. DO NOT send applif;ntinns to this address.

including the time for reviewing instruction, searching existing data sources, gathering and maintaining the data needed and completing and reviewing the collection of |

Clearance Officer {723), 810 Vermont Avenue NW, Washington DC 20420, and to the Office of Information and Regulatory Affairs, Paperwork Reduction Project

DThe execution of this form does not autharize the release of information other than that specifically described below; The information requesied on this form is

solicited under Title 38, 1.5:C. and will authorize release of information you specify. Your disclosure of the information requested on this form is veluntary,
1 Hnwevcr if the informatfon is not fumished, Department of Veterans Affairs will be unable to comply with the request.-

_ENTER BELOW THE PATIENT'S NAME AND SOCIAL SECURITY NUMBER IF THE PATIENT DATA CARD IMPRiNT 1S NOT USED

_TO: Department of Vetérans Affairs PATIENT NAME (Last, First, Middle Initial)
Atlanta VA Health Care System _‘Xe
Attn: Medical Records Department . SOCIAL SECURITY NUMBER
1670 Clairmont Road b4
_Decatur, GA30033

"NAME AND ADDRESS OF ORGANIZATION, INDIVIDUAL OR TITLE OF INDIVIDUAL T0 WHOM INFORMATION IS TO BE RELEASED,
Cobb County Veterans Treatment Court: County Court and Administration Staff, Private Attorney, Public
' Defender, Community Supervision Officers and Staff, Family Members, Jail Staff, Vet Ceritér and Staff,
' Community/Private Medical, Mental Health and Substance Use Treatment Programs.

' VETERAN'S REQUEST: 1 request and authorize Department of Veterans Affairs to release the information specified below to the
. organization, or individnal named on this request. 1 understand that the information to be released included information regardmg the following
condm on(s):
TESTING FOR OR INFECTION WiTH i
-DRUG ABUSE  [X] ALCOHOLISM ORALCOHOLABUSE  |_] HUMAN IMMUNODEFICIENCY VIRUS || SICKLECELL
(HIV) . © " ANEMIA

-or approximate dates covered by each)

@ Copy of Hospital Summary . {| Copy of Qutpatient Treatment Note(s) E Other

"TX Summary: Initial Assessment, Diagnoses, Medications, Treatment Plans, UA Results, Psychotherapy Progress Notes,
-Psychological Testing Results, Famxly Therapy Notes, Discharge Sumtnaries, and Test Results (COVID 19, TB and RPR): Reportmg
. of progress during treatment (medical, mental health and substance use treatment).

INFORMATION REQUESTED {Check appl;cable box(cs) and state the extent or nature of the information.to be disclesed, giving the da:cs

Purpose(s) or need for which the information is to be used:
. <] Assist client in meeting legal requirements - Coordination of Care [X] Transfer Tx to another agency . Assist with

Ofthe

housing . Other: Medical, Mental Health and Substance Use Treatment Psychothempy and Progress Notes from providers outside

tele-health access with Veterans Treatment Court. 1 certify that this request has been made freely, voluntarily and without coercion -
and that the information given above is accurate to the best of my knowledge. I understand that I may revoke this authorization at any

the above authorized information may not be accomplished without my further writlen consent. Without my express revocation, the

condition(s):

AUTFIORI'ZA'T]ONE' I provide consent to participate in tele-health services and to have my personal health information released via

time except fo the extent that action has already been taken to comply with it. Redisclosure of my medical records by those receiving -}

consent will automatically expire: (1) upon satisfaction of the need for disclosure; (2) on : or (3) under the following

'Date: §igr|amrc of Patient or Person Authorized to Sign for Patient
" ) S o FOR 'VA USE ONLY - T
. IMPRINT Patient Data Card (Name, Address, Social Security Type and Extent of Material Released

- Number)

Date Released ReIeaised By:

VA FORM 10-5345 (R) (663 Automated)
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INSTRUCTIONS FOR COMPLETING ENROLLMENT
APPLICATION FOR HEALTH BENEFITS

Piease Reaﬂ Before You Start... What is VA Form 10-10EZ used for?
For Veterans to apply for enrollment in the VA health care system. The information provided on this form will be used by VA to
determine your eligibility for medical benefits and on average will take 30 minutes to complete. This includes the time it will take to
read instructions, gather the necessary facts and fill out the form.

Where can I get help filling out the form and if I have questions?
You may use ANY of the following to request assistance:
* Ask VA to help you fill out the form by calling us at 1- 877-222-VETS (8387).
« Access VA's website at httin//wiviwva:gow and select "Contact the VA."
* Contact the Enrollment Coordinator at your local VA health care facility.
« Contact a National or State Véterans Service Organization,

1 Definitions of terms used on this form:

" SERVICE-CONNECTED (SC): A VA determination that an illness or injury was incurred or aggravated in the line of duty, in the
active military, naval or air service.
COMPENSABLE: A VA determination that a service-connected disability is severe enough to warrant monetary compensation.

. NONCOMPENSABLE: A VA determination that a service-connected disability is not severe enough to warrant monetary

compensation.
NONSERVICE-CONNECI‘ED (N SC) A Veteran who does not have a VA detcrmmcd scrwce-related condmon
Gettmg Started: ~  ALL VET RANS MUST E TIO

1 Directions for Sectlons I- III
! Section I - General Information: Answer all questions.
Section IT - Military Service Infermation: If you are hot currently receiving benefits from VA, you may attach z copy of your
discharge or separation papers from the military (such as DD-214 or, for WWII Veterans, a "WD" Form}, with your signed :
applicatiofi to expedite processing of your application. If you are:curtently receiving benefits from VA, Wwe will cross-reference your
. information with VA data. :
Section III - Insurance Information: Include information for all health insurance companies that cover you, this includes
coverage, ‘provided through a spouse or significant other. Bring your insurance cards, Medicare and/or Medicaid card with you to

each health care appointment.

Dlrectmns for Sections IV- VI'

Financial Disclosure: ONLY NSC.AND 0% NONCOMPENSABLE SC VETERANS MUST COMPLETE THIS SECTION
TO DETERMINE ELIGIBILITY FOR VA HEALTH CARE ENROLLMENT AND/OR CARE OR SERVICES.
. Financial Disclosure Requirements Do Not Apply To:

+ a former Prisoner of War; or

« those in receipt of a Purple Heart; or

* arecently discharged Combat Veteran; or

» those discharged for a disability incurred or aggravated in the line of duty; or

» those receiving VA SC disability compensation; or

+ thosereceiving VA pension; or

+ those in receipt of Medicaid benefits; or

« those who served in Vietnam between January 9, 1962 and May 7, 1975; or

+ those who served in SW Asia during the Gulf War between August 2, 1990 and November 11, 1998; or

«+ those who served at Jeast 30 days at Camp Lejeune between Avgust 1, 1953 and December 31, 1987.
You are not required to disclose your financial information; however, VA is not currently enrolling new applicants who decline to
provide their financial information unless they have other qualifying eligibility factors. If a financial assessment is not used to
determine your prierity for enrollment you may choose not to disclose your information. However, if a financial assessment is used
to determine your eligibility for cost-free medication, travel assistance or waiver of the travel deductible, and you do not disclose
your financial information, you will not be eligible for these benefits.
Section IV - Dependent Information: Include the following:
= Your spouse even if you did not live together, as long as you contributed support Jast calendar year.
» Your biological children, 2dopted children, and stepchildren who are unmarried and under the age of 18, or at least 18 but under 23 and

attending high school, callege or'vocaticnal school (firl] or part-time), or became permanently unable to support themselves before age 18.

« Child support contributions. Contributions can include tuition or clothing payments or payments of medical bills.

VAFORM  10-10EZ Complete only the sections that apply to you; sign and date the form. PAGE 1 OF §
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Continued ...
Section V - Employment Information;
* Veterans Employment Status * Company Address
* Date of Retirement = Company Phone Number
. Company Name

Secnon VI- Prewous Calendar Year Gross Annual lncome of Veteran, Spouse and Dependent C}uldren

Report:

= Gross annual income from employment, except for income from your farm, ranch, property or business. Include your wages, bonuses,
tips, severance pay and other accrued benefits and your child’s income information if it could have been used to pay your household
expenses.

* Net income from your farm, ranch, property, or business.

* Other income amounts, including retirement and pension income, Social Security Retirement and Social Security Disability income,
compensation benefits such as VA disability, unemployment, Workers and black lung, cash gifts, interest and dividends, including tax
exempt earnings end distributions from Individual Retirement Accounts (IRAs) or annuities.

Do Not Report:

Donations from public or private relicf, welfare or charitable organizations; Supplemental Security Income (SSI) and need-based payments
from a government agency; profit from the occasional sale of property; income tax refunds, reinvested interest on Individual Retirement
Accounts (IRAs); scholarships and grants for school attendance; disaster relief payments; reimbursement for casualty loss; loans; Radiation
Compensation Exposure Act payments; Agent Orange settlement payments; Alaska Native Claims Seitlement Acts Income, payments to
foster parent; amounts in joint accounts in banks and similar institutions acquired by reason of death of the other joint owner; Japanese
ancestry restitution under Public Law 100-383; cash surrender value of life insurance; lump-sum proceeds of life insurance policy on a
Ve!eran, and paymcnts recewed under the Medlcare transitional ass:slance program.

Sectmn VlI Previous Calendar Year Deductnb]e Expenses

Report non-reimbursed medical expenses paid by you or your spouse. Include expenses for medical and dental care, drugs, eyeglasses,
Medicare, medical insurance premiums and other health care expenses paid by you for dependents and persons for whom you have a legal
or.moral obligation to support. Do not list expenses if you expect to receive reimbursement from insurance or other sources, Report last
illness and- bunal expenses, e.g., prepaid burial, paid by the Veteran for spouse or dependent(s)

i Sectmn VIII Consent to Copays and to Receive Communications

By submitting this application, you are.agreeing to pay the applicable VA copayments for care or services (including urgent care) as
required by law. You also agree-to receive communications from VA to your supplied email, home phone number, or mobile
uumber. However providing your email, home phone numbez, or mobile number is voluntary.

Su mlttmg Your Appllcatlon

3. You or an individual to whom you have delegated your Power of Attorney must sign and date the form. If you sign with an "X", 2
people you know must witness you as you sign. They must sign the form and print their names. If the form is not signed and dated
appropriately, VA will return it for you to complete.

2. Attach any continuation sheets, a copy of supporting materials and your Power of Attomey documents to your application.

‘Where do I send my application?
Mall the on inal application and suppartlng materlals to the Health Ellglb:llty Center, 2957 Clairmont Road, Suite 200, Atlanta, GA 30329

gt T

%i:rm

; A = I ] i g T .#:s

The Paperwark Reduction Act of 1995 requires us to notify you that this information collection is in aocordanoe w1l]1 lhe clearance reqmrements of Section
3507 of the Paperwork Reduction Act of 1995. We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it
displays o valid OMB number. We anticipate that the time expended by all individuals who must complete this form will average 30 minutes. This includes the
time it will take lo read instructions, gather the necessary facts and fill out the form.

Privacy Act Information: VA is asking you to provide the information on this form under 38 U.S.C, Secticns 1705,1710, 1712, and 1722 in order for VA to
determine your eligibility for medical benefits. Information you supply may be verified from initial submission forward through a compuler-matching program.
VA may disclose the information that you put on the form as permitted by law. VA may make a "routine use" disclosure of the information as outlined in the
Privacy Act systems of records notices and in accordance with the VHA Notice of Privacy Practices, Providing the requested information is voluntary, but if any
or all of the requested information is not provided, it may delay or result in denial of your request for health care benefits. Failure to fumish the information will
not have any effect on any other benefits to which you may be entitled. I you provide VA your Social Security Number, VA will use it to administer your VA
benefits. VA may also use this information to identify Veterans and persons elaiming or receiving VA benefits and their records, and for other purposes

authorized or required by law,

VA FORM 10-10EZ, JAN 2020 PAGEZOF 5
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€2V Control No, J200-609]
Extinaied Baferr Avge 38 min,
- .L\'ﬂ'lmlifm Pt § 213022020

]
Lopiln o

W\ pipa - APPLICATION FOR HEALTH BENEFITS

Fedem] Taw provides criminal pcnnll:cs mcludmg a ﬁne and/or imprisofiment fbr Up to 5 years, for concealing a material fact ar making a materially
false statcment. (Sce 18 U 3.C. 1001)

1A. VETERAN'S NAME {Las.r First, Midedle Name)

1B, PREFERRED NAME

2, B;IOTHER'S MAIDEN NAME

3A/BIRTH SEX | 3B. SELF-IDENTIFIED | 4. ARE YOU SPANISH, '5, WHAT IS YOUR RACE? {Yon may check more than one,

‘ !'6, SOCIAL SECURITY NO. '
GENMDER IDENTITY HISPAMIC,OR LATING? Information is required for statisticel purposes only.) ’
[0 maLe [ mae P ves "] AsiAN [} AMERICAN INDIAN OR ALASKA NATIVE
[] remae | [ rewate A [ no |, [ BLACK ORAFRICAN AMERICAN [ ] WHITE
: ¥ [(] NATIVE HAWAIRAN OR OTHER PACIFIC ISLANDER
7. VA CLAIM MUMBER 8A, DATE OF BIRTH (hun/ddAyyy) | 88, PLACE OF BIRTH (Citvand State) 9. RELIGION
10A. PERMANENT ADDRESS (Street). ) : 108, CITY 10D.ZIP CODE | 10E.COUNTY

10C. STATE
‘| 10H: E-MAIL ADDRESS foptional)

(Incmdmrea Code} |. ’

" 11C, STATE

10F.: HOME TELEPHONE NO. (npiional) | 165 MOBILE TELEPHONE NO. (aprional)
(Inctide’sirea Codv) :
. 11A. RESIDENTIAL ADDRESS (Streét)” R RN

11D, ZIP CCDE TECOUNTY

T2 TYPE OF BENEFIT{S) APFLYING FOR 13, CURRENT MARTIAL STATUS

(You may check more than ene)

~ [[] ENROLLMENTHEALTH SERVICES ] DENTAL

14B. NEXT OF KIN ADDRESS ) ey

[] MARRIED {_] NEVERMARRIED [ ] SEPARATED [ ]| WICOWED [ | DIVORCED

14A; NEXT OF KIN NAME 14C. NEXT OF KIN RELATIONSHIP ™

i 14D. NEXT OF KIN TELEPHONE NG,
{helude Area Code)

14EINEXT OF KIN WORK TELEPHONE NO: ™
(Tnciude Area Code)

“15, DESIGNEE - INDIVIDUAL TO' RECEIVE POSSESSION OF YOUR PERSONAL
PROPERTY LEFT ON PREMISES UNDER VA CONTRQOL AFTER YOUR
DEPARTURE OR AT THE TIME OF DEATH (Note: This does not constitute a
will or iransfer of litle)

16..1 AM ENROLLING TO CBTAIN MINiMUM 7. WHICH VA MEDICAL CENTER OR OUTPATJENT CLINIC DO YOU PREFER? 18, WOULD YCULIKE FOR VA TO

ESSENTIAL COVERAGE UNDER THE (ﬁzr listing of fcilities visit WA V3, gav]d[rec(om] CONTACT YOU TO SCHEDULE
AFFORDAELE CARE ACT YOUR FIRST APPOINTMENT?
[yes [Jno [ ves DNO
= = - : - S . :‘ ; ¥ E X -\ '
ERECTIONIE i e &=

10: LAST DISCHARGE DATE .

7 1A, LAST BRANCH OF SERVICE iC. FUTURE DISCHARGE DATE

1B, LAST ENTRY DATE.

1E. DISCHARGE TYPE 1F. MILTARY SERVICE NUMBER ~— ~ ~ T

2. MILITARY HISTORY {Check yes ar iio) YES | NO ves | NO
A, ARE YOU A PURPLE HEART AWARD RECIPIENT? | 1 | [J | 600 YOUHAVE A VA SERVICE-CONNECTED RATING? 0ig
' B. ARE YOU A FORMER PRISONER OF WAR? B0 IF *YES", WHAT IS YOUR RATED PERCENTAGE,, %
 €.0ID YOU SERVE IN A COMBAT THEATER OF OPERATIONS AFTER [ | [ | H-OIDYOU SERVE IN VIETNAY BETWEEN JANUARY 9, 1562
11711119982 L "AND MAY 7,.19757 g
D. WERE YOU DISCHARGED OR RETIRED FROM MILITARY FOR A | [ ] weRe You Exposen To RapiATION wriILE IN THE N
DISABILITY INCURRED IN THE LINE OF BUTY? O MILITARY? i
E, ARE YOU RECEIVING DISABILITY RETIREMENT PAY INSTEAD OF EI I:] i J, DID YOU RECEIVE NOSE AND THROAT RADIUM
VA COMPENSATION? TREATMENTS WHILE IN THE MILITARY? R
K.-DID YOU SERVE ON ACTIVE DUTY AT LEAST 30 DAYS AT
F. DID YOU SERVE IN SW AStA DURING THE GULF WAR BETWEEN
AUGUST 2, 1590 AND NOVEMBER 11, 19937 0 A RESEUNE FROM AUGUST 1.1953 THROUGH g

VA FORM 18-1057, JAN 2020

PREVIOUS EDITIONS OF THIS FORM ARE NOT TO BE USED

PAGE 3OF &
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SOCIAL SECURITY NUMBER

APPLICATION FOR HEALTH BENEFITS | VeTenaNS NAWE (Lasi, Fir, Midde)
Continued

,;‘: YR ]

= v;wx;';: ...... : T :
EHON wmngggg GN’Eﬁsm asepers e

1. ENTER YOUR HEALTH INSURANCE COMPANY NAME, ACDRESS AND TELEPHONE NUMBER (mdude coverage lhrongh .rpouje or o.rher person)

5. AREYOU
ELIGIBLE FOR
MEDICAID?

[ ves [Ino

4. GROUP CODE 6A. ARE YOU ENROLLED [N MEDICARE
HOSPITAL INSURANCE PART A?

[ves []neo

BB EFFECTNE DATE

2. NAME OF POUCY HOLDER 7 3. POLICY NUMBER

1. SPOUSES NAME (I.as! .F'rrs! Middle Na’me)

1A SPOUSE'S SOCIAL SECURITY NUMBER T ["2A_ CHILD'S DATE OF BIRTH (mm/ddfy) | 2B. CHILD'S SOCIAL SECURIY NO. :

IC. SPOUSE SELF-IDENTIFIED
GENDER IDENTITY
[ wmaLe [[] FEMALE

.1B. '.SFf.J-LIJSE'S DATE OF EIRTH 2C. DATE GHILD BECAME YOUR DEPENDENT (mﬁfdﬁmy
(i) .

20. CHILD'S RELATIONSHIP TO YOU (Check one)
[ soN [] pAuGHTER [ STEPSON

26 WAS CHILD PERMANENTLY AND TOTALLY DISABLED BEFORE THE
' 77 AGE OF 187

‘[ ves  [Jno

2F. IF CHlLD 15 BETWEEN 18 AND 23 YEARS OF AGE [a1]8) CHILD ATTEND SCHOOL
1+ LAST CALENDAR YEAR?

Oves [Jwno

26. EXPENSES PAID BY YQUR REPENDENT.CHILD FOR COLLEGE; VOGATIOM
REHABIL]TATION OR TRAINING (eg .fmnan baaks mal:nals) .

10. DATE OF MARRIAGE (imm/ddfyyp)
[} STEPDAUGHTER

1E. SPOUSE‘S ADDRESS AND TELEPHONE NUMBER (Street, City, Smre. ZIP
if different from Veteran's)

”3 ]F YOURSPOUSE QR DEPENDENT CHILD DID NOT LVE WITH YOULAST
* YEAR, DID YOU PROVIDE SUPPORT?

[ ves DNO

1A, VETERAN'S EMPLOYMENT STATUS (Check one}.
[1 poLriMe

[ ParRTTIME

[] NOT EMPLOYED

TC COMPANY NAWE.
(Complete if employed or retired)

1 D COMPANY ADDRESS
{Complete if emplayed or retired - Sireet, Clry Sfa!e ZiP )

1E COMPANY PHONE NUMBER ’

{Includ,

ﬁ( G'ompfere I}" cm Ofed or re£rred)

i) cé %‘ﬁ“’\‘?‘“‘“ﬁi’ﬁ"’spm&’ D

?f ﬁ&mwde e

. GROSS ANNUAL INGOME FROM EMPLOYMENT (ivages, Bomises, fips, VETERAN' SPOUSE ] CHILD 1
etc,) EXCLUDING INCOME FROM YOUR FARM, RANGH, PROPERTY OR .. ;
BUSINESS 5 s, :5 -
2. NET INCOME FROM YOUR FARM, RANCH, PROPERTY ORBUSINESS | ¢ $ 1
3.LIST OTHER INCOME AMOUNTS (e.g., Social Security, compensation,
pension inierest, dividends) EXCLUDING WELFARE, 3 13 ] .
7 *ﬁrﬁ%ﬁ v - Rl AL Ay 1.4 3
i? i@mﬂf@ﬂ%h Yﬁ‘m e e S **";Emrmsm

1. TOTAL NON-REIMBURSED MEDICAL EXPENSES PAID BY YOU OR YOUR SPOUSE (e.g., payments for doctors, dentists, pedications, $
Medicare, health insurance, hospital and mirsing kame) VA will calculate a dednctible and the net medical expenses yau may clain. ‘

2. AMOUNT YOU PAID LAST CALENDAR YEAR FOR FUNERAL AND BURIAL EXPENSES (INCLUDING PREPAID BURIAL EXPENSES) 1%
FOR YOUR DECEASED SPOUSE OR DEPENDENT CHILD (Also enter spouse or child's information in Section VI.) : -

3. AMOUNT YOU PAID LAST CALENDAR YEAR FOR YOUR COLLEGE OR VOCATIONAL EDUCATIONAL EXPENSES fe.g., tuition, books, . $

. Jees, materials) DO NOT LIST YOUR DEPENDENTS' EDUCATIONAL EXPENSES.

VA FORM 10-10EZ, JAN 2020 PAGE4OF 5
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'APPLICATION EOR HEALTH BENEFITS | VETERANS NAWE (Last, First, Middle} ’ 7 SOCIAL SECURITY NUMBER

Continued_

By submmmg uns apphcauo  yon are agreel pp! le VA cope
agree to receive communicamns from VA to your supplied email, home phone number, or mobile number. However, providing your email, home phene number,
obile numbzr is voluntary, .

T undesstand that pursuant to 38 U,S.C. Section 1729 and 42 U.§,C. 2651, the Departmem of Veterans Affairs (VA) is authorized to recover or collect from my health plan
{HP) or any other legally responsible third party for the ma_sonable charges of nenservice-connected VA medical care or services fumnished or provided to me.T hereby
authorize payment dircctly to VA from any HP under which I am covered (ineluding coverage provided under my spouse's HP) that is responsible for payment of the

§ charges for my medical care, including benefits otherwise payable to me ¢f my spous¢. Furthermore, Thereby assign to the VA any claim I may have against any person er
entity who is or may be legally responsible for the payment of the cost of medical services provided fo me by the VA, T understand that this assignment shall not limit or

{ prejudice my right to recover for my own benefit any amount in excess of the cost of medical services provided to me by the VA or any other amount to which T may be

4 entitled. I hereby appoint the Attorney Generat of the United States and the Secretary of Veterans’ Affairs and their designees as my Attorneys-in-fact to take all necessary

| and apprepriate actions in order to recover and receive all or part of the amount herein assigned. I hereby authorize the VA to disclose, to my attomey and to any third party
4 oradministrative agency who may be responsible for payment of the cost of medical services provided to me, information from my medical records as necessary to verify
‘miy ¢laim, Further, I hereby anthorize any such third party or administrative agency to disclose to the VA any infonnation regarding my claim.

| ALL APPLIGANTS MUST SIGN AND DATE THIS FORM. REFER TO INSTRUCTIONS WHICH DEFINE WHO CAN SIGN ON BEHALF OF THE VETERAN.

SIGNATURE OF APPLICANT

4 (Sign in ink)} . L - DATE

VA FORM 10-1082Z, JAN 2020 PAGE 5 OF &



JNSTRUCTION AND INFORMATION SHEET FOR SF 180, REQUEST PERTAINING TO MILITARY RECORDS

1. General Information. The Standard Form 180, Request Pertaining to Military Records (SF180) is used to request information from military records,
Certain identifying information is necessary te determine the location of an individual's record of military service, Please ry to answer each item on the SF
[80. If you do not have and cannat obtain the information for an item, show "NA,” meaning the information is "not available”. Include as much of the
requested information as you can, Incomplete information may delay response time. To determine where to mail this request see Page 2 of the SF130 for
record locations and facility addresses.

Online requests may be submiited to the National Personnel Records Center (NPRC) by a veteran or deceased veteran’s next-of-kin using eVetRecs at
http:/forarw.archives.gov/veterans/military-service-records/ .

2. Personnel Records/Military Human Resource Records/Official Mifitary Personnel File (OMPF) and Medical Records/Service Treatment
Records (STR). Personnel records of military members who were discharged, retired, or died in service LESS THAN 62 YEARS AGO and medical
records are in the legal custody of the military service department and are administered in agccordance with rules issugd by the Department of Defense and
the Depariment of Homeland Security (DHS, Coast Guard). STRs of persons on active duty are generally kept at the Jocal servicing clinic. After the last
day of aclive duty, STRs should be requested from the appropriate address on page 2 of the SF 180, (See item 3; Archival Records, if the military member
was discharged, retired or died in service more then 62 years ago,)

“Réleate éf inifoinigtion: Release of information is subject to restrictions imposed by the military.services consistent with Department of Defense
regulations, the provisiéns of the Freedom of Information Act (FOIA) and the Privacy Act of 1974. The service member (elthcr past or prescnt) or
the member's legal guardian has access to almost any information contained in that member's own record. The authorization signature of the service
member or the member's legal guardian is needed in Section 111 of the SF180. Others requesting information from military personnel records and/or
STRs must have the release authorization in Section 11T of the SF 180 signed by the member or legal guardian. Ifthe appropriate signature cannot be
obtained, only limitcd types of information can be provided, If the former member is deceased, the surviving next-of-kin may, under certain
circumstances, be entitled to greater access to a deceased veteran's records than a member of the. general public. The next-of-kin may be any of the
following: unremarried surviving spouse, father, mother, Son, daughier, sister, or brother. Requesters MUST provide proof of death, such as a
copy of a death certificate, newspaper article (obituary) or death notice, coroner's repart of death, funeral director’s signed statement of
death, or verdict of corener’s jury.

b. EEtS ‘for, Ico _115, There i5 no charge for most services provided to service members or next-of-Kin of deceased veterans. A nominal fee is
chargcd for certain types of service. Tn most instances, service fees cannot be determined in advance. 1f your request involves a service fee, you will
receive an invoice with your records.

3. Archival Records. Personnel records of military members who were discharged, retired, or died in service 62 OR MORE YEARS AGO have been
transferred to the legal custody of NARA and are referred (o as “archival recofds™,

o ‘Hetedse of Information:  Archival records are open to the public: The Privacy Act of 1974 does not apply to archival records, therefore, written
authorization from the veteran or next-of-kin is not required. T order’ to protect the privacy of the veteran, his/er family, and third parties named in
the records, the personal privacy exemption of the Freedom of Information Act (5 U.8.C. 552 (b) (6)) may still apply and may preclude the release
of some mformatlen

: ’ Access to archival records are granted by offering copn:s of the records for a fee (44 U.S.C. 2116 (c)) If a fee applies
to lhc ‘photocopies ot‘ documents in the requested record, you will réceive an inveice. Photocopies will be sent after payment is made. For more
-information see http:/Awww.archives.govist-lonis/archival-programs/military-personnel-archival/ompf-archival-requests.htmf,

4, Where reply may be sent. The rcpl).r may be sent to the service member or any other addréss designated:by the service member or other authorized
requester. If the designated address is NOT registered to the addressee by the U.S, Pastal Service (USPS), provide BOTH the addressee’s name AND “in
care of” {c/o) the name of the person to whom the address is registered on the MAME line in Secticn I11, item 3, on page 1 of the SF 180. The COMPLETE
address must be provided, INCLUDING any apartment/suite/unit/lot/space/etc. number.

5. Definitions and abbreviations. DISCHARGED -~ the individual has no current military status; SERVICE TREATMENT RECORD (STR} - The
chronology of medical, mental health, and dental care received by service members durmg the éourse of their military career (does not include records of
treatment while hospitalized); TDRL — Temporary Disability Retired List.

6. Service completed before World War L. National Archives Trust Fund (NATF) forms must be used to request these records. Obtain the forms by e-
mail from inquire@nara.gov or write to the Code 6 address on page 2 of the SF 180.

PRIVACY ACT OF 1974 COMPLIANCE INFORMATION

The following information is provided in accordance with 5 1.S.C. 552a(e)(3) and apptlics to this form. Authority for collection of the information is 44
U.5.C: 2507, 3101, and 3103, and Public Law 104-134 (Apnl 26, 1996) as amended in title 31, section 7701 Disclosure of the information is voluntary, If
the requested mformalmn is not provided, it may delay servicing your inquiry because Lhe fac:l:ty servicing the service member's record may not have all of
the information needed to locate it. The purpose of the information on this form Is to assist the facility servicing the records (see the address list) in locating,
the correct military service record(s) or information to answer your inquiry, This form is then retained as a record of disclosure, The form may also be
disclosed to Department of Defense compenents, the Department of Veterans Affhirs, the Department of Homeland Sccurity (DHS, U.S. Coast Guard), or
the National Archives and Records Adminisiration when the original custodian of the military health and personnel records transfers afl or part of those
records to that agency, If the service member was a member of the National Guard, the form may also be disclosed to the Adjutant General of the
appropriate state, District of Columbia, or Puerto Rico, where he or she served.

PAPERWORK REDUCTION ACT PUBLIC BURDEN STATEMENT
Public burden reporting for this collection of information is estimated to be five minutes per request, including time for reviewing instructions and
compleling and reviewing the collection of infonmation, Send comments regarding the burden estimate or any other aspect of the collection of information,
including sugpestions for reducing this burden, to National Archives and Records Administration (ISSD), 8601 Adelphi Road, Coltege Park, MD 20740-
gUOI. DO NOT SEND COMPLETED FORMS TO THIS ADDRESS, SEND COMPLETED FORMS TO THE APPROPRIATE ADDRESS LISTED ON
AGE 2 OF THE SF 180.

ERRCC TN TN



Standard Form 180 (Rev. 1172015} (Page 1} Authorized Tor local reproduction .
Prescribed by, NARA (36 CFR [233: 13441} Previous cdition unusable OMB No. 3095-0029 Expires 04/30/202]

REQUEST PERTAINING TO MILITARY RECORDS

re filling out

ECORDS(

i
OFR

5. SERVICE, PAST AND PRESENT (For an effective records search, it is imporian! that ALL service be shown beloiw.)

DATE | DATE |oppiceg [ SERVICE NUMBER

{1 pnkeriatm, write "titknava®)

a. ACTIVE =

b. RESERVE [

¢. STATE .
NATIONAL |~

%. 1S THIS PERSON DECEASED? L] NO |1 YES- MUST provide Date of Death if veteran is deceased:____
7.. DID THIS PERSON RETIRE FROM MILITARY SERVICE? [] no [ ] vEs '

T e R gﬁ&é@?ggb} b ME“QRW
1, CHECK THE ITEM(S} YOU ARE REQUESTING:

D DD Form 214 or equivalent. Yeai(s) in which form(s) issued to veteran: _ . L . R
This form contains information normally needed to verify military service. A copy may be sent 1o the veteran, the deceased veteran’s next-of-kin, or other
persons or organizations, if authorized in Section 111, below. An UNDELETED DD214 is ordinarily required'to determine eligibility for benefits. If you
request a DELETED copy, the following iterns will be blacked out: authority for sepatation, reason for, scparation, reenlistment cligibility code, separation
(SPD/SPN) code; and, for scparations after June 30, 1979, character of separation'and dates of time lost.

AnUNDELETED copy will be sent INLESS YOU SPECIFY A DELETED COFY by qlaeck{ug this box: D 1 want a DELETED copy.

D Medical Records Includes Service Treatment Records, Health (outpatient) and Dentsl Records, JF.HOSPITALIZED (inpatient). the FACILITY NAME and
~ DATE (month and year) for EACH odmission MUST be provided; ..oz, o e e e i

D Olﬁer '(Specif;):
2. PURPOSE: (Providing information about the purpose of the request is strictly voluntary; however, it may help to provide the best possible response and may
result in a faster reply. Information provided will in no way be used to wiake 4 decision'to deny the request.)

[ Benefits (explain) [] Employmeat [J VA LoanPrograms [J Medical [J Genealogy (1 Correction [ Personal O Other (explain)

Explain here:

1. REQUESTER NAME;:_ e .

2. m Fam the MILITARY SERVICE MEMBER OR VETERAN identified in Section 1 am the VETERAN’S LEGAL GUARDIAN (MUST submit copy of Court
. 1, above, Appointurent) or AUTHORIZED REPRESENTATIVE (MUST submit copy of

© 4 1am the DECEASED VETERAN'S NEXT-OF-KIN (M UST snbuit Proof of Authorization Letter or Power of Attorney)
i Death, See item 2a on instruction sheel.) . E OTHER

b (Relationship fo deceased veteran) e (Sﬁecgjp ;jipe ofogf,g}) ~
3. SE; ;NFORMAT]O_N" DOCUMENTS TO: i i 4. AUTHORIZATION SIGNATURE: | declare (or certify, verify, or
(Flease print or type. See item 4 on accompanying insiruciions,) state) under penalty of perjury under the lasws of the United States of

America that the information in this Section III is true and correct and

o . that 1 authorize the release of the requested Information. (See items 2a or

Name 3a on accompanying instruction sheet. Without the Authorization Signature
of the veteran, next-of-kin of deceased veteran, veteran's legal guardion,

) o ~ uthorized governnicnt agent, or other authorized represeniative, only

Street - i AL limited information can be released unless the reguest is archival. No
signature is required if the requesi if for archival records. )

“City State Zip Code ] ) )

81 Required - Do not print Dat
* This form is available at hiip:Aivnnwarchives, gaviveteransimilitary-service- gnatare Requi < ot P e
records/standard-form-I80.litmf on the National Archives and
Records Administration (NARA) web site. * "Daytime phone ) "~ Fax Number

Email address



Standard Form [80 (Rev. L122015) (Page 2) Authorized for local reproduction e,
escHbed i A (35 m 1233, mm) Previous edilion vnusable OMB Po: 368 00"9 E‘s mﬂ-‘sﬂ&ﬂon

" The varios calegones of mlhlary service records are deseribed in the chart below. For each category there is a cote number which indicates the address at the botiom of the
page to whlch this rcqucsl should be sent. Please rct'cr to the 1nsiruc1|on und Infon'nnuon Shcct accompanymg Lhm form as needed

e o

BRANCH CURRENT STATUS OF SERV]CE MEMBER ' Pe.rsonnel Medical ar Service
Record ‘Treatment Record

1| Dischdrged, deceased, orretired before SAA1994 . o oo i e
D:sclmrg,cd, decensed, or refired 5/1719%4 — 973072004
e, deceased, aretired 10/1/2004 23172013
AR | Dischirged, deceased, gt refired on or aiter 1117201 )
FORCE Aclive (mcludmg National Guard. ona:lwe du:y inthe Au- Forcc), TDRL, or g:ncml officess mmd with pay

"Reserve, 1RR, Rcau::d Reserve i non-pay status, mrrrcntNanonal Guiard officers not onactive duly in the Air Force, or National Guard
m!eas:d fmm actm: dury in Lhn Air Pomc

Dlscharge deceased iféd before 17111808
Discharged, deceased, o retired 17171898 — 3/31/1998
COAST .| Discharged, déccased, or relifcd 4/1/1998 - 9/30/2006
GUARD | Disclurged, deceased, or retired 16/1/2005 — 33012003
Dnsc]lar};d deceascd  or etired on'or am.r 10112013

Thdividual Ready Resen(e
Active, Selected Marine Corps Reserve, 'I'DRL

|- Discharped, deceased, orretived before 1 1/1/1912 (enlisted) or before 2171917 (oiliter)
Dlsc}mrged rI:c sed, orrctmed 11/1/1912 = 1W15I1992 {enlistéd) or 7llll911 10!15.’1992 (officer)

ARMY

D:sclmgcd der.eased; or retired {inctuding TDRL] LOFERO0E - 123152013 .
Discharged, deceased, or retired {incfiding TDRL) on or after /12014
Ctm'em Sold:cr(.‘\cnvc, Rcsem: (mcturlmg Indmdual Ready Reserve) or National Guard]

Daschargcd. deceased, oneumd l!]IIBSS 1130!1994 (cnllsled) or. II]I].903 1!30!1994 (oﬁ' cer)
D:scharged deceased, or retired 1/31/1994 — 123111994

NAYY

D:sch:u'gcd, dcceascd. ar tr.hrcd onor aﬁcr lleDH
CActive, Reserve, of TDRL . o i e
* Piiblic Heéatih Service - Connmswnﬂ:d Cm'ps ufl"cen tml_‘{ 3

- ADDBESS LIST OF CUSTODIANS andSELI‘-SERVICE WEBSIT ES (BY CODE NUMBERS SHOWN ABDVE] Where to write/send this formH

Air Force Personnel Center ‘National Archives & Revords Ad:mmstrntmn R:}:::;:‘:; *: f:;“eﬁné:g?ﬁ
HQ AFPC/DPSIRE G | ReseorchServices (RDTIR) ‘11 | ATTN: Release of Information
1 550.C Street West, Suite 19 _ 700 Penusylvanis Avenue NW P.0. Box 5020
i Handolph AFB, TX 78150-4721 K Washmgton.i)c 20408-0001 T

St. Louis, MO 631155020

Alr Reserve Personne] Centor -US Army Humn R
Records Management Branch (DPTSC)
2 | 18420 E. Silver Creek Avenue 7

Building 390 MS 63

Division of Commissioned Corps Oificer Support
12 ATTIN: Records Olficer
1101 Wooton Parkway, Plaz Level, Svite 163

wanelti20 e 20 Docpsnts " Rockville, MD 20852

Buckley AFB, CO 80011 or 1-838-ARMYHRC {1-888.276-9472}
Commander, Personnel Service Center : ; ]| AF STR Processing Center
{BOP5-C-MR) M57200 ! " Navy Medicine Records Activity (NMRA) 13- ATTN: Release of lnrormnlfon
3 US Cunst Guard 3 " BUMED Detachment St Louls 3370 Nacogdoches Read, Suite 116
2703 Martin Luther King Jr Ave SE ' 4300 Goedfellow Boulevard, Building 103 San Antonle, TX 78217
Washingten, DC 20393-7200 1 St. Louis, MO 63120 Lo LA
L1l (AT at/ T it Natienal Personnel Records Center

S . (Military Persoomel Records)
Headquarters U.S. Marine Corps 1 Archives Drive

Manpower Management Records & Performance ﬁ‘g‘f' gz;ﬁ:&’:;‘?ﬁsgﬁiﬁcﬁg 14 | St.Louis, MO 631381002
4| (MMRP-10) 9 g ’
2008 Eltiot Rond San Antonto, TX 78217 eVerRecs:

Quantlee, VA 22134-5030

Marine Forees Reserve Navy Persenrel Command (PERS-313)
51 20060 Opelousas Avenue 10 | 5720 Integrity Drive
New Orleans, LA 70145-5400 | Miflington, TN 38055-3120

AR v e



"Highland Rivers '
Behavioral Heeith RELEASE OF INFORMATION
... FILL OUT EACH SECTION WHERE INDICATED | [ndividual’s Name:

D i e romrebil AT e e e 1= e o

Section A - Authorization: [R] ' :
By signing this form, | authorize Highland Rivers Behavioral Health, including any affiliated program, to use
-and disclose my individually-identifiable health information as specified below:

Section B — Authorlzed Reciplents: [FILL-IN]

My information may be disclosed to / from:

Address: - o L
“Section C: Designatlon of records to bereleased [CHECK ALL THAT APPLY]
Psychiatric/Psychological Records (ava.lualion, Clinic & Doctor Naotes 1 Group Notes
O  assessment, treatment, attendance and discharge plan) O
Substance Use Disorder Treatment Records {assessment,
O treatment, attendance and discharge plan) O Progress Notes O Drug Screens
O  Individual Service Recovery Plan [] Rehabilitation Plan D Test/Lab Results
her: " 0O HIVIAIDS Individual Education Prescribed
O Other: [specify}

{1 Support Plan/Family ] Medications

Section D: Purpose of Disclosure [MUST CHECKATLEASTONE).
Compllance with services and treatment

O continuity of care O Dbetermination of benefits O plan
Compllance with court ordered treatment
O coordination of services O petermination of efigibility O plan
O Adherence to subpoena(s) O Representation of Individual O Treatment outcoms and effectiveness
O If information is not substance use refated and individual d'eclines to state
purpose check here. O Other:

if request is for a spacific time period or program please specify.
DateFrom: - Jor . - ] . Program: ) -
| Sectlon E: Expiration

{ understand that this authorization will expire within one year of the date of my signature below unless I specify another
date/event here:

Section F: Othe Iformatlon

| understand that: (1) the Highland Rivers Behavioral Health cannot guarantes that the reciplent of this information will not re-disclose this information
to a thind party. The reciplent may not be subject to federal laws goveming privacy of health Information. Howevar, If the disclosure conslsts of
treatment information about an individual in a substance use program, the reciplent Is prohibited under federal law from making any further disclosure
of such Information unless further disclosure Is expressly permitted by written cansent of the individual or as otherwise pemmitted by federal law
goveming canfidentiality of substance use rehabilitation patlent records (42 CFR, Part 2); (2) except where | am racelving health care sclely for the
purpose of creating Information for disclosure to a third party, | may refuse to slgn this Authorization and that my refusal to sign will not affect my ability
to obtain treatment lrom the Highland Rivers Behavioral Health; and (3) | may revoke this authorization In writing at any Ume, except that the
revocation will not have any effect on any action taken by tha Highland Rivers Behavioral Health In refiance on this authorization befare wiitten notice
of revocation Is recélved {See Notice of Privacy Practices).

Signature of Individual Date Time AM/PM
Individual's Date of Birth: Last 4 digits of Individual's Social Security Number:
*

. AM/PM
Signaturs of Parent or Legal Representative (If applicable) Date Time

*Must Specify Relatlonship to Individual {(Parent, Guardian, etc.)

USE THIS SPACE ONLY IF INDIVIDUAL WITHDRAWS CONSENT
Date revoked by Individual: Signature of Individual

185A and 1100A ’ MHID# cc: Individual






