HENRICO AREA MENTAL HEALTH & RETARDATION SERVICES

AUTHORIZED REPRESENTATIVE (AR) AGREEMENT
_____________________________           _________________________________

Individual Requiring AR 

         Recommended AR          

Relationship to Individual _____________________________________________
Authorized Representative for:     (Check all that apply)

· Consent for the disclosure of information 

· Informed consent to medical treatment (Psychiatric medications, Physical Therapy, Occupational Therapy)

Authorized Representative Responsibilities:

I am aware that the Authorized Representative is permitted by the Human Rights regulations to authorize consent for the disclosure of information and give informed consent to treatment, including medical treatment and participation in human research as it relates to the services provided by Henrico Area Mental Health and Retardation Services for the above individual who currently lacks the mental capacity to make these decisions. I accept the responsibility of involving and honoring the preferences of the individual I represent in the decision-making process. I understand that the Case Manager or Clinician will provide the opportunity to assist in this process and give any help needed to the individual I represent to ensure meaningful participation in the preparation of the services plan, discharge plan, changes to these plans, and all other aspects of services received.

I further understand the following rights and responsibilities:

· I will have the individual’s best interest in mind as decisions are made, taking into account the law and the individual’s religious beliefs and basic values;

· I will make a good faith effort to ascertain the risks, benefits, and alternatives to a proposed treatment;

· I will inform the person I represent, to the extent possible of the proposed treatment;

· I will attend medical treatment appointments when it is anticipated that my consent will be needed;

· I may object to any part of a proposed medical treatment or discharge plan that requires informed consent;

· I may give or not give authorization for disclosure of information kept by Henrico Area Mental Health & Retardation services regarding the individual I represent, except as required by law;

· I will make decisions for the individual I represent in cases where the individual lacks the capacity to give informed consent;

AUTHORIZED REPRESENTATIVE (AR) AGREEMENT CONT.

· I understand that the individual’s capacity for consent will be reviewed as the persons condition warrants or every six months to assess the continued need for an Authorized Representative; 

· I am aware that providers, in an emergency, may initiate, administer, or undertake a proposed treatment without my consent or the consent of the above individual. I will be notified immediately of the provision of treatment without my consent that occurred in an emergency; 

· I understand that treatment may be provided without my consent in accordance

with a court order or in accordance with other provisions of law that authorize 

such treatment including the Health Care Decisions Act (54. 1-2981 et seq.). On behalf of the individual I represent, I may request admission to or discharge from any medical treatment at any time that requires informed consent;

· I will be notified if the individual I represent objects to the disclosure of specific information or a specific proposed treatment or if the individual disagrees with a decision I have made that requires informed consent. As required by the Human Rights Regulations, the Human Rights Advocate will be notified and a petition for a LHRC review may also be filed under 12 VAC 35-115-80;

· At any time I determine that I am unable to continue to represent the above individual, I will provide written notice to the Case Manager or Clinician;

Permission from the Authorized Representative is not necessary for Case Management Services, Day Treatment or Day Support Services, (unless medical therapies are part of the treatment plan); Employment Services, (Psychotherapy or Outpatient) therapies, etc. provided by Henrico Area Mental Health and Retardation Services staff, except if authorization for release of information is required.

I understand and accept the responsibility of becoming an Authorized Representative as outlined in the Human Rights Regulations, 12 VAC 35-115-70.

I have received a copy of the Henrico Area Human Rights Responsibilities Brochure and the Privacy Notice.





Signature of Authorized Representative 


Date



Daytime Phone #:





Address:





I agree to the recommended appointment of the above Authorized Representative:







Signature of Individual

Date
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