Our House of Favor

House rules
~ And
Management Care plan



House Application

Are you currently employed: -

It Yes, Employer Name & Addréss:

Today’:s baté:' . -Sobrié_t'y-i Dét;): A. - .Geﬁder
ore: O ] : - DOB . -
Sociaf 'Secui'ity'#'b- Cell'#
: Insurance Camer & Medicaid #
Emergency Contact Name & #
Previous Addres_s. _
Prug(s) Of Cholce;
last D_ate,bf Useﬁ . | _ Long Penod Sober:
Marital Sfatis :  Number of cmldren
Highést Level of Education:
* EMPLOYMENT.

Doyou receive any governient assistance(SSl, DISAB]LITY, FOOD STAMPS)?

¥f Yes, how much, & day of the month receives




LEGAL JNVOLVEMENT

~ List history of Felony Arrest/Charges

ANY SEXUAL OFFENSES THAT CAUSES YOU TOBE REGISTERED’?

Any pending oharges‘? Yes or No

[iyes list charges -

Are ybu on -F‘ROBATiON‘ . PAROLE .

CHIPE

ifyes, -Natme and number of Ofﬁcer(s}

Address:

Email Address:

Hows often do you réport: - ~_Day & time

MEDIGATIONS
Are you currently fakmg any prescnbed Medicatlons‘?

If; yes, [ist of medicanons

Prescribing Physician name, address, phone number:




| hereby declare that the lnformatlon prowded is true and correct | dlsp understand that any
willful drshonesty may render for refusal of thls appllcatlan or lmmedlate discharge from Our

House of Favor

* Print Name:

Sigﬁatufe: - L . . .. . Date -
OHF Staff Print name:

Signature: . . S .. Date_

T At e



Ethics

All persons working in Our House of Favor (recovély reéidence owners, operators, staff, and

volunteers) are expecied to adhere io their respected certifications (Le. Clinical counselor, peer

support) code of ethics as well as the folloviing Code of Ethics.
" 1. Assess each potential resident's needs, and determine whether the level of support available

within the rasidence is appropriate. Provide assistanee to the resident for referral in or outside of
the residence. . :

2. Value diversity and non-discrimination. E
3. Provide a safe, homelike environment that mesis Our House of Favor Standards.

4. Meintsin an alcohol- and fici-drug-free environment,

5. Honer individuals’ rights to choose their recovery paihs within the parameters defined by the
residence organization.

6. Protect the privacy and personal ﬁghts of each resident.
7. Provide consistent and unifarmly applied rules.

8. Provide for each resident’s heélth, saff.'a,ty, and welfare,
9. Address each resideni fairiy in all situéﬁoﬁs.

10. Encourage residents to sustain relationships with professionals, recovery support service
providers, and alfies. '

11. Take appropriate acticn {o stop intimidation, bullying, sexual harassment and/or atherwise
threatening behavior of residents, stafi, and visitors within the sesidence.

12. Take appropriate action to stop rekribuiion, infimidation, or any negative consequences
resulting from a grievance or complaint.

13. Provide consistent, fair practices for drug festing that promote the residents’ recovery and
. the health and safety of the recovery environment and protect the privacy of resident
inforrnation.
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14. Prowde an environment where each resrdent‘s recovery needs arg the pnmary factors in afi
dec:sron-makmg o . . o

15. Promote the resndence wuth marketlng or advertlsmg supported by accurate, open, and
honest c[alms . . ) . ,

16. Decline tekung a pnmary role in the recovery plans of relatwee close fr:ends and/or
husiness acquamtances :

17. Sustain transparencyi'ri operational and financial decisions. -
18. Maintain clear oersonal and 'pfofessiohal boundari'es
19. Operate within the res:dence S scope of service and professsonal tralmng and credentlels

20. Maintain an.environment that promotes the peace and safety of the s-.:rrouncimg
neighborhood and the commumty

The Code of Eth[cs mist be read and 3:gned by all those assomated with the operatlon of the
recovery residence: recovery residence owners, operators, staff, and volunieers. Individuals
subject to this code are obhgated fo report unethical practioes according to the affiliate’s
reporiing rules. o’ signing the follomng, | affirm that [ have fead, understand and’ agree fo abide
by this Code of Ethics.

Resident Name (print); L - . Date:

Signalure:

OHF Staff:

T A e e



No Srnb‘stance Use & [mmed_iate Discharge Agree'n'lent”'

The Our House of Favor provides safe and sober temporary housing for mdrvrduals struggling
with substance use disorders and or mentai health issues. :

Clienfs here ere NOTona }_ease, and tr_aey ha{re No r_ighte fo this p'roperty. at ariy time.

 Clients may be asked to vacate the Our House of Favor and leave the property :mmedrateiy if
they are mvolved in any of the below—lrs‘tec! sntuatlons '

1. Using drigs. .

2. Consirring alcohol. ‘ : ‘

3. Exhibitirig behavror consistent with the use of drugs or aleohol lntomcat;on

4. Demonstrating behavior ihat is not consistent with behavior medification / rec:overy
5. Disrupting the therapeutic env:ronment or creatmg a safety hazard: 6. failure to commuriicate
or respond to phone calls or text messages.

7.Fallure 1o comply with instrtictions from the owners or managers

8. Failure to return to the house by curfew.

9. Failure $o remain on the property when on restrlctmn

10. Involved in criminat activity. .. )

11. Negative contact with police, LMDC, department of parole and probatron

12. Refusal to pariicipate in structured | programming. .

[ hereby declare that | agree with and complete!y understand the Our House of Favor Residents
Rules. . :

ResidentSignature: ) - , - ) Date:

Staff Signature: ' . __ Date:




Enforcement of _i.lDS, Dismiésal;-Gﬁeyéhcé and Medication Policies

As a member of Qur House of Favor you have agreed to abide by the House Rules. This
agreement covers drug testing, dismissal processes, and grievance policies. By signing this
dacument, you agree that you understand possible consequences and processes for dismissal

and are aware of the grievance policy as stated.

Drug Testing quicy

Residents of the Our House of Favor must cbmply With all drug and alcohol testing -

. reguiremnents, including réndq-m testing and tésté» based on behavior. Refusal to submit fo atest
will re:suit in immediate disimissal from the hotse. Testing may cccur We'ékly, randormly, or after
ovei'nigjht pass_'es c_n; éxténded trips. Initial d rug testing is required upon entry, and additional -

testing may be conducted if suspicion of substance use arises.
Dismissal Process

Our House of Favor is an abstinence-based program, and we'iiave'a zero-tolerance policy
when it comes fo relapse and/or drugs and alcohol being found on property. In the occurrence of

arelapss, crcumstances determine how each situation is handled by staff,

Wheh asked to leave properly due fo using or failing a driyg scr’een/b_reéthalyzer, orasa
consequence for violating House Rules, staff will take the necessary measures fo help the
resident get to a safe place that mesats their recovery needs as long as he or she is willing.

- Dismissed residents may refurn to the residence if a bed space.is available, and the resident
meets the following requirements: ’ -

Have one week of continuad sobriety confirmed by your sponsor.
Pass a urinalysis testand a breathalyzer.
Approval of return by staff and meimbers of the recovery residence.

= Paviment ofany auistanding fess and readmission fes.

o T ———



UDS and Room Search .

Our House of Favor requires.a drug test randomly. . Observed trine drug screens may be
performed. A refusal of an observed urine drug screen or a refusal to comply with urine drug
testing Is an automatic discharge. if you provide urine that is not yours, it is an automatic -
discharge. All urine drug screens performed aré sent to the iab (PATIENT CHOIGE) for -
confirmation and paid for by your insurange. Roorns may be subject fo random searches at any
fime SR : ' . ‘

I understand _Oui' House of Favor's Drug Testing / Room Search Policy.

Resident Signature - L : .___Date

Staff Signatwre ___ . _ ... Date



Res:dents nghts

. Asa resmlent of Our House of Favor you have nghts that the ressdence staﬁ/mentors will
safeguard during your stay. You have & right to; .

‘An environment that supporis your reeovery

Bé free from verbal and physical abuee;

‘Be freated with dignity and respect

Choose your awn, personaf recovery goals. -
-Particfpate actively if-your recovery.

Conﬁdenttal records that are accessible only to desngnated staff eno‘ which can be
feleased to others only wuth your writien permission, exc:ept as allowed by state and
federal law.
-9 Be referred to subsequent serwces upon leavmg or transfer from this residence if

' necessary

e Retain personal property that does not ;eoparduze your or others safety or hea]th

¢ Receive and send unopened mail.

¢ Filea comiplaint 16 the owner/operator without fear of retaliatlon and fo have the-

complaint addressed within-a reasonable amount of ime.
e Be fully informed before changes oocur in these rights and responsnbllstres as well as to
-changes in policies and procedures should thiey octur. '
@ Notto beé required to perform services for the residence, which are not includad in the
usual expectaticns for all residents.

‘e & 0 e & ®

I have been’ infermed of my ,rlghte-as ilsted aboVe.

Print .Na'me: -

Signed: ' ‘ ' . Date:

BT T T Y VTR



Resident Confidentiality Agreement

Our House of Favor and its staff will respect the privacy of residénts. Any information
conteming residents, potential residents, and visitors will be freated with the uimost respect.
Staff will regularly review confidentiality requirements fo comply with both KRHN/NARR
standards and state and federal confidentiality laws. . : )

All data collected on residents will b shared with geverning agencies to protect individual
-Identities, This data will only be tised to improve the quality of services. - :

Our House of Favor will ensure the safety of resident records, Personal information will be
protected by reasonable security safeguards against loss or thaft, as well as unauthorized

accsss, disclosure; copying, use of alteraion.

Confidentiality on patient-identifying records may be broken without resident consent only In
extenuating cireumstances, such ds Whier resident or staff safefy is at risk; child or elderly abuse
is suspected, or if a couit order i_s received. . . : .

Quiside of tl_ie_asé cl rcuméfancés‘,‘ batiehi:ideht:fying ‘information will never be sold, lent, or given
to third parfies without reé,_ident_ consent. : : '

Our-House of Faver wiil obtain informed voluntary consent from residents before any information
is released t agericies or family members. :

Gur House of Favor staff and residents also Rave a responsihility for kéeping the confidentiality

of others in the program. This includes not confirming or denying anothér client's participation fo
outside agencies or persons via telephonie, in-person, ‘on sociat media, or in written requests,

As _é resident of Our House of Favor, you consent and agree to the terms marked above. You
will be informed of any changes to this agreement at feast a week before they come into effect.

Print Name;

Signed- Date:

T Lty



current medications uninterrupted. - S _

" 8. The potential. risk qf.Te!emenfa! healih services is that there could be a partial or complete
Taiture of the equipment being used which could result in mental health staff's inabifity to
complete the evaluation, mental health services, and/or prescription. process.

4. Theré is no permanent video or voice recording of the Telemental heaith service's session.

5. Al & existing confidentiality protections apply: T

6. All existing laws regarding Resident access to mental health information and copies of mental
healiy records-apply, - - oo o ] g

7. Dissemination of Resident identifiable images or information from the Telemental health
interaction to résearchers of other entitiés shall not occur without the consent of the Resident.

be able to barﬁcip‘ate in mental haalth sewicés, starf on medication todéy, or cantinue my

| S ., consent to Telemental health services in
circumstances in which merital health staff appropriate to my needs s nof immediately avallable
. atmysite. My mental health caré provider has discussed with me the information provided
above. I have had an opportunity to ask questions about this information, and all of my
questioris have been answéred. : s : '

I‘und_arst'anéj the written informatiof provided above, - _ :
Resident Print: =
Resident Signature: ) S _ ' __ Date: ‘

Our House of Favor Staff print na'm.e:

Signature: ' Date

PR —




Medication Agreement : _ . )
Atceptable and properly-prescribed medication, like MAT prescriptioris are permitted on the
premise of Our House of Favor. Our House of Favor is not a medical facility and in accordance
with the State of Kentucky regulations wil not administer any medication to residents of Our
Housé of Favor. All residents are responsible for the proper storage and ‘self~ administration of
their own medication(s). ) S T ‘

While Residents will be responsibie for self:administration they agree io the below stiputations in
orderc remiain in compliance with Our House of Favor's medication policy. By inffialing each
stipulation and signirig at the bottom of the agreement the resident is ackrowledging that they
have read and understood the medication poiicy and agree to comply with all the terms in order

to remain as a resident of Our House of Favor:
Resident Iniiials:

— All prescription medications are ta be in their original containers as obtained from the
pharmacy. with the prescribing medical professional identified on the container :
___- Dates of the medication are to be current and prescription is not to be expired i
__ All medications are to be acclrately and correctly fisted on Intake form . ;
— Medigation(s) are to be taken only as prescribsd ) o ‘
—— Residents are responsible for the proper storage of their medication and must demonstrate
that medications are kept in ah appropriately locked container stored away from any visibie
surfaces : R ' : -

___ Medication’is to be locked away at all imes excluding when it is time for self-adminiskation,
itis expected the resident immediately refurn medication to focked container following
seli-adrinistration . ‘ - .

— Resident agrees to notify staif of any new or refill prescriptions within 48 hours in order to
maintaln accuracy of resident fite - - ‘

___ Medication is not to be shared or misused/abused in any way _

Al medications are subject to random search and the resident agrees to comply with any
necessaty searches (1.2 providing access to containers, efc.)

By signing below |, s acknowledge that | iave read and
agree with the aforementioned terms of the Our House of Favor medication policy. And |
understand that any violation of the above terms Is cause for removal from the property.

Resident Signature: Date: .




Consent for Release of !nfomtaﬁ on

l . S - ,bomon

SSN . - S » authorize Our House of Favor to disclose io -

the followmg mformatlon (mrcle one): (any and alf the info related to treatment) or .
{other) .

The purpose of this dlsclosure is for (c:rcle one) {collaboration-of care) or
(other) . . S

This authorization expir'es in 1 yi' or whenever Our House of Favor'is no

longer providing me with setvices.-

| understand that my rec:ords are protected under the Federal regulatlons and cannot be
[disclosed w:thout my writtenr consent un!ess othermse prowded forinthe regulatmns I
also understand that | may revoke this consent at any time except tv the e)ctent that actlon
has been taken in reliance on it,

Signatqre ofpa'ti_ent_ _ ' _ Dete_ .
Signature of staff -~ -~ . Date
ATTENTION RECIPIENT:

Notice' Prohibiting Redisclostire

is Information has been disclosed & you from records protected. by Federal
confidentiality rules (42 C.F.R. Part 2). The Federal rules prohibit you from making ary
further disclosure of this information unless further disclosure is expressly permitied by the
wiitten consen* of the person to whom it perfains or as otherwise pérmitied by A2 C.ER.
Part 2. A generat authorization for the release of medical or other information is NOT
sufficient for this purpose. The Federal rules restrict any use of thxs information to criminally
nvestfgate or prosgoute any alcohol or drug abuse patlent




FINANCIAL AGREEMENT
Resident Name e

Admission  Date: . . sSNE.

| agree and consent t6.0ur house of Favor billing Medicaid for my weekly programming.

—__ Ourhouse of Favor program fees shall not exceed those extsnded by Medicaid (i.e.
copay, deductible) T S S . : _

I understand | am responsible for any fees incurred ou_tsi;:le of my weekly programming

1 understand that | must maintain my eligibility for Medicaid in order to
confinue receiving services, L o S

| understand | am responsible for all my cop ays and deductibles (when
applicable). I understand that program fees are non-refundable, -

PROMISE TO PAY ACCOUNT For and in consideration of services to be rendéted | with
sincerity promise to pay Our house of Favor. all of its fees for services rendered to me from
admission to discharge. | understand that the total of such charges will be billed to my
insurance and are due and payable agcording to this F INANQ]AL-AGREEMEN‘E

In accepiance of this FINANCIAL AGREEMENT with Our house of Favor, | agree that to
quatify for the Our house of Favor program | must adhere 1o the rules and regulations as listed
above and make my scheduled payments when due. | further understand that failure fo make
payments when dus, may result in my discharge froim Our house of Favor, program. Any
unpaid account balances at the time of discharge are subject to collection costs and lawyer
fees if and when applicable - C o ' S

Resident Signature & Date:

Authorized Staff Signature & Date:

e T R e o e e



TRANSPORTATION AGREEMENT

b o - understand that due fo lack of my own
persona] transpo:tatlon ! may request fransportation from time to time from -

: {Community Support Assaciate) an employee of Our
house of Favor..| hereby mdemmfy Our house of Favor @ind their staff from all damage or
injury caused to me or others when 1 willingly accept transportatior to or from any location or
event, whether Qur house of Favor is re!ated or no'r_

-ReS|dent Slgnat_ui_'e D_atia_a:' |

Staif Signature Date:

B e A M e s b el L il e
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Photo and Video Release Form

I, e S L ___hereby grant permission to Our House of
Favor to use iy likeness in photographs and/or vidaos taken during program event/activity. |
understand that these photographs and/or videos m_'ay‘be used for tha jollowing purposes:

- Promational materials

- Sodial media posts
-Website content
-Newslefters .~ - -
-Other marketing materials -

tacknowledge that 1 Wiil not recéive any compensation for the use of my likeness in the
photegraphs and/or videos, | o '

I release Our-House of Favor from any and all claim's_: demands, or causes of action that | may
have now of in the {uture for the use of my likeness in the phot_ographs_. and/or videos.

Gircle Oné: AGREE or DISAGREE

Participant's Name:

Particpant's Signature: . . L _ ... Date:

Staff Signature: S ' . Date:




Grievance Policy

1. Allclients have the right and qre'eﬁcoumgéd to communicate his or her grievance to
Our House of Favor staff members of company représentatives. There wili be no

consequences or retaliation for the resident filing a grievance. _

2. Al résidents have a'right to file a formal viritien grievance. The resident may request a
form from any staff mémber or House' Manager. {Grievahce Forms are in the office). The
resident should fill out the form and refum it to any staff member or the House. Manager.

3. Wiitten grievances shall be forwarded to Saybah Glay.

4. Inthe iné_téncé_ Whel;é the Qecision‘maké}' is the ‘subject of a grievance, decision making
authority shall be delegated {o Saybah Glay,Owner. :

5. Time frafné for expedient resolution is two business days upon receipt of the
complaint/grievance. R : ' -

6. The resident will be sent a wri{ten notica of the grie\_zancé oufcome and steps for
appealing the outcome. v Co

7. Thitoughiout this procéss, the resident has the fight to contact, make a complaint and/or
appeal the grievance outcome to the Kentucky Recovery Housing Network by calling (502}
782-8478. ' o :

Medication Policy

All preseribed and over the counter medication are given to the House Manager. Medications
are locked in a cabinet. All packages are to remain sealed and the house manager opens.

Print Name:

Signed: ‘ ' Date:

e — s 48 ae e .



Telehealth Consent

What aife Telemental health services and when are they used?
Telemental health services are used when mental health staff cannot be physically present with

you to evaluate your mental health needs and, if appropriate, prescribe medications. Mental
health staff may be present at another location and available fo serve you through newly -
available technology. Instead of talldng to someone on the phone at angihér location, -
Telemental health services use a video camera and computer to send bath voice and personal
images (pictures) bétween you and mental health staff so not only can you talk to each other,
but you can also see each other. This allows mental health staff {0 make a better evaluation of

your needs.

How do Telementa! health services work? L

You will be in a private room eit_ﬁer by yourself, with a friend, family member, or staff person. The
reom will have a computer with a video camera. The mental health staif will also be in a private
roorn but at anothier Jocation with the same type of equipment. When the session is ready to
begin, chinic staff will start the computer and camera so that you and ménial heaith staff can see |
each other and talk together. When the session is over, clinic staff will shut off the equipment,

How is it different from a regujar session with mental health staff? _

Ciherthan you and mental health staff not being in a room together, there is very liitle diffcrence
in the session. Mental healih staff will-ask and decument clinical information that you share with
him/her, send any prescripfions that are ordered to the pharmacy fof you to pick up if
medications are prescribed, document the service that is provided, and ensure that
docurmentation is included in your glinical record for future reference. :

What happens if | choose not to consent to Telemental healtih services? .E
If yourchoose not to consent to Telemental health services; we will be unable to provide you with ;
convenient and readily avaitable services and your services will be rescheduiled for a later daie ’
and/or a different site. '

i understand that; ,

1. |have the option fo withhold consent at this time or to withdraw this consent at any time,
including any time during a session, without affecting the right to future care, treatment, or
risking the loss or withdrawal of the program bengfits ta which | would otherwise be entitled.

2. The potential benefit of Telemental health services is that [ will be abie fo talk with mental
heglth staif foday from this local setting for an evaluation of my needs. When appropriate, | wilt



HIPAA Authori._zation for the Use or Disclosure of Health Information

This form is for use when such authorization is required and complies with the
Health Insurance Portability and Accountability Act of 1996 {HIPAA) Privacy
Standards. ' _ . '

I'hereby authorize to release my medical records to Qur House of Favor

for the purpose of continuity of care and continuing freatment. | understand that this
authorization to release records will remain effective until 1 revoke it in writing and with
_ the understanding that the recipient shall use the information in

compliance with acceptable laws,

1 consent for Our House of Favor forelease my personal healihcare information (PHI) to
requesting third party organizations, including, but not limited to: the social security
administration (SSA )and other government entities, medical offices, merital health offices and
attorneys. | understand that PHI is considered every page of my efectronic heaith record file,
including, but not fimited to intake forms, progress noles, reatment plans, ifemized bills,
assessments, file uploads, and discharge paperwork. ’

Right of Revocation: | understarid that I have the right to revoke this authorization at any time
by sending written notice to Qur House of Favor, | understand that a revocation is not valid o
the extent that Our House of Favor has acted in reliance on such authorization. This
authorization does not expire unti! | submit a written request. A hard or digitaf copy of this
release shall have the same force and effect as the original,

Informed Consent: By signing this form, you agree ta receive behavioral health

sevices provided by Our House of Favor, and its contractors. We know that starting treatment is
a big decision and you may have many questions. We will do our best to answer any

questions or concermns. This form explains information about Our House of Favor palicy, State
and Federal Laws and your rights with regards to treatment. All Our House of Favor employees
and contractors have met the highest level of education, cerlification and licensing reguirements
setforth by Kentucky state law. Counseling practices, philosophy, plan

limitations and risks will be discussed with you during your intake.

TREATMENT PROCESS AND DOCUMENTATION. i is the healthcare professional's
respansibility o keep accurate records including Evaluations, Treatmerit Plans and
Pragress Notes. By signing this document, you are consenting io the Treatment Plan
that your provider creates and agree to any goals, objectives and therapy techniques
- thaimay be used in your therapy process. ‘

CONFIDENTIALITY AND EMERGENCY SITUATIONS: Confidential information -



discussed in session is not discussed with anyone without your written permission

except for 1. Diagnosis and dates of setvica shared with your insurance company to

protess your claims 2. information you tell Our House of Favor ahout physical, sexual or elder
abuse; then, by Kentucky State Law, we must report this to the Kentucky Depariment of
Children and Family Services 3. Where you sign & release of information to have

specific information shared 4. If you fell Our House of Favor that you are in danger of harming
yourself or others.

Telehealth Consent:
l agree fo participaie ina telemedicine evaluation and/or ongoing freatment performed
by a provider who assumes sole responsibility and liability for treatment.

. By signing this agreement, | aisthorize the electronic transmission of my medical
_information and/or videoconference session so that it can be viewed by a provider and
other persons invoived in my medical or mental health care. .

HIPAA and Privacy Policies: THIS NOT!CE-DE$CRIBE$ HOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice describes our policies related fo ihe use and disclosure of your healthcare
information. Your health information may be used for the purposes of providing
treatment services, collecting payment and conducting healtheare dperations are
necessary activities for quality care. State and federal laws allow us to use and disclose
your healih information for these purposas.

TREATMENT: Wé may nead fo use or disclose health information about you to provide,
rnanage or coordinate your care or related services. Which could include consultants
and potential referral sources.

HEALTHCARE OPERATIONS: We may need to use information about you to review

our freatment procedures and business activity. Information may be usad for

certification, compliance and Our House of Favor licensing activities. There are some instances
where we may be required to use and disclose information without your eonsent. For example,
but not fimited to: Information you andfor your chiid or chifdren report about physical or

sexual abuse: then by Kentucky State Law, we are obligated o report this fo the

Department of Children and Family Services. i you provide information that informs us

that you are in danger of harming yourself or others, we must report this also; Clinical

records, psychotherapy notes and cther disclosures require a separats signed refease

of information. You have a right to er will receive notification of a breach of any unsecured
persanal health information. You have a right to restrict any disclosure of

personal health information.

Patienit Rights: You may consent in wiiting o release your records io others, You



have the right to revoke this authorization, in writing, at any time. However, a revacaticn
is not valid to the extent that we acted in reliance on such authorization, You have the
right to inspect and obtain a copy of yaur information contained in our medical records.
To request access to your billing or health information, contact the office manager, If you
feel that information contained in your medical record is incorrect incomplete, you may
ask Us to add infermation to amend the record. We will make a decision on your request
within 60 days. Under certain circumstances, we may deny your request to add or
amend information. If we deny your reguest, you have a right to file a statement that you
disagree. Your statément and our response will be added to your record. 7o request an
amendment, you must contact the office marnager. We will requive you to submit your
request in writing and to provide an explanation coneerning the reason for your request,
You have the right to ask for restrigtions on certain uses and disclosures of your health
information. This request must be in wrifing and submitted to our office manager.
However, we are not required to agree to such a request. if you believe your privacy
rights have been violated, please contact us personally, and discuss your concerns. If
you are not satisfied wiih the outcome, you may file a written complaint with the U.S.
Depariment of Health and Human Services. An individual will not be retaliated against
for filing such a complaint.

Acceptance of Terms: | agree to these terins and will abide by these guidefines. |
have read, understood, and agree fo the ferms above.

ACCEPTED AND AGREED TO:
Patierst Name: |

Date of birth;

SBignature;

Bate:

ACCEPTED ON BEHALF OF:
Our House of Favar

T PR
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House Rules

No Use OF Aleohol Or Other Drugs - : ,
Complianca With Random Urine Test & Room Searches

- Compiiance With Established Curfews: Sun-Thur@ 11pm & Fri-Sat@ 12am
* Mandalory Participation in _Selfilmproving Recovery Progrars '

Mandatory Participatiori In lop

: Smoking Is Prohibited Inside All Living Units

Smoking Is Only Alfowed jn Designated Areas,

Stealing Is Not Tolerated. This Includes Eating Food That Does Not Belong To You.
Confirined Accusations Will Result Termination Fron: The Program. ‘ '
Destruction Of Pmpeny That Belongs To Our House Of Favor Wil ResuitIn

_‘I’erminai‘ion And All Costs Of Repair Extended To. You. _ .
All Residents Must Be Respectfuf Of All Staif And Other Members Of The

“Community

Verification Of Employment Is Required . ' -
Documentation Is Required From Physicians For All Missed Groups. Groups Will Only
Be Rescheduled With Documents Of A Doctor's Appointment Or Proof Of A Medical

Emergency. Gr_oupg‘ And lop Are Only Excusable With A Dogtor’s Statement

Terniination From The, Program And Possible Prosecution _
Tolerance Policy, For Physical Violence,

S e
N el e P e R

Soliciting Or Consuming Other Residents® Medication s, Prohibited And Will Restilt In

Our'l-l_ouse Of Favor Maintains A Ze

et TR blehee A e A OrEn

Our.House Of Favor Main

AnybEeWithin ThaGot EFiE : i
You Are Exbe’cted To 'H_elp To Keep The House Clean, Neat, And Safe. You qut

~Adhere To The List Of House Chores Posted Weekly
" Your Bedroom Is Expected To Be Kept Neat And Clean At Al Times With

Dssignated Blanket On Top And Your Living May Be Searched At Any Time,

Residenis Must Be Proactive During Daily Working Hours. No Tv Or Music Unrelated To
Recovery During Program Hours On Days That We Are Not Qut Of The House From 10

You May Be Asked To Move Out Of Your Residence At Any Time As A Resuli of
Violence, Unsafe Behavior, Alcohol, Or Drug Use Qr The Neaded Change Dug To
Clreumstances Related To The Housing Needs Of Our Comipany. _

You Are Prohibited From Entering Any Other Living Unit Outside Of Your Own

g S—



: Without Priot-Consent From_Staff Me_r_hbe‘f .

Na Botrowing Or Bartering Food Stamips Or Money

“You Will Attend Mandatory Bible Study Once A Week. = -
- Weekly Church Aftendatice Of Your Choice Is Required .

All Court Dales And Medical Appointments Must Be Shared 72 Hours Prior To The

800

Appointinent S

There s A $25 Per Week Rént: Due Every Week

All Residénts Will Be Responsible For Gas To Go S .

¢ o Court Date And Medical Appointménts Qutside Of The Louisville Area . -

® &

I hereby déclare that | agree with and complefely understand the Our House od Favor

Residents Rulas,

Print Mame:

Signéture: L S _ Date . _ !

) : ; . |
OHF Staff prirt name: . , ' o N ‘
Signature: ' o , . Date
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RELAPSE PREVENTION PLAN

Freventing relapse requires a commitment to recovery. It also requires a plan
of action, Relapse is not an event, but a process. Before the physical act of
relapse, a person experiences changes in feelings, thoughts, and behaviors.
Cravings also play a role in relapse. By developing and following a written
plan, you can hak the relapse process. -

What is your drug of choice?

Write down the reason(s) you have decided to stop using/drinking:

What are some feelings that might lead to relapse? (Examples: Anger,
boredom, happiness, not caring about recovery.)

T 0N

For each feeling listed above, write down a healthy way of coping with that
feeling:
1.

2.

3.

C. Jeweli 2019



What are some thoughts that might lead to relapse? (Examples: Thinking
about the good times or thinking you are cured)) Be as specific as possible,

B g

'y

Ol

What are some behaviors that mightlead to relapse? (Examples: Not attending
meetings, not calling your sponsor, eating too much junk food, being in an
unhealthy relationship.} Be as specific as possihle.

A N

Who are the people you are most likely to use with?
1' -

2.
3.
- 4,
5.

Write down the names of five people you can call when tempted to use;

B W e

Where are the places you are mostly likely to use?

=

e IOJ [N}
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What other situations or events are triggers for you?
1

2.
3.
4,
5

o~

.

Cravings: Remember that cravings will pass. However, there are different
techniques to help with intense cravings, You can talk about it with your
Sponsor or with a friend in recovery. Or you can distract yourself by
journaling, watching a comedy, listening to loud music, running, doing a

. crossword puzzle, cléaning house, working on a project, etc.

Write down 10 ways to cope with cravings.

PN Uk W N R

=0
’Q [ ]

How many 12-step meetings will you attend each weak?

Fill in meeting names, when they meet, and the places they meet (for one
week}.

Meeting . " - |  Day/Time . | - Location

L. lewell 2019




How will you get to meetings?

How often will you cali your sponsor?

wa often will you meet with your sponsor?

List five consequences of a relapse. (Examples: Failing a drug screen, calling in
to work, missing an appointment, etc.) '
1

2
3.
4,
5

List five benefits of working a Yecovery program;:

Hls 3N

Write down five short-term goals (1-12 months} that you can only achieve
through sobriety.

+

DN e

. Write down five long-term goals (1-3 years] that you can only achieve through
sobristy.

ST WP e

C.Jewell 2019



. Relapse Chain Worksheet

Instructions: The fast link in the relapse chain represents yaur usz of alcohel, whacen, or other deugs. Fach preced-
ing Iink represents a specific relapse warning sien, Identify as many warning signs as you can. Then stare how much
time elapsed becween the earljest warning sign and the first ime vou wsed a substance again. Also, state how you flt
abour using siibstances again, and how your family (or other significant people in your hife) fel,

" -
Ed

—
s

ime elapsed from eerly waming signs to actual uge:

How! feh abour using again;

Howmy family or significant others fele:

Dennis €, Deley, G Alan Marku:

Overcomitig Youur Aleshol or Drg Problem: Relapse Management Whar ro Bo # You Lapse or Relapse,
Copyright ©2086 by Oxford Universiy Progs

Osford Clinical Pspebology | Ofird Universicy Prass

L TSt e S



Lapse and Relapse Worksheet

Insltuetions: Answer the following questions to help you fignee out whar led 1o your first deink, cigarette, or other

deng use after having gz,

L. Describe the main reason you cook the firse drink, cigarerte, or other drug.

2 Describe your inner thoughis and feelings thar eriggered your need or desire for the ficst drink, cigaretre, or
other drug,

3 Describe any external circurnstances thae miggered your need or desire for the frse drink, cigarerte, or other
drog,

4-  Describe the fitst decision you made that stareed the lapse or relapse process,

DennisC. Daley, G. Alan Macdere

Overcoming Your Alcokpol or Drug Problem: Relapse Manegement: Whar to Do i You Lapse or Relapse.,
Copyrishe © 2806 by Oxford Universicy Press

Oieford Clinieal Psychelogy | Ciuford University Press
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Relapse Warning Signs Werksheet

Instiuctions: In the Jefi column, Yist the attitades, thoughrs,

and behaviors thet are warning sigps of potential re-

lapse. Ta the righe colums, write strategies for caping with each of these sinuions,

Relapse warning signs

Coping strafegies

Depais C. Daley, G. Alan Martarr

Orvercoming Your Alcohol or Drug Problem: Relapse Preveqmon: Reducing the Risk of Relapse. Copyrighs © 2008 by

Oxford Cligieat Psychology | Osford Universicy Press
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PRESCREENING / ELIGIABILITY



Our House Of Favor Prescreen

ETA:

Name:

Age:

Dob:

SSN:

Insurance:

Phone:

Gender:

Co-occurring mental health:
Prior Treatment:

Recovery Residence History:
Substance of Abuse:

LV. use:

Medication:

Recovery Time: .
History of self harm?

Recent suicidal and or homicidal ideation?
Relationship Status?
Children?

Work experience/plan?

Th?

Fee discussion?

History of violence?

Sex offender?

Was it verified through the National Sex offender Registry?
Warrants?

Legal issues?

Legally mandated? Legal Charge?
Vehicle?

Valid license?

Drug screen discussion?



MEETING AND CHORES
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Date

Cur House Of

Favor Meeting Sheet .-

Time
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'DISCHARGE PLAN



Our Heuse OFf Favor Exit Strategy

Client; Date;
Eniry date; Exit Daso:
Pariicipation: ONone BLow 3 Moderate 1 High

Reason For Transifion:

1 Transitioned As Planned L7 Against Staff Advice
U Rute Vialations 0 Early Transtilon

[ Incarceration LI Other;

Summary OF Prbgress:

Onrgoing Recovery Plan:

Collsteral Resotircs Contact Information;

Forwarding Address:

Client Signature: Date:

Staff Signature: Dato:




STRUCTURE OF ORGANIZATION



STRUCTURE OF ORGANIZATION

e PROGRAM DIRECTOR

Saybah Glay

GENERAL MANAGER
Jeff Angel

“\ .

ADMINISTRATOR
' Dorothy Kpobi

- DISTRICT MANAGER
w? Lawrence Massaguoi

f’ B

@ TRANSPOR'TAmn —
\, g
@ SECURITY -~

)\ ADNINISTRATO
ASSISTANT

DISTRICT MANAGER

- Felisha Turner

—{@ TRANSPORTATIDN

~
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} [9 ASSISTANT } *L@ SECURITY
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COMMUNITY SUPPORT ASSOCIATES
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HOUSE MANAGERS
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STRUCTURE OF ORGANIZATION

PROGRAM DIRECTOR
Saybah Glay

 ADMINISTRATOR

| | ‘Dorothy Kpbb_i '

&

HEAD CLINICIAN
Dr. Harold Bedu-Addo
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~ Ciniant || cimician2 © | | cineéan3 | | clioicians
e IS A U S GRS S G

) \." [




General Manager
(GM)
Responsibilities



Job Title: General Manager
Reports to: Owner

Summary:

The General Manager is responsible for overseeing the day-to-day operations of the program,
ensuring the delivery of high-quality services to adult clienis. This role involves strategic
planning, staff management, budget oversight, praogram development, and compliance with
regulatory standards. The General Manager will work coliaboratively with clinical staff, and
community partners to enhance program sffectiveness and client oufcomes.

Key Responsibilities:
s Operational Management;

o

Oversee the daily operations of the 10P, ensuring programs run smoothly and
efficiently.

Develop and implement operational policies and procedures to enhance service
delivery.

o -Manage scheduling, staffing, and fesource allocation to meet program needs.

Collaborate with the district manager in training new staff.

¢ Clinical Oversight:

Q

Collaborate with clinical staff to ensure adherence to evidence-based practices
and therapeutic protocals.

Monitor client care outcomes and implement quality improvement initiatives.
Ensure that all services are delivered in compliance with regulatory and
accreditation standards.

o Staff Management:

O

Conduct performance evaluations and provide ongoeing professional development
opportunities.

Foster a positive and collaborative work environment that promotes staff
well-being and retention.

e Program Development and Evaluation:

o]

ideniify opportunities for program growth and enhancement based on community
needs and emerging trends in mental heaith and substance use.

Conduct regular assessments and evaluations of program effectiveness, client
satisfaction, and staff performance.

Report program outcomes 1o the owner and make recommendations for
improvements.

41



¢ Community Engagement:
©  Build and maintain relationships with community organizations, and referral
sources to promote the IOP and its services.
o Participate in community outreach and education efforts 1o raise awareness
about mental health and substance use and avaflable resources.

¢ Compliance and Risk Management:
o Ensure compliance with all local, state, and federal regulations regarding mental
health services.
"o Develop and implement risk management sirategies to ensure client and staff
safety,
o Maintain acourate and confidential client records in accordance with HIPAA and
other relevant regulations.

¢ Qualifications:
¢ High School Diploma or GED.
» Excellent leadership, communication, and interpersonal skilis.

Commitment to promoting diversity, equity, and inclusion within the workplace
and the community. : !
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DISTRICT MANAGER
(DM)
RESPONSIBILITIES



Responsibilities of a District Manager

District Manager (DM): The purpose of this position is to oversee day to day operations
where there are 30 or more clients and fo address issues or concerns of staff and clients,
This includes:

» Going fo the houses once a week to inspect paperwork as well as the cleanliness and
safety of the house.

¢ Having a conversation with 2-3 clients on how the house is running. This should be done
away from the House Manager, Community Support Associate (CSA) and any other
clients. The purpose is to give the client the opportunity to speak freely without fear of
judgment or retaliation. Anything said between the DM and the client should remain
between them as long as it does not cause harm fo other clients or to us as a business.
{ex. Inappropriate sexual conduct, or threats of suicide).

Other responsibilities are as follows:

To delegate responsibilities which involve each household.
Meet with staff at least twice a month.
Make sure that urinalysis is conducted twice 2 month.
To keep the client base active (keep beds full). You must have the ability to make contact
and build relationships to ensure clients are continually coming into the program.

¢ Be confident and well versed in problem resolution and critical thinking.

¢ Capable of assessing and reviewing notes to ensure that they are done correctly.
Routine weekly house inspection.

The DM has a responsibility to ensure everything under his/her supervision is being observed
from paperwork to house management. This is a salary position and you are expected fo always
be on call. Please expect to work at least a minimum of 50 Hrs 3 week. IF you are not to commit
to being on call then you should have an assistant that is aware of your situation to provide
coverage for yourseif and make your supervisor aware. If you have any questions or concermns
about anything listed here, please feel free to call Mr. Angel. If you are not able fo meet these
obligations, then you could be demoted or terminated. Your signaiure certifies that you agree
and accept these responsibilities.

Signed: Date:




COMMUNITY SUPPORT ASSOCIATE
(CSA)

RESPONSIBILITIES



i

Our House Of Favor

CSA RESPONSIBILITIES

NEW CLJENTS

1. When the client first comes through the door make sure the client turns in all medications and |
placed behind a locked door and a locked file cabinet. (Behind two locked doors) ‘

2. Make sure the client washes all their clothes beforé taking any clothes to their room.
3. The client's property must be searched before they move their property into their reom.

4. The client must have an intake completed within the first 24 hours of being in Our House of
Favor.

INTAKE

1. Create a file with the client’s name on the tab of the folder.
2. Make a copy of the client's insurance card and identification card. If the client does not
have a copy of their identification card then take a picture of the client and print it.
3. Fill out the personal information form and send it to HR.
4. The release of information form in the packet is to be used for their emergency contact and
must be filled out. (Their contact can not be anyone in the program.) If the client is on
Probation then we have to have a Release of Information in order for us to give the client
services.
5. Read all the forms to the clients and make sure they fully understand. This process should
not be rushed and is important.
6. Top 3 Forms on each client's file should be,

A. Copy of identification card and insurance card.

B. Release of Information form {make sure at the top of the form to label the R.O.I.

emergency contact.)

C. Personal Information Form
7. Administer a drug screen for the client then complete a drug screen form and place the
form in their file. Whenever a client’s test has positive results then we administer another drug
screen. If the client still is testing positive, then the client must have to complete a detox in
order to be accepted in Our House of Favor. (We will allow Majiuana but must be monitored.)



8. Then after the intake is complete the front page with all the clients info should be sent to
Ms. Saybah, Jeff, Lawrence,Felisha, Ms. Dorothy, and Ms. Gifty and this should be C.C in all
together.

EXIT STRATEGY

1. As soon as you know the client is leaving the program, the client must turn in all bedding and
any other Our House of Favar. property. (Sheets, Pillows, Covers ect...)

2. Fill out an exit strategy form with the dlient and place it in the client’s folder.

3. Do not put the folder back in the file cabinet, instead place the folder in the designated
area for past clients and bring to the office the following day to be properly stored for
confidentiality and audit purposes.

4. When the client is by the door, give the client their medication and explain they can not
enter the sober living house after their medication is given back to them.

3. Make sure the client's bedding is washed and their room is ready for a new client to
move in.

6.Then Email the exit strategy to Ms. Saybah, Jeif, Lawrence, Ms. Dorothy, and Ms. Gifty
and all should be C_C. {ogether. '

One on Gne’s

1. Waork on building a relationship with your client. Get to know your client,
Our House of Favor Management closely monitors and makes sure all notes
are accurate and being compleied daily. If CSA's do not do a one on one with
a client nat only are you doing a disservice to the client but you are
fraudulently billing under your name and could lose your credentials for this as
well as give Our House of Favor a bad reputation.

2. How did you assist your client today?

A. Assist them in primary doctor appointments ,dental appointments, vision
appointments,

B. Do they need a cell phone? It's detrimental if they have a cell phone, especially if
we have a group via Telehealth.

C. Do they need bus passes? (LRCC and Federated Transportation) This will assist
the client with transportation.

D. Another source of fransportation is Medicab, have them call 72 hours prior to
their appointments. -

E. Is the client on maintenance medication? New lease has their own shuttle and
will provide rides back and forth to their appointments.

F. Make sure to check their daily goal and weekly goal and see if you can be of any



assistance.

G. Have we signed them up for section 8? Have we signed them up for Housing

Urban Development? The list will be long, so let's suggest they sign up early. H. The

clients are now free from 11-2, Goodwill has great resources and will assist in most

areas. Suggest the client making it to the office on Broadway and sign up for some
programs.

L. Remember it's our responsibility to pass the message, do frequent status checks if
the client has a sponsor, home group, doing any service work. Share your
experience, strength and hope to encourage and give them a hope shot to prove
the life you live is attainable.

J. This is a great time to check and see if your client is attending their 5 Mandatory
mesiings a week.

K. Do they struggle with time management? Help them create an agenda. Do they
struggle with their food stamps not lasting? Help them shop and show them how
to create meals to last. Do they struggle with finances? Work with them on a
budget. Explain the difference between wanis and needs.

L. Does your client have a resume? Help them create a resume for jobs.

3. These clients are your responsibility. It's our job as GSA’s to provide the information and
then it's their choice if they choose to apply it.

Weekly Check List
1. Conduct a thorough room search of the client's room. Check EVERYTHING. This is not a
room check to make sure the room is clean. This means checking every single thing in the
room.
2. Random Drug screens will be assigned fo the houses by management in the group chat. If
for some reason we do not have forms, we still screen the dlients and take picturas to fill oui
forms when you have some. Then file their drug screen form in their folder.
3. Make sure your filing cabinet has every form needed to complete your job successfully.
Make sure all intakes are completed correcily and updated. We have scenarios when clients
enter the program and do not have an Identification card or insurance card but obtain them
later. Please make sure you make a copy of those and keep files updated.
4. Make sure all your discharge summaries are completed far the clients that have left,

Incident Reports

1. Let the rules govern the house.

2. Anytime a client has to go to the hospital or an emergency situation, we must document that
and file in their folder.

3. We must make sure to file incident reports for relapse and detox situations.

4. Explain to the client he/she will be on two weeks property restrictions when returning from



detox.

5. If the detox beds are full and the client has o wait on a bed to open then he/she is on
property restriction and not to leave the house.

6. If the incident report is part of our zero tolerance policies then report to management
immediately.

Daily Duties

1. Check the rooms and chores. Make sure every client signed the chore sheet. 2.
Administer medications. '

2. Make sure every client is out of the house at the designated times.

3. Make it to work on time.

4. ltis also your job to help keep the beds full. While at meetings or anytime possible
please give them Jeff, Lawrence, and the OQur House of Favor Office number for a
pre-screen to be completed.



HOUSE MANAGER
(HM)
RESPONSIBILITIES



Our House Of Favor

House Manager RESPONSIBILITIES -

NEW CLIENTS

1. When the dlient first comes through the door make sure the client turns in all medications and
placed behind a locked door and a locked file cabinet. (Behind two locked doors)

2. Make sure the client washes all their clothes before taking any clothes to their room.

3. The client’s property must be searched before they move their property into their room.
4. The client must have an intake completed within the first 24 hours of being in Our

House Of Favor,

INTAKE

1. Create a file with the client's name on the tab of the folder.
2. Make a copy of the client's insurance card and identification card. If the client does not
have a copy of their identification card then take a picture of the client and print it.
3. Fill out the personal information form (Frant Sheet) and send it to HR.
4. The release of infarmation form in the packet is to be used for their emergency contact and
must be fifled out. (Their contact can not be anyone in the program.) if the client is on
probation the client has to have an R.Q.I to provide services to the client.
. Read all the forms to the clients and make sure they fully understand. This process should
not be rushed and is important.
6. Top 3 Forms on each client's file should be,

A. Copy of ideniification card and insurance card.

B. Release of Information form (make sure at the top of the form to iabel the R.O.I.

emergency contact.)

C. Personal Information Form (Front Sheet)
7. Administer a drug screen for the client then complete a drug screen form and place the
form in their file. Whenever a client's test has positive results then we administer another drug

3
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screen. T the client still is testing positive, then the client must have to complete a detox in
arder to be accepted in Our House Of Favor. { We will allow Marijuna but it must be
manitored) .

8. After the intake is completed it should then he sent in to the following and CC together
Saybah Glay, Jeff Angel, Lawrence Massaquoi, Felisha Turner, Gifty Nepay, Ms. Dorothy. If
you don't have the emails, please acquire them.

EXIT STRATEGY
1. As soon as you know the client is leaving the program, the client must turn in all bedding and
any other property. (Sheets, Pillows, Covers ect...)
2. Fill out an exit strategy form with the client and place it in the client’s folder. 3.
Do not put the folder back in the file cabinet, instead place the folder in the designated
area for past clients and bring it to the office the following day.
4. When the client is by the door, give the client their medication and explain they can not
enter the sober living house after their medication is given back to them
5. Make sure the client’s bedding is washed and their room is ready for a new client to move
in.
6. Email the exit strategy to the following people. Saybah Glay, Jeff Angel, Lawrence
Massaquoi, Felisha Turner, Gifty Nepay, Ms. Dorothy. If you don’t have the emails, please
acquire them. And should be CC together.

Weekly Check List
1. Conduct a thorough room search of the client's room._Check EVERYTHING. This is not a
room check to make sure the room is clean. This means checking every single thing in the
room.
2. Random Drug screens will be assigned to the houses by management in the group chat. If
for some reason we do not have forms, we still screen the clients and take pictures to fill out
forms when you have same. Then file their drug screen form in their folder.
3. Make sure your filing cabinet has every form needed to complete your job successfully.
Make sure all intakes are completed correctly and updated. We have scenarios when clients
enter the program and do not have an Identification card or insurance card but obtain them
later. Please make sure you make a copy of those and keep files updated.
4. Make Sure a client roster of your focation to the following 6 management and
administration on Monday’s and Friday’s. Saybah Glay, Jeff Angel, Lawrence Massaquoi,
Felisha Tumer, Gifty Nepay, Ms. Dorothy. If you don't have the emalls, please acquire them.

Incident Reports

1. Let the rules govern the house.
2. Anytime a client has to go to the hospital or an emergency situation, we must document that
and file in their folder,



3. We must make sure to file incident reports for relapse and detox situations.

4. Explain to the client he/she will be on two weeks property restrictions when returning
from detox.

5. If the detox beds are full and the client has to wait on a bed 1o open then he/she is on
property restriciion and not to leave the house.

6. [fthe incident report is part of our zero tolerance policies then report to management
immediately. '

Daily Duties

1. Check the rooms and chores. Make sure every client signed the chore sheet.

2. Administer medications.

3. Make it to work on time.

4.. Make it to work on time.

5. Itis also your job to help keep the beds full. While at meetings or anytime possible
please give them Lawrence, Jeff, and Felisha’s contact information.



