Acknowledgment of Responsibilities of Client and the Legally Responsible Person 

1. I acknowledge my responsibility to provide to the extent possible, information DCFS staff needs to provide the best treatment and/or services available, including information about the child and family history, medications, hospitalizations, diagnoses, services and needs.

2. I acknowledge my understanding that I am part of the team decision-making process and that I am a partner in the team decision making process.

3. I acknowledge my responsibility to follow the plans and instructions provided by DCFS staff, treatment team members, or others involved in the client’s treatment. 
4. I acknowledge my responsibility to safeguard the confidentiality of my own personal care as well as that of other clients.

5. I acknowledge my responsibility to assume financial responsibility associated with services provided as agreed upon prior to the initiation of treatment.

6. I acknowledge my responsibility to cancel appointments as early as possible and strive to provide DCFS staff with at least 24 hours notice whenever possible. 

7. I acknowledge my responsibility to behave in a manner that is respectful to other clients and property and ensures everyone’s safety.
8. I acknowledge my responsibility to lean how to interact with others without the use of physical aggression, property destruction, and running away.
9. I acknowledge my responsibility to respect the privacy and rights of others.  
10. I acknowledge my responsibility to refrain from talking about the treatment of other clients, touching other clients, entering into other clients’ rooms, and changing in front of other clients.
11. I acknowledge my responsibility to comply with state and federal laws.  For clients who are on probation or parole, this includes following the rules established by the Court and the probation officer.
12. I acknowledge my responsibility to comply with the rules and regulations of the DCFS program and the treatment plan.  If I am unwilling or unable to follow the rules, I acknowledge my responsibility for communicating this to DCFS staff and members of the treatment team.

13. I acknowledge my responsibility to ask questions when clarity is needed about the program, services, rules, regulations or instructions.

14. I acknowledge my responsibility to comply with the medication regimen prescribed to me, if applicable, and for learning about the purpose of the medications and the health consequences for medication non-compliance.  I also acknowledge my responsibility to ask questions if I don’t understand something about the medications I am prescribed.
15. I acknowledge my responsibility to exercise my rights and submit complaints or concerns about policies, services, or denial of your rights, when necessary.  

16. I acknowledge my responsibility to participate in treatment team meetings, the development of my treatment plan and/or service, and individual positive support plans.

17. I acknowledge my responsibility to attend all meetings including treatment team meetings, therapy sessions, Child and Family Team meetings, parole or probation meetings, and school meetings as scheduled.  If I am unable to attend any meetings, I acknowledge my responsibility to notify DCFS staff so these may be rescheduled to a time I can attend.

18. I acknowledge my responsibility to attend school, be on time for school buses and school classes, and make my best effort to succeed in my academic program.

19. I acknowledge my responsibility to immediately tell DCFS staff about any changes in my health, behavior or mood and my responsibility to let DCFS staff and the treatment team know when I am not feeling well or if I am injured.  
20. I acknowledge my responsibility to keep my doctor and dental appointments.

21. I acknowledge my responsibility to complete all jobs and assignments, maintain good hygiene practices, and assume responsibility for participating in DCFS services designed to help me obtain my recovery goals.
22. I acknowledge my responsibility to put forth my best effort to make progress in treatment and services and that I am the one who will determine my success.
____________________________________________

Name of Person Legally Responsible for the Child

____________________________________________


__________________
Signature of Person Legally Responsible




Date
____________________________________________

Name of Child
____________________________________________


__________________
Signature of Child (if applicable)





Date
____________________________________________


__________________

Signature of DCFS Staff






Date
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