Silverado Academy

3800 South U.S. Hwy 89
PO Box 919
Panguitch, Utah 84759

Telephone: (435) 676-8482/Fax: (435) 676-8488
Web: www.silveradoacademy.com

First Name: Middle: Last:

Preferred Name: Social Security:

Home Address:

City: State: Zip:
Date of Birth: Age: Gender Race:
Place of Birth: Biological Child: Yes No
Citizenship: Adopted: Yes No
Religious Preference: Parent email:

STUDENT INFORMATION

Height: Weight: Eye Color: Hair Color:

Pants Size: Waist Length Shirt Size: Shoe Size:

FINANCIAL INFORMATION

Who is financially responsible for the student? Will pay by check Creditcard___
Name:
Address:

City: State: Zip: Telephone:

LEGAL INFORMATION

Who has legal custody of the student?

Full Custody: Joint Custody: Visitation:
Parents Married: Separated: Divorced: Deceased:
Mother Remarried: Father Remarried: Never Married

* If parents are divorced, a certified copy of legal custody documentation is required. Please include a copy or
bring it at the time of admission*.



PARENT INFORMATION

Mother:

Social Security Number:

Date of birth

Home Address:

City: State: Zip: Home:

Cell: Work Email:

Occupation: Employer:

Father: Social Security Number: Date of birth
Home Address:

City: State: Zip: Home:

Cell: Work: Email

Occupation: Employer:

GUARDIAN INFORMATION

Step-Mother: Social Security Number: date of birth
Home Address:

City: State: Zip: Home:

Cell: Work Email

Occupation: Employer:

Step-Father: Social Security Number: Date of birth
Home Address:

City: State: Zip: Home

Cell: work Email

Occupation: Employer:




STUDENT MEDICAL COVERAGE

Name of Insured Parent: Birthdate of Parent
Social Security No: Group Number:
Policy Number: Bin Number:
Primary

Insurance Company:

Address:
City: State: Zip:
Telephone: Medication Card Number:

EMERGENCY NOTIFICATION
In case parents or guardians cannot be reached in an emergency, please notify:

First Response

Name:
Address:
City: State: Zip:
Telephone: Relationship:




STUDENT INFORMATION

Please describe the presenting problems leading to admission at Silverado Academy:

Please describe the student’s drug and alcohol usage:

Types of Substances:

Frequency of Usage:

Amount of Usage:

Has this changed:

Does student have prior history of drug and alcohol treatment?

Where:

When:




Please check any that apply to the student:

Lack of Respect Negative Attitude

Nicotine Usage Change in Eating Habits
Negative Peer Group/Friends Aggression

Family Conflict or Divorce Lying

Lack of Motivation Change of Interests

Change of Sleeping Patterns Cruelty towards Animals
Running Away Suicidal Threats, Gestures, Attempts
Fire Setting Easily Frustrated

Failing Classes Fighting with Peers

Lack of Confidence Legal Problems

Rebellion against Authority Recent Move

Death in Family/Friend Attachment

Depression Body Piercing and/or Tattoos
Destroys Things Sexually acting out

Truancy Lack of Responsibility

Angry, Agitated and Hostility Self-Harm, Cutting on Self
Drugs and Alcohol Affiliates with Gangs

Lack of Direction Traumatic Event

Low Self-Esteem or Self-Worth Impulsive

REFERRAL SOURCE INFORMATION

How did you hear about Silverado Academy?

Education Consultant Therapist
Wilderness Program Treatment Program

Internet Search: Were there any key words/phases that you used to find us?

Referral Source Name: Their Relationship to You:
Organization Name: Telephone:
Address: Email:
City: State: Zip:

Please initial here if we have your permission to contact this person.



ACADEMIC INFORMATION

STUDENT:

Date of Birth: Age Current Grade Level:

Is student following a college preparation curriculum? Yes No
Has student taken ACT/SAT? Yes No
Does student have any diagnosed learning difficulties? Yes No
Specify:

Accommodations Tried:

Explain if there has there been any history of behavioral issues in school:

Explain if student has ever been suspended or expelled from school:

Describe student’s feelings toward school:

List student’s extra-curricular activities including sports, clubs, and service:

Name student’s educational interests and accomplishments:




DEVELOPMENTAL INFORMATION

Please share with us as much specific information you can remember.
It is very helpful to the therapist and other treatment staff in understanding the student's behavior.

CHILDHOOD INFORMATION

Pregnancy Duration: Full-Term: Premature: Birth Weight:

Age when student was adopted: State or Country of Adoption:

List any known significant history of birth parents:

Was this a normal and uncomplicated pregnancy? Yes No Unknown

Describe any complications with the pregnancy or delivery:

Explain if there was any history of drugs, alcohol, or mental heath issues during pregnancy:

At what age did student: Walk: Talk: Toilet Trained: Puberty Onset:

Describe any significant stressors during childhood such as trauma, death, loss, illness, divorce, and relocation:




To your knowledge, is there any history of physical abuse? Yes No Suspect

Specify:

List any past or present involvement with legal authorities including arrest, probation, cps:

Specify:

Is there any history of family members with drugs, alcohol, or psychiatric problems?

Specify:

How does the student deal with conflict?

Specify:




FAMILY INFORMATION

RELATIONSHIPS

Please list information regarding each family member living in and out of your home:

Name Gender Age Relationship Lives With

Please describe student’s current relationship with:

Mother or Guardian

Father or Guardian

Please describe your relationship with your spouse:

Spouse




Please describe parenting style of each parent or guardian:

Mother or Guardian

Father or Guardian

Please describe student's current relationship with siblings:

What is the student's perception of being placed at Silverado Academy?

What are your expectations of placement at Silverado Academy?

Please describe any other significant relationship that impacts the student and/or family:
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MEDICAL HISTORY INFORMATION

STUDENT: Date of Birth: Age:
HEALTH INFORMATION
Date of Last Physical Examination: Copy Attached: Yes No
Date of last Tetanus shot Allergies
Name of Family Physician:

Address:

City: State: Zip:
Telephone: Email:

Explain if student has any current health problems:

Explain if student has a medical condition that would limit or prevent his/her participation in physical activities:

Does Student require a special diet? Yes No Specify:

DENTAL INFORMATION

Last Dental Exam: Student Wear Braces: Retainer:
Name of Orthodontist:
Address:
City: State: Zip:
Telephone: Email:
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Medical Report Form

Please check Yes or No

YES

NO

If Yes, refer to item by number, explain when the
problem occurred and give details of the present
condition, including the current medication.

1. Is student currently taking any
prescribed medications

2 Does student have history in regards to
medications (resists, hoards, irregular)

3. Has your child previously been on
prescribed medications

4. Does student have any specific allergies
to foods, drugs, insects, or other
substances
Does student have or has he
experienced during the past year:

5. Date of last menstrual period

6. Pregnancy, abortion, or miscarriage

7. Ear pain or any problem with hearing

8. | Eye discomfort or difficulty

9. Frequent or Migraine headaches

10. | Hay fever or nasal problems

11. | Hives or skin allergies

12. | Skin sores or rashes

13. | Warts or sores on feet

14. | Alump, mole, or swelling

15. | Coughing

16. | Chest pain or shortness of breath

17. | Spitting or coughing up blood

18. | Sweating at night

19. | Stomach aches, burning, or indigestion

20. | Urinary burning, frequent or dark urine

21. | Painful or irregular periods

22. | Pain in back, neck or joints

23. | Difficulty walking, running, or lifting

24. | A rupture or hernia

25. | Unexplained weight loss

26. | Excessive weight gain

27. | Diarrhea or unusual bowel movements

28. | Vaginal discharge

29. | Heart trouble or disease

30. | Diabetes or sugar in urine

31. | Goiter or thyroid disease

32. | High blood pressure

33. | Excessive bleeding, spotting

34. | Venereal disease

35. | Tumor, growth, cyst, cancer

36. | Knee and/or ankle injury

37. | Arthritis or swollen, painful joints/

38. | Broken bones and or deformities

39. | Back injury or deformities

40. | Asthma or wheezing

41. | Ulcer

42. | Seizures, convulsions or epilepsy

43. | Birthmarks and or tattoos

44. | Rheumatic Fever
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45. | Mumps

46. | Anemia

47. | Renal disease
48. | Obesity

49. | Hypoglycemia
50. | Polio

51. | Chicken Pox
52. | Typhoid

53. | Long measles or 3 day measles

54. | Scarlet Fever

55. | Pneumonia

56. | Ear infection

57. | Kidney disorder

58. | Frequent colds

59. | Appendicitis

60. | Does student wear contacts or glasses

61. | Bronchitis

62. | Mumps

63. | Mononucleosis

64. | AIDS/HIV Positive/venereal disease

65. | Enuresis

66. | Encopresis

67. | Hepatitis (any)

68. | Acne

69. | Circulation problems

70. | Whopping cough

71. | Eating disorders

IMMUNIZATION INFORMATION

COMPLETE IMMUNIZATION RECORDS ARE REQUIRED BY UTAH STATE LAW

Student Immunization History Attached: Yes No

I/We understand that the student is required to have a complete medical physical within 12
months prior to the admission date and immunization records must comply with Utah State
requirements. If a physical has not been obtained prior to admission or immunization records do
not comply, I/We consent to Silverado Academy making the necessary arrangements to obtain
physical and necessary immunizations within 7 days of admission and are to be financially
responsible for all costs associated.

I/We authorize and consent to the release of any and all information about the student’s medical
or dental history, including student's medical and dental records to any facility providing medical
care or dental care and to emergency transport professionals.

I/'We understand that the information requested in the medical forms is critical to the effective
treatment for my/our child. I/We therefore warrant and represent that the above information is
accurate, complete, true and correct to the best of my/our knowledge.

Parent or Guardian Initials
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Silverado Academy

3800 South U.S. Hwy 89
PO Box 919
Panguitch, Utah 84759

Telephone: (435) 676-8482/Fax: (435) 676-8488
Web: www.silveradoacademy.com

REQUEST FOR EDUCATIONAL RECORDS

STUDENT: Date of Birth:
Name of School School Address
City: State: Zip:
School Phone: School Fax:

Dear Registrar,

The above named student is being enrolled at the Silverado Academy. In order to assist with us with academic
planning, we are requesting a copy of prior academic records. Please send copies of the following documents:

Official transcript including grades, credits, and grade point average.

Verification of school enrollment and withdrawal dates.

Reason for withdrawal from your school and any withdrawal progress courses and grades.
Graduation requirements for your school.

Educational evaluations, achievement test results, and special education assessments.
Individualized Education Program, if applicable.

Disciplinary records.

Health and immunization records.

ONoGOh~WNE

PLEASE DO NOT SEND THE ORIGINAL STUDENT CUMULATIVE RECORD
as it should remain on file at your school.

Thank you for your prompt attention to this request.
AUTHORIZATION FOR RELEASE OF INFORMATION

The undersigned hereby grant permission to release all available school records for the above named student to the
Registrar at Silverado Academy. Permission is granted to release the following records; official transcripts of credit;
withdrawal grades; special education records; IEP, educational assessment results; health records; immunization
records; disciplinary reports; counseling information, and any records pertaining to psychiatric or psychological
evaluation of the student.

Parent or Guardian Signature
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Consent For Disclosure Of Confidential Information To Silverado Academy

Student's name

Date of Birth

I hereby AUTHORIZE OF REQUEST (please circle one) disclosure of confidential medical and mental health
information in accordance with the terms and conditions set forth below.

Information requested from Information to be released to:

Silverado Academy
P. O Box 919
Panguitch, UT 84759

Purpose of Disclose:

Continuation of Care Other, Specify

Extent or nature of the information to be disclosed: Please put your initials on the lines that apply:

Discharge Summary ______Psychiatric Evaluation
History & Physical ______Monthly Progress Letters
Therapist Progress Notes __ Psychological Evaluation
Education Reports ______ Treatment Plans

Other: Specify

Any information obtained will not be released by the above named person or organization to any other persons or
organizations unless | so authorize.

IN ACCORDANCE WITH FEDERAL REGULATION (42 CFR PART 2)

| hereby consent to the release of any and all alcohol and/or drug abuse treatment records under the same conditions
outlined below. | understand that such information cannot be released without my consent, except under special
circumstances.

This consent is subject to revocation at any time except to the extent that the program which is to make the
disclosure has already taken action in reliance on it. If not previously revoked, this consent will terminate upon: (must

specify)

Date Event

Witness by

Parent Signature
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Silverado Academy
PARENTAL PERMISSION FOR EVALUATION

In order to obtain information for educational services, Silverado Academy may request parent/guardian permission
to conduct an evaluation. Examples of proposed tests and its purpose are indicated below. However, the Silverado
Academy may not need to administer all or any or the assessments.

INTELLECTUAL

A test in this area measures a student’s ability to remember what has been seen, heard, and the ability to solve
problems. These tests also reflect a student’s learning rate and assist in predicting how well a student will do in
school. Example: Wechsler Scales of Intelligence or the Woodcock-Johnson Ill - Cognitive

ACADEMIC
A test in this area measures a student’s current reading, mathematics, written language, and readiness skills.
Example: Kaufman Test of Educational Achievement IV or the Woodcock-Johnson Il - Achievement.

COMMUNICATION
A test in this area measures a student’s ability to understand, relate to and use language or speech appropriately.
Example: Goldman-Fristoe Test of Articulation or Test of Adolescent Language IV.

SOCIAL-EMOTIONAL

A test in this area assesses a student’'s personal independence and social functioning at home, school, and
community. They also evaluate behavioral patterns that may adversely affect educational performance. Example:
Burk’s Behavior Scale or Connors Behavior Rating Scale.

HEARING AND VISION
A test in this area assesses the hearing sensitivity, vision acuity, and processing abilities. Example: Medical Hearing
or Eye Chart Screening.

VOCATIONAL AND TRANSITION

A test in this area identifies educational, career, and employment strengths, limitations, or interests. They also help
identify present functioning levels for life skills, independent living, habits, and attitudes relating to vocational
performance. Example: Strong Interest Inventory or California Occupational Preference Survey.

OTHER
Specify:

This evaluation will be initiated when your written permission is received.
You have the right to refuse permission for this evaluation.
All tests will be administered in English. Upon request, you may review or be informed of the testing results.
I DO authorize the evaluation(s) requested for my son/daughter.

| DO NOT authorize the evaluation(s) requested for my son/daughter.

Parent or Guardian Signature

Date
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Silverado Academy

3800 South U.S. Hwy 89**PO Box 919
Panguitch, Utah 84759**Telephone: (435) 676-8482/Fax: (435) 676-8488
www.Silveradoacademy.com

TREATMENT HISTORY INFORMATION

Has your child been receiving therapy? __ Yes No Individual ___ Family Group

Therapist Name: Service Dates: Frequency:

Address:

City: State: Zip:

Telephone: Email:

TREATMENT

Please list all counseling, outpatient therapy/family therapy, hospitalizations, and prior treatment placements:

Provider Name/Address Main Problem Service Dates Outcome

To adequately understand the parent/child relationship and its impact on the student, it is very important that we know
of any therapy involving the parents. Please list any psychological, psychiatric, or marriage and family therapy in
which either or both parents have participated:

Therapist Name: Nature of Service:
Address:
City: State: Zip:
Telephone: Fax: Email:
Participation: Mother: Father: Student: Sibling(s):
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Silverado Academy
CONSENT FOR TREATMENT AND PARTICIPATION

I/We hereby grant Silverado Academy, hereafter referred to as “Silverado” full informed consent, authority, and
permission to provide such care, treatment, and evaluation, to the minor child: (name)

as Silverado considers being necessary and appropriate, and consistent with the needs of the student. This shall
include consent for securing urgent or emergency medical and dental treatment when, in the opinion of Silverado,
such treatment is appropriate. Authorization is given for drug screening and tuberculosis testing. Silverado Academy
is authorized to provide for hospitals care and to authorize physician to perform any procedures that may be deemed
medically necessary for the well-being of the student.

I/We further consent for Silverado Academy to release confidential medical and mental health information to those
agents whose direct responsibility is to determine medical necessary and or payment of claims. 1/We understand that
the records may contain diagnosis, treatment, and prognosis with respect to physical and mental conditions, to
include records of alcohol and drug abuse, and/or treatment.

I/We further give informed consent for the student to participate in all programs and activities of Silverado, including,
but not limited to, educational or therapeutic programs, work projects, training programs, agricultural work with farm
animals, and various forms of sports recreation and athletics, except the following specified programs or activities:

I/We further agree to release Silverado, its employees, and its agents from all liability for any injury to the student
caused by any act or mission in the course of such field trips, activities, and leaves; and to indemnify and hold
harmless Silverado, its staff, its employees, and its agents from all claims, costs, and losses incurred as a result of
any act(s) of the student while on such field trips.

I/We further consent to the taking of photographs and to videotaping for internal identification and therapeutic
purposes. It is understood that, with the specific exemption of identification of the student if he/she runs away.

I/We understand that the use of reasonable restraint and or confinement may be necessary, if severity of symptoms
or behaviors warrant, in order to protect the student from harming self or others, or destroying Silverado property.
Should such restrain and/or confinement become necessary during a student's admission, I/We understand and
agree to indemnify Silverado, its employees, or agents from any loss due to injury that may occur as a result of such
restraint and/or confinement.

Parent/Guardian Signature

Photographs:
Silverado Academy has my permission to use photographs of my child for marketing purposes in brochures and/or
Silverado website.

Parent/Guardian Initial

TRANSPORTATION AUTHORIZATION

Silverado strongly believes in the importance of family participation. We encourage letter writing in addition to weekly
phone calls and quarterly family workshops. Family visits, both on and off grounds, serve as a huge incentive for
students to pursue their program levels.

When your student achieves Level T-2, he/she will be eligible for home visits. Your student will need to be
transported to either Salt Lake City airport or Las Vegas airport by staff. The staff will stay with the student until the
flight departure. To cover the cost of a ten-hour shift (four-hour drive each way) and the cost of fuel, we will be
charging $350 for each airport run (total of $700 if we drop off and then pick up a few days later following the home
visit.

Parent/Guardian Initial
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Silverado Academy
THERAPEUTIC RECREATIONAL CONSENT

I/We understand that my child will have opportunities to participate in various recreational activities offered by
Silverado Academy and some of the activities may be considered high risk. These activities may include, but are not
limited to, all types of sports, skiing, rock climbing, white water rafting, riding horses, hiking, swimming, and/or
boating.

I/We understand that my child may participate in an equestrian program or horseback riding while at Silverado
Academy. This may involve caring for a horse or may include riding a horse. Horses are unpredictable and can, at
times, be dangerous.

I/We hereby consent to my child's participation in all of the recreational activities of Silverado Academy. | understand
that | will not receive any notice before my child's participation in these activities unless | write below that | want
notice before certain activities.

I/We do hereby release Silverado Academy, its agents, trustees, volunteers, and employees, and other agency, such
as a referring School Board, its members, trustees, agents, officers, contractors, volunteers, and employees harmless
from any claims, losses, injuries (including death), costs and expenses arising (solely or in part) out of my child's
participation in any recreational programs, or for loss or damage of my child's property which may occur as a result of
my child's participation in recreational activities, including high-risk activities.

Parent/Guardian Signature

AUTHORIZATION FOR MEDICAL TREATMENT

I/We the custodial Parent(s) and/or legal Guardian(s) of the above named student, authorize Silverado Academy,
through health care professionals, to render the necessary health care of the above named student.

I/We authorize and consent to any X-rays examination, anesthetic, inoculation, vaccination, medical or surgical
diagnosis or treatment and hospital care to be rendered to the above named student under the general or special
supervision and upon the advice of a licensed physician.

I/We authorize and consent to any X-rays examination, anesthetic, dental or surgical diagnosis or treatment and
hospital care to be rendered to the above named student by a licensed dentist.

I/We authorize and consent for any psychological assessment, treatment, hospitalization, and psychological testing
form a licensed professional counselor, psychologist, and psychiatrist to be rendered to the above named student.

I/We authorize and give consent for Silverado Academy to administer to the student routine urinalysis or blood test for
drugs at any time if drug or alcohol use is suspected.

In my/or absence or in the event that I/we cannot be contacted, I/we designate, empower, and authorize Silverado
Academy to act in my/our behalf authorizing any specific procedures and or assisting in making elective decisions
relating to the above named student's care

I/We are aware that the practice of medicine and surgery is not an exact science and l/we acknowledge that no
guarantees can be made as to the result of treatment or examination taking place. It is the intent of this document to
authorize, consent to and empower health care professionals selected by Silverado Academy to give care they deem
necessary to my/our child, in my/our absence, or when l/we cannot be contacted, or in an emergency situation when
immediate care is deemed to be in the best interest of the child by the health care professionals best judgment.

Parent or Guardian Signature
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CLOTHING GUIDELINES AND LIST

During the time, your child stays at Silverado he/she will be given approved clothing to wear. The Academy follows a consistent dress code for
all students in order to maintain a sense of equality and decrease the focus on materialism. Please review the list of accepted clothing that is
provided by the facility and clothing the student is allowed to bring from home. Please be aware that any clothing not approved will be sent
home to parents at the parent’s expense.

Students must wear Silverado approved clothing at all times. Students will be expected to wear collared shirts while in school and during off-
campus trips and activities. Appropriate underclothing must be worn at all times. No baggy pants or other gang-related clothing will be
permitted at any time. Silverado issued pants must be well-fitting. The waist of the pants must be worn at the waist. Clothing with holes, fraying,
or tears is inappropriate. No see through or revealing clothing will be allowed. Clothing may not depict alcohol, tobacco, or drugs. Sexual or
otherwise inappropriate writing, symbols, or pictures are not allowed. Students may not write on, draw on, color, or fade out with bleach the
outside of clothing.

No jewelry, except for watches, should be brought to the ranch. Students may only wear jewelry that has been made as part of a program
activity and approved by staff. Watches are allowed but should be durable and inexpensive due to the students’ activities and work.

Hair must be kept neat and clean. No extreme hairdos or haircuts or coloring are allowed. Socks, shoes, or slippers must be worn on feet at all
times. Hats may not be worn indoors, and may never be worn at mealtimes, school time, or during groups.

Upon admission and following any off-campus visits, a student will be searched and his/her clothing will be inventoried.
Beginning immediately, Silverado will be furnishing all required clothing items with the exceptions noted below. As clothing becomes worn or
needs replacement the fee will be deducted from the student account.

Initial Items Provided by Silverado Academy for all entering students:

Socks Winter gloves
Underwear* boys only Winter jacket
Cargo/Hiking shorts Long underwear
Khaki pants Pajamas

Jeans Shower shoes
Belt Gym shorts
SBR Polo shirts Bedding

SBR T-shirts Towels

SBR Sweatshirts/hoodies Laundry Bag
Summer hat Sock Bag
Winter hat (beenie) Shower sandals
Amenity Box Leather work gloves

Items Provided by Parents
Please send only what is on the list. All unauthorized items will be sent back home at the parent’s expense. If parents are unable to obtain
everything at the time of enroliment, they may mail it later.
Boys Only
30 day supply of medications
1 Electric Razor (boys only)
1 Pair of Hiking shoes
1 Pair of Athletic shoes
1 pair everyday-school shoes
1 Swim Trunks
1 Month’s Supply of Toiletries: Sunscreen, Toothpaste/toothbrush/container, soap/bodywash, shampoo, conditioner,
deodorant (non-aerosol), mouthwash (non-alcohol base), and hair brush.

Girls Only

30 day supply of medications

1 pair of hiking outdoor shoes

1 pair of Athletic shoes

1 pair everyday school/casual shoes

5 bras and 3 sports bras

1 bathing suit —one-piece —modest style

7 pairs of regular underwear-no thongs

1 month supply of Toiletries (same as above)
Sanitary pads or tampons (optional)

WE ARE REQUESTING THAT PARENTS PLEASE REFRAIN FROM PURCHASING ADDITIONAL CLOTHING FOR THEIR CHILD.
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CREDIT CARD AUTHORIZATION AND INFORMATION
(Medical, Dental, Pharmacy and/or Tuition)

Student Name

For your ease and convenience of payment, Silverado Academy is able to accept Visa, Master Card, and American Express. Your credit card
can be used for monthly tuition, student enroliment fee, student account, medical, dental, and transportation expenses. This method of payment
may be beneficial for those who earn extra credit or miles for every dollar, they spend.

***Please note that all credit card charges will incur a 3% service charge.***
If choosing to pay tuition by credit card, Silverado Academy will debit on or about the 1st of each month automatically. In the event that your
child is in need of medical, dental, pharmaceutical, or transportation assistance, please fill out the needed information and sign the authorization
below. An itemized bill will be sent to you each month with all charges and credits that were applied.
I/We agree to provide credit card information during the entire enrollment of our son at Silverado Academy.
I/We understand that I/we are responsible for all medical and dental expenses not with standing any health insurance coverage.

I/We authorize the health providers, including pharmacies, used by Silverado Academy to charge my/our credit card (copy enclosed) for health
services and prescriptions provided to above named student.

It is understood that Silverado Academy cannot guarantee that all healthcare providers will honor all insurance coverage. Consequently, you
may have to file direct claims with your insurance company.

PLEASE ATTACH A LEGIBLE/ENLARGED COPY OF YOUR INSURANCE CARD
AND A COPY OF YOUR CREDIT CARD.
(Front and back of the cards are required.)
Credit Card Authorization

Name of Cardholder

authorize the health providers of Silverado Academy to charge my/our

Visa Master Card American Express

Account Number: Expiration Date: Security Code:

Billing Address:

Cardholder Signature Date
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AUTHORIZATION TO ADMINISTER MEDICATION

Release and Indemnification Agreement

To be completed by Parent/Guardian
I/We hereby request and authorize Silverado Academy and its staff as appropriately delegated to administer medication as directed by the
physician. I/We agree to release, indemnify and hold harmless Silverado Academy and its staff from lawsuit, claim, demand or action against

them, for administering prescribed medication to this student, provided Silverado Academy and its staff are following the physician's order as
written. 1/We have read the procedures outlined below and assume the responsibilities as required.

Procedures and Information for Parents/Guardians

¢ No medication will be administered in the facility or during facility activities without the parent's/guardian’'s written authorization and a
written physician's order. This includes both prescription and over-the-counter (OTC) medications.

e The medication must be delivered to the facility by the parent/guardian. Medication should never be brought to facility by a student.
Self administration of any medication is not permitted. Medications without accompanying physicians order and parental consent will be
held at the administration office and sent home with an adult.

e All prescription medication must be provided in a container with the pharmacist's label attached. Non-prescription OTC medication
must be in the container with the manufacturer’s original label. Physician samples must be appropriately labeled by the physician.

e The parent/guardian is responsible for collecting any unused portion of a medication within one week after expiration of the Physician's
order. Medication not claimed within that time period will be destroyed.

e As prescription medications are not a part of Silverado Academy daily costs, you will be billed by Healthcare Pharmaceuticals for these
prescriptions.

e Parent consent is required prior to starting any new medication or with a change of medication category.

Parent/Guardian Signature

Medication Supply Information

If your child is taking medication, please ensure that he/she enrolls with a 30-day (minimum) supply of medication. This gives us
enough time to go through the process of ordering and receiving medication from Healthcare Pharmaceuticals (HCP) in Salt Lake City
and avoid an interruption in the med cycle. PLEASE CHECK & INITIAL YOUR CHOICE

The Parent/Guardian will supply own medications from home (excluding medications from doctor Vvisits).
Parent/guardian is responsible for mailing medication to SBR in a timely manner to avoid interruption in the med
cycle.

The Parent/Guardian gives SBR permission to order medications from HealthCare Pharmaceuticals. They are able to

accept most insurance but not all. HCP will bill the parent directly and the parent will submit the bill to their insurance
carrier. Please complete HCP form if this option is chosen.
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Silverado Academy
Over the Counter Medications

May use the following over-the-counter medications indicated by a check mark in the amounts and for the purposes indicated. A designated
Silverado Academy staff will supervise the assisted administration of these medications in accordance with Silveradao Academy Polices &
Procedures.

Diphenhydramine (Benadryl) tablets or liquid 25-50mg po g 4h prn for allergic reaction

NON-ASA cold tablets 1-2 tablets po q 6h prn cold or flu symptoms

Acetaminophen (Tylenol) 500mg 1-2 tablets po q 6h prn for pain or fever > 100 degrees F oral

Ibuprofen (Motrin) 200mg 1-2 tablets po q 6h prn pain or fever > 100 degrees F oral

Cough drop 1 po g 4h for non-productive cough

Guiatuss DM 5cc po g 4h prn for productive cough

Docusate Na (Colase) 1-2 gelcaps po ghs prn for constipation. If no relief in 3 days notify medical

Milk of Magnesia 30cc po ghs for constipation not relieved by Docusate Na

Sore throat lozenge 1 po q 4h prn for sore throat

Saline nasal spray 2 sprays each nostril g6hr prn for dry nasal membranes

Antacid tablets 1-2 tabs po q 4h for upset stomach

Medique-Diamode(Lopetamive, Imodium) po g6h prn for diarrhea

Anti-itch medication topically q 4h prn for insect bites and minor allergic reactions

Hydrocortisone 0.5% topically g 4h prn for minor fungal infections

Triple antibiotic ointment topically q 4h prn for minor abrasions

Muscle pain relief rub topically q 4h prn for muscle pain

Bismuth subsalicylate (Kaopectate, Pepto-Bismol) 30cc po g 6h prn for nausea not associated with flu symptoms

Other:

THE ABOVE ORDERS WILL RENEW MONTHLY UNTIL DISCONTINUED

Parent Signature

Date

24



Visit Our Web Site at:

HealthCare Pharmaceuticals, Inc. www.hcprx.com

3950 S 700 E, Suite #205, Salt Lake City UT 84107
801/270-5656 - Main  866/450-5656 - Toll Free  B801/270-5658 - Fax  pharmacist@hcpnx.com - Email

SILVERADO BOYS RANCH
CLIENT PROFILE / GUARANTOR AGREEMENT FOR PHARMACY SERVICES

HealthCare Pharmaceuticals (HCP) requires all clients who receive pharmacy services complete an "Agreement for Pharmacy Senvices * HCP will direct bill to most insurances when
apphcabile but the guarantor listed on this Agreement will be responsible for any non-covered items. A copy of our "Notice of Privacy Practices”™ is available upon request from
HealthCare Pharmaceuticals directly or from the HCP website

CLIENT INFORMATION (please prnt or type all information)

Client Name: Date of Birth:

Male Female SS Number:
Physician's Name: Phone Number:
Client’s Diagnosis: Known Allergies:

BILLING STATUS (please select your billing option)

Private Pay (HCP will bill the responsible party directly)
Private Pay with Insurance / Medicaid (HCP bills your insurance direct whenever possible bul deductibles, co-pays, efc., will be billed to the responsible party)

INSURANCE INFORMATION

Please attach a copy (front AND back) of your prescription card (this is REQUIRED if you selected private pay with insurance billing above)

GUARANTOR INFORMATION

Name: Relationship to Client:

Complete Address: Date of Birth:

{no PO Box) SS Number:

E-Mail Address: Home Phone:

Employer Name: ' Work Phone:

Complete Address

MANDATORY Major Credit

Card (circle one): VISA wC AMEX Drscover Credit Card #:

Name on Card: Expiration Date: * CID#:

* The CID # is a 3-4 digit # that is usually on the front of your AmExp card or on the back of your Visa, M/C or Discover Card  Please contact us if you are unclear or need assistance.  Thank you

1, the undersigned, authorize HCP access to the above-mentioned client's medical records for medication management. | understand that some medications provided by HCP are not in a
child-proof container and | accept responsibility for their safe storage.

| agree to pay HCP promptly and in full upon receipt of bill for any indebtedness, obligations and liabilities owing to HCP and / or its' agents by the above mentioned client including, but not limite:
fo, medications, supplies, finance or interest charges, elc. Failure to provide payments in full upon recespt of bill will result in termination of your child's medication regimen

| understand that if | initiate a dispute with my credit card company regarding submitted / paid charges, HCP may need o provide Personal Health Information (PHI) to the credit card company in
order to justify the submitied charges.

We are providers of most insurances but not all. We will make every effort o join provider groups we are not members of but until HCP's membership is confirmed, the guarantor will be sent
invoices to direct bill the insurance. The guarantor will be responsible to promptly pay HCP upon receipt of invoices

| further agree to pay and guarantee all reasonable attomey’s fees, court costs and costs of collection, with or without legal action.

We will bill your credit card (cc) the 3rd week of each month for the previous month's medications. You will receive a detailed statement approximately 10
days before we bill your cc. Upon discharge from the facility, the balance will be billed to your credit card immediately.

GUARANTY ACCEPTED GUARANTY DECLINED ***see below
(**"HCP will not be able fo provide services lo the above mentioned chent)

Signature of Guarantor Date
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Silverado Academy

Dear Parents,

Our therapists do their best to take pictures of their students during various activities and events. It is very
difficult and time consuming to review each picture, and crop out the faces of other students before posting a
picture on the parent gallery. We would like to be able to post pictures of your student in a timely manner. In
order to help expedite the downloading of pictures, we request parent permission to be able to post a picture
of your son that may also include another student. Some of the best shots we have taken are often group
shots and we would like to be able to share those without the worry of confidentiality being compromised.

Each Silverado Student has a photo gallery set up that is updated with pictures on a regular basis. Shortly
after admission, you will receive a user id and a password that will allow you access to your son’s gallery.

Silverado Academy has my permission to post and share pictures of my child on the parent photo gallery.
Some of these pictures will include other students and or staff.

Parent/Guardian Signature Date

Silverado Academy has my permission to post and share pictures of my child on the general photo gallery
on the home page of the website. Some of these pictures will include other students and or staff.

Parent/Guardian Signature Date
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