
Massachusetts Adolescent Residential Substance Abuse Treatment 
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Worcester, Girls 

Pegasus 
Lawrence, Girls
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Springfield, Boys 

Project Rebound 
Quincy, Boys 

 
Pre-Admission Checklist 

 
The following is a checklist of items that must be complete before a youth can begin treatment. 
Without these items completed at the time of intake your child will not be admitted to the 
treatment program. Intake Care Coordination staff can answer questions and help families 
complete these items. 
 
This is what you need to complete / gather: 
 
    You and your child need to sign the Consent for Release of Information form 
 
You will also need copies of the following: 
 
   Your child’s Social Security card 
 
   Your child’s birth certificate 
 
   Your child’s health insurance card(s) (front and back) 
 

 Copies of two recent pay stubs or last year’s tax return 
 
It is the policy of the Adolescent Residential Substance Abuse Treatment Programs to collect a fee for 
client services. This fee is based on a sliding scale reflective of income and number of dependents. The 
fees collected will never exceed the negotiated bed rate. If parents have extenuating circumstances that 
make cost-sharing a burden, the cost share can be negotiated or, if need be, eliminated. This matter 
should be openly discussed with the person conducting the initial interview at the intake at the program if 
you have any further questions or concerns. 
 
This is what you need from your child’s physician: 
 
   A physical exam less that a year old 
 
   A TB test that is less than a year old 
 
   Immunization records (if your child was enrolled in school in the past year, the school will have this) 
 
   A signed copy of the Physician’s Statement form 
 
If your child takes prescription medication, then you will need: 
 
   A 30-day supply of each medication; blister packs are preferred 
 
   The original doctor’s order for each medication 
 
   A Prescription for each medication; refills preferred 
 
This is what you need from a representative of your child’s school district before admission: 
 

  A signed Proof of Enrollment form 
 
Questions about what personal items to bring to treatment can be answered by the program 
manager. 
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Consent for the Release of Information 
 
I, _________________________________, hereby authorize (initial next to all that apply): 

 

_____ Cab Adolescent 

_____ Grace House 

_____ Pegasus 

_____ Phoenix Academy 

_____ Project Rebound 

To communicate with the Institute For Health and Recovery and the Massachusetts Department of 

Public Health in order to facilitate the delivery of appropriate treatment services to me and to enable the 

Residential Program to report on my progress. The extent of the information to be disclosed is 

information obtained by the Residential Program during its substance abuse screening, my client status 

(e.g. active, program completed, left against clinical advice), attendance information, and progress 

information, including level of participation and urinalysis results. 

 

I understand that my records are protected under the federal regulations governing Confidentiality of 

Alcohol and Drug Abuse Patient Records, 42 CFR Pt. 2m and the Health Insurance Portability and 

Accountability Act of 1996 (“HIPAA”), 45 CFR Pts. 160 and 164, and cannot be disclosed without my 

written consent unless otherwise provided for in the regulations. I also understand I may revoke this 

consent in writing at any time except to the extent that action has already been taken in reliance on it, 

and that in any event this consent expires automatically as follows: ONE YEAR AFTER SEPARATION 

FROM OR COMPLETION OF THE PROGRAM (unless other date, event or condition upon which 

consent will expire is specified: __________________________). 

 

I understand that, except in limited circumstances, the Residential Program may not condition my 

treatment on whether I sign a consent form. 

 

___________________________________             ____________________________________ 

Signature of Client                            Date       Signature of Staff Witness            Date 

 

_________________________________________ 

Signature of Parent / Guardian (if required)     Date 
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Physician’s Statement for Temporary Home or Hospital Education 
603 CMR 28.03(3)(c) 

Student Information: 

 

Student Name: ________________________________________  DOB: _______________ 

 

Address: _______________________________________________________________________ 

 

Physician’s Information: 

 

Physician’s Name: _____________________________________ Phone: _______________ 

 

Type of Physician: ________________________________________________________________ 

 

Address: ________________________________________________________________________ 

 

The student will require educational services ___  at home and / or XX at a hospital: 

  XX   for more than 14 days 

        for recurrent periods of less than 14 days, that will accumulate to more than 14 days in the 

school year 

 

The school district should consider the following medical information when planning instructional 

services: The above student will be attending a 90 day Adolescent Residential Substance Abuse 

Treatment Program at the following program, which employs a Massachusetts certified teacher to 

provide educational training: 

____Cab Adolescent (Danvers)   ____Grace House (Worcester)   ____Pegasus (Lawrence)         

____Phoenix Academy (Springfield)   ____Project Rebound (Boston) 

 

The student’s health during this period ___ will affect / ___ will not affect the provision of full educational 

services. If services will be affected, please explain why and how services will be impacted: 

 

The student is expected to return to school on (MM/DD/YY):  WILL ADVISE

 

__________________________________________                 _____________ 

Physician’s Signature      Date 
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Massachusetts Department of Education Enrollment Form 
Recommended Form – 28 R/3 page 1 of 1 

 

Education Department 

 

It is our belief that if a student in treatment can experience a degree of success in the educational realm 

it may help break the cycle of hopelessness that contributes to substance abuse and addiction. In any 

case, for youth in treatment falling behind, or further behind, in their scholastic endeavors while in 

treatment may not be conducive to continued recovery. Students participating in Department of Public 

Health’s Adolescent Residential Substance Abuse Treatment programs will experience scholastic 

progress, regardless of his or her current grade, level of achievement, or past record. Therefore, all 

youth attending a DPH Residential Program should be enrolled in their home school district so 

appropriate services can be obtained on their behalf. 

 

By the signature of an authorized representative of __________________________________________ 

       (School District Name) 

let it be known that as of ___________________,   __________________________________________ 

    (Date)    (Student Name) 

is  

 

_______ enrolled in the above mentioned school system. 

_______ not being allowed to enroll in the above school district for the following reason: 

 
___________________________________________________________________________________ 
 
The last grade this student completed was:     7   8   9   10   11   12 

 

 

_________________________________________________       _______________________ 

  (Authorized Signature)     (Title) 

 

_________________________________________________       _______________________ 

  (Print Name)      (Date) 
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