Subject: Aloha House Application for Treatment

Dear Applicant,

Thank you for your interest in treatment at Aloha House. We understand that asking for help can be difficult. Our
goal is to make the application and admission process clear, respectful, and supportive. The forms in your
personalized admissions packet help our Admissions Team understand your needs, coordinate your application, and
determine whether Aloha House can safely and appropriately provide the recommended level of care.

Complete and Return Your Packet
Please complete all forms included in your packet, including:

» ADAD Consent Form; ADAD Cares Consent Form; the Hawai'i CARES Intake Form; the Aloha House Intake
Addendum; any needed confidentiality releases; and any additional forms included for your individual admission
needs.

Answer every question that applies to you, write “N/A” when a question does not apply, and sign and date each form
where indicated. Your application cannot be fully reviewed until all required information and signatures are received;
missing items may delay screening or admission.

Confidentiality Releases

Complete a separate release for each person or organization Aloha House may need to contact, such as a healthcare
or treatment provider, attorney, probation or parole officer, correctional facility, court or referring program, case
manager, community agency, family member, or support person. Include as much contact information as possible.
Review each release carefully, sign and date it, and do not sign a blank release. Contact Admissions if you are unsure
whether a release is needed.

Return Your Application

Email: admissions@aloha-house.org
Phone: 808-442-6588
Mail: Aloha House Admissions, P.O. Box 791749, Paia, HI 96779

Email Privacy Notice

Regular email may not be encrypted or completely secure. By choosing to email your packet, you voluntarily accept
the possible privacy risks and authorize Aloha House to receive, review, and use the information for screening,
admission, authorization, care coordination, and treatment-related purposes. Emailing documents does not replace
required signatures or releases and does not waive your privacy rights. Do not place unnecessary confidential
information in the email subject line or message. You may instead mail the packet or contact Admissions to discuss
another submission method.

Help and Next Steps

Contact Admissions if you need help completing the forms, do not understand a question, are unsure what applies to
you, need another way to receive or return the packet, or need to report a change in your health, substance use,
medications, living situation, contact information, legal status, or safety.

After we receive your completed packet, signed consent forms, and necessary releases, an Admissions Team
member will review the information and contact you. We may request additional records, insurance information,
releases, or an assessment. Submission does not guarantee immediate admission. Placement depends on your
clinical needs, our ability to meet those needs safely, completion of screening and authorization requirements, funding
or payment requirements, and bed availability.

Emergency: If you are experiencing an immediate medical or psychiatric emergency, call 911 or go to the nearest
emergency department.

We appreciate the opportunity to support you and will do our best to provide a timely, respectful, compassionate, and
welcoming admission process.

Sincerely,

Aloha House Admissions Team

admissions@aloha-house.org | 808-442-6588



HAWAII CARES INTAKE FORM - | CONFIDENTIAL | Date:

Personal Information

Client Name/Number:

To whom are you speaking with (if not the client):

Date of Birth:

Time:

Consent:

Do you give consent for Hawai-i CARES to contact any agency
within our network for an assessment/treatment?

[]YES or [INO

Do you have any current/immediate medical or psychiatric concerns?

Current Living Arrangements:

[]YES or [INO

Address:

City/Island: Zip code: SSN:

Preferred Method of Contact:

Mobile Phone: Other Phone:

Pregnant: # of children living with you and age(s):

Health Insurance: Employment Status:

CAGE AID

1. Have you ever felt you should cut down on your drinking or drug use? []YES or [JNO

2. Have people annoyed you by criticizing your drinking or drug use? []YES or [JNO

3. Have you ever felt bad or guilty about your drinking or drug use? []YES or [JNO
H had a drink dd first thing in th i

4 ave you ever had a drink or used drugs first thing in the morning D VES or D NO

to steady your nerves or get rid of a hangover (eye opener)?

Presenting Problem(s) (“In Client's Own Words”):

Demographic Information

Sex at Birth: Gender Identity: Sexual Orientation:
Marital Status: Military Dependent:

Ethnicity:

Race:

Religious preference: Citizenship: Veteran Status:

Revised as of 01.05.2026




Client Number:

Client Contacts:

1. Referral Contact Name:

Relationship: Contact Number: Consent: L1 YES [ NO

2. Personal Contact Name:

Relationship: Contact Number: Consent: L1 YES [J NO

3. Emergency Contact Name:

Relationship: Contact Number: Consent: L1 YES [J NO

In the last 30 days have you misused alcohol or other drugs?

Are you an Injection Drug User? Do you consume tobacco products?

Have you been in a controlled environment in the past 30 days? (e.g. jail)?

If yes, where: Other Reference No. (e.g. A#):

Describe your current legal status:

Do you have a history of causing physical harm to others?

If yes, current risk action:

Do you have a history of causing harm to yourself?

If yes, current risk action:

Describe your current medical problems:

Have you received treatment in the past? If yes, where:

Is transportation a challenge for you?

Comments:

Completed by:

Staff Name: Date:

Revised as of 01.05.2026




HAWAII CARES INTAKE FORM ADDENDUM - CONFIDENTIAL

Use with the required Hawai'i CARES Intake Form revised 01.05.2026. Record only supplemental information not fully captured on the required form.

Client Name: Client Number:

A. Administrative, Reporting, and Referral Information

Health Insurance Member/Subscriber ID: Initial Contact:

Source of Referral: EBT Connected:  [JYes [No [JuUnknown
Services requested: D Counseling D SLP D Outpatient D I0P D Residential D Withdrawal Management/Detox  Other:
Referral made: Oves [No [OpPending Date: Referred to/program:

If no referral was made. explain:

B. Structured Current Circumstances

Current living arrangement: |:| Houseless/unsheltered |:| Emergency shelter |:| Living in another person's home |:| Own/rented home

[ sailiincarcerated  [] Treatment/medical/psychiatric setting  Other:

Controlled environment in past 30 days:
|:| Jail/correctional D Alcohol or drug treatment D Medical treatment |:| Psychiatric treatment  Other:

Controlled environment location/dates: Current legal status/program/code:

Check if applicable: Onps Oiacs Ois Ocws Ovem Owmbc [wmccc  Other:
C. Substance Use Detail Report use for the most recent 30 days. If in a controlled environment (jail, prison, hospital, etc.), report the 30 days before entry.

Category Substance/Product Age 1st Use Route Last Use Quantity Frequency

Primary

Secondary

Tertiary

Nicotine

Interested in stopping or reducing nicotine use: [dves [OnNo [Jundecided [ Notapplicable

D. Current Medications, for Both Medical and Mental Health Medications

List all medications currently used, including prescribed and over-the-counter medications:

Primary Care Provider/Doctor: Current psychiatric or mental health concerns: [dves [nNo

If ves. describe concerns/svmptoms:

Psychiatric prescriber/provider, if applicable:

Hawai'i CARES Intake Form Addendum - Confidential - Page 1 of 2



HAWAII CARES INTAKE FORM ADDENDUM - CONFIDENTIAL

Client Name:

Client Number:

E. Last Date of Use, Additional Treatment, and Recovery History

Overall Last Date of Alcohol/Drug Use (LDOU):

Treatment program/place Serviceltype

Attended self-help/recovery groups in past 30 days: Ovyes [no

How often attended:

F. Education and Reason for Treatment Entry

Highest level of education: School:

Approximate year or dates

Groups attended (e.g., NA, AA, other):

Other recovery supports:

Year:

What brought you to treatment: [ sel-referred [ voluntary [] Courtymandated [] Family/employer referral ~ Other:

Briefly describe what led you to seek treatment at this time:

G. Collateral Contact Clarification and Staff Review

If Hawai'i CARES staff are unable to reach you, may staff contact the people you
authorized on the required intake form? Oves COnNo

Form Completed & Reviewed (Staff Name):

Staff comments or follow-up needed:

Client initials:

Date:

Hawai'i CARES Intake Form Addendum - Confidential - Page 2 of 2
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Aloha House /Maui Youth and Family Services /Malama Family Recovery Center
AUTHORIZING DISCLOSURE OF CONFIDENTIAL PATIENT RECORDS

[ and/or (relationship to client) authorize
employees of

OJAloha House [Maui Youth and Family Services, CIMalama Family Recovery Center
P.O. Box 791749, Paia, Maui, Hawaii 96779 to
___Disclose information to AND/OR ____obtain information from

Print name of agency, attorney, health care professional, etc.

Address, city, state, zip code
Phone () Fax( )

Regarding (Name of Client) (DOB)

MEDICAL RECORDS:

The records covered by this authorization are LIMITED to the following types of records or information and | understand that | may change my mind
at any time by a written instruction to AHI/MFRC/IMYFS:

Client to initial each item to be released:

____Admission History/presence in Treatment ____Monthly Treatment Reports

____Psycho-social History and Assessment ____Mental Health/Psychiatric Evaluation

__ Educational Assessment and grades ___Verbal and written information pertaining to Client’s behavior and
____School Attendance needs for the purpose of providing and verifying treatment.
____Treatment Plan ____ Health status and history

__Psychiatric Med Eval/monitoring ___ Consult (s)

____ Substance Abuse Assessment Other

___ Discharge Summary ___ Program Attendance

____ Substance Use Test Results

____| DO NOT agree to the release of HIV/AIDS status or alcohol/drug abuse information (circle those that apply). | understand that my record
will be marked as “redacted” and information regarding my status will be removed.

The purpose of the disclosure authorized hereby is to provide:

____ Coordination of Services ____Contact with my referral source ___ Facilitate Access to Services
_____Treatment Planning ____Litigation
Other
Fees:
[ $6.50 Electronic copies 1 $18 Paper copies [ Special request (cost to be determined)

Please make check payable to ALOHA HOUSE.
| was verbally informed of the risks, (unintended re-release, sharing information with persons not authorized) benefits (continuity and
coordination of care) and alternatives (refusing release) to signing a release/request for information and have received a copy. that | do not have to
agree to release confidential information except as required by law or under the requirements of my insurance policy (as detailed in the Notice of Privacy
Practices), and that | may withdraw this consent at any time except insofar as action has already been taken. | also understand that | may refuse to sign
and doing so will not affect my ability to access services. A fax of this form is as valid as the original. If not previously revoked, this consent will
terminate one year from signing or the following date

Signature of client TODAY'S Date Signature of Legal Guardian TODAY'S Date

Signature of Agency Representative Date

If information has been disclosed to you relating to substance abuse treatment, it is protected by Federal confidentiality rules (42 CFR Part 2 and 45 CFR
Parts 160 &164)) The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by
the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or
other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol
or drug abuse patient. INFORMATION RELEASED MAY NOT BE RE-RELEASED WITHOUT WRITTEN CONSENT OF THE PERSON TO WHOM IT
PERTAINS.

For Office Use: If client is not personally known to the agency, client’s identity was verified by:
o Driver's License (specify type and number) Other Photo ID
o Office Staff Signature and title

ADM-00-001F REV 11/01/23



Aloha House /Maui Youth and Family Services /Malama Family Recovery Center
AUTHORIZING DISCLOSURE OF CONFIDENTIAL PATIENT RECORDS

[ and/or (relationship to client) authorize
employees of

OJAloha House [Maui Youth and Family Services, CIMalama Family Recovery Center
P.O. Box 791749, Paia, Maui, Hawaii 96779 to
___Disclose information to AND/OR ____obtain information from

Print name of agency, attorney, health care professional, etc.

Address, city, state, zip code
Phone () Fax( )

Regarding (Name of Client) (DOB)

MEDICAL RECORDS:

The records covered by this authorization are LIMITED to the following types of records or information and | understand that | may change my mind
at any time by a written instruction to AHI/MFRC/IMYFS:

Client to initial each item to be released:

____Admission History/presence in Treatment ____Monthly Treatment Reports

____Psycho-social History and Assessment ____Mental Health/Psychiatric Evaluation

__ Educational Assessment and grades ___Verbal and written information pertaining to Client’s behavior and
____School Attendance needs for the purpose of providing and verifying treatment.
____Treatment Plan ____ Health status and history

__Psychiatric Med Eval/monitoring ___ Consult (s)

____ Substance Abuse Assessment Other

___ Discharge Summary ___ Program Attendance

____ Substance Use Test Results

____| DO NOT agree to the release of HIV/AIDS status or alcohol/drug abuse information (circle those that apply). | understand that my record
will be marked as “redacted” and information regarding my status will be removed.

The purpose of the disclosure authorized hereby is to provide:

____ Coordination of Services ____Contact with my referral source ___ Facilitate Access to Services
_____Treatment Planning ____Litigation
Other
Fees:
[ $6.50 Electronic copies 1 $18 Paper copies [ Special request (cost to be determined)

Please make check payable to ALOHA HOUSE.
| was verbally informed of the risks, (unintended re-release, sharing information with persons not authorized) benefits (continuity and
coordination of care) and alternatives (refusing release) to signing a release/request for information and have received a copy. that | do not have to
agree to release confidential information except as required by law or under the requirements of my insurance policy (as detailed in the Notice of Privacy
Practices), and that | may withdraw this consent at any time except insofar as action has already been taken. | also understand that | may refuse to sign
and doing so will not affect my ability to access services. A fax of this form is as valid as the original. If not previously revoked, this consent will
terminate one year from signing or the following date

Signature of client TODAY'S Date Signature of Legal Guardian TODAY'S Date

Signature of Agency Representative Date

If information has been disclosed to you relating to substance abuse treatment, it is protected by Federal confidentiality rules (42 CFR Part 2 and 45 CFR
Parts 160 &164)) The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by
the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or
other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol
or drug abuse patient. INFORMATION RELEASED MAY NOT BE RE-RELEASED WITHOUT WRITTEN CONSENT OF THE PERSON TO WHOM IT
PERTAINS.

For Office Use: If client is not personally known to the agency, client’s identity was verified by:
o Driver's License (specify type and number) Other Photo ID
o Office Staff Signature and title
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Aloha House /Maui Youth and Family Services /Malama Family Recovery Center
AUTHORIZING DISCLOSURE OF CONFIDENTIAL PATIENT RECORDS

[ and/or (relationship to client) authorize
employees of

OJAloha House [Maui Youth and Family Services, CIMalama Family Recovery Center
P.O. Box 791749, Paia, Maui, Hawaii 96779 to
___Disclose information to AND/OR ____obtain information from

Print name of agency, attorney, health care professional, etc.

Address, city, state, zip code
Phone () Fax( )

Regarding (Name of Client) (DOB)

MEDICAL RECORDS:

The records covered by this authorization are LIMITED to the following types of records or information and | understand that | may change my mind
at any time by a written instruction to AHI/MFRC/IMYFS:

Client to initial each item to be released:

____Admission History/presence in Treatment ____Monthly Treatment Reports

____Psycho-social History and Assessment ____Mental Health/Psychiatric Evaluation

__ Educational Assessment and grades ___Verbal and written information pertaining to Client’s behavior and
____School Attendance needs for the purpose of providing and verifying treatment.
____Treatment Plan ____ Health status and history

__Psychiatric Med Eval/monitoring ___ Consult (s)

____ Substance Abuse Assessment Other

___ Discharge Summary ___ Program Attendance

____ Substance Use Test Results

____| DO NOT agree to the release of HIV/AIDS status or alcohol/drug abuse information (circle those that apply). | understand that my record
will be marked as “redacted” and information regarding my status will be removed.

The purpose of the disclosure authorized hereby is to provide:

____ Coordination of Services ____Contact with my referral source ___ Facilitate Access to Services
_____Treatment Planning ____Litigation
Other
Fees:
[ $6.50 Electronic copies 1 $18 Paper copies [ Special request (cost to be determined)

Please make check payable to ALOHA HOUSE.
| was verbally informed of the risks, (unintended re-release, sharing information with persons not authorized) benefits (continuity and
coordination of care) and alternatives (refusing release) to signing a release/request for information and have received a copy. that | do not have to
agree to release confidential information except as required by law or under the requirements of my insurance policy (as detailed in the Notice of Privacy
Practices), and that | may withdraw this consent at any time except insofar as action has already been taken. | also understand that | may refuse to sign
and doing so will not affect my ability to access services. A fax of this form is as valid as the original. If not previously revoked, this consent will
terminate one year from signing or the following date

Signature of client TODAY'S Date Signature of Legal Guardian TODAY'S Date

Signature of Agency Representative Date

If information has been disclosed to you relating to substance abuse treatment, it is protected by Federal confidentiality rules (42 CFR Part 2 and 45 CFR
Parts 160 &164)) The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by
the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or
other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol
or drug abuse patient. INFORMATION RELEASED MAY NOT BE RE-RELEASED WITHOUT WRITTEN CONSENT OF THE PERSON TO WHOM IT
PERTAINS.

For Office Use: If client is not personally known to the agency, client’s identity was verified by:
o Driver's License (specify type and number) Other Photo ID
o Office Staff Signature and title
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