












 A copy of the program rules to the person served that identifies the following 

(1). Any restrictions the program may place on the person served. 

(2). Events, behaviors, or attitudes that may lead to the loss of rights or privileges for the 

person served. 

(3). Means by which the person served may regain rights of privileges that have been 

restricted  

 Education regarding advanced directives, if appropriate. 

 Identification of the purpose and process of the assessment. 

 A description of how the individual plan will be developed and the person’s participation in it. 

 Information regarding transition criteria and procedures. 

 When applicable, an explanation of the organization’s services and activities include: 

(1). Expectation for consistent court appearances 

(2). Identification of therapeutic interventions, including: 

(a). Sanctions. 

(b). Interventions. 

(c). Incentives. 

(d). Administrative discharge criteria. 

 

 

My signature below indicates that I have been made aware of the electronic version of this document 

which can be found on the website at this location. 

http://coastalcarolinapsych.com/wp-content/uploads/2016/05/CCNC-Patient-Orientation-Packet.doc and 

that I agree to abide by the contents. Also, my signature confirms that if I request a hard copy I was 

provided one  

 

Patient Name: ____________________________________________________________ 

 

________________________________________________________________________ 

Signature of Patient 

 

________________________________________________________________________ 

Signature Parent/Guardian 

 

Date: __________________________________ 
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