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AUTHORIZATION FOR DISCLOSURE OF CONFIDENTIAL INFORMATION ABOUT PERSONS 
RECEIVING SERVICES FROM ONEEIGHTY 

OneEighty Rev 3-2026 

I, (Client name)_______________________________________, authorizes OneEighty to disclose to the 

Mental Health and Recovery Board of Wayne and Holmes Counties (ADAS/ADAMH),  the Ohio 

Department of Behavioral Health, and/or Job and Family Services (“Departments”) from whom I may be 

seeking funding for services, the information necessary to accomplish the following purposes: 

• To enroll in SmartCare, which is the shared computer payment system used by 

CMH/ADAS/ADAMH Boards and the Departments. 

• To determine my eligibility for publicly funded services 

• To pay claims for services I receive 

• To report information required by the ADAS/ADAMH Board and/or the Departments regarding 

characteristics of individuals seeking services and the services provided. I understand that the 

Board and Departments use the information in aggregate form of service planning and 

evaluation purposes 

I understand that I must authorize disclosure of information necessary for payment purposes in order to 

receive behavioral health, alcohol, and drug addiction services. My treatment or payment for my 

services cannot be conditioned upon my giving authorization for any purpose other than payment. 

If I am not receiving funding from the ADAS/ADAMH Boards and Departments, I am authorizing 

OneEighty to only disclose the following information: 

• To report information, as required by the Ohio law, about reportable incidents that may occur 

while I am receiving services to the ADAS/ADAMH Board and Department(s) 

I understand that I may revoke this authorization at any time, except to the extent action has been 

taken in reliance on it. If not previously revoked, this authorization will expire six (6) months after no 

longer receiving any services with OneEighty. 

I understand that the information disclosed is protected by law and may not be disclosed further 

without my written authorization or as otherwise permitted by law; however, I understand that 

OneEighty cannot control the use of this information once it has been disclosed.  

_______________________________________    _____________ 

Signature of Individual (Client)      Date 

_______________________________________    _____________ 

Signature of Personal Representative      Date 

***************************************************************************** 

Explanation of efforts to obtain authorization, if signature is declined: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

_________________________________________    _____________ 

Signature of Staff person attempting to obtain authorization  Date 



RESIDENCY VERIFICATION 

OneEighty Rev. 3-2026 

The purpose of this form is to clarify which county is responsible for adjudicating claims for behavioral 

health services provided to the client being enrolled. It should be completed and provided to the 

enrolling board when: 

• The county of the treating facility does not match the legal county of residence of the client as 

noted on the enrollment form (child or adult, out-of-county). 

• The physical address of the client as noted on the enrollment form does not match the legal 

county of residence of the client (example: domestic violence shelter case, client temporarily 

living with relatives, child or adult, out-of-county). 

• The child’s physical address as noted on the enrollment form does not match the legal 

custodian’s address (child only, in or out-of-county). 

A client’s or legal custodian’s signature on this form shall be sufficient for documenting the residency, 

with the exception of adults who reside in specialized residential facilities or who are committed 

pursuant to special forensic categories referenced int eh residency guidelines. * 
Adult 

Client is an adult? 

Yes      No  

 
If yes, complete the following information. 

 

Client Name (please print) 

Street Address for Residency Determination Purposes 

City, State, and Zip for Residency Determination Purposes 

Signature of Client Date 

Minor 

Is Client a Minor? 

Yes  No  

Indicate if the child is in legal custody of the following (this is not the foster parent).  

Parent   CSB  DYS  Court     Other (specify):   

Client Name (please print) 

Name of Legal Custodian Marked Above Phone No. of Legal Custodian 

County of Legal Custodian 

If Parent, Address of Parent (if different from client’s physical address on enrollment form) 

Signature of Legal Custodian Date 

*For the special exceptions noted, this form should not be used. Refer to the residency guidelines for more 

information on how to determine residency in these cases and/or what documentation is needed to provide proof 

of residency. 
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Name: ________________________________________  Date: ____________________________________ 

Patient Health Questionnaire (PHQ–9) 

1. Over the last two weeks how often have you been bothered by any of the following problems?

Not at all 
(0) 

Several days 
(1) 

More than 
half the days 

(2) 

Nearly 
every day 

(3) 

a. Little interest or pleasure in doing things. ☐ ☐ ☐ ☐ 

b. Feeling down, depressed, or hopeless. ☐ ☐ ☐ ☐ 

c. Trouble falling/staying asleep, sleeping too
much ☐ ☐ ☐ ☐ 

d. Feeling tired or having little energy ☐ ☐ ☐ ☐ 

e. Poor appetite or overeating. ☐ ☐ ☐ ☐ 

f. Feeling bad about yourself, or that you are a
failure, or have let yourself or your family
down.

☐ ☐ ☐ ☐ 

g. Trouble concentrating on things, such as
reading the newspaper or watching TV. ☐ ☐ ☐ ☐ 

h. Moving or speaking so slowly that other
people could have noticed. Or the opposite;
being so fidgety or restless that you have
been moving around more than usual.

☐ ☐ ☐ ☐ 

i. Thoughts that you would be better off dead
or of hurting yourself in some way. ☐ ☐ ☐ ☐ 

Total Score: _________ 

2. If you checked off any problem on this questionnaire so far, how difficult have these problems made it for you to
do your work, take care of things at home, or get along with other people?

☐ Not difficult at all ☐ Somewhat difficult ☐ Very difficult ☐ Extremely difficult



Name: __________________________





Overview

Brief screens can help people decide whether to seek formal evaluation of their gambling

behavior. The 3‐item BBGS is based on the American Psychiatric Association's Diagnostic 
and Statistical Manual of Mental Disorders (DSM‐V) criteria for gambling disorder.  

Scoring

A “yes” response to any single item indicates potential gambling‐related problems and the 
need for additional evaluation.

1. During the past 12 months, have you become restless irritable or anxious when
trying to stop/cut down on gambling?

⃝ Yes    ⃝ No

2. During the past 12 months, have you tried to keep your family or friends from
knowing how much you gambled?

⃝ Yes    ⃝ No

3. During the past 12 months did you have such financial trouble as a result of your
gambling that you had to get help with living expenses from family, friends or
welfare?

⃝ Yes    ⃝ No

 Brief Biosocial Gambling Screen ‐ BBGS 

www.icrg.org                                                  www.divisiononaddiction.org

Call, Text 1‐800‐GAMBLER or chat  www.HelpMyGamblingProblem.org 

Name:______________________
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