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        RED PINE RESIDENTIAL TREATMENT CENTER  

         P.O Box 309 
        Fort Duchesne, UT 84026 

       Phone: 435-722-9906      Fax: 435-722-4690 
 

On behalf of all the Red Pine Staff, “WELCOME” and please do not hesitate to call if 
you need further assistance with the application process. 
 

The following paperwork must be completed prior to determining if a client may be admitted to Red Pine RTC.  
Only completed packets will be considered.  Required paperwork must be returned at least fifteen (15) days prior 
to admission.  Red Pine RTC will then contact the referral agency to arrange for admission.  Any incomplete 
paperwork will delay the process of being accepted into the program.  The following items must be in the packet 
that you return to Red Pine for consideration for enrollment in the Residential Treatment Program. 
 

 

Red Pine Check List 
____ 1.   Physical Examination, Physician Letter & List of client medications/prescriptions (form attached).    

Laboratory tests, TB test, and clearance to actively participate in an exercise program / sweat lodge must 
be included, signed by attending physician. 

____ 2.   A Certificate of Indian Blood (CIB), or ID. If applicable, Birth Certificate and social Security Card & 
Decadency. 

____ 3.   Referring Agencies. (Letters from courts, attorney, family services, etc.). 
____ 4.   Releases / Receive of Information (attached) A release/receive is needed between agencies and Red 

Pine RTC.  
____ 5.   Screening Form (attached) Complete all sections. 
____ 6.   Alcohol & Drug Assessment.  This must be signed by a Licensed Alcohol and Drug Counselor, or     

Licensed Substance Abuse Therapist.   
____ 7.   Photo ID. 
____ 8.   Criminal History Record (attached) this needs to paid for and mailed in by you. (2 pages mailed in) 

(Finger prints and third party release with $15.00 money order).Or Roosevelt Police Department will print 
off Criminal History Record with $15.00 payment and Identification, form attached, or from residential 
state. 

____ 9.   Red Pine RTC Informed Consent, Service Contract, Food Questionnaire, Letter Writing Procedures, 
Clients Conduct & Responsibilities, Red Pine Rules, Release of Liability form, Grievance Procedure, (2) 
Confidentiality form’s, Tobacco form, UA& BAC form and Red Pine Assessment:  All these forms need to 
be signed and dated. 

 

Please contact Betty Lee, Intake Coordinator, at 435-722-9906 or 435-725-2833, if you have any questions 
concerning the above information.  Betty is in the office Monday through Thursday 8:00 AM to 4:30 PM.  Thank 
you for your cooperation.  We look forward to providing the best care possible for our mutual clients. 
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RED PINE RESIDENTIAL TREATMENT CENTER 
																							ADMISSIONS	SCREENING	

 
Client Full Name: _____________________________________________ D.O.B. ______/______/________   Age: _________ 
Client Address: ____________________________________Veteran: ___Yes ___No   Gender:  __F __M ___ Prefer not to say 
Client Phone: _________________________ Marital Status: ___________________ Religious Preference: ____________________ 
Tribe_____________________________________ Agency________________________________ Enrollment #__________________ 
 
Descendency _____________   Parent or Grandparent is an enrolled member of the Ute Indian Tribe.   Proof of Decadency is required.   
	
Referring	Agency: __________________________________________________ Social Security # _____/_____/_____ 
Contact Person at Agency: _______________________________________ 
Address: ____________________________________________________________________________ 
Phone: _______________________________ Fax: _________________________ E-mail: _______________________________________ 
Recent Treatment Dates with your Agency: _______________________________________________________________ 
Presenting problems:  
___________________________________________________________________________________________________________________________ 

Physical	Description	
	

Height__________     Weight__________    Eye Color_______________    Hair Color______________ 
List all SCARS, PIERCINGS and TATTOS (including location on body):	
___________________________________________________________________________________________________________________________	

Social	Situation	
Lives	with:	
  ___ Spouse   ___ Parents ___ Friend     ___ Family Member    ___ Children       ___Homeless 
 

Work	Status:  
___ Employed  ___ Unemployed    ___ Student     ___ Retired     ___ Disabled    ___ Family Support   ___ Other 
 

Education:	
___	Highest grade attended     Graduate:  __Y __N     GED:  __ Y __N    Tech Skills: _________________________________ 
	

Disabilities:	 __Y __N       if yes please list 
___________________________________________________________________________________________________________________________ 
Do	you	have	a	diagnosed	physical	disability:		 ____Y ____N   if yes please list: 
___________________________________________________________________________________________________________________________ 
	

DCFS:		     ___ Yes   ___ No Contact Person: _____________________________________Phone: _______________________ 
Fax: _______________________________ Address: ____________________________________________________________________ 

Medical	History	
Prescribed	Medications:  ____ Yes  ___No   If yes, List prescribed medication and for what conditions: 
___________________________________________________________________________________________________________________________ 
Are prescriptions current ___ Yes ___ No    ___ N/A 
___Allergies: ________________________      ___ Food________________________       ___ Medication ________________ 
___ Diabetic  ___ Insulin-Dependent  ___ High Blood Pressure  ___ Pregnant 
___ Lactose Intolerant  ___ Gluten-Free  ___ Epinephrine Pen         ___ Other ___________________ 
___ Contact Lenses ___ Glasses Prescription up to date with contacts/glasses:  ___Y   ___N 
Limitations for Exercise / Sweat Lodge ___Y   ___N 
History of Suicide:  ___Y   ___N 
Will doctor appointments interfere with process of treatment ___ Y ___N? 
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ADMISSIONS	SCREENING	–	page	2	
Court	Information	

Court	Ordered:       ___Y ___N							 
 

___ On Parole/Probation ___Y ___N    if so Location: _________________________________________________ 
___ Is Treatment a condition of Parole/Probation ___Y ___N 
___ Pending court dates:  Location: _______________________________   Date: ____________________________ 
___ Sex Offender ___Y ___N  ___ Restraining Order: ___Y ___N 
___ Convicted Felon - Conviction:  ___Y ___N _________________________________________________________________________ 
___ Do you have currant or active warrants:  ___Y ___N 
 
Attorney	Name:   _________________________________________ Phone: ________________________________________   
	
Incarceration:            ___Jail (length: _______)         ___ Prison (length: _______) 
 
Other concerns/ precautions: _________________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 
 
Parole/Probation Contact Person: ______________________________________________ Phone: ___________________________ 
Fax: ________________________________ E-mail: ______________________________________________ 
Address: ________________________________________________________________________________________________________________ 
Terms of Probation: __________________________________________________________________________________________________ 

Previous	Treatment	

Out- Patient: ___Y ___N    Out Come: __________________________________ Date: ____________________________ 
In-Patient: ___Y   ___N    Out Come: __________________________________         Date: ____________________________ 
Received a Psychological:  ___Y   ___N 

	
Person’s	to	notify	in	case	of	Emergency	‐			(PROVIDE	TWO)	

 
Name_____________________________________________________  Relationship: ____________________________________ 

Addrss____________________________________________________________________       

 Phone: _________________________________________ Work Phone: _____________________________________________ 

 
Name: ____________________________________________________  Relationship: _____________________________________ 

Address: __________________________________________________________________ 

Phone: __________________________________________ Work Phone: ______________________________________________ 

 
(I hear by authorize Red Pine RTC to contact listed individuals in case I become unable to communicate/ or cannot 

make medical decisions for myself). 
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Red Pine RTC Informed Consent 

Therapy is a relationship that works in part because of clearly defined rights and responsibilities held by each 
person. This frame helps to create the safety to take risks and the support to become empowered to change. As 
a client in therapy, you have certain rights that are important for you to know about because this is your 
therapy, whose goal is your well-being. There are also certain limitations to those rights that you should be 
aware of. As a therapist and treatment program, we have corresponding responsibilities to you.  

Client Rights 

I, _______________________________________, authorize the Red Pine treatment team to provide mental 

health services. I understand that I have a right to withdraw consent at any time.  

Confidentiality: All information and records will be kept confidential and will be held in accordance with state 

and federal (HIPAA) laws regarding the confidentiality of such records. However, records and/or information will 

be released regardless of consent under the following circumstances:  

 According to state and local laws, clinicians must report all cases of physical and sexual abuse or neglect 
of minors or the elderly to the appropriate agency;  

 According to state and local laws, clinicians report all cases in which there exists a danger to self or 
others; if I have good reason to believe that you will harm another person, I must attempt to inform that 
person and warn them of your intentions. I must also contact the police and ask them to protect your 
intended victim.  If I believe that you are in imminent danger of harming yourself, I may legally break 
confidentiality and call the police or a crisis team. We are not obligated to do this, and would explore all 
other options with you before taking this step. If at that point you were unwilling to take steps to 
guarantee your safety, we would call the crisis team. 

 If you tell me of the behavior of another named health or mental health care provider that informs us 
that this person has either a. engaged in sexual contact with a patient, including yourself or b. is 
impaired from practice in some manner by cognitive, emotional, behavioral, or health problems, then 
the law requires me to report this to the licensing board. We would inform you before taking this step. 
Your confidentiality remains protected under the law from this kind of reporting.  

 In the event that a client is in need of emergency services and other medical personnel need to be 
contacted and  

 In the event that your records may be subpoenaed by court.  

Right to Access Records: Adult clients have the right to access the record of the services provided for them by 
Red Pine.  

Records will be retained for seven years. Records whose retention has been met shall be destroyed by shredding 
to protect client confidentiality. In the case of electronic records, Red Pine will not destroy electronic records. 
Red Pine will keep unauthorized persons from reading or accessing the records.  

Treatment: Clients have a right to receive and understand information and instructions about your treatment, 
know the nature and purpose of services; receive services based on an individual treatment plan and be part of 
the process of updating the treatment plan when your needs change.  You have the right to ask questions about 
anything that happens in therapy. We are always willing to discuss how and why we are doing what we are 
doing, and to look at alternatives that might work better. You can feel free to ask me to try something that you 
think will be helpful. You can ask me about my training for working with your concerns. 
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Voluntary Termination: Clients have the right to make informed choice of services, consent to or refuse services 

before they are provided and refuse services with the receipt of information and the consequences of refusal.  

Involuntary termination: Services may be terminated if you fail to follow the schedule or refuse to follow Red 

Pine rules. Services may be terminated if it is determined that you are unsafe to yourself or others or that your 

presence is disruptive to others seeking or providing treatment.  

If services have been terminated, client may request a review of the situation and reinstatement of those 

services from Red Pine.  A discharge letter will be sent to referral sources. A copy of the letter will be kept in 

your file. 

Freedom from Potential Harm: All clients have the right to humane care and protection from harm. All Red Pine 

staff are prohibited from any use of psychological abuse, including humiliating, threatening, and exploiting 

actions. All instances of abuse or neglect of an adult should be reported to Adult Protective Services Unit (Salt 

Lake County Adult Abuse Hot Line) at (801) 264-7669.  

Circumstances of child abuse and neglect should be reported to Utah’s Division of Family and Children's Services 

(800) 678-9399 or to the local Police Department.  

Client Responsibilities 

• Assist by making and keeping a safe environment  

• Be punctual to class and other appointments.  

• Give accurate information about your mental health, substance use, and domestic violence issues and/ or   
other circumstances which might impact your treatment.  

• Inform staff immediately if you have any concerns or problems with the service you are receiving  

Client Code of Conduct: Clients and visitors shall not:  

• Carry or be under the influence of intoxicating beverages or illegal substances  

• Steal, attempt to steal, or deface property of Red Pine.   

• Assault or sexually harass anyone  

• Possess firearms or dangerous weapons  

• Threaten, intimidate, coerce, or interfere with other people  

• Falsify information provided to Red Pine  

• Smoke inside or on Red Pine or Ute Tribe grounds. 

 Fees: All fee agreements need to be established prior to services rendered.  $6,500.00 per session.  $100.00 a 

day. 
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Grievance/Complaints: If you have a grievance that needs to be addressed, please follow the grievance policy in 

your handbook.  

Freedom from Discrimination: Red Pine is committed to treat all clients with dignity and respect regardless of 

race, age, gender, sexual orientation, legal status or religion. Staff members demonstrate this respect by keeping 

appointments, by making every effort to notify you of a change in schedule, and by giving you their complete 

attention and avoiding interruptions during sessions.  

Communication: You have the right to communicate by telephone or in writing with family, attorney, physician, 

clergyman, and counselor or case manager following the two-week blackout and when contraindicated by the 

licensed clinical professional.  You will be notified of emergencies at all times.  

Visitation Rights: You have a right to a list of people who will visit during scheduled visiting hours.   

Mail: You have the right to send and receive mail providing that security and general health and safety 

requirements are met  

Maximum Sanctions and Consequences: Services may be terminated if a determination is made that you have 

broken the strict rules listed in the rules and responsibility section of the handbook. If services have been 

terminated, client may request a review of the situation and reinstatement of those services for enrollment in a 

later session. 

This statement of informed consent has been verbally explained to me. I consent to treatment from Red Pine 

with the knowledge of the above conditions.  

 

Client Signature ___________________________________    Date ______________________________  

 

Red Pine Clinician / Counselor___________________________________ Date_____________________ 
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           Ute Indian Tribe 
             RED PINE RTC 

 
Consent for the release/receiving of information under 42 CFR Part 2 and HIPAA confidentiality of substance use disorder patient records. 

 
I, _______________________________________________, authorize the Red Pine Residential Treatment Center staff to Release/Receive medical,                                                       
(Client Name) 
mental health, and or drug and alcohol related information pertaining to my participation at Red Pine Residential Treatment Center to the following person 
and/or program:   
 
______________________________ ____________________    OR   ________________________________________________________ 
                                (Name of Agency)                     (Name of Person) 
__________________________________________________________________________________________________________________________                                                             
(Address)               (Phone Number)                                          (Fax Number) 
 

The information to be disclosed from my health record: 

       Entire Record – All my substance use disorder records.     Only information from the period of events from ___________ to ___________ 

Only information related to or the following specific types of records: 

     Treatment Attendance  Progress Notes  Discharge Summary  Treatment Recommendations Other 
 Toxicology testing results Substance Use/Mental Health Evaluation  Substance Use History 
     Trauma History Summary Treatment Plan   Diagnosis  Insurance info – Billing demographics 
 

This information is to be released / received for the purpose of: 
 
Intake:    Assessment, Evaluation, Coordinating Treatment -Services. Continuity of care, Emergency Contacts,  
Discharge: Attendance, Participation, and Progress and Payment/benefits administration  
 
Information may be received by Phone calls, Voice mail, Letters, or US Mail, Faxes, E-Mail, or other internet technology, treatment documents or verbal 
communication. 
    
This consent may be revoked by writing or verbally at any time upon request, except when action has already been taken in compliance with this agreement.  
This consent may not be revoked if ordered by the court.  This consent, unless revoked earlier, will expire one year from the date this document is signed. 

 
__________________________________________________________   _____________________________ 
 Client Signature       Date 
 

__________________________________________________________                     _____________________________ 
Witness                                                                                                                 Date 
 

__________________________________________________________   _____________________________ 
Intake Coordinator or Therapist Signature     Date 

 
I understand that my substance use disorder records are protected under the federal regulations governing confidentiality and substance use disorder patient records, 42 CFR 
Part 2 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 by the regulations.  
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                                                          Ute Indian Tribe 
            RED PINE RTC 

 
Consent for the release/receiving of information under 42 CFR Part 2 and HIPAA confidentiality of substance use disorder patient records. 

 
I, _______________________________________________, authorize the Red Pine Residential Treatment Center staff to Release/Receive medical,                                                       
(Client Name) 
mental health, and or drug and alcohol related information pertaining to my participation at Red Pine Residential Treatment Center to the following person 
and/or program:   
 
______Alcohol & Substance Abuse Prevention Program______________________    OR   ________________________________________________________ 
                                (Name of Agency)                     (Name of Person) 
__________________________________________________________________________________________________________________________                                                             
(Address)               (Phone Number)                                          (Fax Number) 
 

The information to be disclosed from my health record: 

       Entire Record – All my substance use disorder records.     Only information from the period of events from ___________ to ___________ 

Only information related to or the following specific types of records: 

     Treatment Attendance  Progress Notes  Discharge Summary  Treatment Recommendations Other 
 Toxicology testing results Substance Use/Mental Health Evaluation  Substance Use History 
     Trauma History Summary Treatment Plan   Diagnosis  Insurance info – Billing demographics 
 

This information is to be released / received for the purpose of: 
 
Intake:    Assessment, Evaluation, Coordinating Treatment -Services. Continuity of care, Emergency Contacts,  
Discharge: Attendance, Participation, and Progress and Payment/benefits administration  
 
Information may be received by Phone calls, Voice mail, Letters, or US Mail, Faxes, E-Mail, or other internet technology, treatment documents or verbal 
communication. 
    
This consent may be revoked by writing or verbally at any time upon request, except when action has already been taken in compliance with this agreement.  
This consent may not be revoked if ordered by the court.  This consent, unless revoked earlier, will expire one year from the date this document is signed. 

 
__________________________________________________________   _____________________________ 
 Client Signature       Date 
 

__________________________________________________________                     _____________________________ 
Witness                                                                                                                 Date 
 

__________________________________________________________   _____________________________ 
Intake Coordinator or Therapist Signature     Date 

 
I understand that my substance use disorder records are protected under the federal regulations governing confidentiality and substance use disorder patient records, 42 CFR 
Part 2 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 by the regulations.  
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                                                         Ute Indian Tribe 

            RED PINE RTC 
 

Consent for the release/receiving of information under 42 CFR Part 2 and HIPAA confidentiality of substance use disorder patient records. 
 

I, _______________________________________________, authorize the Red Pine Residential Treatment Center staff to Release/Receive medical,                                                       
(Client Name) 
mental health, and or drug and alcohol related information pertaining to my participation at Red Pine Residential Treatment Center to the following person 
and/or program:   
 
______Attorney________________________ ____________________    OR   ________________________________________________________ 
                                (Name of Agency)                     (Name of Person) 
__________________________________________________________________________________________________________________________                                                             
(Address)               (Phone Number)                                          (Fax Number) 
 

The information to be disclosed from my health record: 

       Entire Record – All my substance use disorder records.     Only information from the period of events from ___________ to ___________ 

Only information related to or the following specific types of records: 

     Treatment Attendance  Progress Notes  Discharge Summary  Treatment Recommendations Other 
 Toxicology testing results Substance Use/Mental Health Evaluation  Substance Use History 
     Trauma History Summary Treatment Plan   Diagnosis  Insurance info – Billing demographics 
 

This information is to be released / received for the purpose of: 
 
Intake:    Assessment, Evaluation, Coordinating Treatment -Services. Continuity of care, Emergency Contacts,  
Discharge: Attendance, Participation, and Progress and Payment/benefits administration  
 
Information may be received by Phone calls, Voice mail, Letters, or US Mail, Faxes, E-Mail, or other internet technology, treatment documents or verbal 
communication. 
    
This consent may be revoked by writing or verbally at any time upon request, except when action has already been taken in compliance with this agreement.  
This consent may not be revoked if ordered by the court.  This consent, unless revoked earlier, will expire one year from the date this document is signed. 

 
__________________________________________________________   _____________________________ 
 Client Signature       Date 
 

__________________________________________________________                     _____________________________ 
Witness                                                                                                                 Date 
 

__________________________________________________________   _____________________________ 
Intake Coordinator or Therapist Signature     Date 

 
I understand that my substance use disorder records are protected under the federal regulations governing confidentiality and substance use disorder patient records, 42 CFR 
Part 2 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 by the regulations.  
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                                                         Ute Indian Tribe 

            RED PINE RTC 
 

Consent for the release/receiving of information under 42 CFR Part 2 and HIPAA confidentiality of substance use disorder patient records. 
 

I, _______________________________________________, authorize the Red Pine Residential Treatment Center staff to Release/Receive medical,                                                       
(Client Name) 
mental health, and or drug and alcohol related information pertaining to my participation at Red Pine Residential Treatment Center to the following person 
and/or program:   
 
________Tribal Courts_/ Courts_____________________ ____________________    OR   ________________________________________________________ 
                                (Name of Agency)                     (Name of Person) 
__________________________________________________________________________________________________________________________                                                             
(Address)               (Phone Number)                                          (Fax Number) 
 

The information to be disclosed from my health record: 

       Entire Record – All my substance use disorder records.     Only information from the period of events from ___________ to ___________ 

Only information related to or the following specific types of records: 

     Treatment Attendance  Progress Notes  Discharge Summary  Treatment Recommendations Other 
 Toxicology testing results Substance Use/Mental Health Evaluation  Substance Use History 
     Trauma History Summary Treatment Plan   Diagnosis  Insurance info – Billing demographics 
 

This information is to be released / received for the purpose of: 
 
Intake:    Assessment, Evaluation, Coordinating Treatment -Services. Continuity of care, Emergency Contacts,  
Discharge: Attendance, Participation, and Progress and Payment/benefits administration  
 
Information may be received by Phone calls, Voice mail, Letters, or US Mail, Faxes, E-Mail, or other internet technology, treatment documents or verbal 
communication. 
    
This consent may be revoked by writing or verbally at any time upon request, except when action has already been taken in compliance with this agreement.  
This consent may not be revoked if ordered by the court.  This consent, unless revoked earlier, will expire one year from the date this document is signed. 

 
__________________________________________________________   _____________________________ 
 Client Signature       Date 
 

__________________________________________________________                     _____________________________ 
Witness                                                                                                                 Date 
 

__________________________________________________________   _____________________________ 
Intake Coordinator or Therapist Signature     Date 

 
I understand that my substance use disorder records are protected under the federal regulations governing confidentiality and substance use disorder patient records, 42 CFR 
Part 2 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 by the regulations.  
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                                                         Ute Indian Tribe 

            RED PINE RTC 
 

Consent for the release/receiving of information under 42 CFR Part 2 and HIPAA confidentiality of substance use disorder patient records. 
 

I, _______________________________________________, authorize the Red Pine Residential Treatment Center staff to Release/Receive medical,                                                       
(Client Name) 
mental health, and or drug and alcohol related information pertaining to my participation at Red Pine Residential Treatment Center to the following person 
and/or program:   
 
______Local Law Enforcement________________________     OR   _______________________________________________________ 
                                (Name of Agency)                     (Name of Person) 
__________________________________________________________________________________________________________________________                                                             
(Address)               (Phone Number)                                          (Fax Number) 
 

The information to be disclosed from my health record: 

       Entire Record – All my substance use disorder records.     Only information from the period of events from ___________ to ___________ 

Only information related to or the following specific types of records: 

     Treatment Attendance  Progress Notes  Discharge Summary  Treatment Recommendations Other 
 Toxicology testing results Substance Use/Mental Health Evaluation  Substance Use History 
     Trauma History Summary Treatment Plan   Diagnosis  Insurance info – Billing demographics 
 

This information is to be released / received for the purpose of: 
 
Intake:    Assessment, Evaluation, Coordinating Treatment -Services. Continuity of care, Emergency Contacts,  
Discharge: Attendance, Participation, and Progress and Payment/benefits administration  
 
Information may be received by Phone calls, Voice mail, Letters, or US Mail, Faxes, E-Mail, or other internet technology, treatment documents or verbal 
communication. 
    
This consent may be revoked by writing or verbally at any time upon request, except when action has already been taken in compliance with this agreement.  
This consent may not be revoked if ordered by the court.  This consent, unless revoked earlier, will expire one year from the date this document is signed. 

 
__________________________________________________________   _____________________________ 
 Client Signature       Date 
 

__________________________________________________________                     _____________________________ 
Witness                                                                                                                 Date 
 

__________________________________________________________   _____________________________ 
Intake Coordinator or Therapist Signature     Date 

 
I understand that my substance use disorder records are protected under the federal regulations governing confidentiality and substance use disorder patient records, 42 CFR 
Part 2 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 by the regulations.  
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                                                         Ute Indian Tribe 
            RED PINE RTC 

 
Consent for the release/receiving of information under 42 CFR Part 2 and HIPAA confidentiality of substance use 

disorder patient records. 
 

I, _______________________________________________, authorize the Red Pine Residential Treatment Center staff to Release/Receive medical,                                                       
(Client Name) 
mental health, and or drug and alcohol related information pertaining to my participation at Red Pine Residential Treatment Center to the following person 
and/or program:   
 
____Probation / Parole__________________________ __________    OR   ________________________________________________________ 
                                (Name of Agency)                     (Name of Person) 
__________________________________________________________________________________________________________________________                                                             
(Address)               (Phone Number)                                          (Fax Number) 
 

The information to be disclosed from my health record: 

       Entire Record – All my substance use disorder records.     Only information from the period of events from ___________ to ___________ 

Only information related to or the following specific types of records: 

     Treatment Attendance  Progress Notes  Discharge Summary  Treatment Recommendations Other 
 Toxicology testing results Substance Use/Mental Health Evaluation  Substance Use History 
     Trauma History Summary Treatment Plan   Diagnosis  Insurance info – Billing demographics 
 

This information is to be released / received for the purpose of: 
 
Intake:    Assessment, Evaluation, Coordinating Treatment -Services. Continuity of care, Emergency Contacts,  
Discharge: Attendance, Participation, and Progress and Payment/benefits administration  
 
Information may be received by Phone calls, Voice mail, Letters, or US Mail, Faxes, E-Mail, or other internet technology, treatment documents or verbal 
communication. 
    
This consent may be revoked by writing or verbally at any time upon request, except when action has already been taken in compliance with this agreement.  
This consent may not be revoked if ordered by the court.  This consent, unless revoked earlier, will expire one year from the date this document is signed. 

 
__________________________________________________________   _____________________________ 
 Client Signature       Date 
 

__________________________________________________________                     _____________________________ 
Witness                                                                                                                 Date 
 

__________________________________________________________   _____________________________ 
Intake Coordinator or Therapist Signature     Date 

 
I understand that my substance use disorder records are protected under the federal regulations governing confidentiality and substance use disorder patient records, 42 CFR 
Part 2 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 by the regulations.  
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                   RED	PINE	RESIDENTIAL	TREATMENT	CENTER		
									P.O	Box	309	

								Fort	Duchesne,	UT	84026	
							Phone:	435‐722‐9906		
						Fax:	435‐722‐4690	

 
Please	take	this	letter	with	the	Physical	Examination	form:	

 

Dear Physician, 

Red Pine Residential Treatment Center is a 72- day intensive residential treatment facility.  If your 
patient is on any medications, we request that you write a prescription for a 90- day supply.  If a 90-day 
supply is not possible than please provide a 30-day supply with at least 3 refills and the pharmacy 
contact information. 

We also ask that a script or note be written for any over the counter medications which you as a 
physician have recommended.  This may include allergy medication, Ibuprofen, antacid, etc.  The client 
must bring the over the counter medication un-opened. 

A 90-day supply of the patient’s medication ensures that she/he has enough medication for the entire 
stay at Red Pine R.T.C.  This precaution is in consideration of the time between the date of physical and 
date of admittance into the program.  It can be difficult for our staff to coordinate prescription refills 
between out of area pharmacies and local clinics.  A 90-day supply gives the client peace of mind when 
they return home with enough of their medications that their focus can be on transitioning to a sober 
home life and not on refilling their prescriptions. 

Thank you for your support with our request and understanding the role of prescription drugs in the 
process of treatment and healing.   

Exercise:  Our clients participate in exercise every day; they also participate in the Sweat Lodge.  Please 
list any restriction on Exercise & Sweat Lodge a client may need. 

If you have any questions please feel free at any time to contact me at 435-722-9906. 

Respectfully, 

Jason Law, LCSW 
Red Pine Clinical Director 
jasonl@utetribe.com 
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Red Pine R.T.C. Physical Examination Form  

(To Be Filled Out by Physician Only) 
Referral Agency: ______RED PINE RTC_______    Date of Exam: _____________________________ 
Name: _____________________________________________         Tribe: ________________      Age: ______     Sex: _____ 
Address: _____________________________________________________________________________ 
Referral Source (self, court, other): ____________________________________     Last ETOH: __________ 
 
Significant Family History (Diabetes, seizures, alcoholism, heart condition, pulmonary condition, headaches, high blood 
pressure, depression, anxiety, etc.) 
 
Significant Personal History (Diabetes, seizures, alcoholism, heart condition, pulmonary condition, headaches, high 
blood pressure, depression, anxiety etc.) 

Physical Evaluation 

Height: ________ Weight: ________   B/P: ________ Current Tuberculin skin test: Date: ___________ Result: ___________ 
HEENT: 
Chest:                     Lab Data: 
Heart:          

Abdomen:        Complete Metabolic:  _____________ 
Genitourinary:        Syphilis:   _____________ 
Extremities:        CBC:   _____________ 
Neurologic:        UA:                                 _____________   
Problems: 

Physical and TB skin test print out may be included with this form 
Medications / Allergies 

Yes No 
___ ___ medically stable, able to participate in residential treatment? 
___ ___ physically fit for exercise?  Note any restrictions: 
  _________________________________________________________________________________________________ 
___ ___ physically fit to attend Sweat Lodge?  
___ ___ at risk for suicide? 
___ ___ Free of communicable diseases? 
___ ___ Able to take the following non-prescription medications: 

Aspirin, Mylanta, Acetaminophen, Milk of Magnesia, Multiple Vitamin, and Ibuprofen.  If NO, underline 
any drug that cannot be taken, or any other non-prescription medication not mentioned. 

Name of Medication Date Prescribed Dose Frequency Purpose Prescribing Dr. Clinic

1

2

3

4

5

6

7 List all Allergies below:

8 List physical diagnosed disability:

 
Doctor’s Signature: ________________________________________ Date: _____________________ 
 
Doctor’s Printed Name: ____________________________________ Phone: ____________________ 
 
Doctor’s Printed Address: ________________________________________________________________  
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RED PINE RTC 
Food Questionnaire 

 

Name: ______________________________________________  Date: ________________________________ 

 

1.  Do you currently have Diabetes, as diagnosed by a licensed Medical Doctor or Family Practitioner?     (circle one)    
YES or NO 
 

a.  If yes, are you currently taking insulin? YES  or NO 
 

2.  Are you allergic to any certain food?  YES or NO 
a. If yes, please list those foods: 

__________________________________  ____________________________________ 

__________________________________  ____________________________________ 

3. Has your doctor recommended you follow a special Dietary Plan? YES  or NO 
a. If yes, please describe: 

______________________________________________________________________________________ 

4. Do you think a healthy diet may support your goals in treatment: YES  or NO 
a. If yes, Please explain: 

_______________________________________________________________________________________ 

5. What topics, regarding nutrition, would you like to learn about? 

________________________________________________________________________________________ 

6. Are there any foods you do not like? 

________________________________________________________________________________________ 

 

You will be expected to eat what is prepared by the cooks, and you may only skip one meal a day. 

 

Reviewed by Head Cook: ____________________________________________  Date: _________________________ 

 
 



    
  06/2026 

RED PINE RTC 
SUGGESTED ITEMS TO BRING INTO TREATMENT 

The following is a list of items that you will WANT to bring to treatment: (everything needs to be UN-opened) 
       72    Days’ worth of any required medication (valid prescription ONLY) (NO OVER THE COUNTER MEDICATION). 

o Please note all prescription medication will be reviewed and secured with house managers.   
o The prescription will be taken as indicated. 
o If you are taking an over the counter medication you will need a doctor’s note. 
o Red Pine provides basic over the counter medication. 

 Two Bed sheets (twin), one blanket, and one pillows with pillow case (program will provide if needed). 
 One towels and washcloth (program will provide if needed). 
 One weeks’ worth of casual clothing, sleepwear, sweat clothing (knee length shorts & t-shirt) and work out clothing,  

Weather appropriate clothing, There will be outside activities during winter, fall, spring, summer sessions 
o Clothing limited to one large travel bag (ONLY) limited space. Label all luggage, and clothing. 

     72    Days’ worth of personal hygiene products: toothbrush, toothpaste, shampoo, soap, deodorant, hair brush, electric 
razor, razor, comb, and feminine hygiene needs, (2) alcohol free hair gel products, (2) alcohol free face products  

 Liquid Laundry Detergent and Softener (HE only). 
 Slippers, Sandals, tennis shoes, shower shoes, boots, church shoes, work boots, hiking shoes. (one each) 
 Spending money for outside activities and vending machines after black-out (nothing over $50.00 in cash, and quarters) 
 Nicotine patches/gum: If needed, supply yourself.  Bring in enough to last 72 day, Use is only as prescribed. 
 Bring your own stamps, & stationary. If needed Red Pine can provide. 
 Bandannas, hats, baseball caps, or sunglasses, will be kept in rooms. 

What to expect: 
 UA & BAC upon arrival to treatment (drink plenty of water) (BE SOBER/CLEAN) If positive you will not be admitted. 
 No TV or Radio. (Radio allowed only during classes, beading, meditation and exercise, Approved CD’s and only 1 local radio 

station).  
 On black-out for 2 weeks (no outside communication, no phone calls, no mail sent out or received, & no visitors) 

  
PROHIBITED ITEMS: DO NOT Bring These Items - ALL PROHBITED ITEMS WILL BE SENT BACK WITH FAMILY MEMBERS.  KEEP THIS PAGE FOR YOUR RECORDS 

 No over the counter medication, vitamins, homeopathic remedies or other medication not                                               
prescribed. 

 No electronic devices. 
 No jewelry allowed except wedding ring.  Items of Religious or Spiritual significance may be kept in room or your pocket. 
 No Make-up and No hair products.  No hair Dye,  No curling iron, flat iron, hair dryer, or electric curlers, etc. 
 No perfumes or colognes,  
 No mouthwash, or any other toiletries containing alcohol.   
 No clothing which advertises alcohol, drugs, vulgar language, and/or explicit sexuality clothing is not permitted.  No gang 

related clothing. 
 No halter tops, tank tops, and sleeveless shirts, tight shorts, spandex, or excessively (see through) revealing clothing, and 

No low cut shirts or dresses, No short skirts, short shorts, or short dresses.  Shorts and dresses need to be knee length. 
 No weapons of any kind, including tattooing devices. 
 No nail polish or polish remover. 
 No books or magazines (low rider, playboy, movies, etc.)(ONLY RECOVERY ORIENTED). No Personal letters. 
 No Tobacco products. 
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CLOTHING / SLEEPING QUARTERS MISCELLANEOUS LIST ALLOWED TO BRING INTO TREATMENT 
ONE LARGE BAG / LABEL ALL YOUR LUGGAGE AND CLOTHING 

AT LEAST 2 WASHABLE MASKS UPTO 7 WASHABLE MASKS  
2 PAIRS OF WORK-OUT SHOES 

1 PAIR OUTSIDE SHOES (HIKING, WALKING) 
1 PAIR OF SANDLES / FLIP-FLOPS / SLIPPERS 

1 PAIR OF SHOWER SHOES 
1 PAIR OF DRESS SHOES (LOW HEELS / NO STELETTOS) 

1 PAIR OF BOOTS (WORK, COWBOY) 
CHURCH CLOTHING 

5 WORK OUT SHORTS – knee length 
3 SWEAT PANTS 
4 UNDER SHIRTS 

7 BRA’S 
14 UNDERWARE 

14 SOCKS 
5 JEANS 

10 T-SHIRTS 
6 BLOUSES 
1 JACKET 
1 HOODIE 

2 SWEAT SHIRTS 
4 PANTS (CASUAL) 

1 HAT / BEENIE, OR BASEBALL CAP 
1 PAIR OF WORK GLOVES 

1 BELT 
1 BLANKET / QUILT 

1 PILLOW 
1 TWIN SHEET SET 

1 TOWEL / 1 WASH CLOTH 
1 WEDDING RING (ONLY) Religious or Spiritual significance to be kept in room or pocket 

1 LAUNDRY SOAP (HE) / 1 SOFTNER 
NICOTINE PATCHES/GUM IF NEEDED 

$50.00 TOTAL IN SPENDING MONEY, & QUARTERS 
STAMPS & ENVELOPES 

UNOPENED HYGIENE: TOOTHBRUSH, TOOTH PASTE, RAZORS, COMB, BRUSH, SHAMPOO, CONDITIONER, BODY SOAP, 
DEODORANT, FEMININE HYGIENE NEEDS, ACNE WASH, CONTACT SOLUTION, TWEEZERS, NAIL CLIPPERS, (2) ALCOHOL 

FREE HAIR GEL PRODUCTS, (2) ALCHOLHOL FREE FACE PRODUCTS 
NO ELECTRONICS / CELL PHONES ALLOWED AT ALL 

NO ALCOHOL BASED PERFUMES, COLOGNE OR ANY OTHER TOILETRIES 
NO AERSOL SPRAYS, NO MAKE-UP 

NO HAIR DYES, NAIL POLISH, POLISH REMOVER 
NO CURLING IRONS, FLAT IRONS, OR HAIR DRYERS 

NO BOOKS, MAGAZINES (ONLY TREATMENT ORIENTATED) 
NO TOBACCO PRODUCTS 

NO HALTER TOPS, TANK TOPS, SLEEVELESS SHIRTS, TIGHT SHORTS, SPANDEX, REVEALING CLOTHING, LOW CUT SHIRTS, 
NO SHORT SKIRTS, SHORT SHORTS, OR SHORT DRESSES, AND SHORT SKORTS – KNEE LENGTH ONLY 

NO (ADVERTISING ALCOHOL, DRUGS, VULGAR LANGUAGE EXPLICIT SEXUALITY CLOTHING, GANG RELATED 
NO WEAPONS OF ANY KIND 

NO OVER THE COUNTER MEDICATIONS, VITAMINS, HOMEOPATIC REMEDIES (UNLESS DOCTORS NOTE BROUGHT IN) 
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AS OF  

January 1, 2011 
The Use Of 

TOBACCO PRODUCTS 
Or 

SIMILAR DIVICES  
In This Facility 

Is 

PROHIBITED 
 

 NEED HELP CALL 1-800-207-1230 

 YOU MAY USE NICOTINE PATCHES OR GUM 

 CONTACT US IF NEED SUPPORT 

_______________________________________  _________________________ 

Client Signature       Date 
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Urinalyses (UA) / Alcohol Breathalyzer (BAC) will 

be given upon arrival to Red Pine RTC.  Individuals 

will NOT be allowed entry if testing is POSITIVE for 

illicit drugs or alcohol.  Transporters of Individuals 

outside of local area must remain at Red Pine until 

testing is complete to ensure individual has a ride 

home, if testing is POSITIVE.   Please contact us before arriving 

for admissions if you need help with this policy. 
 

 
 
 
 
 
 
 

 
 

 

 

 

 

 

 

 

Client Signature __________________________   Date ________________ 
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