
HUGS Foundation Application

 Date: _____________________

Referring  Clinician  ______________________________________________
 Agency _______________________________________________

Address:  ________________________________________________________
  ________________________________________________________

Phone:  ________________________________________________________

Fax:  ________________________________________________________

Email:  ________________________________________________________

Client:
please include all demographics

_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Substance abuse disorder diagnosis and impressions:
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Any mental health disorder diagnosis and impressions:
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
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Treatment history and response to date:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Client’s motivation/ willingness to accept residential or extended care:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
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Family’s demonstration of positive support for recovery:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

What else would you like us to know about this adolescent and family?

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
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Facility/ Program recommended for the client:
Please include verifying information about the facility. A brochure, a website, a contact would be helpful. We need 
to verify that the facility is licensed/ credentialed. 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

What Specifi c costs is the family in need of help with?

Please include what other fi nancial resources are available to this family ( if any). 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

1055 Erie Cliff Drive ~ Lakewood, Ohio  44107 ~ Telephone 216-521-5568

HUGS Foundation Application

Page Four



FoundationHUGS

Please include a letter from the parents here:

Please print this page and give to the parents so that we may hear from them as to how these funds 

would benefi t their child.  In order for the application to be complete, we MUST receive a letter from the 

parents.  We ask that parents write a letter describing why they are deserving of consideration --  how these funds 

would be of benefi t to their child, their family and their circumstances. 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
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Additional Comments:

Please include any additional comments here _____________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
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Authorization for Release of Medical  Information
H.U.G.S. Foundation

I, _____________________________________________________________________     born on ___/___/___

address  _________________________________________Social Security Number: _____________________

 _________________________________________Phone Number: ____________________________

Hereby authorize_______________________________________________________  to furnish to the H.U.G.S.

Foundation all diagnostic and assessment information regarding substance abuse and mental health treatment, treat-
ment recommendations, information regarding attendance at treatment programs, treatment history and other infor-
mation requested by the H.U.G.S. Foundation to assist the Foundation in making a determination regarding fi nancial 
assistance. This includes the treatment provider fi lling out forms provided by the H.U.G.S. Foundation requesting 
specifi c information. 
I hereby also authorize the above named Treatment Provider to speak to a representative of the H.U.G.S. Foundation 
regarding the above information if contacted by the H.U.G.S. Foundation. 

This authorization is valid for 90 days unless revoked earlier in writing provided to the above named Treatment 
Provider. I understand that any revocation will not apply to information that has already been released in response 
to this authorization. I understand that once the information is disclosed to the H.U.G.S. Foundation, that it may no 
longer be protected by federal privacy regulations. 

X________________________________________________________________ Date______________

X____________________________ X___________________________________ Date _____________

If the records released include information of any diagnosis or treatment of alcohol abuse, the following state-
ment applies to the Recipient: This information has been disclosed to you from records protected by Federal con-
fi dentiality rules, the Federal rules prohibit the recipient from futher disclosure of the information unless further 
disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted 
by 42 C.F.R. Part 2. A general authorization for the release of medical or other information is not suffi cient for this 
purpose. The Federal rules restrict any use of information to criminally investigate or prosecute any alcohol or sub-
stance abuse client. These conditions apply to every page disclosed and a copy of this authorization will accompany 
every disclosure. 

Last Name   First Name   Middle Initial

Signature of Patient or Person Authorized to Consent

Name of Treatment Provider

Relationship to client Witness


	Application for assistance 7.13.10
	Authorization for Release 7.14.10

	Clinician: 
	Agency: 
	Address 1: 
	Address 2: 
	Phone: 
	Fax: 
	Email: 
	please include all demographics 1: 
	please include all demographics 2: 
	please include all demographics 3: 
	please include all demographics 4: 
	please include all demographics 5: 
	Substance abuse disorder diagnosis and impressions 1: 
	Substance abuse disorder diagnosis and impressions 2: 
	Substance abuse disorder diagnosis and impressions 3: 
	Substance abuse disorder diagnosis and impressions 4: 
	Substance abuse disorder diagnosis and impressions 5: 
	Substance abuse disorder diagnosis and impressions 6: 
	Any mental health disorder diagnosis and impressions 1: 
	Any mental health disorder diagnosis and impressions 2: 
	Any mental health disorder diagnosis and impressions 3: 
	Any mental health disorder diagnosis and impressions 4: 
	Any mental health disorder diagnosis and impressions 5: 
	Any mental health disorder diagnosis and impressions 6: 
	Treatment history and response to date 1: 
	Treatment history and response to date 2: 
	Treatment history and response to date 3: 
	Treatment history and response to date 4: 
	Treatment history and response to date 5: 
	Treatment history and response to date 6: 
	Treatment history and response to date 7: 
	Treatment history and response to date 8: 
	Treatment history and response to date 9: 
	Treatment history and response to date 10: 
	Treatment history and response to date 11: 
	Treatment history and response to date 12: 
	Clients motivation willingness to accept residential or extended care 1: 
	Clients motivation willingness to accept residential or extended care 2: 
	Clients motivation willingness to accept residential or extended care 3: 
	Clients motivation willingness to accept residential or extended care 4: 
	Clients motivation willingness to accept residential or extended care 5: 
	Clients motivation willingness to accept residential or extended care 6: 
	Clients motivation willingness to accept residential or extended care 7: 
	Clients motivation willingness to accept residential or extended care 8: 
	Clients motivation willingness to accept residential or extended care 9: 
	Clients motivation willingness to accept residential or extended care 10: 
	Clients motivation willingness to accept residential or extended care 11: 
	Clients motivation willingness to accept residential or extended care 12: 
	Clients motivation willingness to accept residential or extended care 13: 
	Familys demonstration of positive support for recovery 1: 
	Familys demonstration of positive support for recovery 2: 
	Familys demonstration of positive support for recovery 3: 
	Familys demonstration of positive support for recovery 4: 
	Familys demonstration of positive support for recovery 5: 
	Familys demonstration of positive support for recovery 6: 
	Familys demonstration of positive support for recovery 7: 
	Familys demonstration of positive support for recovery 8: 
	Familys demonstration of positive support for recovery 9: 
	Familys demonstration of positive support for recovery 10: 
	Familys demonstration of positive support for recovery 11: 
	Familys demonstration of positive support for recovery 12: 
	What else would you like us to know about this adolescent and family 1: 
	What else would you like us to know about this adolescent and family 2: 
	What else would you like us to know about this adolescent and family 3: 
	What else would you like us to know about this adolescent and family 4: 
	What else would you like us to know about this adolescent and family 5: 
	What else would you like us to know about this adolescent and family 6: 
	What else would you like us to know about this adolescent and family 7: 
	What else would you like us to know about this adolescent and family 8: 
	What else would you like us to know about this adolescent and family 9: 
	What else would you like us to know about this adolescent and family 10: 
	What else would you like us to know about this adolescent and family 11: 
	What else would you like us to know about this adolescent and family 12: 
	What else would you like us to know about this adolescent and family 13: 
	to verify that the facility is licensed credentialed 1: 
	to verify that the facility is licensed credentialed 2: 
	to verify that the facility is licensed credentialed 3: 
	to verify that the facility is licensed credentialed 4: 
	to verify that the facility is licensed credentialed 5: 
	to verify that the facility is licensed credentialed 6: 
	to verify that the facility is licensed credentialed 7: 
	to verify that the facility is licensed credentialed 8: 
	to verify that the facility is licensed credentialed 9: 
	to verify that the facility is licensed credentialed 10: 
	to verify that the facility is licensed credentialed 11: 
	to verify that the facility is licensed credentialed 12: 
	fill_13: 
	fill_14: 
	fill_15: 
	fill_16: 
	fill_17: 
	fill_18: 
	fill_19: 
	fill_20: 
	fill_21: 
	fill_22: 
	fill_23: 
	fill_24: 
	fill_1: 
	fill_2: 
	fill_3: 
	fill_4: 
	fill_5: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_9: 
	fill_10: 
	fill_11: 
	fill_12: 
	fill_13_2: 
	fill_14_2: 
	fill_15_2: 
	fill_16_2: 
	fill_17_2: 
	fill_18_2: 
	fill_19_2: 
	undefined_2: 
	Please include any additional comments here 1: 
	Please include any additional comments here 2: 
	Please include any additional comments here 3: 
	Please include any additional comments here 4: 
	Please include any additional comments here 5: 
	Please include any additional comments here 6: 
	Please include any additional comments here 7: 
	Please include any additional comments here 8: 
	Please include any additional comments here 9: 
	Please include any additional comments here 10: 
	Please include any additional comments here 11: 
	Please include any additional comments here 12: 
	Please include any additional comments here 13: 
	Please include any additional comments here 14: 
	Please include any additional comments here 15: 
	Please include any additional comments here 16: 
	Please include any additional comments here 17: 
	Please include any additional comments here 18: 
	Please include any additional comments here 19: 
	Please include any additional comments here 20: 
	Please include any additional comments here 21: 
	Please include any additional comments here 22: 
	Name: First, Last, Middle Initial: 
	Text1: 
	Social Security Number: 
	address 1: 
	name of provider: 
	Phone Number: 
	Name of provider: 
	X: 
	Date: 
	X_2: 
	X_3: 
	Date_2: 


