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  INTAKE/REFERRAL FORM 
 

YOUTH’S NAME: _______________________      DATE OF INITIAL REFERRAL: ____________ 
 

REFERRING AGENCY 
Name of referring agency: _______________________________________________________________ 

 

Name, email, and phone of referring individual: ______________________________________________ 
 

LEGAL GUARDIAN  
o Biological parent(s)    
o Adoptive parent(s)       

o Kin          
o Child welfare    

o Self (adult/emancipated 
o Unknown      

o Other  
_____________  

 

Name and contact information of legal guardian: ___________________________________________ 
 

SERVICE PROVIDER INFORMATION 
Child welfare involvement (at the time of intake): o Yes o No 

Juvenile justice involvement (at the time of intake): o Yes o No 

If yes, is the juvenile justice involvement judicial? o Yes o No  

Law enforcement involvement (at the time of intake):  o Yes o No 
 

Notifications:  

If the youth has a public defender, have they been notified of the referral to Love146?    o Yes o No 

If law enforcement is involved, have they been notified of the referral to Love146?           o Yes o No 
 

*Public defenders and law enforcement must be notified and forensic interviews must be conducted before services can be provided. 
If a forensic interview is scheduled please put the date here: ___________ 

 

Name and contact information of providers: 
 

 Name Phone Number Email 
DCF Worker    
DCF Supervisor    
Probation/Parole Officer    
Youth’s Attorney    
Law Enforcement    

 

Name and contact information of other providers involved in the case: 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 

 

* Please make sure all placements and providers are listed on the release of information that accompanies this referral 
 
DEMOGRAPHICS 

Date of Birth: ________ Gender: o Male o Female o Transgender 
  

RACE (check all that apply): 
o African American/Black 
o Hispanic/Latina 

o Caucasian/White Non-Hispanic            
o Asian/Pacific Islander 

o American Indian/Alaskan Native 
o Other_______________ 

 

HISTORY (check all that apply): 

o Child welfare involvement 
(prior to current incident) 

o Juvenile justice involvement 
(prior to current incident) 

o Sexual abuse 
o Sexual abuse images (i.e., 

child pornography) 
o Physical abuse 
o Psychological abuse 

o Physical neglect 
o Emotional neglect 
o Mental illness 
o Suicidal ideation 
o Self-injurious behavior 
o Mentally ill/suicidal 

household/family members 
o Running away/AWOL 
o Personal substance use 

o Familial substance abuse 
o Gang involvement 
o Dating violence 
o Domestic violence at home 
o Incarcerated household member 
o Separated/divorced parents 
o Deceased family member 

(immediate) 
o Pregnancy or parenting
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Youth's history (additional information): ____________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

SCHOOLING 
Name of current school: _________________________________________________ 

Grade level:  ______________ 

Attendance: o Regularly attending o Irregularly attending o Not attending 
Special education (IEP/504): o Yes o No 

 

CURRENT PLACEMENT 
 

o Biological parent(s) 
o Adoptive parent(s) 
o Kin  
o Foster family   

o Shelter/Emergency Placement 
o Out of home placement facility  
o Juvenile Justice Facility   
o In need of housing 

o Unknown 
o Other _______________ 

 

Current placement (name, address, phone number and other contact information): 
______________________________________________________________________ 
______________________________________________________________________ 

 

CASE INFORMATION 
 

Human trafficking/commercial sexual exploitation designation: 
 

o Confirmed o High-Risk/Suspected o Low-risk 
 

If confirmed or suspected: 

    Is there a confirmed/suspected third-party trafficker (e.g., a pimp)? o Yes o No o Unknown  
   

If yes, who is/was the trafficker?   
o Family member    
o “Romantic” partner 

o Gang affiliate    
o Unknown 

o Other ___________    

 

Name (if known): _________________________________________ 
 

How old was the youth believed to be the first time they were trafficked? ____  
 

What was the setting of the trafficking (select all that apply) 
o Bar 
o Brothel 
o Casino 
o Hotel/Motel 
o Massage Parlor 

o Mobile Trailer/Trailer Park 
o Parking lot 
o Residential Private 

Home/Apartment 
o Residential Group Home 

o Street 
o Strip/Exotic Dance/ 
o Gentleman’s Club 
o Trap House 
o Truck Stops

 

Was the internet used for any of the following (check all that apply)? 
o Recruitment/Grooming 
o Advertising of commercial activities 

o Exploitation (e.g., pornography distribution) 
o The internet was not used 

 

Does the youth acknowledge exploitation/trafficking? o Yes o No o Unknown  
 
Reason youth was identified as high-risk/confirmed and additional information:  

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 
_________________________________________________________________________ 
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CONSENTIMIENTO DE PARTICIPACIÓN Y FORMULARIO DE PERMISO  

 
Yo, _________________________________ (padre/tutor legal) doy mi consentimiento informado y 
permiso para que _________________________________ (joven) participe en los programas de 
Love146 y las actividades relacionadas.  
 
Por la presente reconozco que el menor será transportado por el personal de Love146 cuando participe en los 
programas de  Love146 y las actividades relacionadas, y que dicho transporte es voluntario y a su propio riesgo.  

Estoy de acuerdo en que si el menor se lesionara o le ocurriera alguna emergencia mientras esté participando 
en un programa de Love146, el personal de Love146 está autorizado a tomar las medidas que sean a su juicio 
razonablemente necesarias para atender las necesidades médicas del menor. Acepto ser responsable de los 
gastos de hospital, facturas médicas, u otros gastos en que pueda incurrirse para atender las necesidades 
médicas del menor.  

También entiendo que el personal de Love146 está obligado por ley a revelar información confidencial de 
cualquier sospecha de abuso infantil (físico, emocional, sexual) o negligencia, o serias amenazas de daño a sí 
mismo o a otros.   
 
Además entiendo que cualquier información des-identificada revelada o testimonios personales presentados 
pueden ser usados colectivamente o individualmente para llevar adelante la declaración de la misión general de 
Love 146. 
 
Yo libero a Love146 y sus fideicomisarios, funcionarios, agentes, empleados, representantes, voluntarios, 
estudiantes y cesionarios (colectivamente denominados “Las Partes de Love146”) de toda responsabilidad por 
lesiones, muerte, u otros daños que puedan resultar de la participación del menor en el programa, incluyendo 
pero no limitado, al transporte, y mantener a Las Partes, tanto colectiva como individualmente, sin perjuicio 
alguno por cualquier daño físico o emocional, salvo si se determina que ocurrió una negligencia grave. 
Entiendo que el menor y yo estamos liberando a las partes de responsabilidad en toda la medida que abarca la 
ley. Entiendo que ESTA LIBERACIÓN DE RESPONSABILIDAD ESTÁ DESTINADA A SER TAN AMPLIA 
COMO SEA LEGALMENTE POSIBLE. 
 
 
 
_______________________________________      __________________ 
Firma del Padre/Tutor              Fecha 
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Autorización Para Compartir Información 
 

LEA PRIMERO:  Love146 tiene la obligación de mantener la confidencialidad de su información personal, información 
de identificación y registros. Si usted desea que Love146 divulgue parte de su información confidencial, lo puede hacer 
completando este formulario para elegir qué, cómo, con quién y durante cuánto tiempo se puede compartir. 
 

Yo, ________________________, el padre o la madre/tutor de ______________________ (joven) autorizo el 
intercambio mutuo de información entre Love146 y las siguientes entidades: 

Agencia/Organización: _______________________________________________________   
 
Ubicación de la agencia (si se conoce): _________________________________________________ 

 
Descripción de la Información que se Divulgará:  Debido a la naturaleza amplia de los servicios involucrados en la vida de 
muchos clientes, solicitamos la autorización para compartir el expediente completo del cliente.  Por favor seleccione una de 
las siguientes opciones a continuación  : 

 

□ Opción 1:  Yo autorizo que se comparta el expediente completo de mi hijo(a) (incluídos, entre otros, los registros 
relacionados con salud/salud mental, educación, tratamiento de abuso de sustancias y la provisión de servicios de 
Love146). Además, 

 

____(iniciales aquí) específicamente doy mi consentimiento para que se comparta la información acerca del 
tratamiento de drogas/alcohol. 

 

____(iniciales aquí) específicamente doy mi consentimiento para que se comparta la información acerca del estado 
de VIH/SIDA.  

 

□ Opción 2 :  Yo autorizo que se comparta el expediente completo de mi hijo(a) con la excepción de la siguiente 
información: 

□ Registros de salud mental 
□ Registros de salud 

□ Registros de educación 
□ Tratamiento de adicción 

□ Estado de HIV/SIDA 
□ Otro (especificar): ______ 

 
Propósito  
El propósito de esta divulgación de información es mejorar la evaluación y la planificación del tratamiento, compartir 
información relevante para el tratamiento y, cuando corresponda, coordinar los servicios del tratamiento. Si el propósito 
es diferente al especificado anteriormente, por favor brinde detalles: ____________________________________ 
 

Forma de Divulgación 
A menos que usted haya solicitado específicamente por escrito que la divulgación se realice en un formato determinado,                                   
nos reservamos el derecho de compartir información según lo permita esta autorización de la manera que consideremos                                 
apropiada y consistente con la ley aplicable, incluyendo entre otros, verbalmente, en formato de papel o electrónicamente. 
 

Comercialización y Venta de Información 
Love146 no divulga la información de clientes con fines de comercialización, venta de información u otros relacionados. 
 
Investigación 

□ Si el propósito de la divulgación es para fines de investigación, por favor marque esta casilla e identifique los 
estudios de investigación actuales y futuros, así como si cada estudio de investigación está condicionado a la 
ejecución de esta autorización y la capacidad del individuo para participar en cada estudio.________________ 
______________________________________________________________________________ 
 

Condiciones 
Al firmar este documento, entiendo que: 
● La divulgación de información de salud personal es voluntaria y puedo negarme a firmar esta autorización. 
● Negarme a firmar esta autorización no afectará mi capacidad para obtener servicios de Love146. 
● Esta autorización caducará un año después de la fecha firmada, a menos que se indique otra fecha o evento aquí: ___ 
● Tengo el derecho de revocar/retirar esta autorización, por escrito en cualquier momento; y dicha revocación/retiro 

será efectiva excepto en la medida en que la acción ya haya ocurrido con la confianza de mi autorización. Dicha 
revocación/retiro por escrito debe ser enviada a: Love146 P.O. Box 8266 New Haven, CT 06530. 

● La información divulgada como resultado de esta autorización está protegida por las leyes federales de privacidad; 
pero cualquier divulgación conlleva el potencial de volver a divulgarse cuando la información ya no esté protegida por 
la ley. 
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Póngase en contacto con Love146 a través de  survivorcare@love146.org  si desea una copia de esta autorización para 
sus registros. 
 
________________________________________________            _____________  
Firma del Cliente (si es emancipado o es mayor de 18 años), Padre, Tutor o Representante Personal        Fecha 
 

Si está firmando como representante personal de un individuo, describa su autoridad para actuar en nombre de 
esta persona (poder notarial, sustituto de atención médica, etc.). __________________________________ 
 
Notas Legales: 
 
El destinatario de la información solicitada está prohibido por la ley federal (Código de Regulaciones Federales 42, Parte 
2) de realizar cualquier divulgación adicional sin el permiso por escrito del cliente. 
 
La confidencialidad de este registro es requerida bajo el Capítulo 899, PL 93-079 de los Estatutos Generales de 
Connecticut. Este material no se transmitirá a nadie sin una autorización escrita según lo dispuesto en los estatutos antes 
mencionados. 
 
Registros de Abuso de Drogas y Alcohol:  En caso de que la información divulgada esté protegida por las 
reglamentaciones de Confidencialidad HHS para pacientes con abuso de alcohol y drogas: Esta información ha sido 
divulgada de registros protegidos por las Reglas de Confidencialidad Federales (42 CFR Parte 2). Las Reglas Federales le 
prohíben hacer un consentimiento por escrito de la persona a la que pertenece o según lo permitido por 42 CFR Parte 2. 
Una autorización general para la divulgación de información médica u otra información no es suficiente para este 
propósito. 
 
Información Confidencial relacionada con el VIH:  En el caso de que la información que se comparta divulgue el 
estado de VIH de una persona: esta información se ha divulgado de los registros cuya confidencialidad está protegida por 
la ley estatal. La ley estatal le prohíbe hacer cualquier revelación posterior sin el consentimiento específico por escrito de la 
persona a la que pertenece o según lo permita dicha ley. Una autorización general de información médica o de otro tipo no 
es suficiente para este propósito (Estatutos Generales de Connecticut, 19a-581 a 19a-593). 
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Notice​ ​of​ ​Privacy​ ​Practices 
 

THIS​ ​NOTICE​ ​DESCRIBES​ ​HOW​ ​MEDICAL​ ​INFORMATION​ ​ABOUT​ ​YOU ​ ​MAY ​ ​BE 
USED​ ​AND ​ ​DISCLOSED​ ​AND ​ ​HOW​ ​YOU ​ ​CAN ​ ​GET​ ​ACCESS​ ​TO​ ​THIS 

INFORMATION. 
PLEASE​ ​REVIEW​ ​THIS​ ​NOTICE​ ​CAREFULLY.  

 
Your health record contains personal information about you and your health. This information about you               
that may identify you and that relates to your past, present or future physical or mental health or condition                   
and related health care services is referred to as Protected Health Information (“PHI”). This Notice of                
Privacy Practices describes how we may use and disclose your PHI in accordance with applicable law,                
including the Health Insurance Portability and Accountability Act (“HIPAA”), regulations promulgated           
under HIPAA including the HIPAA Privacy and Security Rules, and state laws. It also describes your                
rights​ ​regarding​ ​how​ ​you​ ​may​ ​gain​ ​access​ ​to​ ​and​ ​control​ ​your​ ​PHI.  
 
We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties                     
and privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy                    
Practices. We reserve the right to change the terms of our Notice of Privacy Practices at any time. Any                   
new Notice of Privacy Practices will be effective for all PHI that we maintain at that time. We will                   
provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website,                   
sending​ ​a​ ​copy​ ​to​ ​you​ ​in​ ​the​ ​mail​ ​upon​ ​request​ ​or​ ​providing​ ​one​ ​to​ ​you​ ​at​ ​your​ ​next​ ​appointment.  
  
HOW​ ​WE​ ​MAY​ ​USE​ ​AND​ ​DISCLOSE​ ​HEALTH​ ​INFORMATION​ ​ABOUT​ ​YOU 
 
For Treatment​. ​Your PHI may be used and disclosed by those who are involved in your care for the                   
purpose of providing, coordinating, or managing your health care treatment and related services. This              
includes consultation with clinical supervisors or other treatment team members. We may disclose PHI to               
any​ ​other​ ​consultant​ ​only​ ​with​ ​your​ ​authorization.  
 
For Payment​. We may use and disclose PHI so that we can receive payment for the treatment services                  
provided to you. W​e are required by contract to provide PHI to DCF, our funding source, to document                  
services​ ​provided.  
 
For Health Care Operations​. ​We may use or disclose, as needed, your PHI in order to support our                  
business activities including, but not limited to, quality assessment activities, employee review activities,             
licensing, and conducting or arranging for other business activities. For example, we may share your PHI                
with third parties that perform various business activities (e.g., billing or typing services) provided we               
have a written contract with the business that requires it to safeguard the privacy of your PHI. For                  
training​ ​or​ ​teaching​ ​purposes​ ​PHI​ ​will​ ​be​ ​disclosed​ ​only​ ​with​ ​your​ ​authorization.  
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Required by Law​. ​Under the law, we must disclose your PHI to you upon your request. In addition, we                   
must make disclosures to the Secretary of the Department of Health and Human Services for the purpose                 
of​ ​investigating​ ​or​ ​determining​ ​our​ ​compliance​ ​with​ ​the​ ​requirements​ ​of​ ​the​ ​Privacy​ ​Rule. 
 
Without Authorization​. Following is a list of the categories of uses and disclosures permitted by               
HIPAA without an authorization. Applicable law and ethical standards permit us to disclose information              
about​ ​you​ ​without​ ​your​ ​authorization​ ​only​ ​in​ ​a​ ​limited​ ​number​ ​of​ ​situations.  
 
As an agency dedicated to your well-being, it is our practice to adhere to more stringent privacy                 
requirements for disclosures without an authorization. ​The following language addresses these categories            
to​ ​the​ ​extent​ ​consistent​ ​with​ ​our​ ​ethical​ ​mandates​​ ​​and​ ​HIPAA. 
 
Child Abuse or Neglect​. ​We may disclose your PHI to a state or local agency that is authorized by law to                     
receive​ ​reports​ ​of​ ​child​ ​abuse​ ​or​ ​neglect.  
 
Judicial and Administrative Proceedings​. ​We may disclose your PHI pursuant to a subpoena (with your               
written​ ​consent),​ ​court​ ​order,​ ​administrative​ ​order​ ​or​ ​similar​ ​process. 
 
Deceased Patients​. ​We may disclose PHI regarding deceased patients as mandated by state law, or to a                 
family member or friend that was involved in your care, based on your prior consent. A release of                  
information regarding deceased patients may be limited to an executor or administrator of a deceased               
person’s​ ​estate​ ​or​ ​the​ ​person​ ​identified​ ​as​ ​next-of-kin.  
 
Medical Emergencies​. ​We may use or disclose your PHI in a medical emergency situation to medical                
personnel only in order to prevent serious harm. Our staff will try to provide you a copy of this notice as                     
soon​ ​as​ ​reasonably​ ​practicable​ ​after​ ​the​ ​resolution​ ​of​ ​the​ ​emergency. 
 
Family Involvement in Care​. ​We may disclose information to close family members or friends directly               
involved​ ​in​ ​your​ ​treatment​ ​based​ ​on​ ​your​ ​consent​ ​or​ ​as​ ​necessary​ ​to​ ​prevent​ ​serious​ ​harm. 
 
Health Oversight​. ​If required, ​we may disclose PHI to a health oversight agency for activities authorized                
by law, such as audits, investigations, and inspections. Oversight agencies seeking this information             
include government agencies and organizations that provide financial assistance to the program (such as              
third-party payors based on your prior consent) and peer review organizations performing utilization and              
quality​ ​control.  

Law Enforcement​. ​We may disclose PHI to a law enforcement official as required by law, in compliance                 
with a subpoena (with your written consent), court order, administrative order or similar document, for               
the purpose of identifying a suspect, material witness or missing person, in connection with the victim of                 
a crime, in connection with a deceased person, in connection with the reporting of a crime in an                  
emergency,​ ​or​ ​in​ ​connection​ ​with​ ​a​ ​crime​ ​on​ ​the​ ​premises. 
Public Health​. If required, we may use or disclose your PHI for mandatory public health activities to a                  
public health authority authorized by law to collect or receive such information for the purpose of                
preventing or controlling disease, injury, or disability, or if directed by a public health authority, to a                 
government​ ​agency​ ​that​ ​is​ ​collaborating​ ​with​ ​that​ ​public​ ​health​ ​authority.  
Public Safety​. ​We may disclose your PHI if ​necessary to prevent or lessen a serious and imminent threat                  
to the health or safety of a person or the public. If information is disclosed to prevent or lessen a serious                     
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threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including                   
the​ ​target​ ​of​ ​the​ ​threat.  
 
Research​.​ ​​​ ​​ ​PHI​ ​may​ ​only​ ​be​ ​disclosed​ ​after​ ​a​ ​special​ ​approval​ ​process​ ​or​ ​with​ ​your​ ​authorization.  
 
Verbal Permission. ​We may also use or disclose your information to individuals that are directly               
involved in your treatment with your verbal permission. In such a case, a note will be made in your client                    
file​ ​that​ ​you​ ​provided​ ​verbal​ ​permission​ ​for​ ​disclosure​ ​of​ ​PHI​ ​to​ ​specific​ ​individuals. 
 
With Authorization​. Uses and disclosures not specifically permitted by applicable law will be made              
only with your written authorization, which may be revoked at any time, except to the extent that we have                   
already made a use or disclosure based upon your authorization. The following uses and disclosures will                
be made only with your written authorization: (i) most uses and disclosures of psychotherapy notes which                
are separated from the rest of your medical record; (ii) most uses and disclosures of PHI for marketing                  
purposes, including subsidized treatment communications; (iii) disclosures that constitute a sale of PHI;             
and​ ​(iv)​ ​other​ ​uses​ ​and​ ​disclosures​ ​not​ ​described​ ​in​ ​this​ ​Notice​ ​of​ ​Privacy​ ​Practices.  
 
YOUR​ ​RIGHTS​ ​REGARDING​ ​YOUR​ ​PHI 
 
You have the following rights regarding PHI we maintain about you. To exercise any of these rights,                 
please​ ​submit​ ​your​ ​request​ ​in​ ​writing​ ​to​ ​our​ ​Privacy​ ​Officer,​ ​Sarah​ ​Spear,​ ​at​ ​sarah@love146.org: 
 

● Right of Access to Inspect and Copy. ​You have the right, which may be restricted only in                 
exceptional circumstances, to inspect and copy PHI that is maintained in a “designated record              
set”. A designated record set contains mental health/medical and billing records and any other              
records that are used to make decisions about your care. Your right to inspect and copy PHI will                  
be restricted only in those situations where there is compelling evidence that access would cause               
serious harm to you or if the information is contained in separately maintained psychotherapy              
notes. We may charge a reasonable, cost-based fee for copies. If your records are maintained               
electronically, you may also request an electronic copy of your PHI. You may also request that a                 
copy​ ​of​ ​your​ ​PHI​ ​be​ ​provided​ ​to​ ​another​ ​person. 

● Right to Amend. ​If you feel that the PHI we have about you is incorrect or incomplete, you may                   
ask us to amend the information although we are not required to agree to the amendment. If we                  
deny your request for amendment, you have the right to file a statement of disagreement with us.                 
We may prepare a rebuttal to your statement and will provide you with a copy. Please contact the                  
Privacy​ ​Officer​ ​if​ ​you​ ​have​ ​any​ ​questions. 

● Right to an Accounting of Disclosures. ​You have the right to request an accounting of certain                
of​ ​the​ ​disclosures​ ​that​ ​we​ ​make​ ​of​ ​your​ ​PHI.  

● Right to Request Restrictions. ​You have the right to request a restriction or limitation on the                
use or disclosure of your PHI for treatment, payment, or health care operations. We are not                
required to agree to your request unless the request is to restrict disclosure of PHI to a health plan                   
for purposes of carrying out payment or health care operations, and the PHI pertains to a health                 
care item or service that you paid for out of pocket. In that case, we are required to honor your                    
request​ ​for​ ​a​ ​restriction.  

● Right to Request Confidential Communication. ​You have the right to request that we             
communicate with you about health matters in a certain way or at a certain location. We will                 
accommodate reasonable requests. We may require specification of an alternative address or            
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other method of contact as a condition for accommodating your request. We will not ask you for                 
an​ ​explanation​ ​of​ ​why​ ​you​ ​are​ ​making​ ​the​ ​request. 

● Breach Notification. If there is a breach of unsecured PHI concerning you, we may be required                
to​ ​notify​ ​you​ ​of​ ​this​ ​breach,​ ​including​ ​what​ ​happened​ ​and​ ​what​ ​you​ ​can​ ​do​ ​to​ ​protect​ ​yourself. 

● Right​ ​to​ ​a​ ​Copy​ ​of​ ​this​ ​Notice.​ ​​ ​​You​ ​have​ ​the​ ​right​ ​to​ ​a​ ​copy​ ​of​ ​this​ ​notice. 
 
COMPLAINTS 
 
If you believe we have violated your privacy rights, you have the right to file a complaint in writing with                    
our Privacy Officer, Sarah Spear, at sarah@love146.org or with the Secretary of Health and Human               
Services at 200 Independence Avenue, S.W. Washington, D.C. 20201 or by calling (202) 619-0257. ​We               
will​ ​not​ ​retaliate​ ​against​ ​you​ ​for​ ​filing​ ​a​ ​complaint.  
 

The​ ​effective​ ​date​ ​of​ ​this​ ​Notice​ ​is​ ​September​ ​2017. 
 

 
 

Notice​ ​of​ ​Nondiscrimination 
 

THIS​ ​NOTICE​ ​DESCRIBES​ ​THE​ ​LOVE146​ ​POLICY​ ​OF​ ​NONDSCRIMINATION​ ​IN 
SERVICES​ ​AND ​ ​HOW​ ​YOU ​ ​CAN ​ ​FILE​ ​A​ ​COMPLAINT​ ​ALLEGING 

DISCRIMINATION. 
PLEASE​ ​REVIEW​ ​THIS​ ​NOTICE​ ​CAREFULLY.  

 
This​ ​Notice​ ​of​ ​Nondiscrimination​ ​describes​ ​our​ ​policy​ ​of​ ​nondiscrimination​ ​in​ ​accordance​ ​with 
applicable​ ​law​ ​including​ ​Title​ ​IX​ ​of​ ​the​ ​Education​ ​Amendments​ ​of​ ​1972​ ​which​ ​prohibits​ ​discrimination 
on​ ​the​ ​basis​ ​of​ ​sex.​ ​It​ ​also​ ​describes​ ​your​ ​rights​ ​regarding​ ​how​ ​you​ ​may​ ​file​ ​a​ ​complaint​ ​of 
discrimination. 
 
We​ ​are​ ​required​ ​by​ ​law​ ​to​ ​not​ ​discriminate​ ​in​ ​our​ ​service​ ​provision​ ​and​ ​to​ ​provide​ ​you​ ​with​ ​notice​ ​of​ ​our 
legal​ ​duties​ ​and​ ​policy​ ​of​ ​nondiscrimination.​ ​We​ ​are​ ​required​ ​to​ ​abide​ ​by​ ​the​ ​terms​ ​of​ ​this​ ​Notice​ ​of 
Nondiscrimination.​ ​​ ​We​ ​reserve​ ​the​ ​right​ ​to​ ​change​ ​the​ ​terms​ ​of​ ​our​ ​Notice​ ​of​ ​Nondiscrimination​ ​at​ ​any 
time.​ ​We​ ​will​ ​provide​ ​you​ ​with​ ​a​ ​copy​ ​of​ ​the​ ​revised​ ​Notice​ ​of​ ​Nondiscrimination​ ​by​ ​posting​ ​a​ ​copy​ ​on 
our​ ​website,​ ​sending​ ​a​ ​copy​ ​to​ ​you​ ​in​ ​the​ ​mail​ ​upon​ ​request​ ​or​ ​providing​ ​one​ ​to​ ​you​ ​at​ ​your​ ​next 
appointment.  
 
POLICY​ ​OF​ ​NONDISCRIMINATION​ ​IN​ ​SERVICES 
Love146​ ​provides​ ​services​ ​regardless​ ​of​ ​and​ ​does​ ​not​ ​discriminate​ ​on​ ​the​ ​basis​ ​of​ ​race,​ ​ethnicity,​ ​national 
origin,​ ​religion,​ ​political​ ​preference,​ ​sex,​ ​gender,​ ​sexial​ ​orientation,​ ​disability,​ ​and​ ​age.​ ​The​ ​Program 
Director​ ​acts​ ​as​ ​the​ ​designee​ ​to​ ​coordinate​ ​the​ ​program’s​ ​compliance​ ​with​ ​prohibitions​ ​against 
discrimination​ ​on​ ​the​ ​basis​ ​of​ ​any​ ​protected​ ​class. 
 
Specific​ ​Prohibitions​.​ ​​​ ​​These​ ​include: 
 

● Treat one person differently from another in determining whether such person satisfies any             
requirement​ ​or​ ​condition​ ​for​ ​the​ ​provision​ ​of​ ​such​ ​aid,​ ​benefit,​ ​or​ ​service; 

​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​Page​ ​4​ ​of​ ​5 
 
 



● Provide different aid, benefits, or services or provide aid, benefits, or services in a different               
manner; 

● Deny​ ​any​ ​person​ ​any​ ​such​ ​aid,​ ​benefit,​ ​or​ ​service; 
● Subject​ ​any​ ​person​ ​to​ ​separate​ ​or​ ​different​ ​rules​ ​of​ ​behavior,​ ​sanctions,​ ​or​ ​other​ ​treatment; 
● Apply​ ​any​ ​rule​ ​concerning​ ​the​ ​domicile​ ​or​ ​residence​ ​of​ ​a​ ​student​ ​or​ ​applicant; 
● Aid or perpetuate discrimination against any person by providing significant assistance to any             

agency, organization, or person that discriminates on the basis of sex in providing any aid,               
benefit,​ ​or​ ​service​ ​to​ ​students​ ​or​ ​employees; 

● Otherwise​ ​limit​ ​any​ ​person​ ​in​ ​the​ ​enjoyment​ ​of​ ​any​ ​right,​ ​privilege,​ ​advantage,​ ​or​ ​opportunity. 

 
COMPLAINTS 
 
If you believe we have violated your right to nondiscrimination in your service provision, you have the                 
right to file a complaint in writing with our Title IX Coordinator, Sarah Spear, at sarah@love146.org or                 
with the ​Centralized Case Management Operations, U.S. Department of Health and Human Services at              
200 Independence Avenue, S.W. Room 509F HHH Bldg, Washington, D.C. 20201 or by emailing              
OCRComplaint@hhs.gov​.​ ​​ ​​We​ ​will​ ​not​ ​retaliate​ ​against​ ​you​ ​for​ ​filing​ ​a​ ​complaint.  
 

The​ ​effective​ ​date​ ​of​ ​this​ ​Notice​ ​is​ ​September​ ​2017. 
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Notice of Privacy Practices and Nondiscrimination 
Receipt and Acknowledgment of Notice 

 
Client Name: ____________________________________________ 
 
DOB: ___________________________________________________ 

   
I hereby acknowledge that I have received and have been given an opportunity to read a copy of Love 146’s Notice of 
Privacy Practices and Nondiscrimination.  I understand that if I have any questions regarding the Notice or my privacy or 
nondiscrimination rights, I can contact Love146’s Privacy Officer, Jermika Cost, at  jermika@love146.org  or 203.772.4420. 

 
 
______________________________________________________________________  ___________  
Signature of Client (if emancipated or over 18 years old), Parent, Guardian or Personal Representative  Date 
 
 
 
________________________________________________________________ 
*   If you are signing as a personal representative of an individual, please describe your legal authority to act for this 

individual (power of attorney, healthcare surrogate, etc.). 
 
 

Client Refuses to Acknowledge Receipt : 
 
______________________________________________________________________  ___________  
Signature of Staff Member   Date 
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