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Instructions for Consent Packet - Conservators 


 
 Conservators please read, print, sign, and mail all of the 
consents and rights forms contained in the Consent Packet – 
Conservators. Additionally, please also read, print, sign, and mail the 
Personal Rights LIC 613 form. 
 
 If you are the primary care provider for the person who you 
conserve please also ensure that you have provided an annual 
physical, required by our licensing. A form is available in this portfolio 
entitled Physical - Physicians Report LIC 602 form. Unyeway, Inc. 
would also appreciate receiving feedback on our Satisfaction Survey 
– Parents and Care Providers, also in this portfolio.  
 
 
Please mail all forms to the appropriate address listed below: 
 
Unyeway, Inc.  Unyeway, Inc.       Unyeway, Inc. 
11440 Riverside Dr. Ste D 4065 Oceanside Blvd. Ste J      1261 3rd Ave. Ste G  
Lakeside, CA. 92040  Oceanside, CA. 92056      Chula Vista, CA. 91911 
(619) 562-6330 p  (760) 643-9394 p       (619) 691-6346 p 
(619) 562-6547 f  (760) 643-9616 f        (619) 691-6963 f 
 
 
Thank you 
 








 
Consent for Emergency Medical Treatment 


 
 
 
Emergency Medical Care Release 
 
 
 
As the consumer, authorized representative or conservator, I hereby give 
consent to Unyeway, Inc. to provide all emergency medical or dental care 
Prescribed by a duly licensed physician (m.d.) osteopath (d.o.) or dentist (d.d.s.) 
for__________________________________________________ . This care 
may be given under whatever conditions are necessary to preserve the life, limb 
or well being of the individual named above. 
 
 
 
________________________________________________   
Consumer/Authorized Representative/Conservator signature 
(circle appropriate title) 
 
Print Name _____________________________________________________ 
 
Address______________________________________   Zip:_____________ 
 
Phone_____________________ Alternate Phone ______________________ 
 
Consumer has the following medication allergies: 
 
 
 
 







Consent for Release of Information to Family Members     
From Unyeway, Inc. 


 
I _____________________ authorize Unyeway, Inc.  
           (self or conservator) 
 


to release information pertaining to __________________.  
                                                                                        (Consumer’s Name) 
 
 


Information To Be Released: 
Medical, Psychological, Payroll/P&I, Assessments/Evaluations conducted by 
Unyeway, Inc. or Consultants of Unyeway, and Individual Program Plan 
information and progress. 
 
 
_____________________________________ __________ 
Signature of Consumer or Conservator  Date 
 
 
Authorization becomes invalid one year after the date of Signature. 
 


 
 
If you do not wish information to be release please fill out below 
 
_____ No Information May Be Released to anyone listed 
 
 
_____ All Information may be release except ________________________. 
 
 
 
_____ All Information may be released except to _____________________. 
 
 
Authorization becomes invalid one year after the date of Signature 
 
_____________________________________ __________ 
Signature of Consumer or Conservator  Date 







Consent for Release of Information to Residential Care 
Providers From Unyeway, Inc. 


 
I _____________________ authorize Unyeway, Inc.  
           (self or conservator) 
 


to release information pertaining to __________________.  
                                                                                        (Consumer’s Name) 
 
 


Information To Be Released: 
Medical, Psychological, Payroll/P&I, Assessments/Evaluations conducted by 
Unyeway, Inc. or Consultants of Unyeway, and Individual Program Plan 
information and progress. 
 
 
_____________________________________ __________ 
Signature of Consumer or Conservator  Date 
 
 
Authorization becomes invalid one year after the date of Signature. 
 


 
 
If You do not wish information to be release please fill out below 
 
_____ No Information May Be Released to anyone listed 
 
 
_____ All Information may be release except ________________________. 
 
 
 
_____ All Information may be released except to _____________________. 
 
 
Authorization becomes invalid one year after the date of Signature 
 
_____________________________________ __________ 
Signature of Consumer or Conservator  Date 







Consent for Release of Information to San Diego Regional 
Center From Unyeway, Inc and From SDRC to Unyeway, Inc. 


 
I _____________________ authorize Unyeway, Inc. and San 
           (self or conservator) 
 


 Diego Regional Center to share information pertaining to 
__________________.  
(Consumer’s Name) 
 
 


Information To Be Released: 
Medical, Psychological, Payroll/P&I, Assessments/Evaluations conducted by 
Unyeway, Inc. or Consultants of Unyeway, and Individual Program Plan 
information and progress. 
 
 
_____________________________________ __________ 
Signature of Consumer or Conservator  Date 
 
 
Authorization becomes invalid one year after the date of Signature. 
 


 
 
If you do not wish information to be release please fill out below 
 
_____ No Information May Be Released to anyone listed 
 
 
_____ All Information may be release except ________________________. 
 
 
 
_____ All Information may be released except to _____________________. 
 
 
Authorization becomes invalid one year after the date of Signature 
 
_____________________________________ __________ 
Signature of Consumer or Conservator  Date 







Consent for Release of Photographs. 
 


I _____________________ authorize Unyeway, Inc.  
           (self or conservator) 
 


to use for distribution, publication, posting, or other media 
related  described below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


the picture(s) of __________________ . The picture(s) depicts  
   (Consumer’s Name) 
 this person: 
 
                                                                                       
 
 
 
 
 
 
 
 
_____________________________________ __________ 
Signature of Consumer or Conservator  Date 
 
 


Comments: 
 
 
 
_____________________________________ _________ 
Signature of Consumer or Conservator  Date 







State of California—Health and Human Services Agency      Department of Developmental Services


RIGHTS OF INDIVIDUALS WITH DEVELOPMENTAL DISABILITIES
DSP 304 (English) (Rev. 1/2000)


Name of Advocate              Address/Location of Office           Telephone


          (       )


NOTE:  Authority Cited:  Sections 4502, 4503, and 4731, Welfare and Institutions Code


Resident/Resident Representative Signature Date


It is the advocate's responsibility to investigate and resolve your complaint to your satisfaction.  If the advocate is unable to do so, the complaint must
be referred by the advocate to the developmental center or regional center director.  After that, if the problem is still not resolved, it must be referred
to the Office of Human Rights, State Department of Developmental Services.


Address/Phone # of Area Board: Office of Human Rights                                  Address/Phone # of Regional Center:
                                                               Department of Developmental Services
                                                               Sacramento, CA  95814
                                                               (916) 654-1888
                                                               TDD: (916) 654-2054


This Notice must be posted, as well as distributed to each person with a developmental disability receiving services in any developmental center, licensed
community care or health facility.


In addition to the above rights, persons with developmental disabilities also have the following rights:


1. A right to treatment and habilitation services and supports in the least restrictive environment.  Treatment and habilitation services and supports
should foster the developmental potential of the person and be directed toward the achievement of the most independent, productive, and
normal lives possible.  Such services shall protect the personal liberty of the individual and shall be provided with the least restrictive conditions
necessary to achieve the purposes of the treatment, services or supports.


2. A right to dignity, privacy, and humane care.


3. A right to participate in an appropriate program of publicly supported education, regardless of degree of disability.


4. A right to prompt medical care and treatment.


5. A right to religious freedom and practice.


6. A right to social interaction and participation in community activities.


7. A right to physical exercise and recreational opportunities.


8. A right to be free from harm, including unnecessary physical restraint, or isolation, excessive medication, abuse, or neglect.


9. A right to be free from hazardous procedures.


10. A right to make choices in their own lives, including, but not  limited to, where and with whom they live, their relationships with people
in their community, the way they spend their time including education, employment, and leisure, and pursuit of their personal future, and
program planning and implementation.


Each person residing or receiving services in this facility has the following rights:


1. To wear his/her own clothes, to keep and use his/her own personal possessions including his/her toilet articles, and to keep and be allowed
to spend a reasonable sum of his/her own money for canteen expenses and small purchases.


2. To have access to individual storage space for his/her private use.


3. To see visitors each day.


4. To have reasonable access to telephones, both to make and receive confidential calls.


5. To have ready access to letter writing materials, including stamps, and to mail and receive unopened correspondence.


6. To refuse electroconvulsive therapy.


7. To refuse behavior modification techniques which cause pain or trauma.


8. To refuse psychosurgery.


9. Other rights, as specified by regulations (see e.g., Titles 17 and 22, California Code of Regulations).


Pursuant to Title 17, California Code of Regulations, Section 50530, the professional person in charge of the facility or his/her designee may for
good cause deny a person any of the rights above under (1) through (5), inclusive.


If you believe that there was not a good reason for denying one of your rights, you may call the local clients' rights advocate who must respond
to your complaint.
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(SIGNATURE OF THE REPRESENTATIVE/CONSERVATOR) 


(TITLE OF THE REPRESENTATIVE/CONSERVATOR) (DATE)


NAME


ADDRESS


CITY ZIP CODE AREA CODE/TELEPHONE NUMBER


THE CLIENT AND/OR THE REPRESENTATIVE/CONSERVATOR HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS.  THIS AGENCY IS:


(PRINT THE NAME OF THE FACILITY) (PRINT THE ADDRESS OF THE FACILITY)


(PRINT THE NAME OF THE CLIENT)


(SIGNATURE OF THE CLIENT) (DATE)


EXPLANATION: The California Code of Regulations, Title 22 requires that any person admitted to a facility must be
advised of his/her personal rights.  Facilities are also required to post these rights in areas accessible to the public.
Consequently, this form is designed to meet both the needs of persons admitted to facilities and the facility owners who
are required to post these rights.


This form describes the personal rights to be afforded each person admitted to an adult community care facility.  The form
also provides the complaint procedures for the client and representative/conservator.  The facility staff or client
representative must communicate these rights in a manner appropriate for client’s ability.


This form is to be reviewed, completed and signed by each client and/or each representative/conservator upon admission
to the facility.  The client and/or representative/conservator also has the right to receive a completed copy of the originally
signed form.  The original signed copy shall be retained in the client’s file which is maintained by the facility.


TO:  CLIENT OR AUTHORIZED REPRESENTATIVE:


Upon satisfactory and full disclosure of the personal rights as explained, complete the following acknowledgment:


ACKNOWLEDGMENT: At the time of admission I have been personally advised of, and have received a copy of  the
personal rights contained in the California Code of Regulations, Title 22.


STATE OF CALIFORNIA — HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


PERSONAL RIGHTS 
ADULT COMMUNITY CARE FACILITIES


LIC 613 (12/02) (Confidential)


(         )







PERSONAL RIGHTS
ADULT COMMUNITY CARE FACILITIES


Each client shall have rights, which include, but are not limited to the following:


(1) A right to be treated with dignity, to have privacy and to be given humane care.


(2) A right to have safe, healthful and comfortable accommodations, including furnishings and equipment to meet
your needs.


(3) A right to be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, 
coercion, threat, mental abuse, or other actions of a punitive nature.  To be free from restraining devices,
neglect or excessive medication.


(4) A right to be informed by the licensee of provisions in the law regarding complaints, including the address and 
telephone number of the licensing agency, and of information regarding confidentiality.


(5) A right to attend religious services and activities . Participation in religious services and other religious functions
shall be on a completely voluntary basis.


(6) A right to leave or depart the facility at any time, and to not be locked into any room or building, day or night.
This does not prohibit the development of house rules, such as the locking exterior doors or windows, for the 
protection of the consumer.


(7) A right to visit a facility with a relative or authorized representative prior to admission.


(8) A right to have communications between the facility and your relatives or authorized representative answered
promptly and completely, including any changes to the needs and services plan or individual program plan.


(9) A right to be informed of the facility’s policy concerning family visits.  This policy shall encourage regular family
involvement and provide ample opportunities for family participation in activities at the facility.


(10) A right to have visitors, including advocacy representatives, visit privately during waking hours provided the
visits do not infringe upon the rights of other consumers.


(11) A right to possess and control your own cash resources.


(12) A right to wear your own clothes, to possess and use your own personal items, including your own toilet
articles.


(13) A right to have access to individual storage space for your private use.


(14) A right to have access to telephones, to make and receive confidential calls, provided such calls do not infringe
on the rights of other clients and do not restrict availability of the telephone in emergencies.


(15) A right to promptly receive your unopened mail.


(16) A right to receive assistance in exercising your right to vote.


(17) A right to receive or reject medical care or health-related services, except for those whom legal authority has
been established.


(18) A right to move from a facility in accordance with the terms of the admission agreement.


Reference:


California Code of Regulations, Title 22, Division 6 - General Licensing Regulations, Section 80072; Section 81072, Social Rehabilitation
Facilities; Section 85072, Adult Residential Facilities; Section 87872, Residential Care Facilities for the Chronically Ill.





		name 2: 

		date 1: 

		name 3: 

		name 4: 

		address 2: 

		address 1: 

		name 1: 

		city 1: 

		area 1: 

		zip 1: 

		phone 1: 

		date 2: 








(OVER)


B) ■■ YES ■■ NO If YES, list below:


D) ■■ YES ■■ NO If YES, list below:


A) ■■ YES ■■ NO If YES, list below:


C) ■■ YES ■■ NO If YES, list below:


OTHER CONTAGIOUS/INFECTIOUS DISEASES:


ALLERGIES


TREATMENT/MEDICATION:


TREATMENT/MEDICATION:


SOCIAL SECURITY NUMBER:


STATE OF CALIFORNIA – HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING


PHYSICIAN’S REPORT FOR COMMUNITY CARE FACILITIES
For Resident/Client Of, Or Applicants For Admission To, Community Care Facilities (CCF).


NOTE TO PHYSICIAN:
The person specified below is a resident/client of or an applicant for admission to a licensed Community Care Facility. These
types of facilities are currently responsible for providing the level of care and supervision, primarily nonmedical care, necessary
to meet the needs of the individual residents/clients.


THESE FACILITIES DO NOT PROVIDE PROFESSIONAL NURSING CARE.
The information that you complete on this person is required by law to assist in determining whether he/she is appropriate for
admission to or continued care in a facility.


FACILITY INFORMATION (To be completed by the licensee/designee)


RESIDENT/CLIENT INFORMATION (To be completed by the resident/authorized representative/licensee)


PATIENT’S DIAGNOSIS (To be completed by the physician)


NAME OF FACILITY:


NAME:


NEXT OF KIN:


PRIMARY DIAGNOSIS:


SECONDARY DIAGNOSIS: LENGTH OF TIME UNDER YOUR CARE:


AGE: HEIGHT: SEX: WEIGHT: IN YOUR OPINION DOES THIS PERSON REQUIRE SKILLED NURSING CARE?


TUBERCULOSIS EXAMINATION RESULTS: DATE OF LAST TB TEST:


TYPE OF TB TEST USED:


Ambulatory status of client/resident: ■■ Ambulatory ■■ Nonambulatory


Health and Safety Code Section 13131 provides: “Nonambulatory persons” means persons unable to leave a building unassisted under emergency conditions. It
includes any person who is unable, or likely to be unable, to physically and mentally respond to a sensory signal approved by the State Fire Marshal, or an oral
instruction relating to fire danger, and persons who depend upon mechanical aids such as crutches, walkers, and wheelchairs. The determination of ambulatory or
nonambulatory status of persons with developmental disabilities shall be made by the Director of Social Services or his or her designated representative, in
consultation with the Director of Developmental Services or his or her designated representative. The determination of ambulatory or nonambulatory status of all
other disabled persons placed after January 1, 1984, who are not developmentally disabled shall be made by the Director of Social Services, or his or her
designated representative.


TREATMENT/MEDICATION:


ADDRESS: NUMBER STREET CITY


ADDRESS: NUMBER STREET CITY


LICENSEE’S NAME: TELEPHONE:


PERSON RESPONSIBLE FOR THIS PERSON’S FINANCES:


FACILITY LICENSE NUMBER:


TELEPHONE:


TELEPHONE:


■■ YES ■■ NO


■■ YES ■■ NO If YES, list below:


LIC 602 (10/99)


■■ ACTIVE ■■ INACTIVE ■■ NONE







AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION (TO BE COMPLETED BY PERSON’S AUTHORIZED REPRESENTATIVE)
I hereby authorize the release of medical information contained in this report regarding the physical examination of:


PLEASE LIST CURRENT PRESCRIBED MEDICATIONS THAT ARE BEING TAKEN BY CLIENT/RESIDENT:


1. _________________________ 4. _________________________ 7. _________________________


2, _________________________ 5. _________________________ 8. _________________________


3. _________________________ 6. _________________________ 9. _________________________


ASSISTIVE DEVICE


I. PHYSICAL HEALTH STATUS: ■■ GOOD ■■ FAIR ■■ POOR


III. CAPACITY FOR SELF CARE: ■■ YES ■■ NO


II. MENTAL HEALTH STATUS: ■■ GOOD ■■ FAIR ■■ POOR


COMMENTS:


COMMENTS:


COMMENTS:


YES NO
(Check One)


YES NO
(Check One)


COMMENTS:


COMMENTS:


1. Auditory impairment


2. Visual impairment


3. Wears dentures


4. Special diet


5. Substance abuse problem


6. Bowel impairment


7. Bladder impairment


8. Motor impairment


9. Requires continuous bed care


1. Confused


2. Able to follow instructions


3. Depressed


4. Able to communicate


1. Able to care for all personal needs


2. Can administer and store own medications


3. Needs constant medical supervision


4. Currently taking prescribed medications


5. Bathes self


6. Dresses self


7. Feeds self


8. Cares for his/her own toilet needs


9. Able to leave facility unassisted


10. Able to ambulate without assistance


11. Able to manage own cash resources


NO
PROBLEM


OCCASIONAL FREQUENT IF PROBLEM EXISTS, PROVIDE COMMENT BELOW:


PLEASE LIST OVER-THE-COUNTER MEDICATION THAT CAN BE GIVEN TO THE CLIENT/RESIDENT,
AS NEEDED, FOR THE FOLLOWING CONDITIONS:
CONDITIONS
1. Headache
2. Constipation
3. Diarrhea
4. Indigestion
5. Others(specify condition)


_____________________________________
_____________________________________


OVER-THE-COUNTER MEDICATION(S)
_____________________________________
_____________________________________
_____________________________________
_____________________________________


_____________________________________
_____________________________________


PHYSICIAN’S NAME AND ADDRESS:


PHYSICIAN’S SIGNATURE


PATIENT’S NAME:


TO (NAME AND ADDRESS OF LICENSING AGENCY):


SIGNATURE OF RESIDENT/POTENTIAL RESIDENT AND/OR HIS/HER AUTHORIZED
REPRESENTATIVE


ADDRESS: DATE:


TELEPHONE: DATE:
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Parent/Care Provider  Satisfaction Survey 
 


We are interested in receiving your input regarding how you feel about services provided by 
Unyeway, Inc.  It would be much appreciated if you would complete the following 
questionnaire and return it to us.  Thank you for your time! 
 
(All information optional) 
 
 


Parent/Care Provider Name:  
 
Name ofCare Home/Facility (if applicable): 


 


 
Program: 


 
Date Completed: 


 


 
 


 
 
 
 
 


Put us on the right track!!! 
 
 


UNYEWAY, INC. 
2330 Main Street 


Ramona, CA  92065 
760-789-5960 
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UNYEWAY, INC. 
Parent/Care Provider Satisfaction Survey 


 
1.   Are you satisfied with the services provided by Unyeway, Inc.? 
 YES  NO 


 
COMMENTS:  
 
 
 


 
 
 
 
2.  Are there additional services you would like Unyeway, Inc. to provide? 
 YES  NO 


 
COMMENTS:  
 
 
 


 
 
 
 
3.  Are you satisfied with the staff’s professionalism, knowledge, and training? 
 YES  NO 


 
COMMENTS:  
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4. Do you feel that adequate communication exists between Participants’ homes and 


program? 
 YES  NO 


 
COMMENTS:  
 
 
 


 
 
 
 
 
5. Please provide us with any additional comments you may have regarding the overall 


services provided by Unyeway, Incorporated. 
 


 
 
 
 
 
 
 
 
 
 
   
Signature (Optional)  Date 
 


 


Again, thank you for your time! 
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