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NC DWI Out-of-State Packet
State law requires that all persons convicted of a DWI must obtain a substance abuse assessment and complete either an education or treatment program as determined by the assessment.  The North Carolina reporting form for completion of assessment education or treatment requirements is called a DMH 508.  Only certified counselors and agencies in this state can sign this form.  They must approve your assessment and treatment as complying with North Carolina guidelines before they complete this form.  We have attached the basic NC guidelines for DWI clients; these are the minimum requirements needed to clear the stops on your driving record.
Substance abuse assessments conducted on or after December 1, 2007 are valid for 6 months, per North Carolina Department of Motor Vehicles policies and procedures.
Enclosed is an out-of-state packet for the North Carolina DWI for clients who will complete their assessment/treatment program requirements out-of-state.  Please follow these instructions and the instructions on the enclosed forms very carefully to ensure that your out-of-state assessment and/or program will be accepted by the State of North Carolina.

Please present this out-of-state packet to the counselor who will be conducting your DWI assessment in the state in which you reside.  The assessor will complete the general information and assessment verification sections of the form.  The assessor will make a recommendation of either an educational program or treatment program according to the Levels of Care recommended in the packet.  Please note that the levels of hours of substance abuse treatment must be conducted over a period of  a designated number of days.  This is a mandatory requirement for the State of North Carolina.
Once you have completed the treatment program, please review the sections completed by the treatment facility to confirm that they have the start and completion dates entered and that the signatures of the counselors are included. Also, verify that you have signed all the release of information forms and included the driving record(s). Once we receive the packet, a certified counselor will review the information and, if approved, the E508 will be processed to Raleigh. It takes Raleigh approximately 24 hours to approve or reject the E508.
There will be a $150.00 processing fee.  Please submit a money order, cashier’s check, or you may contact us and the office staff can execute a credit card transaction by calling 828-254-2700 or toll free 877-678-2696.
Please mail completed packet and all required attachments to:


ARP Addiction Recovery & Prevention

257 Biltmore Avenue

Suite 200

Asheville, NC 28801
Phone:
828-254-2700







Revised 3/21/2008
Fax:
828-254-1524
OVERVIEW OF OUT-OF-STATE DWI PACKET CONTENTS
Client Portion
Pg 3
DWI Assessment Procedure


To be used by the client to prepare for the assessment process and to track his or 



her progress during education or treatment.

Pgs 4-5
HIPAA Notice of Privacy Practices


Describes the law regarding the usage and disclosure of all clients’ health

information.  To be read and understood by the client and kept in his or her 

possession; not to be returned to ARP Addiction Recovery & Prevention.

Pg 6
Acknowledgement of Notice of Privacy Practices and Statement of Client Rights


To inform the client of his or her rights as a client of ARP Addiction Recovery & Prevention.  To be read, understood and signed by the client.

Pg 7
Authorization for Disclosure of Protected Health Information


To be filled out and signed by the client, allowing ARP Addiction Recovery & Prevention to discuss the 



client’s health information for the general purpose of case management.

Pg 8
Buncombe County DWI Providers Association: DWI Authorization for the Release/Exchange of Confidential Alcohol or Other Drug and Mental Health Information



To be filled out and signed by the client, allowing ARP Addiction Recovery & Prevention to discuss the 



client’s assessment and treatment with the parties listed, aiding in the process of 



driver’s license reinstatement, and for the submission to Raleigh of the 508 Form.
Pg 9
Verification of Legal Information for 508 Form

To be filled out by the client for the processing of the 508 Form, which reinstates his or her driver’s license.
Pgs 10-12
Verification of Complete Driving Record(s)

Include driving record from North Carolina and driving records from other states client has resided.
Assessor Portion
Pg 13
Procedure Information for Assessor
To familiarize the assessor with the paperwork and procedure associated with the North Carolina DWI offense recovery process.
Pgs 14-15
Verification of Assessment and Education Treatment


To be completed by the assessor to verify that the client has been assessed.
Pg 16
Education or Treatment Verification



To be completed (in the appropriate section) by the assessor, once the client has 



finished his or her education or treatment.
Pg 17
Screening Assessment Form


To be completed by the assessor to indicate client’s assessment outcome.

Pg 18
North Carolina Recommendation Standards


To be used by the assessor as a reference tool for determining the client’s 



appropriate level of treatment.

Pgs 19-20
Placement Criteria for Assessed DWI Clients


Further reference for the assessor in determining the client’s appropriate level of 



treatment.

DWI Out-of-State Packet: CLIENT Portion
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DWI ASSESSMENT PROCEDURE
1. As a DWI client, it is your responsibility to locate a licensed DWI assessment facility and schedule an assessment.  It is important to note that some facilities may have at least a two-week period before they can see you for an assessment; therefore, do not wait to schedule an appointment.
2. At the time of the assessment, present this DWI Out-of-State Packet to your assessor so that, over time, they may complete the forms in the Assessor Portion of the packet (pages 10-17).
3. It is up to you to fill out the forms in the Client Portion of the packet (pages 3-9).

4. Your assessor will determine a certain number of group treatment hours or education that you must complete over an established time period.  You must complete the treatment as determined by your assessor, and keep your balance at the facility paid.
5. Once you have completed your group treatment hours – or education – and you have paid your balance at the assessment facility, you may mail this completed packet and the necessary attachments to the following address:
ARP Addiction Recovery & Prevention
ATTN: Betsy
257 Biltmore Ave, Suite 200
Asheville, NC 28801
Fax: (828) 254-1524

6. If satisfied with the assessment and treatment, and the forms in the packet have been completed properly, ARP Addiction Recovery & Prevention will complete and submit the DMH 508 Form to the Raleigh DMV. 
7. It will take the Raleigh DMV approximately 48 hours to process the paperwork.

8. Once the Raleigh DMV processes the paperwork, you have fulfilled this portion of your requirements to reinstate your driver’s license.

HIPAA Notice of Privacy Practices
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ARP Addiction Recovery & Prevention of Asheville
257 Biltmore Avenue, Suite 200
Asheville, NC 28801
(828) 254-2700
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services. 

Uses and Disclosures of Protected Health Information
Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your counselor, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party where business associate agreements exist such as for a laboratory that provides drug screens.  

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for group work may require that your relevant protected health information be disclosed to the health plan to obtain certification for your recommended course of treatment. 

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your treatment program. These activities include, but are not limited to, quality assessment activities, employee review activities, training of interns, licensing, and conducting or arranging for other business activities. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name. We may also call you by name in the waiting room when your counselor is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required By Law, Possible exceptions to a client=s right to confidentiality include the following situations: (1) a medical emergency where the client has unexpectedly become physically unable to give permission to release appropriate information; (2) a client is believed to be in “immanent danger” of harming self or others; (3) a staff member is legally required to report suspected child and/or elder abuse or neglect; (4) the facility is legally required to comply with a court order, issued after a full hearing concerning the disclosure, to produce client records or testify about a client=s treatment. 

ARP Addiction Recovery & Prevention reserves the right to use information concerning clients and their treatment in reports, statistical tabulations and research studies where this information will, in no instance, identify a client by name or other information that would disclose the identity of any client. We must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500. 

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless required by law.  

You may revoke this authorization, at any time, in writing, except to the extent that your counselor or the counselor’s practice has taken an action in reliance on the use or disclosure indicated in the authorization. 
Your Rights 

Following is a statement of your rights with respect to your protected health information. 
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information. 

You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. 

Your counselor is not required to agree to a restriction that you may request. If counselor believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically. 

You may have the right to have your counselors amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to object or withdraw as provided in this notice. 

Complaints 

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint. 

This notice was published and becomes effective on/or before April 14, 2003. 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. If you have any objections to this form, please ask to speak with our Company HIPAA Compliance Officer. Our Main Phone Number listed above. 
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Acknowledgement of Notice of Privacy Practices and Statement of Client Rights

Every client of ARP Addiction Recovery & Prevention has the following rights:
1. The right to impartial access to treatment services regardless of race, religion, ethnic background, physical handicap or source of financial support.

2. The right to have personal dignity recognized and respected in all aspects of interaction and contact with facility staff.

3. The right to individualized treatment, including participation in the development of a treatment plan and implementation of the plan in cooperation with professional staff.

4. The right to confidentiality of communication with treatment staff and of material included in the treatment record; federal confidentiality rules (42 CFR part 2) prohibit the release of any information about a client’s participation in this program to anyone outside of this agency without the client’s written authorization for the disclosure of his or her protected health information.
5. The right to privacy of health information, under HIPAA (Health Insurance Portability and Accountability Act) Rules, except where federal or state rules are more restrictive.  HIPAA Notice of Privacy Practices is given to all clients extensively explaining the rules and exceptions to confidentiality in special cases of imminent emergency or court order.

6. The right to express opinions and discuss the plan and course of treatment with persons responsible, and to receive a stated grievance in accordance with established policy.

7. The right to be informed of any rules or expectations, which apply to the client’s conduct and participation in treatment.  If needed, ARP Addiction Recovery & Prevention staff will assist clients in contacting the Governor’s Advocacy Council for Persons with Disabilities (GACPD).

8. The right to a satisfactory explanation of treatment services and this statement of rights before giving consent to treatment.

9. The right to notify the staff of discontinuance of treatment at any time without being financially responsible for any planned treatment services that were not provided.
10. The right to be informed of alternative treatment resources other than those provided by ARP Addiction Recovery & Prevention.
11. All clients are entitled to the rights as defined in Article 3, Clients’ Rights and Advance Instruction, 122C-51 through 122C-67.  Copies of these rights are available upon request.
Client Name: __________________________________________  Client #: _______________________

My signature indicates that I have received a copy of the HIPAA Notice of Privacy Practices and have had an opportunity to ask any questions I may have had.
Signed: _________________________________________________  Date: ________________________________

I have reviewed and understand my rights as a client of ARP Addiction Recovery & Prevention.
Signed: _________________________________________________  Date: ________________________________

Revision Date: 6/28/2006




    Notice of Privacy Practices and Statement of Client Rights Form 
ARP Addiction Recovery & Prevention
Authorization for Disclosure of Protected Health Information

Client Name: 

Client SS#: ______________________
Initial here for all below _________ or each of the following areas you agree to disclose:
1. ______ Reports of assessment findings/recommendations

2. ______ Reports of urine drug screens or alcohol breath tests

3. ______ Progress reports 

4. ______ Diagnoses, including those relating to any psychoactive substance use 

5. ______ Discharge summary
6. ______ Attendance
7. ______ Other (specify) 










Person or Organization Disclosing the Information:
Person or Organization Receiving the information:


ARP Addiction Recovery &  Prevention______________ 
_________________________________________
ARP Addiction Recovery & Prevention_______________
The purpose of this request is: Continuity of Care, Prevention Coordination, and Case Management_____________
_____________________________________________________________________________________________
This authorization will expire on:  Date:                  OR when the following occurs: __________________________
I hereby authorize the use or disclosure of my protected health information as specified above. This authorization permits disclosure of information about mental illness or substance abuse conditions, as well as other health conditions and information.  I understand that this authorization is voluntary and that I may refuse to sign it.  I understand that I may revoke this authorization at any time by giving written notification to my provider or any member of the office staff.  A revocation will not affect any action taken in reliance on the authorization prior to the revocation.  Other limitations on my right to revoke this authorization may be found in my provider’s Notice of Privacy Practices.  I understand that, if the recipient is not a health care provider or a health plan, the information disclosed under this authorization may no longer be protected by federal privacy regulations and may be re-disclosed by the recipient.  I understand that I should receive a copy of this authorization, even if I do not ask for it. Federal confidentiality rules from (42 CFR part 2) also apply. 

I understand that treatment may not be denied if I refuse to sign this authorization, except: (1) If the authorization is the very reason for seeking the health care (e.g., a pre-employment physical), that health care may be denied; or (2) If the authorization is for disclosure to a research study, I may be denied the treatment that is part of the study.  In addition, the following consequences might occur if I refuse to sign this authorization:  (1) If the authorization is to demonstrate to a health plan that a service should be paid for, the health plan may refuse to pay for it; and (2) If the authorization is sought by an insurer because I am seeking enrollment or eligibility, the insurer may deny me the coverage I am seeking.  I understand that a health plan may not refuse payment or benefits if I refuse to authorize disclosure of certain psychotherapy notes.

_______________________________________________      ________________     _________________________



Signature of Patient or Personal Representative                                     Date

              Relationship to Patient
	Consent Renewal
I hereby reauthorize this consent for Release.  I have read and understand the terms of release and my rights as stated on this release.  I understand that I may revoke this consent at any time except to the extent that action based on this consent has been taken.

Consent renewal date will expire on Date: ___________________
Date Renewed: ___________________

_____________________________________________________
________________________________

Signature of Patient or Personal Representative


Relationship to Patient
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DWI AUTHORIZATION FOR RELEASE/EXCHANGE OF CONFIDENTIAL ALCOHOL OR OTHER DRUG AND MENTAL HEALTH INFORMATION

Client Name: ___________________________________  Client Number: ________________________

DOB: _______________________

By my signature below, I authorize ____ARP Addiction Recovery & Prevention____ to release and exchange information specified below (verbal, written, mail, facsimile), with the following parties:

North Carolina Department of Human Resources (State DWI Offices)

North Carolina Division of Motor Vehicles

Licensed DWI Service Facilities in North Carolina

Licensed Treatment Facilities in North Carolina
The Court, DWI-related
Department of Motor Vehicles in all states

My Attorney of Record, as an Officer of the Court

Probation/Parole as an Officer of the Court

Other: ______________________________________

Information to be released/exchanged shall include: recommendations of the substance abuse clinical assessment; diagnosis; driving record; treatment/prevention level and compliance; dates of service; compliance with program rules; discharge recommendations; and the Form 508R which also includes your address, telephone number, date of birth, social security number, gender, race, education level, marital status, and county of residence.
I understand that this information will only be used in compliance with G.S. 20-17(m), 1987 Chapter 797, Senate Bill 508, as amended.  I understand that verification of my compliance with the assessment, treatment, or prevention as recommended in assessment is necessary for me driver’s license to be re-instated, and to comply with a court judgment, if so ordered by the presiding judge.  In addition, this information is reported for the purpose of tracking DWI intervention and compliance.
Information related to alcohol and drug abuse in my records is protected under the federal regulations governing Confidentiality of Alcohol and Drug Patient Records, 42 CFR, Part 2, and the Health Insurance Portability and Accountability Act 1996 (HIPAA) cannot be disclosed without my written permission unless otherwise provided for in the regulations.

My right to confidentiality has been explained to me, and I understand what information will be released, the need for the information, and that there are statutes and regulations protecting the confidentiality of authorized information.  I hereby acknowledge that this consent is made freely, voluntarily and without coercion, and will be considered valid until reinstatement of my driver’s licensed or for a period of one year.

I further acknowledge that I may revoke this consent at any time in writing, except to the extent that action has already been taken, or as otherwise provided for in the regulations.

I further acknowledge that I received a list of “local” authorized DWI treatment providers.

Signed: __________________________________________________

Date: _______________________




(Client)
             __________________________________________________

Date: _______________________

(Parent/Legal Guardian)
VERIFICATION OF LEGAL INFORMATION FOR E508 FORM
This information requested below is necessary for the processing of the E508 Form to the NCDMV.  This information will be obtained from the North Carolina Driving Record.
Name: __________________________________________________________
Driver’s License #: ________________________________  State: __________

NC Customer ID#: ________________________________________________

County of Arrest: __________________________________________________

Arrest Date: _______________________________________________________

Conviction Date: ___________________________________________________

Docket # (i.e. 05CR 034): __________CR_______________________________
Reminder:  NCDMV requires the facilities to have copies of the BAC (breathalyzer) and the driving record on file before the E508 Form can be processed to DMV.
Listed below are phone numbers for some of the Clerk of Courts:

Alamance
(336) 438-1001
Greene

(252) 747-3505
Nash

(252) 459-4085

Alexander
(828) 632-2215
Guilford

(336) 574-4302
Northampton
(252) 534-1631

Avery

(828) 733-2900
Harnett

(910) 814-4600
Onslow

(910) 455-4458

Bertie

(252) 794-3039
Haywood
(828) 456-6501
Orange

(919) 245-2213

Buncombe
(828) 232-2605
Henderson
(828) 697-4414
Person

(336) 503-5200
Burke

(828) 432-2806
Hertford

(252) 358-7845
Pitt

(252) 695-7117
Cabarrus
(704) 786-4211
Iredell

(704) 878-4204
Polk

(828) 894-8231
Caldwell
(828) 759-8403
Jackson

(828) 586-7512
Rowan

(704) 797-3015


Ext 837

Caswell

(336) 694-4171
Johnston

(919) 209-5406
Rutherford
(828) 286-9136


Catawba

(828) 466-6141
Lee

(919) 708-4407
Stanly

(704) 982-2161
Chatham
(919) 542-3240
Lenoir

(252) 527-6231
Transylvania
(828) 884-3120
Cleveland
(704) 484-4862
Lincoln

(704) 736-8568
Union

(704) 296-4600
Durham

(919) 564-7024
Madison

(828) 649-2531
Vance

(252) 738-9000

Franklin

(919) 496-5104
McDowell
(828) 652-7717
Wake

(919) 755-4105






Ext 204


Gaston

(704) 852-3207
Mecklenburg
(704) 686-0600
Warren

(252) 257-3261
Granville
(919) 693-2649
Mitchell

(828) 688-2161
Watauga

(828) 265-5364









Ext 230








Wilkes 

(336) 667-1201









Wilson

(252) 291-7500









Yancey

(828) 682-2122
Verification of Complete Driving Record(s)

State of NC Administrative Manual

Dept of Health and Human Services/Division of Mental Health, Developmental Disabilities and SA Services

10A NCAC 27G .3805     

Documentation of the client’s completion of the DWI program includes, “Driving Record” means a person’s North Carolina complete driving history as maintained by the North Carolina Driver’s License Division’s history file, as well as, records in other states in which the client has resided.
Because you have an out-of-state driver’s license, NCDMV assigns a NC Customer ID # to out-of-state offenders. The customer ID # will be used by NCDMV to process the E508 for the DWI offense.  You may go the website to obtain the NC Customer ID # which will be on the driving record:   www.ncdwiservices.org/         - or -

On the next page is a form to mail requesting the NCDMV driving record. Please fill out and send check or money order, no cash.  Please allow approximately 10 business days for processing.  When you receive the driver’s record, please include in the out-of-state packet.

NCDMV requires driving records in other states in which the client has resided.

Listed below are suggested websites for obtaining these driver’s records:

www.FreeRecordsRegistry.com

www.USInfoRegistry.com/driving records
www.nationaldriverregister.com/information/state_forms/get_your_state_driving_record.html               - or -

Go to the Search Engine of your choice enter (general United States driving record website).   Select the states where you have resided and request the driving records. When you receive the driving record(s), please include in the out-of-state packet.

THE E508 WILL NOT BE PROCESSED WITHOUT THESE DRIVING RECORDS!!!!!!!!!
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Driver License Section

Driver Privacy Protection Act Request Form (DL-DPPA-T)
(To ensure correct processing please read and complete this form carefully)

Chapter 123, Section 2721 of the U.S. Code (Driver Privacy Protection Act) and N.C. General Statutes 20-43.1 require that personal
information in DMV records be closed to the public. This refers to:

Npwp e

Name

Address

Driver License or ID sumiber (also called customer aumber or control numiber)
Phone number”

Social Security Numiber (SSN) *

Medical and Disability Information®

Photos

* Access to this information is flrther restricted by various state and federal laws.

General Purpose of DPPA: The Division of Motor Vehicles and any officer, employee, or contractor of the DMV shall not knowingly
disclose or otherwise make available to any person or entity personal information about any individual obtained by the DMV in
connection with a motor vehicle record.

Pezsonal information MAY be disclosed as follows: (CIRCLE the exemption nuniber below that qualifies you to receive records)

1. For the applicant's own personal record.

2. Foruse by any government agency in carrying out its function, or for use by any private person or entity acting on behalf
of a government agency (List agency name: ]

3. For use in matters of motor vehicle or driver safety and theft, motor vehicle emissions, motor vehicle product alterations,
secalls o advisories, performance monitoring of motor vehicles, motor vehicle parts and dealers, motor vehicle market
sesearch activities, including survey research, and removal of non-owner records from the original owner records of motor
vehicle manufacturers.

4. For use in the normal course of business by a legitimate business, but only:

a. to verify accuracy of personal information
b. to abtain correct information, but enly for the purposes of;
1) preventing fraud by the individual
2)  pursuing legal remedies against the individual
3) secovering a debt or security interest against the individual

5. For use in connection with any civil, criminal, administrative or abitration proceeding in any federal, state or local coust or
agency (includes the execution or enforcement of judgments and orders or court orders).

6. For use in rescarch activities and statistical reports, provided that personal information must not be:

a. published
b. redisposed
<. used to contact individuals

7. For use by insurance companies in connection with claims investigation, anti-fraud activities, rating o underwriting.

8. For use in providing notice to owners of towed or impounded vehicles,

9. For use by private investigators or licensed security service for any of the purposes listed herein. (Please provide NC
Private Investigator License #

10 For use by employers to verify information regarding CDL.
11 For use by any requester who has obtained written consent of the individual to whom the information pertains.
Attach a copy of e written consent,
12. For use in connection with the operation of private toll transportation facilities.
DL-DPPA-L

Revised Oct. 2005, previous editions are obsolete DO NOT USE 1




[image: image7.jpg]Pat I - Request for Motor Vehicle Records (MVR)

Tam requesting a driver license record (MVR) for the following person(s), enter name as it appears on the NC driver license:

NepL/m#[ IName [ Iooel Js [ ]
NepL/m# [ Name [ Iooel Jesn ]
NepL/m # [ Name [ Iposl Josn[ 1
NepL/m # [ IName Iooel Josx [ ]
oNepL/ ¢ IName [ Jooe[ Jssn[ ]

Ifmore than 5 MVRS are needed, @ 56 may be attached with all the above information for the additional MVRs)

Please indicate the type MVR you are requesting, fees are set by NCGS 20-26(c) and are as follows:

[ cetiied Complete History-511.00 [ Uncertified Complete History -55.00 || Uncertified Limited History- $8.00

(meets Court requirements)

1 am qualified to receive this information under the category circled on Side 1 (see items 1-12). I understand that I may not re-
disclose this information except for the reasons listed on side 1.

Requested by: Full name (print) Date

Signature (Reguired)

Mailing Address city
State ip Code icense/ID Number/State|
SSN or ITIN (if no license/ID #)[ JTetephone #] |

Please allow 10 business days processing time, this DOES NOT include US Postal Service delivery time to or from the DMV.
Make checks payable to NCDMV (ensure that your driver license mumber is printed or written on your check or money order) Mail
requests to NCDMYV, Driver License Records Unit, 3113 Mail Sexrvice Center, Raleigh NC 27699-3113

Part IT - Request for Address History

1 am qualified to receive this information under the category circled on Side 1 (see items 1-12). T understand that T may not re-
disclose this information except for the reasons listed on side 1. T have enclosed the required fee of $10.00.

Lam requesting the addsess history of (full name) | ]

NCDL/ID # DOB SSN or ITIN

Signature (Required)
(Date)

Mailing Address Cityl

Stte Zip Code [ ] Tetephone # [ ]

Make checks payable to NCDMV ( ensure that your driver license number is printed or written on your check or money order) Mail
requests to NCDMYV, Driver License Section, Information Services Branch, 3114 Mail Service Center, Raleigh NC 27699-3114
NOTICE: It is unlawful for any person to make false representation to obtain any personal information from an individual motor
ehicle record.

DPPA-1

Revised Oct 2005, previous editions are obsolete DO NOT USE 2
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DWI Out-of-State Packet: ASSESSOR Portion
PROCEDURE INFORMATION FOR ASSESSOR
Re:  Substance Abuse Treatment for North Carolina DWI Offense

Dear Counselor/Therapist:

The following information is needed in order to assist the client in meeting the requirements and processing the paperwork for the North Carolina DWI Offense.

1. Breathalyzer (BAC) and number of prior DWI convictions in client’s lifetime

2. Diagnoses – DSM-IV Diagnoses

3. Brief assessment summary of alcohol and abuse reported

4. Assessor’s printed name and signature, as well as facility information

5. Screening Assessment Form

a. Indicates which instrument tool was used, and standardized test scores are reported.

6. Dates of starting and completing program

a. Sufficient amount of time for treatment program as per the NC requirements.  The length of program is in bold, listed on Screening Assessment Form.

7. The Client Portion of this packet (pages 3-9) is the client’s responsibility.

You may also go to the North Carolina Division of Mental Health, Developmental Disabilities and Substance Abuse Services website for further explanation of process and treatment.

Visit http://www.dhhs.state.nc.us/mhddsas/manuals/index.htm and review APSM 30-1, Section 10A NCAC 27G.3813 (Placement Criteria for Assessed DWI Clients).

VERIFICATION OF ASSESSMENT AND EDUCATION TREATMENT

NORTH CAROLINA DWI

OUT-OF-STATE TREATMENT

You may refer to the North Carolina Division of Mental Health, Developmental Disabilities and Substance Abuse Services website for further explanation of process and treatment.

Visit http://www.dhhs.state.nc.us/mhddsas/manuals/index.htm and review APSM 30-1, Section 10A NCAC 27G.3813 (Placement Criteria for Assessed DWI Clients).

Interview Date: ______________________
DOB: _____________________
Name: 
____________________________________  SSN: _______________________
Address: _______________________________________________________________
City: _______________________________  State: _______  Zip: _________________
County: __________________________  Telephone: (         ) _____________________

Driver’s License #: __________________________________________

State (other than NC): ________________________________________

Breathalyzer Results (BAC)  0.______

Number of Prior DWI Convictions: ___________

E-mail Address: _______________________________________

	Gender:
	Race:

(all that apply)
	Ethnicity:

(choose 1)
	Marital Status:

(choose 1)
	Education Completed: (choose 1)

	□ 01 Male

□ 02 Female
	□ 01 American Indian/Alaska Native

□ 02 Asian

□ 03 Black or African American

□ 04 Native Hawaiian or other Pac. Islander

□ 05 White

□ 06 Unreported
	□ 01 Hisp. Puerto Rican
□ 02 Hisp. Mexican American

□ 03 Hisp. Cuban

□ 04 Hisp. Other

□ 05 Unreported

□ 06 Not Hispanic or Latino
	□ 01 Never married
□ 02 Now married

□ 03 Divorced

□ 04 Separated

□ 05 Widowed
	□ 01 Less than 8th grade
□ 02 Less than 9th grade

□ 03 Less than 12th grade

□ 04 Completed HS/GED

□ 05 Some college

□ 06 Bachelor’s degree

□ 07 Graduate degree or higher


	Language Preference:

	□ 01 English

□ 02 Spanish

□ 03 Arabic

□ 04 Cambodian
	□ 05 Chinese

□ 06 French

□ 07 Fr. Creole

□ 08 German
	□ 09 Greek
□ 10 Gujarati

□ 11 Hindi

□ 12 Laotian
	□ 13 Miao
□ 14 Mon-Khmer

□ 15 Persian

□ 16 Polish
	□ 17 Portuguese
□ 18 Portu. Creole

□ 19 Russian

□ 20 Serbo-Croatian
	□ 21 Tagalong

□ 22 Hmong

□ 23 Hungarian
□ 24 Italian
	□ 25 Thai
□ 26 Urdu

□ 27 Vietnamese

□ 28 Japanese
	□ 29 Korean
□ 30 Other:

___________


	Employment Status:
	Health Insurance:

	□ 01 Full time (working 35 hours or more per week)

□ 02 Part time (working <35 hours per week)

□ 03 Unemployed (looking for work during the past 30 days)

□ 04 Not in the labor force
	□ 01 Private Insurance
□ 02 Blue Cross

□ 03 Medicare

□ 04 Medicaid
	□ 05 NC Health Choice for Children
□ 06 Health Maintenance Organization (HMO)

□ 07 Other (e.g. TRICARE, CHAMPUS)

□ 08 None


Assessment Verification:  Assessment and Recommendation Standards: The assessment must be performed by an individual/agency who is licensed/certified in the resident state to provide substance abuse services.  The assessment must include a clinical interview and a standardized assessment tool.  Treatment recommendations must be made according to the NC standards (see next page).  The individual must complete either an education program or a treatment program as specified.
DSM-IV Diagnoses: 
__________________________________________ Axis I




__________________________________________ Axis II




__________________________________________ Axis III

Brief Assessment Summary:_______________________________________________________

____________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Service Level Recommended:   _____ ADETS     _____ 20/30     _____ 40/60     _____ 90

Certified Counselor (Print Name): _____________________________________

Certified Counselor’s Signature: _______________________________________

Certification ____________________

Facility: __________________________________________________________

Address: __________________________________________________________

City: ____________________________  State: ________  Zip: ______________

Telephone:  (         ) _________________________

Fax:  (         ) _________________________

 EDUCATION OR TREATMENT VERIFICATION

ALCOHOL AND DRUG EDUCATION TRAFFIC SCHOOL (ADETS) COMPLETION

(Service Level I Only)

Minimum of 16 hours – attendance over 3 day period
Date Started: ________________________  Date Completed: ________________________

Total Hours Completed: __________

Certified Instructor’s Signature: ________________________________________________





Certification: _______________________________________

SUBSTANCE ABUSE TREATMENT VERIFICATION

(Service Levels 2 – 6)


20/30 hours – attendance over 30 days or longer


40/60 hours – attendance over 60 days or longer


90 hours – attendance over 90 days or longer

Date Started: ________________________  Date Completed: ________________________

Total Hours Completed: __________

Certified Instructor’s Signature: ________________________________________________





Certification: _______________________________________

SCREENING ASSESSMENT FORM
Name of Person Served: ___________________________  Client #: _______________  Date: _________________

PREVENTION – Selected
(16 hours of substance abuse education with attendance over 3 days)

(If you do not use SASSI, please attach results of SAA testing tool used.)

___ BAC .14 or less




SASSI

___ No prior AOD related arrests


___ No T score > 60 or < 40


___ No prior AOD education or treatment

___ Low probability of CD


___ No abuse/dependency diagnosis

___ DEF score < 8


___ Did blow breathalyzer



___ No relevant medical or psych

PREVENTION – Indicated
(20-39 hours of treatment with attendance over 30 days or longer)

___ BAC .15 or more




SASSI

___ 2 AOD-related arrests more than 5 years apart
___ T score > 60 but < 70 on any scale,


___ 2+ symptoms from list below



excluding FAM and DEF


___ No prior treatment



___ 2 T scores > 50


___ DSM-IV abuse diagnosis


___ Low probability of CD


___ No relevant medical or psych issues

___ DEF score ≥ 8 and SAM T score > 50

TREATMENT Interpretive Summary
LONG-TERM OUTPATIENT TREATMENT
(40-60 hours of treatment with attendance over 60+ days)
ASAM Level I

___ Significant SNAP concerns



SASSI

___ BAC .17 or more



___ T score > 70 but < 80 on any scale,


___ 3 AOD-related arrests ever



excluding FAM and DEF


___ 2 AOD arrests in past 5 years


___ 2 T scores > 60


___ 3+ symptoms from list, 1+ heavier

___ High probability of CD (1 rule)


___ DSM-IV abuse diagnosis/early dep.

___ DEF score ≥ 8 and SAM T score > 50


___ No relevant medical

INTENSIVE OUTPATIENT
(90 hours of treatment with attendance over 90+ days)
ASAM Level II

___ SNAP issues require significant structure

SASSI

___ BAC .22 or greater



___ T score of 80 or more on any scale,


___ 4+ AOD-related arrests ever



excluding FAM


___ 2 AOD arrests in past 2 years


___ High probability of CD (2 rules)


___ 4+ symptoms from list, 2+ heavier

___ 2 T scores > 70


___ History of detox or failed intensive treatment


___ DSM-IV dependency diagnosis

	Summary: _____________________________________________________________________
_____________________________________________________________________________________________________________ Signature: _____________________________________


	WEIGHTED SYMPTOM LIST           Lighter
family concerns

family history

guilt about use

drinking to cope

character changes

unexplained period of abstinence

unusually antisocial attitude
energy boost
	                  Heavier
AM drinking

shakes

tolerance


inconsistency in story

employment problems

history of other regular drug use

blackout within past year, or more than one


Revision Date: 07/28/2004






Screening/Assessment Form 

NORTH CAROLINA RECOMMENDATION STANDARDS

Level 1 (Education Only):  Client must complete a minimum of 16 hours of substance abuse/DWI-related education.  Client must meet the following criteria:

1. The assessment did not identify a substance abuse handicap (e.g., the individual did not meet the minimum requirements for ASAM Placement Criteria Level I or greater).

2. The individual has had no previous DWI convictions (lifetime).

3. The blood alcohol concentration (BAC) was no more than .14.

4. The individual did not refuse the breathalyzer.  If the individual refused the breathalyzer but met all other criteria, s/he must be referred to Level 2 below.

5. The individual does not meet criteria for Substance Abuse.

Level 2 (Short Term Outpatient Counseling):  This treatment level consists of a minimum of 20 hours of substance abuse treatment which must be conducted over a minimum period of 30 days.  Individuals in this category meet the following criteria:

1. DMS-IV diagnosis of psychoactive substance abuse only.

2. The individual does not fit all aspects of the diagnosis, but under certain circumstances the clinical picture provides reason to conclude that treatment would be more appropriate than education.  Some of these circumstances may include, but are not limited to:  BAC greater than .13; refusal of breath test; problems related to family history; other problems which seem to be a contributing factor to DWI behavior such as grief, loss, etc.

3. Individual meets the ASAM Level I placement criteria.

Level 3 (Long Term Outpatient Treatment):  This treatment level consists of a minimum of 40 hours of substance abuse treatment which must be conducted over a minimum period of 60 days.  Individuals in this category meet the following criteria:

1. Individual meets minimal conditions for the diagnosis of psychoactive substance dependence.

2. Individual meets the ASAM Level I placement criteria.

Level 4 (Day Treatment/Intensive Outpatient Treatment):  This treatment level consists of a minimum of 90 contact hours over a minimum period of 90 days.  Continuing care is required (Buncombe County requirement).  Individuals in this category meet the following criteria:

1. Individual meets conditions for psychoactive substance dependence diagnosis, moderate or severe.

2. Individual meets ASAM Level II placement criteria.

Level 5 (Inpatient Treatment):  This treatment level includes a minimum of 14 days of in-patient treatment, and must be followed by a minimum of 30 months of continuing care (AA/NA are encouraged, but do not meet this requirement).  Individuals in this category meet the following criteria:

1. Dependency diagnosis, moderate or severe.

2. Previous outpatient treatment has not been successful.

3. Individual meets criteria for ASAM Level III or IV in regard to the following six “patient program areas” as set forth in ASAM Patient Placement Criteria, Adult Crosswalk:

a. withdrawal risk

b. need for medical monitoring

c. emotional/behavioral problems requiring structured setting

d. high resistance to treatment

e. inability to abstain; and

f. lives in a negative and destructive environment

Special Services Plan:  In rare cases, alternatives to the above levels may be developed if the individual meets certain hardship conditions.  These may include, but are not necessarily limited to: severe hearing impairment or other physical disabilities, concurrent psychiatric illness, language/communication problems, intractable problems of distance, transportation and scheduling; and chronic offenders with multiple treatment experiences.
(Excerpt from: Rules for Mental Health, Developmental Disabilities and Substance Abuse Facilities and Services, http://www.dhhs.state.nc.us/mhddsas/manuals/index.htm, APSM 30-1, Section 10A NCAC 27G.3813, “Placement Criteria for Assessed DWI Clients.”)

10A NCAC 27G .3813
PLACEMENT CRITERIA FOR ASSESSED DWI CLIENTS
a) Clients who have completed a DWI substance abuse assessment shall be placed in the appropriate service level.

b) Placement of clients in a specific category shall be based on the assessment outcome, diagnosis, and level of care determined to be necessary for treatment.

c) In addition to the terms defined in Rule .3805(10) of this Section for each of the following progressive categories, determination for placement shall be based on the criteria specified in this Paragraph.

1) Alcohol and Drug Education Traffic Schools (ADETS)

A) the assessment did not identify a substance abuse handicap;

B) the person has had no previous DWI offense conviction;

C) the person had an alcohol concentration of 0.14% or less at the time of arrest;

D) the person did not refuse to submit to a chemical test;

E) the person meets the admission criteria for Level 0.5 (Early Intervention) of ASAM PPC-2; and

F) ADETS shall be conducted in accordance with the rules established in this Section.

2) Short-term Outpatient Treatment:

A) the assessment outcome suggests diagnosis of psychoactive substance abuse only;

B) the client does not fit all aspects of the diagnosis, but, under certain circumstances, the clinical impression provides reason to conclude that a treatment setting would be more appropriate than ADETS.  Some of these circumstances may include, but are not limited to:

i) alcohol concentration is .15 or higher;

ii) refusal of chemical test at time of arrest;

iii) problems relating to family history of substance abuse;

iv) other problems which seem to be a contributing factor to DWI behavior, such as grief or loss; and

v) the client meets the criteria for Level I of the ASAM Placement Criteria.

C) this category of service requires a minimum of 20 contact hours over a minimum of 30 days.  Each client must have services scheduled weekly.

3) Longer-term Outpatient Treatment:

A) when a client meets minimal conditions for the diagnosis of “substance dependence”;

B) the criteria for Level I of the ASAM placement criteria are met; and

C) this category of service requires a minimum of 40 contact hours over a minimum of 60 days.  Each client must have services scheduled weekly.

4) Day Treatment/Intensive Outpatient Treatment:

A) the assessment confirms a diagnosis of substance dependence, with or without physiological dependence;

B) the ASAM placement criteria for Level II Outpatient Treatment is met;

C) the program:

i) offers additional continuing care, urging voluntary participation of the client and significant others; and

ii) requires a minimum of 90 contact hours and participation of the client over a period of at least 90 days, for any client referred under G.S. 20-179(g – k), or G.S. 20-17.6; and

D) the program may be preceded by a brief inpatient admission for detoxification or stabilization of a medical or psychiatric condition.

5) Inpatient and Residential Treatment Services:

A) the level of care requires that the client meets the same diagnostic criteria as Day Treatment, as defined in this Rule;

B) outpatient treatment of other associated problems has not been successful;

C) the client meets the placement criteria for Levels III.5 or IV.7 (inpatient) of the ASAM Placement Criteria with regard to the “Criteria Dimensions” as set forth in ASAM Patient Placement Criteria, Adult Crosswalk:

i) withdrawal risk;

ii) need for medical monitoring;

iii) emotional and behavioral problems requiring a structured setting;

iv) high resistance to treatment;

v) inability to abstain; and

vi) lives in a negative and destructive environment.

D) in order for the client to meet the required minimum of 90-day time frame for treatment, the client, upon discharge, shall enroll in an approved continuing care or other outpatient program:

i) these services shall be provided according to a written continuing care plan which shall address the needs of the client;

ii) these services shall utilize individual, family and group counseling as required to meet the needs of the client; and

iii) the plan shall include client participation.

6) Special Service Plan:

A) Documentation of the need for a special program to correspond with the recommendations of the DWI assessment;

B) Conditions under which a Special Service Plan is implemented may include, but need not be limited to, the following:

i) severe hearing impairment;

ii) other physical disabilities;

iii) concurrent psychiatric illness; or

iv) language difference and communication problems.

History Note:
Authority G.S. 20-17.6I; 122C-142.1; 143B-147;
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