


























MONTANA YOUTH HOMES 
RELEASE OF INFORMATION 

I authorize Montana Youth Homes Inc. to contact the following individuals and agencies 
for release of any academic, social, medical or psychological information concerning: 

YOUTH'S NAME 

I authorize the exchange of information for the purpose of counseling and guidance. 

Guardian 's Signature 

PHYSICIAN ___________ _ 

SCHOOL DISTRICT _________ _ 

FAMILY SERVICES _________ _ 

COUNSELING AGENCY _______ _ 

PROBATIONILAW ENFORCEMENT ______ _ 

OTHER ______________ _ 

The nature and purpose of the above request for information has been explained to me. I 
understand that in accordance with federal regulations this information will be kept 
confidential and will be used for professional reasons only. 

This authorization will remain in effect until one year from the date below or until the 
youth is discharged from MYH. I understand that I may withdraw my authorization in 
writing at any time. 

Legal Guardian's Signature Phone Number Date 

Address 

I have explained the above to the legal guardian who has signed this form. 

Montana Youth Homes Witness Date 

RMDC MYH P&P MANUAL 2/9/11 
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MONTANA YOUTH HOMES 
RELEASE OF INFORMATION 
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YOUTH'S NAME 
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FREE AND REDUCED-PRICE SCHOOL MEALS APPLICATION 2010-11 
Part 1. Children in School (Use a separate application for each foster child) 
Names of all children in school SNAP, TANF or FDPIR Case 
(First, Middle Initial, Last) School Name Grade Number. Skip to Part 5 if you 

list a case number. 

for is homeless, mi rant, or a runawa ,check the a 
Homeless 0 Mi ant 0 Runawa 0 
Part 3. Foster Childllnstitutionalized Child 
If this application is for a child who is the legal responsibility of a welfare agency or court, check this box 0 and then list the amount 
of the child's personal use monthly income: $ . Skip to Part 5. 

Part 4. Total Household Gross Income - You must tell us how much and how often 
1. Names of every 2. Gross income for every person in the household and how often it was received: monthly, 3. 
person in the twice a month, every two weeks, or weekly. Check 
household Earnings from work Welfare, child Pensions, retirement, All Other Income if No 

before deductions support, alimony Social Security Income 

(Example) Jane Smith $200/weekly $ 150/weekly $lOO/monthly $ 

$ / $ / $ / $ / 

$ / $ / $ / $ / 
$ / $ / $ / $ / 
$ / $ / $ / $ / 

$ / $ / $ / $ / 
$ / $ / $ / $ / 

Part 5. Signature and Social Security Number (Adult must si2n) 
An adult household member must sign the application. If Part 4 is completed, the adult signing the form must also list his or her 
Social Security Number. (See Privacy Act Statement on the back of this page.) 
I certify (promise) that all information on this application is tnle and that all income is reported. I understand that the school will get 
Federal funds based on the information I give. I understand that school officials may verify (check) the information. I understand 
that if I purposely give false information, my children may lose meal benefits, and I may be prosecuted. 

Printed Name of Adult Telephone 

Address City/ZIP 

Signature Date 

Social Security Number: _ _ _ - __ - ____ 

Part 6. Children's ethnic and racial identities (Optional) 
Choose one Ethnicity Choose one or more (regardless of ethnicitv) 
o HispaniciLatino o Asian o American Indian or Alaska Native 
o Not HispaniciLatino o White o Native Hawaiian or other Pacific Islander 

o Black or African American 

/Do not write ;below
o 

this line. This is for sehool use only. :il " ", - I 
Annual Income Conversion: Monthly X 12, Twice a Month X 24, Every 2 Weeks X 26, Weekly X 52 

Determination based on (check one): 0 Income Household: Total Income per Household Size 
o SNAPITANFIFDPIR Household (Categorically Eligible) 
o Migrant, Homeless, or Runaway Child (Categorically Eligible) 

Check the box that applies: Approved for: o Free o Reduced-Price 
Temporary approval for: o Free o Reduced-Price Temporary approval until: 
Denied for: OIncome Over 0 IncompletelMissing Information 

Determining Official' s Signature: Date: 



MONTANA YOUTH HOMES 
OVER THE COUNTER MEDICATION 

PERMISSION FORM AND TRACKING SHEET 

I, , legal guardian of, , give permission to Montana Youth Homes and 
its agents to administer the over the medications listed below. No over the counter medications of any kind will be administered without 
written permission from the legal guardian or client's personal physician. Medication will ONLY be given PER DOSAGE RESTRICTIONS 
and FOR SYMPTOMS ASSIGNED ON THE MEDICATION LABEL. 

Antacid Tablets (ie: Turns) 
Pain Reliever (ie: Tylenol) 
Ibuprofen (non-aspirin pain reliever) 
Cough Drops 
Cough Medicine (only as specified) 
Vitamins (only as specified) 
Antihistamine (ie: Benedryl) 

Legal Guardian Signature ___________________ _ 

Date Time Medication Dosage 

MYH RMDC P&P MANUAL 

Date: _______________ _ 

Staff Initials Resident Initials 

2/9/11 



Youth Name: 

MONTANA YOUTH HOMES 
YOUTH CONTACTS AND RESTRICTIONS 

------------------------------------------

Approved Visitors: (name, relationship) 

Phone Contact Only: (name, relationship, phone number) 

NO Contact Allowed: (name, relationship, phone numbers) 

Other Restrictions: 

Approved by: 
Lead Youth Support Staff: ___________________ Date: ____ _ 
Legal Guardian: Date: ____ _ 
Referring Worker: Date: ____ _ 

RMDC MYH P&P MANUAL 219/11 


