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ASEP Payment Agreement 

 

This contract and agreement are between O’Brien House, 446 N 12
th
 St, BR, LA 70802, 

and _________________________________________, hereafter referred to as the Client. 

                 (Print Your Name) 

 

O’Brien House’s Adult Substance Education Program will provide the following services:  

 

1) Two-hour education classes to be held for three (3) consecutive Mondays from 

6:00pm-8:00pm at a cost of $300.00.  

2) Submit to at least one (1) random drug screen at a cost of $25.00.  

3) All makeup/missed classes will be $50.00 per makeup/missed session. Also referred 

to as a No Call/No Show Fee (NCNS) 

 

**The total payment for the Adult Substance Education Program is $325. This amount of 

$325 does not include no call/no show fees or any additional drug screens. 

 

Amount due: $325.00. 

 

Payment for services in the amount above can be made in two forms: 

 

1) BY MONEY ORDER to O’Brien House or OBH, 446 N 12
th
 St, BR, LA 70802 

2) PAY ONLINE with a credit or debit card. We CANNOT accept Cashapp cards. Go to 

https://obrienhouse.org click Resources at the top of the screen, then Client Accounts, 

then “Make a Payment”.  Enter your personal information and check the box that says 

ASEP. You can leave the client # section blank. Once you submit payment, a receipt 

will be emailed to you and me. 

 

This agreement shall be effective from date of acceptance and signature until completion of 

course. I have read this agreement and understand my obligations.  

 

Client Signature: _________________________________________ Date: ______________    

 

ASEP Coordinator: _______________________________________ Date: ______________  

    

https://obrienhouse.org/
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Authorization to Release or Obtain Health Information  
(Including paper, oral, and electronic information)  

Name:   

 
Date:   

Mailing Address:   

 
Date of Birth:   

City/State/Zip:   

 
Last 4 of SSN: 

I authorize:   

Name:                            O’Brien House  

Mailing Address:           446 N 12th Street 

City, State, Zip Code:    Baton Rouge, Louisiana 70802  

Relationship:  Treatment Provider                                   Telephone Number: (225) 344-6345  

RELEASE Information TO     or           OBTAIN Information FROM (Place an “X” 

in the box that indicates if the information is being released OR requested.)  

  

Name:                             Angelwood  

Mailing Address:            1232 South Acadian Thruway  

City, State, Zip Code:      Baton Rouge, LA 70802  

Relationship:    Assessor (ASI Assessment)                Telephone Number: (225) 334-0851   
The Purpose of this Authorization is indicated in the box(es) below. (Place an “X” in the box(es) that apply.)   Further 

Medical Care       Personal       Legal Investigation or Action       Changing Physicians Research related treatment       

Creating health information for disclosure to a third party.   
 Other: ASI ASSESSMENT/EVALUATION   
  
I authorize the release of the following protected health information.   
(Place an “X”in the box(es) that apply to the information you want released or you want to obtain.)   
 Entire Record       Medical History, Examination, Reports       Surgical Reports    Treatment or Tests   
 Prescriptions         Immunizations       Hospital Records including Reports             Laboratory Reports   
 X-ray Reports       MR/DD Records     Other: ASI Evaluation  
  
In compliance with state and/or federal laws which require special permission to release otherwise privileged information, 

please release the following records.   
   Alcoholism       Drug Abuse       Mental Health       Vocational Rehabilitation       HIV (AIDS)   
 Sexually Transmitted Diseases      Genetics                 Psychotherapy Notes   
 Other___________________________________________________________________________________   
  
I understand that if I do not specify an expiration date, this authorization will expire six (6) months from the date on which it was 

signed. I acknowledge that I have read both sides of this form.  
  
____________________________________________________________     ____________________________ 
   Signature                                                                                                  Date  
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Authorization to Release or Obtain Health Information  
(Including paper, oral, and electronic information)  

Name:   Date:   

Mailing Address:   Date of Birth:   

City/State/Zip:   Last 4 of SSN:   

I authorize:   

Name:                              O’Brien House  

Mailing Address:             446 N 12th Street 

City, State, Zip Code:      Baton Rouge, Louisiana 70802  

Relationship:  Substance Abuse Treatment               Telephone Number: (225) 344-
6345  

RELEASE Information TO or           OBTAIN Information FROM (Place an “X” in the 

box that indicates if the information is being released OR requested.)   

Name:                           EBR District Attorney’s Pretrial Office (PTI) 

Mailing Address:            8894 Airline Hwy, Suite Q 

City, State, Zip Code:     Baton Rouge, LA 70815 

Relationship:     Legal                                                      Telephone Number: (225) 389-3428  

The Purpose of this Authorization is indicated in the box(es) below. (Place an “X” in the box(es) that 

apply.)   Further Medical Care       Personal       Legal Investigation or Action       Changing Physicians 

Research related treatment       Creating health information for disclosure to a third party.   

 Other: (Specify) Adult Substance Education Program Client Records   

  

I authorize the release of the following protected health information.   

(Place an “X”in the box(es) that apply to the information you want released or you want to obtain.)   

 Entire Record       Medical History, Examination, Reports       Surgical Reports       Treatment or Tests   

 Prescriptions         Immunizations       Hospital Records including Reports               Laboratory Reports.   

 X-ray Reports       MR/DD Records    Other: ________________________________________________  

  

In compliance with state and/or federal laws which require special permission to release otherwise 

privileged information, please release the following records.   

        Alcoholism        Drug Abuse       Mental Health       Vocational Rehabilitation       HIV (AIDS)   

 Sexually Transmitted Diseases      Genetics                 Psychotherapy Notes   

 Other___________________________________________________________________________________   

 I understand that if I do not specify an expiration date, this authorization will expire six (6) months from the 

date on which it was signed. I acknowledge that I have read both sides of this form.  

  

     _______________________________________________             ____________________________   

    Signature                                                                                                 Date  

  

  
 


