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13.Be free from excessive use of medical, mechanical, and chemical 
types of restraint.

This means:  That you do not have to take medicine that makes you feel sleepy and you don’t ever 
have to be held down with straps or something.

14.Be free from use of aversive procedures.

This means:  That people cannot treat you mean or be harmful to you.

15.Be free from retaliation.

This means:  That is you tell someone about something that’s bothering you, you 

don’t have to feel bad about it.  If someone got in trouble for hurting you or your 

feelings, they shouldn’t be mean to you.  If they are, you have the right to tell

someone again.

     

These rights will be reviewed with you each year or as they are updated or revised.

By signing, I agree that I have read the above rights or it has been read and explained to me.

_______________________________ _____________________
Individual Date

_______________________________ _____________________
Family/Parent/Legal Guardian Date

_______________________________ _____________________
Witness and title Date
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Door of Opportunity, Inc.

YOUR RESPONSIBILITIES

The Board of Directors and staff have the responsibility to insure that individuals receiving services 
understand their responsibilities to the service and program.

It is your responsibility to:

1. Notify us when you move or want to move, if you have a change in your medication, if 
you change in the amount of money you get paid.

2. Let us know when you are unhappy with something or someone, as soon as possible.  
There is a complaint process for you to follow.

3. Work on your goals that are made to help you reach your dreams, and work with 
therapists to help you with the way you talk, or the way you walk, or the way you act.

4. Work with us and your doctors or nurses to help you take your medicine and keep up 
with your doctor’s appointments.

5. Do as much for yourself as you can.
6. Go to your team meetings, help with your reports at home, at work, and at the center, 

and let us know how you like the services at the Door of Opportunity, Inc.
7. Follow-through with the things we put together in your plans and discuss at your 

meetings, to the best of your ability.

Just like you, the people that work with you should be treated nicely.  Try not to yell at your staff or 
hurt them.  Treat your staff the way you want to be treated.

These responsibilities will be reviewed with you each year or as they are updated or revised.

By signing, I agree that I have read the above responsibilities, or they have been read and 
explained to me.

Individual Receiving Services Signature Date

Family/Parent/Legal Guardian Date

Witness and Title Date
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Door of Opportunity, Inc.

GRIEVANCE PROCEDURES

“Your Complaint Process”

You may file a complaint if anyone is hurting you physically or sexually, if someone is 
punishing you, treating you wrong, not taking care of your needs, making fun of you, or not letting you 
do some things that you want to do.  You may also file a complaint if you see that someone else is 
not being treated right. You should never be forced to do something that you do not want to do.  You 
should never be afraid to ask for help and should never be unable to try something that interests you, 
as long as it is safe.  You should always feel like you can talk to someone about things that are 
bothering you without worrying what they will think of you or worrying that they will be mad at you or 
make you feel like you’ve done something wrong.  You are “free from retaliation.”  When you talk to 
someone, the information you share should not be told to anyone else, unless that someone thinks 
you are in harm. You will not get in any trouble or be treated different if you tell someone.  

If you tell your support staff about something that is bothering you, it will be brought to the 
attention of the appropriate supervisor, i.e. Day Habilitation, residential, vocational, or service 
coordinator.

If your concern is unable to be taken care of, the director will have you record your concern in 
writing, videotape, or audiotape and will give it to the Vice President of Operations within three (3) 
days of recording.  You may also bring your concern directly to the VPO.  

The Vice President of Operations will review the complaint, investigate, arrive at a decision 
and consult with you within the next five (5) working days.  If you want a copy of the complaint, you 
may have one.  If you want a copy of the follow-up paperwork, you may also have a copy of that.  

If you do not like the decision of the Vice President of Operations, you may again ask for help 
by giving a written report, videotape, or audiotape recording to the President within five (5) working 
days.  If you need help with this, Door of Opportunity, Inc. staff will assist you in this process.

The President must take action within thirty (30) working days of your complaints.  If the 
President is unable to take care of your complaint, you may visit with your case manager or guardian 
about other ways to handle your concerns.

You and your team will be reminded of this process each year.

Individual Receiving Services Signature Date

Family/Parent/Legal Representative Date

Witness Date
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Door of Opportunity, Inc.
REPRESENTATIVE PAYEE CONTRACT

I have discussed my needs with Door of Opportunity, Inc., in regard to helping 
me manage my money.  I agree t have Door of Opportunity, Inc. serve 
as my representative payee for Social Security and/or SSI benefits.

I will:

 Be clean and sober when I come to conduct business.
 Treat staff with courtesy and respect.
 I can come to conduct business during the business hours of 8:15 am and 4:30 

pm Monday thru Friday.
 Saving receipts when I use my spending money.

In the event of a financial emergency the CEO/President will be contacted immediately.

Have my income and expenses reviewed with me each month.

I understand:  if I fail to comply with these rules, Door of Opportunity, Inc. may refuse 
to continue to serve as my representative payee.

Door of Opportunity, Inc. will:
 Treat me with courtesy and respect.
 Be available to meet with me during business hours,
 Use benefits received on my behalf to meet my current needs for food, clothing 

and housing.
 Save any unused benefits, if any, for me in a way that clearly shows the funds belong to me.
 Account to the Social Security Administration for how my money has been 

spent.
 Report to the Social Security Administration any events that may affect my 

eligibility for payments or payment amount, and
 Return to the Social Security Administration any funds to which I am no 

entitled.

_______________________________ ____________________
Individual Receiving Services Signature Date

_______________________________ ____________________
Representative Signature Date

_______________________________ ____________________
Legal Guardian Signature Date

Expiration Date: _________________
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Door of Opportunity, Inc.
Permission to Assist with Money Management

I, __________________________, hereby give permission to the staff of Door of Opportunity, Inc. to 
assist me in managing my financial affairs, including income and bill paying.

I understand that this assistance will be provided by Door of Opportunity, Inc., staff that has been 
trained in the responsibilities of representative payee, per the Social Security guidelines.  
Representative Payee responsibilities include having the signature of representative from the Door of 
Opportunity, Inc., on all checks, limited to that of the President or Vice President of Operations.

I further understand that I have the option to have my checking account maintained at Door of 
Opportunity, Inc., or can maintain it myself with staff assistance.

_________________________________ _______________________
Individual Receiving Services Signature Date

_________________________________ _______________________
Legal Guardian Signature Date

_________________________________ _______________________
Witness Signature Date

Expiration Date: ___________________
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Door of Opportunity, Inc.
www.doorofopp.org

PHOTO RELEASE

REGARDING: ___________________

I hereby authorize Door of Opportunity, Inc. to display my photos in the following ways:

____ Door of Opportunity, Inc.; facilities

____ Newsletter ____ Face Sheet

____ Newspaper ____ Primary File

____ Website ____ Organizational Video

____ Other Non-Commercial purposes

I understand that I do not have to let anyone take my picture if I do not want them to.  I understand 

that people must have my permission to take my picture before doing so.

Photos can be released by the following methods:

Original Photo’s_____ Photo copies_____ Photos on disk_____ Digital photos _____

I understand that these photos may be used to illustrate activities and for informative purposes only.   
I further understand that these photos will not be used for solicitation of any kind.

Individual Receiving Services Signature:

Guardian Signature: 

Witness: 

Date: Date of Expiration: 
             AUTHORIZATION EXPIRES WITHIN ONE YEAR
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Door of Opportunity, Inc.

Permission for Psychotropic Medication Therapy

Consumer:_____________________________

_____________________________ has discussed with me the purposes, the anticipated benefits, 
the risks and the most common side effects of the following medications.

Medication: PURPOSE/BENEFITS: SIDE EFFECTS/RISKS

______________ ________________________ _____________________
________________________ _____________________
________________________ _____________________
________________________ _____________________

______________ ________________________ _____________________
________________________ _____________________
________________________ _____________________
________________________ _____________________

______________ ________________________ _____________________
________________________ _____________________
________________________ _____________________
________________________ _____________________

______________ ________________________ _____________________
________________________ _____________________
________________________ _____________________
________________________ _____________________

I understand that although the most common side effects have been explained to me, I may exhibit 
those or other side effects, and if so, I should inform ________ or _____________________ 
immediately if there are any unexpected changes in my condition.
I hereby give my consent to Psychotropic Medication Treatment, as authorized by my physician.

_______________________________ _________________________
Individual Receiving Services Signature Legal Guardian Signature

_______________________________ _________________________
Physician Signature Date

_______________________________ _________________________
Door of Opportunity, Inc., RN Signature             Date of expiration

*Requires annual renewal
*This form can be used or the version in I-Star can be used.  Both are valid.
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Door of Opportunity, Inc.

PERMISSION TO ASSIST WITH MEDICATIONS

I, __________________________________________ hereby give permission to the staff of Door of 
Opportunity, Inc., to assist me in taking my medications at the times they are prescribed.

I understand that this assistance will be provided by Door of Opportunity, Inc., staff who has
successfully completed the “Assisting with Medication Delivery” (AWMD) training module developed 
and approved by the New Mexico Department of Health, Developmental Disabilities Supports
Division.  If I am unable to take my medications independently, my physician must provide a written 
order for the medication to be administered by a person licensed to do so.

________________________________ __________________________
Individual Receiving Services Signature Date

________________________________ __________________________
Legal Guardian Signature Date

________________________________ __________________________
Witness and Title Date

Expiration Date: __________________


