
 

 
 

      SUD Outpatient Program 
          Client Bill of Rights 

                                                                         MINNESOTA STATUTES 2023 
  148F.165 CLIENT WELFARE. 
 

Subdivision 1.Explanation of procedures. 

  A client has the right to have, and a counselor has the responsibility to provide, a nontechnical 

explanation of the nature and purpose of the counseling procedures to be used and the results of tests 

administered to the client. The counselor shall establish procedures to be followed if the explanation is to be 

provided by another individual under the direction of the counselor. 

Subd. 2.Client bill of rights. 

  The client bill of rights required by section 144.652 shall be prominently displayed on the premises of 

the professional practice or provided as a handout to each client. The document must state that consumers of 

alcohol and drug counseling services have the right to: 

(1) expect that the provider meets the minimum qualifications of training and experience required by state 

law; 

(2) examine public records maintained by the Board of Behavioral Health and Therapy that contain the 

credentials of the provider; 

(3) report complaints to the Board of Behavioral Health and Therapy; 

(4) be informed of the cost of professional services before receiving the services; 

(5) privacy as defined and limited by law and rule; 

(6) be free from being the object of unlawful discrimination while receiving counseling services; 

(7) have access to their records as provided in sections 144.92 and 148F.135, subdivision 1, except as 

otherwise provided by law; 

(8) be free from exploitation for the benefit or advantage of the provider; 

(9) terminate services at any time, except as otherwise provided by law or court order; 

(10) know the intended recipients of assessment results; 

(11) withdraw consent to release assessment results, unless the right is prohibited by law or court order or 

was waived by prior written agreement; 

(12) a nontechnical description of assessment procedures; and 

(13) a nontechnical explanation and interpretation of assessment results, unless this right is prohibited by 

law or court order or was waived by prior written agreement. 

https://www.revisor.mn.gov/statutes/cite/144.652
https://www.revisor.mn.gov/statutes/cite/144.92
https://www.revisor.mn.gov/statutes/cite/148F.135


 

 
 

Subd. 3.Stereotyping. 

  The provider shall treat the client as an individual and not impose on the client any stereotypes of 

behavior, values, or roles related to human diversity. 

Subd. 4.Misuse of client relationship. 

  The provider shall not misuse the relationship with a client due to a relationship with another individual 

or entity. 

Subd. 5.Exploitation of client. 

  The provider shall not exploit the professional relationship with a client for the provider's emotional, 

financial, sexual, or personal advantage or benefit. This prohibition extends to former clients who are vulnerable 

or dependent on the provider. 

Subd. 6.Sexual behavior with client. 

  A provider shall not engage in any sexual behavior with a client including: 

(1) sexual contact, as defined in section 604.20, subdivision 7; or 

(2) any physical, verbal, written, interactive, or electronic communication, conduct, or act that may be 

reasonably interpreted to be sexually seductive, demeaning, or harassing to the client. 

Subd. 7.Sexual behavior with a former client. 

  A provider shall not engage in any sexual behavior as described in subdivision 6 within the two-year 

period following the date of the last counseling service to a former client. This prohibition applies whether or 

not the provider has formally terminated the professional relationship. This prohibition extends indefinitely for a 

former client who is vulnerable or dependent on the provider. 

Subd. 8.Preferences and options for treatment. 

  A provider shall disclose to the client the provider's preferences for choice of treatment or outcome and 

shall present other options for the consideration or choice of the client. 

Subd. 9.Referrals. 

  A provider shall make a prompt and appropriate referral of the client to another professional when 

requested to make a referral by the client. 

History:  

2012 c 197 art 2 s 34 

 
 
 
 
 
 
 

https://www.revisor.mn.gov/statutes/cite/604.20#stat.604.20.7
https://www.revisor.mn.gov/laws/2012/0/197/#laws.2.34.0


 

 
 

    SUD Outpatient Program 
                                                              Health Care Bill of Rights 

                 MINNESOTA STATUTES 2023 
          144.651 Health Care Bill of Rights 

Subdivision 1.Legislative intent. 
  It is the intent of the legislature and the purpose of this section to promote the interests and well being 

of the patients and residents of health care facilities. No health care facility may require a patient or resident to 

waive these rights as a condition of admission to the facility. Any guardian or conservator of a patient or 

resident or, in the absence of a guardian or conservator, an interested person, may seek enforcement of these 

rights on behalf of a patient or resident. An interested person may also seek enforcement of these rights on 

behalf of a patient or resident who has a guardian or conservator through administrative agencies or in district 

court having jurisdiction over guardianships and conservatorships. Pending the outcome of an enforcement 

proceeding the health care facility may, in good faith, comply with the instructions of a guardian or conservator. 

It is the intent of this section that every patient's civil and religious liberties, including the right to independent 

personal decisions and knowledge of available choices, shall not be infringed and that the facility shall 

encourage and assist in the fullest possible exercise of these rights. 

Subd. 2.Definitions. 
  For the purposes of this section, "patient" means a person who is admitted to an acute care inpatient 

facility for a continuous period longer than 24 hours, for the purpose of diagnosis or treatment bearing on the 

physical or mental health of that person. For purposes of subdivisions 4 to 9, 12, 13, 15, 16, and 18 to 20, 

"patient" also means a person who receives health care services at an outpatient surgical center or at a birth 

center licensed under section 144.615. "Patient" also means a minor who is admitted to a residential program as 

defined in section 253C.01. For purposes of subdivisions 1, 3 to 16, 18, 20 and 30, "patient" also means any 

person who is receiving mental health treatment on an outpatient basis or in a community support program or 

other community-based program. "Resident" means a person who is admitted to a nonacute care facility 

including extended care facilities, nursing homes, and boarding care homes for care required because of 

prolonged mental or physical illness or disability, recovery from injury or disease, or advancing age. For purposes 

of all subdivisions except subdivisions 28 and 29, "resident" also means a person who is admitted to a facility 

licensed as a board and lodging facility under Minnesota Rules, parts 4625.0100 to 4625.2355, a boarding care 

home under sections 144.50 to 144.56, or a supervised living facility under Minnesota Rules, 

parts 4665.0100 to 4665.9900, and which operates a rehabilitation program licensed under chapter 245G or 

245I, or Minnesota Rules, parts 9530.6510 to 9530.6590. 

[See Note.] 

Subd. 3.Public policy declaration. 
  

https://www.revisor.mn.gov/statutes/cite/144.615
https://www.revisor.mn.gov/statutes/cite/253C.01
https://www.revisor.mn.gov/rules/4625.0100
https://www.revisor.mn.gov/rules/4625.2355
https://www.revisor.mn.gov/statutes/cite/144.50
https://www.revisor.mn.gov/statutes/cite/144.56
https://www.revisor.mn.gov/rules/4665.0100
https://www.revisor.mn.gov/rules/4665.9900
https://www.revisor.mn.gov/statutes/cite/245G
https://www.revisor.mn.gov/rules/9530.6510
https://www.revisor.mn.gov/rules/9530.6590


 

 
 

It is declared to be the public policy of this state that the interests of each patient and resident be 
protected by a declaration of a patients' bill of rights which shall include but not be limited to the rights specified 
in this section. 

Subd. 4.Information about rights. 
  Patients and residents shall, at admission, be told that there are legal rights for their protection during 

their stay at the facility or throughout their course of treatment and maintenance in the community and that 

these are described in an accompanying written statement of the applicable rights and responsibilities set forth 

in this section. In the case of patients admitted to residential programs as defined in section 253C.01, the 

written statement shall also describe the right of a person 16 years old or older to request release as provided in 

section 253B.04, subdivision 2, and shall list the names and telephone numbers of individuals and organizations 

that provide advocacy and legal services for patients in residential programs. Reasonable accommodations shall 

be made for people who have communication disabilities and those who speak a language other than English. 

Current facility policies, inspection findings of state and local health authorities, and further explanation of the 

written statement of rights shall be available to patients, residents, their guardians or their chosen 

representatives upon reasonable request to the administrator or other designated staff person, consistent with 

chapter 13, the Data Practices Act, and section 626.557, relating to vulnerable adults. 

Subd. 5.Courteous treatment. 
  Patients and residents have the right to be treated with courtesy and respect for their individuality by 

employees of or persons providing service in a health care facility. 

Subd. 6.Appropriate health care. 
  Patients and residents shall have the right to appropriate medical and personal care based on individual 

needs. Appropriate care for residents means care designed to enable residents to achieve their highest level of 

physical and mental functioning. This right is limited where the service is not reimbursable by public or private 

resources. 

Subd. 7.Physician's, advanced practice registered nurse's, or physician assistant's identity. 
  Patients and residents shall have or be given, in writing, the name, business address, telephone number, 

and specialty, if any, of the physician, advanced practice registered nurse, or physician assistant responsible for 

coordination of their care. In cases where it is medically inadvisable, as documented by the attending physician, 

advanced practice registered nurse, or physician assistant in a patient's or resident's care record, the 

information shall be given to the patient's or resident's guardian or other person designated by the patient or 

resident as a representative. 

Subd. 8.Relationship with other health services. 
  Patients and residents who receive services from an outside provider are entitled, upon request, to be 

told the identity of the provider. Residents shall be informed, in writing, of any health care services which are 

provided to those residents by individuals, corporations, or organizations other than their facility. Information 

shall include the name of the outside provider, the address, and a description of the service which may be 

https://www.revisor.mn.gov/statutes/cite/253C.01
https://www.revisor.mn.gov/statutes/cite/253B.04#stat.253B.04.2
https://www.revisor.mn.gov/statutes/cite/626.557


 

 
 

rendered. In cases where it is medically inadvisable, as documented by the attending physician, advanced 

practice registered nurse, or physician assistant in a patient's or resident's care record, the information shall be 

given to the patient's or resident's guardian or other person designated by the patient or resident as a 

representative. 

Subd. 9.Information about treatment. 
  Patients and residents shall be given by their physicians, advanced practice registered nurses, or 

physician assistants complete and current information concerning their diagnosis, treatment, alternatives, risks, 

and prognosis as required by the physician's, advanced practice registered nurse's, or physician assistant's legal 

duty to disclose. This information shall be in terms and language the patients or residents can reasonably be 

expected to understand. Patients and residents may be accompanied by a family member or other chosen 

representative, or both. This information shall include the likely medical or major psychological results of the 

treatment and its alternatives. In cases where it is medically inadvisable, as documented by the attending 

physician, advanced practice registered nurse, or physician assistant in a patient's or resident's medical record, 

the information shall be given to the patient's or resident's guardian or other person designated by the patient 

or resident as a representative. Individuals have the right to refuse this information. 

Every patient or resident suffering from any form of breast cancer shall be fully informed, prior to or at the 
time of admission and during her stay, of all alternative effective methods of treatment of which the treating 
physician, advanced practice registered nurse, or physician assistant is knowledgeable, including surgical, 
radiological, or chemotherapeutic treatments or combinations of treatments and the risks associated with each 
of those methods. 

Subd. 10.Participation in planning treatment; notification of family members. 
  (a) Patients and residents shall have the right to participate in the planning of their health care. This 

right includes the opportunity to discuss treatment and alternatives with individual caregivers, the opportunity 

to request and participate in formal care conferences, and the right to include a family member or other chosen 

representative, or both. In the event that the patient or resident cannot be present, a family member or other 

representative chosen by the patient or resident may be included in such conferences. A chosen representative 

may include a doula of the patient's choice. 

(b) If a patient or resident who enters a facility is unconscious or comatose or is unable to communicate, 
the facility shall make reasonable efforts as required under paragraph (c) to notify either a family member or a 
person designated in writing by the patient as the person to contact in an emergency that the patient or 
resident has been admitted to the facility. The facility shall allow the family member to participate in treatment 
planning, unless the facility knows or has reason to believe the patient or resident has an effective advance 
directive to the contrary or knows the patient or resident has specified in writing that they do not want a family 
member included in treatment planning. After notifying a family member but prior to allowing a family member 
to participate in treatment planning, the facility must make reasonable efforts, consistent with reasonable 
medical practice, to determine if the patient or resident has executed an advance directive relative to the 
patient or resident's health care decisions. For purposes of this paragraph, "reasonable efforts" include: 

(1) examining the personal effects of the patient or resident; 



 

 
 

(2) examining the medical records of the patient or resident in the possession of the facility; 

(3) inquiring of any emergency contact or family member contacted under this section whether the patient 
or resident has executed an advance directive and whether the patient or resident has a physician, advanced 
practice registered nurse, or physician assistant to whom the patient or resident normally goes for care; and 

(4) inquiring of the physician, advanced practice registered nurse, or physician assistant to whom the 
patient or resident normally goes for care, if known, whether the patient or resident has executed an advance 
directive. If a facility notifies a family member or designated emergency contact or allows a family member to 
participate in treatment planning in accordance with this paragraph, the facility is not liable to the patient or 
resident for damages on the grounds that the notification of the family member or emergency contact or the 
participation of the family member was improper or violated the patient's privacy rights. 

(c) In making reasonable efforts to notify a family member or designated emergency contact, the facility 
shall attempt to identify family members or a designated emergency contact by examining the personal effects 
of the patient or resident and the medical records of the patient or resident in the possession of the facility. If 
the facility is unable to notify a family member or designated emergency contact within 24 hours after the 
admission, the facility shall notify the county social service agency or local law enforcement agency that the 
patient or resident has been admitted and the facility has been unable to notify a family member or designated 
emergency contact. The county social service agency and local law enforcement agency shall assist the facility in 
identifying and notifying a family member or designated emergency contact. A county social service agency or 
local law enforcement agency that assists a facility in implementing this subdivision is not liable to the patient or 
resident for damages on the grounds that the notification of the family member or emergency contact or the 
participation of the family member was improper or violated the patient's privacy rights. 

Subd. 10a.Designated support person for pregnant patient. 
         (a) Subject to paragraph (c), a health care provider and a health care facility must allow, at a minimum, one 

designated support person of a pregnant patient's choosing to be physically present while the patient is 

receiving health care services including during a hospital stay. 

(b) For purposes of this subdivision, "designated support person" means any person chosen by the patient 
to provide comfort to the patient including but not limited to the patient's spouse, partner, family member, or 
another person related by affinity. Certified doulas and traditional midwives may not be counted toward the 
limit of one designated support person. 

(c) A facility may restrict or prohibit the presence of a designated support person in treatment rooms, 
procedure rooms, and operating rooms when such a restriction or prohibition is strictly necessary to meet the 
appropriate standard of care. A facility may also restrict or prohibit the presence of a designated support person 
if the designated support person is acting in a violent or threatening manner toward others. Any restriction or 
prohibition of a designated support person by the facility is subject to the facility's written internal grievance 
procedure required by subdivision 20. 

Subd. 11.Continuity of care. 
  Patients and residents shall have the right to be cared for with reasonable regularity and continuity of 

staff assignment as far as facility policy allows. 



 

 
 

Subd. 12.Right to refuse care. 
  Competent patients and residents shall have the right to refuse treatment based on the information 

required in subdivision 9. Residents who refuse treatment, medication, or dietary restrictions shall be informed 

of the likely medical or major psychological results of the refusal, with documentation in the individual medical 

record. In cases where a patient or resident is incapable of understanding the circumstances but has not been 

adjudicated incompetent, or when legal requirements limit the right to refuse treatment, the conditions and 

circumstances shall be fully documented by the attending physician, advanced practice registered nurse, or 

physician assistant in the patient's or resident's medical record. 

Subd. 13.Experimental research. 
  Written, informed consent must be obtained prior to a patient's or resident's participation in 

experimental research. Patients and residents have the right to refuse participation. Both consent and refusal 

shall be documented in the individual care record. 

Subd. 14.Freedom from maltreatment. 
  Patients and residents shall be free from maltreatment as defined in the Vulnerable Adults Protection 

Act. "Maltreatment" means conduct described in section 626.5572, subdivision 15, or the intentional and 

nontherapeutic infliction of physical pain or injury, or any persistent course of conduct intended to produce 

mental or emotional distress. Every patient and resident shall also be free from nontherapeutic chemical and 

physical restraints, except in fully documented emergencies, or as authorized in writing after examination by a 

patient's or resident's physician, advanced practice registered nurse, or physician assistant for a specified and 

limited period of time, and only when necessary to protect the resident from self-injury or injury to others. 

Subd. 15.Treatment privacy. 
  Patients and residents shall have the right to respectfulness and privacy as it relates to their medical and 

personal care program. Case discussion, consultation, examination, and treatment are confidential and shall be 

conducted discreetly. Privacy shall be respected during toileting, bathing, and other activities of personal 

hygiene, except as needed for patient or resident safety or assistance. 

Subd. 16.Confidentiality of records. 
  Patients and residents shall be assured confidential treatment of their personal and medical records, 

and may approve or refuse their release to any individual outside the facility. Residents shall be notified when 

personal records are requested by any individual outside the facility and may select someone to accompany 

them when the records or information are the subject of a personal interview. Copies of records and written 

information from the records shall be made available in accordance with this subdivision and 

sections 144.291 to 144.298. This right does not apply to complaint investigations and inspections by the 

Department of Health, where required by third-party payment contracts, or where otherwise provided by law. 

Subd. 17.Disclosure of services available. 
  

https://www.revisor.mn.gov/statutes/cite/626.5572#stat.626.5572.15
https://www.revisor.mn.gov/statutes/cite/144.291


 

 
 

Patients and residents shall be informed, prior to or at the time of admission and during their stay, of 
services which are included in the facility's basic per diem or daily room rate and that other services are 
available at additional charges. Facilities shall make every effort to assist patients and residents in obtaining 
information regarding whether the Medicare or medical assistance program will pay for any or all of the 
aforementioned services. 

Subd. 18.Responsive service. 
  Patients and residents shall have the right to a prompt and reasonable response to their questions and 

requests. 

Subd. 19.Personal privacy. 
  Patients and residents shall have the right to every consideration of their privacy, individuality, and 

cultural identity as related to their social, religious, and psychological well-being. Facility staff shall respect the 

privacy of a resident's room by knocking on the door and seeking consent before entering, except in an 

emergency or where clearly inadvisable. 

Subd. 20.Grievances. 
  Patients and residents shall be encouraged and assisted, throughout their stay in a facility or their 

course of treatment, to understand and exercise their rights as patients, residents, and citizens. Patients and 

residents may voice grievances and recommend changes in policies and services to facility staff and others of 

their choice, free from restraint, interference, coercion, discrimination, or reprisal, including threat of discharge. 

Notice of the grievance procedure of the facility or program, as well as addresses and telephone numbers for 

the Office of Health Facility Complaints and the area nursing home ombudsman pursuant to the Older 

Americans Act, section 307(a)(12) shall be posted in a conspicuous place. 

Every acute care inpatient facility, every residential program as defined in section 253C.01, every nonacute 
care facility, and every facility employing more than two people that provides outpatient mental health services 
shall have a written internal grievance procedure that, at a minimum, sets forth the process to be followed; 
specifies time limits, including time limits for facility response; provides for the patient or resident to have the 
assistance of an advocate; requires a written response to written grievances; and provides for a timely decision 
by an impartial decision maker if the grievance is not otherwise resolved. Compliance by hospitals, residential 
programs as defined in section 253C.01 which are hospital-based primary treatment programs, and outpatient 
surgery centers with section 144.691 and compliance by health maintenance organizations with 
section 62D.11 is deemed to be compliance with the requirement for a written internal grievance procedure. 

Subd. 21.Communication privacy. 
  Patients and residents may associate and communicate privately with persons of their choice and enter 

and, except as provided by the Minnesota Commitment Act, leave the facility as they choose. Patients and 

residents shall have access, at their expense, to writing instruments, stationery, and postage. Personal mail shall 

be sent without interference and received unopened unless medically or programmatically contraindicated and 

documented by the physician or advanced practice registered nurse in the medical record. There shall be access 

to a telephone where patients and residents can make and receive calls as well as speak privately. Facilities 

which are unable to provide a private area shall make reasonable arrangements to accommodate the privacy of 

https://www.revisor.mn.gov/statutes/cite/253C.01
https://www.revisor.mn.gov/statutes/cite/253C.01
https://www.revisor.mn.gov/statutes/cite/144.691
https://www.revisor.mn.gov/statutes/cite/62D.11


 

 
 

patients' or residents' calls. Upon admission to a facility where federal law prohibits unauthorized disclosure of 

patient or resident identifying information to callers and visitors, the patient or resident, or the legal guardian or 

conservator of the patient or resident, shall be given the opportunity to authorize disclosure of the patient's or 

resident's presence in the facility to callers and visitors who may seek to communicate with the patient or 

resident. To the extent possible, the legal guardian or conservator of a patient or resident shall consider the 

opinions of the patient or resident regarding the disclosure of the patient's or resident's presence in the facility. 

This right is limited where medically inadvisable, as documented by the attending physician or advanced practice 

registered nurse in a patient's or resident's care record. Where programmatically limited by a facility abuse 

prevention plan pursuant to section 626.557, subdivision 14, paragraph (b), this right shall also be limited 

accordingly. 

Subd. 22.Personal property. 
  Patients and residents may retain and use their personal clothing and possessions as space permits, 

unless to do so would infringe upon rights of other patients or residents, and unless medically or 

programmatically contraindicated for documented medical, safety, or programmatic reasons. The facility must 

either maintain a central locked depository or provide individual locked storage areas in which residents may 

store their valuables for safekeeping. The facility may, but is not required to, provide compensation for or 

replacement of lost or stolen items. 

Subd. 23.Services for the facility. 
  Patients and residents shall not perform labor or services for the facility unless those activities are 

included for therapeutic purposes and appropriately goal-related in their individual medical record. 

Subd. 24.Choice of supplier. 
  Residents may purchase or rent goods or services not included in the per diem rate from a supplier of 

their choice unless otherwise provided by law. The supplier shall ensure that these purchases are sufficient to 

meet the medical or treatment needs of the residents. 

Subd. 25.Financial affairs. 
  Competent residents may manage their personal financial affairs, or shall be given at least a quarterly 

accounting of financial transactions on their behalf if they delegate this responsibility in accordance with the 

laws of Minnesota to the facility for any period of time. 

Subd. 26.Right to associate. 
  (a) Residents may meet with and receive visitors and participate in activities of commercial, religious, 

political, as defined in section 203B.11 and community groups without interference at their discretion if the 

activities do not infringe on the right to privacy of other residents or are not programmatically contraindicated. 

This includes: 

(1) the right to join with other individuals within and outside the facility to work for improvements in long-
term care; 

https://www.revisor.mn.gov/statutes/cite/626.557#stat.626.557.14
https://www.revisor.mn.gov/statutes/cite/203B.11


 

 
 

(2) the right to visitation by an individual the patient has appointed as the patient's health care agent 
under chapter 145C; 

(3) the right to visitation and health care decision making by an individual designated by the patient under 
paragraph (c). 

(b) Upon admission to a facility where federal law prohibits unauthorized disclosure of patient or resident 
identifying information to callers and visitors, the patient or resident, or the legal guardian or conservator of the 
patient or resident, shall be given the opportunity to authorize disclosure of the patient's or resident's presence 
in the facility to callers and visitors who may seek to communicate with the patient or resident. To the extent 
possible, the legal guardian or conservator of a patient or resident shall consider the opinions of the patient or 
resident regarding the disclosure of the patient's or resident's presence in the facility. 

(c) Upon admission to a facility, the patient or resident, or the legal guardian or conservator of the patient 
or resident, must be given the opportunity to designate a person who is not related who will have the status of 
the patient's next of kin with respect to visitation and making a health care decision. A designation must be 
included in the patient's health record. With respect to making a health care decision, a health care directive or 
appointment of a health care agent under chapter 145C prevails over a designation made under this paragraph. 
The unrelated person may also be identified as such by the patient or by the patient's family. 

Subd. 27.Advisory councils. 
  Residents and their families shall have the right to organize, maintain, and participate in resident 

advisory and family councils. Each facility shall provide assistance and space for meetings. Council meetings shall 

be afforded privacy, with staff or visitors attending only upon the council's invitation. A staff person shall be 

designated the responsibility of providing this assistance and responding to written requests which result from 

council meetings. Resident and family councils shall be encouraged to make recommendations regarding facility 

policies. 

Subd. 28.Married residents. 
  Residents, if married, shall be assured privacy for visits by their spouses and, if both spouses are 

residents of the facility, they shall be permitted to share a room, unless medically contraindicated and 

documented by their physicians in the medical records. 

Subd. 29.Transfers and discharges. 
  Residents shall not be arbitrarily transferred or discharged. Residents must be notified, in writing, of the 

proposed discharge or transfer and its justification no later than 30 days before discharge from the facility and 

seven days before transfer to another room within the facility. This notice shall include the resident's right to 

contest the proposed action, with the address and telephone number of the area nursing home ombudsman 

pursuant to the Older Americans Act, section 307(a)(12). The resident, informed of this right, may choose to 

relocate before the notice period ends. The notice period may be shortened in situations outside the facility's 

control, such as a determination by utilization review, the accommodation of newly admitted residents, a 

change in the resident's medical or treatment program, the resident's own or another resident's welfare, or 

nonpayment for stay unless prohibited by the public program or programs paying for the resident's care, as 



 

 
 

documented in the medical record. Facilities shall make a reasonable effort to accommodate new residents 

without disrupting room assignments. 

Subd. 30.Protection and advocacy services. 
  Patients and residents shall have the right of reasonable access at reasonable times to any available 

rights protection services and advocacy services so that the patient may receive assistance in understanding, 

exercising, and protecting the rights described in this section and in other law. This right shall include the 

opportunity for private communication between the patient and a representative of the rights protection 

service or advocacy service. 

Subd. 31.Isolation and restraints. 
  A minor patient who has been admitted to a residential program as defined in section 253C.01 has the 

right to be free from physical restraint and isolation except in emergency situations involving a likelihood that 

the patient will physically harm the patient's self or others. These procedures may not be used for disciplinary 

purposes, to enforce program rules, or for the convenience of staff. Isolation or restraint may be used only upon 

the prior authorization of a physician, advanced practice registered nurse, physician assistant, psychiatrist, or 

licensed psychologist, only when less restrictive measures are ineffective or not feasible and only for the 

shortest time necessary. 

Subd. 32.Treatment plan. 
  A minor patient who has been admitted to a residential program as defined in section 253C.01 has the 

right to a written treatment plan that describes in behavioral terms the case problems, the precise goals of the 

plan, and the procedures that will be utilized to minimize the length of time that the minor requires inpatient 

treatment. The plan shall also state goals for release to a less restrictive facility and follow-up treatment 

measures and services, if appropriate. To the degree possible, the minor patient and the minor patient's parents 

or guardian shall be involved in the development of the treatment and discharge plan. 

Subd. 33.Restraints. 
  (a) Competent nursing home residents, family members of residents who are not competent, and legally 

appointed conservators, guardians, and health care agents as defined under section 145C.01, have the right to 

request and consent to the use of a physical restraint in order to treat the medical symptoms of the resident. 

(b) Upon receiving a request for a physical restraint, a nursing home shall inform the resident, family 
member, or legal representative of alternatives to and the risks involved with physical restraint use. The nursing 
home shall provide a physical restraint to a resident only upon receipt of a signed consent form authorizing 
restraint use and a written order from the attending physician, advanced practice registered nurse, or physician 
assistant that contains statements and determinations regarding medical symptoms and specifies the 
circumstances under which restraints are to be used. 

(c) A nursing home providing a restraint under paragraph (b) must: 

(1) document that the procedures outlined in that paragraph have been followed; 

https://www.revisor.mn.gov/statutes/cite/253C.01
https://www.revisor.mn.gov/statutes/cite/253C.01
https://www.revisor.mn.gov/statutes/cite/145C.01


 

 
 

(2) monitor the use of the restraint by the resident; and 

(3) periodically, in consultation with the resident, the family, and the attending physician, advanced 
practice registered nurse, or physician assistant, reevaluate the resident's need for the restraint. 

(d) A nursing home shall not be subject to fines, civil money penalties, or other state or federal survey 
enforcement remedies solely as the result of allowing the use of a physical restraint as authorized in this 
subdivision. Nothing in this subdivision shall preclude the commissioner from taking action to protect the health 
and safety of a resident if: 

(1) the use of the restraint has jeopardized the health and safety of the resident; and 

(2) the nursing home failed to take reasonable measures to protect the health and safety of the resident. 

(e) For purposes of this subdivision, "medical symptoms" include: 

(1) a concern for the physical safety of the resident; and 

(2) physical or psychological needs expressed by a resident. A resident's fear of falling may be the basis of a 
medical symptom. 

A written order from the attending physician, advanced practice registered nurse, or physician assistant 
that contains statements and determinations regarding medical symptoms is sufficient evidence of the medical 
necessity of the physical restraint. 

(f) When determining nursing facility compliance with state and federal standards for the use of physical 
restraints, the commissioner of health is bound by the statements and determinations contained in the 
attending physician's, advanced practice registered nurse's, or physician assistant's order regarding medical 
symptoms. For purposes of this order, "medical symptoms" include the request by a competent resident, family 
member of a resident who is not competent, or legally appointed conservator, guardian, or health care agent as 
defined under section 145C.01, that the facility provide a physical restraint in order to enhance the physical 
safety of the resident. 

History:  

1973 c 688 s 1; 1976 c 274 s 1; 1982 c 504 s 1; 1983 c 248 s 1; 1984 c 654 art 5 s 8; 1984 c 657 s 1; 1986 c 
326 s 1-6; 1986 c 444; 1989 c 186 s 1; 1989 c 282 art 3 s 5; 1991 c 255 s 19; 1993 c 54 s 1-3; 1995 c 136 s 
3,4; 1995 c 189 s 8; 1995 c 229 art 4 s 5,6; 1996 c 277 s 1; 1998 c 254 art 2 s 10; 1999 c 83 s 1; 2004 c 198 s 
10; 2007 c 147 art 9 s 18-20; art 10 s 15; 1Sp2010 c 1 art 20 s 15; 2013 c 62 s 4; 2016 c 158 art 1 s 55; 2018 c 170 
s 2; 2018 c 182 art 2 s 2; 2020 c 115 art 4 s 38-45; 2021 c 30 art 17 s 4; 2022 c 58 s 44-51; 2023 c 70 art 4 s 44 

NOTE: The amendment to subdivision 2 by Laws 2021, chapter 30, article 17, section 4, is effective upon 
federal approval. The commissioner of human services shall notify the revisor of statutes when federal approval 
is obtained. Laws 2021, chapter 30, article 17, section 114. 

 
 

 
      
 
 

https://www.revisor.mn.gov/statutes/cite/145C.01
https://www.revisor.mn.gov/laws/1973/0/688/#laws.0.1.0
https://www.revisor.mn.gov/laws/1976/0/274/#laws.0.1.0
https://www.revisor.mn.gov/laws/1982/0/504/#laws.0.1.0
https://www.revisor.mn.gov/laws/1983/0/248/#laws.0.1.0
https://www.revisor.mn.gov/laws/1984/0/654/#laws.5.8.0
https://www.revisor.mn.gov/laws/1984/0/657/#laws.0.1.0
https://www.revisor.mn.gov/laws/1986/0/326/#laws.0.1.0
https://www.revisor.mn.gov/laws/1986/0/326/#laws.0.1.0
https://www.revisor.mn.gov/laws/1986/0/444/#laws.0.0.0
https://www.revisor.mn.gov/laws/1989/0/186/#laws.0.1.0
https://www.revisor.mn.gov/laws/1989/0/282/#laws.3.5.0
https://www.revisor.mn.gov/laws/1991/0/255/#laws.0.19.0
https://www.revisor.mn.gov/laws/1993/0/54/#laws.0.1.0
https://www.revisor.mn.gov/laws/1995/0/136/#laws.0.3.0
https://www.revisor.mn.gov/laws/1995/0/136/#laws.0.3.0
https://www.revisor.mn.gov/laws/1995/0/189/#laws.0.8.0
https://www.revisor.mn.gov/laws/1995/0/229/#laws.4.5.0
https://www.revisor.mn.gov/laws/1996/0/277/#laws.0.1.0
https://www.revisor.mn.gov/laws/1998/0/254/#laws.2.10.0
https://www.revisor.mn.gov/laws/1999/0/83/#laws.0.1.0
https://www.revisor.mn.gov/laws/2004/0/198/#laws.0.10.0
https://www.revisor.mn.gov/laws/2004/0/198/#laws.0.10.0
https://www.revisor.mn.gov/laws/2007/0/147/#laws.9.18.0
https://www.revisor.mn.gov/laws/2010/1/1/#laws.20.15.0
https://www.revisor.mn.gov/laws/2013/0/62/#laws.0.4.0
https://www.revisor.mn.gov/laws/2016/0/158/#laws.1.55.0
https://www.revisor.mn.gov/laws/2018/0/170/#laws.0.2.0
https://www.revisor.mn.gov/laws/2018/0/170/#laws.0.2.0
https://www.revisor.mn.gov/laws/2018/0/182/#laws.2.2.0
https://www.revisor.mn.gov/laws/2020/0/115/#laws.4.38.0
https://www.revisor.mn.gov/laws/2021/0/30/#laws.17.4.0
https://www.revisor.mn.gov/laws/2022/0/58/#laws.0.44.0
https://www.revisor.mn.gov/laws/2023/0/70/#laws.4.44.0


 

 
 

 SUD Outpatient Program 
                  RIGHTS OF PATIENTS 

Minnesota Statutes 2023 
              253B.03 Rights of Patients.  

. 
Subdivision 1.Restraints. 

  (a) A patient has the right to be free from restraints. Restraints shall not be applied to a patient in a 
treatment facility or state-operated treatment program unless the head of the treatment facility, head of the 
state-operated treatment program, a member of the medical staff, or a licensed peace officer who has custody 
of the patient determines that restraints are necessary for the safety of the patient or others.  

(b) Restraints shall not be applied to patients with developmental disabilities except as permitted under 
section 245.825 and rules of the commissioner of human services. Consent must be obtained from the patient 
or patient's guardian except for emergency procedures as permitted under rules of the commissioner adopted 
under section 245.825. 

(c) Each use of a restraint and reason for it shall be made part of the clinical record of the patient under the 
signature of the head of the treatment facility. 

Subd. 1a. 
  MS 2012 [Renumbered 253D.18] 

Subd. 2.Correspondence. 
  A patient has the right to correspond freely without censorship. The head of the treatment facility or 
head of the state-operated treatment program may restrict correspondence if the patient's medical welfare 
requires this restriction. For a patient in a state-operated treatment program, that determination may be 
reviewed by the commissioner. Any limitation imposed on the exercise of a patient's correspondence rights and 
the reason for it shall be made a part of the clinical record of the patient. Any communication which is not 
delivered to a patient shall be immediately returned to the sender. 

Subd. 3.Visitors and phone calls. 
  Subject to the general rules of the treatment facility or state-operated treatment program, a patient has 
the right to receive visitors and make phone calls. The head of the treatment facility or head of the state-
operated treatment program may restrict visits and phone calls on determining that the medical welfare of the 
patient requires it. Any limitation imposed on the exercise of the patient's visitation and phone call rights and 
the reason for it shall be made a part of the clinical record of the patient. 

Subd. 4.Special visitation; religion. 
  A patient has the right to meet with or call a personal physician, advanced practice registered nurse, or 
physician assistant; spiritual advisor; and counsel at all reasonable times. The patient has the right to continue 
the practice of religion. 

Subd. 4a.Disclosure of patient's admission. 
  

https://www.revisor.mn.gov/statutes/cite/245.825
https://www.revisor.mn.gov/statutes/cite/245.825
https://www.revisor.mn.gov/statutes/cite/253D.18


 

 
 

Upon admission to a treatment facility or state-operated treatment program where federal law prohibits 
unauthorized disclosure of patient or resident identifying information to callers and visitors, the patient or 
resident, or the legal guardian of the patient or resident, shall be given the opportunity to authorize disclosure 
of the patient's or resident's presence in the facility to callers and visitors who may seek to communicate with 
the patient or resident. To the extent possible, the legal guardian of a patient or resident shall consider the 
opinions of the patient or resident regarding the disclosure of the patient's or resident's presence in the facility. 

Subd. 5.Periodic assessment. 
  A patient has the right to periodic medical assessment, including assessment of the medical necessity of 
continuing care and, if the treatment facility, state-operated treatment program, or community-based 
treatment program declines to provide continuing care, the right to receive specific written reasons why 
continuing care is declined at the time of the assessment. The treatment facility, state-operated treatment 
program, or community-based treatment program shall assess the physical and mental condition of every 
patient as frequently as necessary, but not less often than annually. If the patient refuses to be examined, the 
treatment facility, state-operated treatment program, or community-based treatment program shall document 
in the patient's chart its attempts to examine the patient. If a patient is committed as developmentally disabled 
for an indeterminate period of time, the three-year judicial review must include the annual reviews for each 
year regarding the patient's need for continued commitment. 

Subd. 6.Consent for medical procedure. 
          (a) A patient has the right to give prior consent to any medical or surgical treatment, other than treatment 
for chemical dependency or nonintrusive treatment for mental illness. 

(b) The following procedures shall be used to obtain consent for any treatment necessary to preserve the 
life or health of any committed patient: 

(1) the written, informed consent of a competent adult patient for the treatment is sufficient; 

(2) if the patient is subject to guardianship which includes the provision of medical care, the written, 
informed consent of the guardian for the treatment is sufficient; 

(3) if the head of the treatment facility or state-operated treatment program determines that the patient is 
not competent to consent to the treatment and the patient has not been adjudicated incompetent, written, 
informed consent for the surgery or medical treatment shall be obtained from the person appointed the health 
care power of attorney, the patient's agent under the health care directive, or the nearest proper relative. For 
this purpose, the following persons are proper relatives, in the order listed: the patient's spouse, parent, adult 
child, or adult sibling. If the nearest proper relatives cannot be located, refuse to consent to the procedure, or 
are unable to consent, the head of the treatment facility or state-operated treatment program or an interested 
person may petition the committing court for approval for the treatment or may petition a court of competent 
jurisdiction for the appointment of a guardian. The determination that the patient is not competent, and the 
reasons for the determination, shall be documented in the patient's clinical record; 

(4) consent to treatment of any minor patient shall be secured in accordance with 
sections 144.341 to 144.346. A minor 16 years of age or older may consent to hospitalization, routine diagnostic 
evaluation, and emergency or short-term acute care; and 

https://www.revisor.mn.gov/statutes/cite/144.341
https://www.revisor.mn.gov/statutes/cite/144.346


 

 
 

(5) in the case of an emergency when the persons ordinarily qualified to give consent cannot be located in 
sufficient time to address the emergency need, the head of the treatment facility or state-operated treatment 
program may give consent. 

(c) No person who consents to treatment pursuant to the provisions of this subdivision shall be civilly or 
criminally liable for the performance or the manner of performing the treatment. No person shall be liable for 
performing treatment without consent if written, informed consent was given pursuant to this subdivision. This 
provision shall not affect any other liability which may result from the manner in which the treatment is 
performed. 

Subd. 6a. 
  MS 1990 [Renumbered subd 6c] 

Subd. 6a.Consent for treatment for developmental disability. 
  A patient with a developmental disability, or the patient's guardian, has the right to give or withhold 
consent before: 

(1) the implementation of any aversive or deprivation procedure except for emergency procedures 
permitted in rules of the commissioner adopted under section 245.825; or 

(2) the administration of psychotropic medication. 

Subd. 6b.Consent for mental health treatment. 
  A competent patient admitted voluntarily to a treatment facility or state-operated treatment program 
may be subjected to intrusive mental health treatment only with the patient's written informed consent. For 
purposes of this section, "intrusive mental health treatment" means electroconvulsive therapy and neuroleptic 
medication and does not include treatment for a developmental disability. An incompetent patient who has 
prepared a directive under subdivision 6d regarding intrusive mental health treatment must be treated in 
accordance with this section, except in cases of emergencies. 

Subd. 6c. 
  [Repealed, 1997 c 217 art 1 s 118] 

Subd. 6d.Adult mental health treatment. 
  (a) A competent adult patient may make a declaration of preferences or instructions regarding intrusive 
mental health treatment. These preferences or instructions may include, but are not limited to, consent to or 
refusal of these treatments. A declaration of preferences or instructions may include a health care directive 
under chapter 145C or a psychiatric directive. 

(b) A declaration may designate a proxy to make decisions about intrusive mental health treatment. A 
proxy designated to make decisions about intrusive mental health treatments and who agrees to serve as proxy 
may make decisions on behalf of a declarant consistent with any desires the declarant expresses in the 
declaration. 

(c) A declaration is effective only if it is signed by the declarant and two witnesses. The witnesses must 
include a statement that they believe the declarant understands the nature and significance of the declaration. 
A declaration becomes operative when it is delivered to the declarant's physician, advanced practice registered 
nurse, physician assistant, or other mental health treatment provider. The physician, advanced practice 

https://www.revisor.mn.gov/statutes/cite/245.825
https://www.revisor.mn.gov/laws/1997/0/217/#laws.1.118.0


 

 
 

registered nurse, physician assistant, or provider must comply with the declaration to the fullest extent possible, 
consistent with reasonable medical practice, the availability of treatments requested, and applicable law. The 
physician, advanced practice registered nurse, physician assistant, or provider shall continue to obtain the 
declarant's informed consent to all intrusive mental health treatment decisions if the declarant is capable of 
informed consent. A treatment provider must not require a patient to make a declaration under this subdivision 
as a condition of receiving services. 

(d) The physician, advanced practice registered nurse, physician assistant, or other provider shall make the 
declaration a part of the declarant's medical record. If the physician, advanced practice registered nurse, 
physician assistant, or other provider is unwilling at any time to comply with the declaration, the physician, 
advanced practice registered nurse, physician assistant, or provider must promptly notify the declarant and 
document the notification in the declarant's medical record. The physician, advanced practice registered nurse, 
physician assistant, or provider may subject the declarant to intrusive treatment in a manner contrary to the 
declarant's expressed wishes, only if the declarant is committed as a person who poses a risk of harm due to 
mental illness or as a person who has a mental illness and is dangerous to the public and a court order 
authorizing the treatment has been issued or an emergency has been declared under section 253B.092, 
subdivision 3. 

(e) A declaration under this subdivision may be revoked in whole or in part at any time and in any manner 
by the declarant if the declarant is competent at the time of revocation. A revocation is effective when a 
competent declarant communicates the revocation to the attending physician, advanced practice registered 
nurse, physician assistant, or other provider. The attending physician, advanced practice registered nurse, 
physician assistant, or other provider shall note the revocation as part of the declarant's medical record. 

(f) A provider who administers intrusive mental health treatment according to and in good faith reliance 
upon the validity of a declaration under this subdivision is held harmless from any liability resulting from a 
subsequent finding of invalidity. 

(g) In addition to making a declaration under this subdivision, a competent adult may delegate parental 
powers under section 524.5-211 or may nominate a guardian under sections 524.5-101 to 524.5-502. 

Subd. 7.Treatment plan. 
  A patient receiving services under this chapter has the right to receive proper care and treatment, best 
adapted, according to contemporary professional standards, to rendering further supervision unnecessary. The 
treatment facility, state-operated treatment program, or community-based treatment program shall devise a 
written treatment plan for each patient which describes in behavioral terms the case problems, the precise 
goals, including the expected period of time for treatment, and the specific measures to be employed. The 
development and review of treatment plans must be conducted as required under the license or certification of 
the treatment facility, state-operated treatment program, or community-based treatment program. If there are 
no review requirements under the license or certification, the treatment plan must be reviewed quarterly. The 
treatment plan shall be devised and reviewed with the designated agency and with the patient. The clinical 
record shall reflect the treatment plan review. If the designated agency or the patient does not participate in the 
planning and review, the clinical record shall include reasons for nonparticipation and the plans for future 
involvement. The commissioner shall monitor the treatment plan and review process for state-operated 
treatment programs to ensure compliance with the provisions of this subdivision. 

https://www.revisor.mn.gov/statutes/cite/253B.092#stat.253B.092.3
https://www.revisor.mn.gov/statutes/cite/253B.092#stat.253B.092.3
https://www.revisor.mn.gov/statutes/cite/524.5-211
https://www.revisor.mn.gov/statutes/cite/524.5-101
https://www.revisor.mn.gov/statutes/cite/524.5-502


 

 
 

Subd. 8.Medical records. 
  A patient has the right to access to personal medical records. Notwithstanding the provisions of 
section 144.292, every person subject to a proceeding or receiving services pursuant to this chapter and the 
patient's attorney shall have complete access to all medical records relevant to the person's commitment. A 
provider may require an attorney to provide evidence of representation of the patient or an authorization 
signed by the patient. 

Subd. 9. 
  [Repealed, 1997 c 217 art 1 s 118] 

Subd. 10.Notification. 
  (a) All patients admitted or committed to a treatment facility or state-operated treatment program, or 
temporarily confined under section 253B.045, shall be notified in writing of their rights regarding hospitalization 
and other treatment. 

(b) This notification must include: 

(1) patient rights specified in this section and section 144.651, including nursing home discharge rights; 

(2) the right to obtain treatment and services voluntarily under this chapter; 

(3) the right to voluntary admission and release under section 253B.04; 

(4) rights in case of an emergency admission under section 253B.051, including the right to documentation 
in support of an emergency hold and the right to a summary hearing before a judge if the patient believes an 
emergency hold is improper; 

(5) the right to request expedited review under section 62M.05 if additional days of inpatient stay are 
denied; 

(6) the right to continuing benefits pending appeal and to an expedited administrative hearing under 
section 256.045 if the patient is a recipient of medical assistance or MinnesotaCare; and 

(7) the right to an external appeal process under section 62Q.73, including the right to a second opinion. 

Subd. 11.Proxy. 
  A legally authorized health care proxy, agent, or guardian may exercise the patient's rights on the 
patient's behalf. 

History:  

1982 c 581 s 3; 1983 c 251 s 5,6; 1986 c 444; 1987 c 185 art 2 s 2,3; 1988 c 623 s 5; 1988 c 689 art 2 s 
118,119; 1989 c 282 art 2 s 100; 1990 c 568 art 5 s 31; 1991 c 148 s 2; 1993 c 54 s 4,5; 1995 c 136 s 5,6; 1995 c 
189 s 2,3; 1997 c 217 art 1 s 19-28; 1998 c 313 s 1; 2001 c 26 s 1; 1Sp2001 c 9 art 9 s 22-24; 2002 c 379 art 1 s 
11; 2004 c 146 art 3 s 21-25; 2004 c 288 art 3 s 17; 2005 c 56 s 1; 2007 c 147 art 10 s 15; 2013 c 49 s 3,22; 2016 c 
158 art 2 s 50; 2020 c 115 art 4 s 100,101; 1Sp2020 c 2 art 6 s 15-24; 2022 c 58 s 123,124 
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           TUBERCULOSIS 
The program provides information on tuberculosis and tuberculosis screening to all clients upon admission to 
the program. Any known cases of tuberculosis infection will be reported according to Minnesota Statutes, 
section 144.4804  

 
144.4804 REPORTING RELATING TO TUBERCULOSIS. 

Subdivision 1.Mandatory reporting. 
  A licensed health professional must report to the commissioner or a disease prevention officer within 24 
hours of obtaining knowledge of a reportable person as specified in subdivision 3, unless the licensed health 
professional is aware that the facts causing the person to be a reportable person have previously been reported. 
Within 72 hours of making a report, excluding Saturdays, Sundays, and legal holidays, the licensed health 
professional shall submit to the commissioner or to the disease prevention officer a certified copy of the 
reportable person's medical records relating to the carrier's tuberculosis and status as an endangerment to the 
public health if the person is reportable under subdivision 3, clause (3), (4), or (5). A reporting facility may 
designate an infection control practitioner to make reports and to send certified medical records relating to the 
carrier's tuberculosis and status as an endangerment to the public health under this subdivision. 

Subd. 2.Voluntary reporting. 
  A person other than a licensed health professional may report to the commissioner or a disease 
prevention officer if the person has knowledge of a reportable person as specified in subdivision 3, or has 
probable cause to believe that a person should be reported under subdivision 3. 

Subd. 3.Reportable persons. 
  A licensed health professional must report to the commissioner or a disease prevention officer if the 
licensed health professional has knowledge of: 

(1) a person who has been diagnosed with active tuberculosis; 

(2) a person who is clinically suspected of having active tuberculosis; 

(3) a person who refuses or fails to submit to a diagnostic tuberculosis examination when the person is 
clinically suspected of having tuberculosis; 

(4) a carrier who has refused or failed to initiate or complete treatment for tuberculosis, including refusal 
or failure to take medication for tuberculosis or keep appointments for directly observed therapy or other 
treatment of tuberculosis; or 

(5) a person who refuses or fails to follow contagion precautions for tuberculosis after being instructed on 
the precautions by a licensed health professional or by the commissioner. 

Subd. 4.Reporting information. 
  The report by a licensed health professional under subdivision 1 or by a person under subdivision 2 must 
contain the following information, to the extent known: 

(1) the reportable person's name, birth date, address or last known location, and telephone number; 

(2) the date and specific circumstances that cause the person to be a reportable person; 

(3) the reporting person's name, title, address, and telephone number; and 

(4) any other information relevant to the reportable person's case of tuberculosis. 



 

 
 

Subd. 5.Immunity for reporting. 
  A licensed health professional who is required to report under subdivision 1 or a person who voluntarily 
reports in good faith under subdivision 2 is immune from liability in a civil, administrative, disciplinary, or 
criminal action for reporting under this section. 

Subd. 6.Falsified reports. 
  A person who knowingly or recklessly makes a false report under this section is liable in a civil suit for 
actual damages suffered by the person or persons reported and for punitive damages. 

Subd. 7.Waiver of privilege. 
  A person who is the subject of a report under subdivision 1 is deemed to have waived any privilege 
created in section 595.02, subdivision 1, paragraphs (d), (e), (g), (i), (j), and (k), with respect to any information 
provided under this section. 

Subd. 8.Tuberculosis notification. 
  If an emergency medical services person, as defined in section 144.7401, subdivision 4, is exposed to a 
person with active tuberculosis during the performance of duties, the treatment facility's designated infection 
control coordinator shall notify the emergency medical services agency's exposure control officer by telephone 
and by written correspondence. The facility's designated infection control coordinator shall provide the 
emergency medical services person with information about screening and, if indicated, follow-up. 

History:  

1997 c 164 s 6; 2000 c 422 s 4 

 
TUBERCULOSIS INFORMATION AND TRAINING  

Information derived from Question and Answers About Tuberculosis, US Dept of Disease Control and 
Prevention, Centers for Disease Control and Prevention, 2009  

Definition and History 
 In the early 1900’s tuberculosis or TB killed 1 out of every 7 people. The development of medication in 

the 1940’s decreases the number of TB deaths significantly. This decrease of TB cases leads to diminished 
standards for infection control around TB too. With the lax infection control standards TB cases began to 
increase again between 1985 and 1992. There is now an increased enforcement of TB infection control 
standards. Infection control plans are designed to minimize exposure and assure proper treatment of those 
infected with TB Tuberculosis (TB) is a disease caused by bacteria called Mycobacterium tuberculosis. This 
bacterium most commonly attacks the lungs. It can attack other organs such as the kidney, spine, and brain; but 
these types of TB disease are not infectious. Therefore, infection control plans focus on airborne transmission of 
TB disease. 

    TB Transmission  
TB is an infectious disease, meaning it can be spread to other people. TB is an airborne illness. Bacteria 

are put into the air when a person with active TB disease coughs, sneezes, speaks, or sings. Bacteria can remain 
in the air for several hours. If the bacteria are breathed in by another person, it may settle into the lungs causing 
TB infection. Remember TB is an airborne illness and is not spread by shaking hands, sitting on toilet seats or 
sharing dishes with someone who has TB. Statistically a person with infectious TB has a 30-40% chance of 
transmitting the illness to someone they are in close contact with. The CDC defines close contact as persons who 
share the same air space in a household or other enclosed environment for a prolonged period of time, meaning 
days or weeks, not minutes or hours. 

https://www.revisor.mn.gov/statutes/cite/595.02#stat.595.02.1
https://www.revisor.mn.gov/statutes/cite/144.7401#stat.144.7401.4
https://www.revisor.mn.gov/laws/1997/0/164/#laws.0.6.0
https://www.revisor.mn.gov/laws/2000/0/422/#laws.0.4.0


 

 
 

        Latent TB infection  
Latent TB means a person has been infected with TB bacteria but has not developed the illness. Most 

people who are exposed to TB bacteria do not develop the disease because their immune system is able to fight 
the bacteria which stops them from growing. This will result is the bacteria becoming inactive but remaining 
alive. These bacteria can become active at a later time or more likely never become active. Resulting in what is 
defined as latent TB. People with latent TB infection: • Have no symptoms • Do not feel sick • Cannot spread TB 
bacteria to others • Usually have a positive skin test (Mantoux) People with latent TB and a compromised 
immune system should receive treatment. This includes people with HIV infection, babies or young children, 
people who inject illegal drugs, people who are sick with other diseases that weaken the immune system, 
elderly people, and people who were not treated correctly for TB in the past. 

Active TB infection Signs and Symptoms  
TB bacteria will become active if the immune system cannot stop them from growing. The active 

bacteria multiply and cause active TB disease. A person with active infectious TB is contagious to other people. A 
person with active TB will feel ill and have the following symptoms: 

 • Bad cough that lasts for more than 3 weeks  
• Pain in the chest  
• Coughing up blood or sputum  
• Weakness or fatigue  
• Weight loss  
• No appetite  
• Chills  
• Fever  
• Sweating at night 

A person with active TB is considered not contagious only when they meet the following criteria:  
• Received adequate treatment for longer than 2 weeks  
• Their symptoms have improved  
• They have three consecutive negative sputum smears from sputum collected in 8- 24 hour intervals  
• Continue to follow medication treatment as prescribed 

Respiratory Hygiene/Cough Etiquette  
The following measures to contain respiratory secretions are recommended for all individuals with signs 

and symptoms of a respiratory infection.  
• Always cover your cough  
• Cough into tissue or bent elbow area  
• Cover sneezing and use tissue  
• Use in the nearest waste receptacle to dispose of tissue  
• Perform hand hygiene (e.g., hand washing with non-antimicrobial soap and water, alcohol-based hand 

rub, or antiseptic handwash) after having contact with respiratory secretions and contaminated 
objects/materials.  

• Provide tissues and no-touch receptacles for used tissue disposal.  
• Provide conveniently located dispensers of alcohol-based hand rub; where sinks are available, ensure 

that supplies for hand washing (i.e., soap, disposable towels) are consistently available. 
 
 

 





 

 
 

  HIV MINIMUM STANDARDS 
 
The program complies with HIV minimum standards as defined in Minnesota Statute 245A.19. 
 

       Staff Education 
Orientation will be provided to staff within 72 hours of employment and then annually thereafter. This 
orientation will include: 
• Equal access to services despite HIV status; the program will not discriminate based on HIV 
status 
• Education on the nature and action of HIV, facts about transmission, and personal risk reduction 
strategies and infection control 
• Information about HIV testing 
• Universal precautions and infection control 
• HIV status protected as confidential information and subject to HIPAA policy and procedures 
 

      Client Education 
Orientation will be provided to all clients within 72 hours of admission to the program. This orientation 
will include: 
• Equal access to services despite HIV status 
• Information about HIV testing 
• A list of referral sources for making necessary referrals (updated annually) 
• Education on the nature and action of HIV, facts about transmission, and personal risk reduction 
strategies and infection control 
HIV education will be provided to clients once per quarter and is incorporated into the program’s core 
curricula. 

Options for Opioid Treatment in Minnesota 
 

People who have an opioid use disorder should know about treatment options that are available. Here is a 
brief description of some of the options. 
 
Counseling 
Individual and group counseling often focus on getting a person to stop using drugs. Treatment then shifts to 
helping the person stay free of drugs. The counselor tries to help the person: 
 

■ See the problem and make changes 
■ Repair damaged relationships 
■ Build new community with people who do not use drugs 

 
Members of counseling groups support each other and help find ways to live without using drugs. Group 
members also share their experiences and talk about their feelings and problems, and many find that others 
have similar problems. Counseling groups may also explore spirituality and its role in recovery. 
 



 

 
 

Education groups help people learn about their illness and how to manage it. People learn about the effects of 
drug abuse on their brains and bodies. Training can include learning and practicing employment skills, leisure 
activities, communication skills, social skills, anger management, stress management, goal setting, and money 
and time management. 
 
Medications for Opioid Use Disorder 
Medications, in combination with counseling and other behavioral therapies, are an important element of 
treatment for many patients. Medications that can help individuals addicted to heroin or other opioids stabilize 
their lives and reduce illicit drug use include: 
 

■ Buprenorphine 
■ Methadone 
■ Naltrexone 

 
Because methadone and buprenorphine are themselves opioids, some people view these treatments for opioid 
dependence as substitutions of one addictive drug for another. However, taking these medications as prescribed 
allows people to hold jobs, avoid street crime and violence, and reduce their exposure to HIV by stopping or 
decreasing injection drug use and drug-related high-risk sexual behavior. Patients stabilized on these 
medications can also engage more readily in counseling and other behavioral interventions essential to 
recovery. 
 
Mental health groups 
Emotional problems are common among those with substance use disorders, such as depression, anxiety, or 
posttraumatic stress disorder. By treating both the substance use and mental disorders at the same time, the 
odds of recovery increase. Programs may provide mental health care within the program or may refer people to 
other sites for this care. Mental health care may include the use of medications, such as anti-depressants. 
Programs provide mental health education through lectures, discussions activities and group meetings. Some 
programs provide counseling for families or couples, which can be especially helpful. Parents need to be 
involved in treatment planning and follow-up care decisions for adolescents. 
 
Self-help groups 
Self-help groups have been shown to help people maintain recovery. Participants in self-help groups encourage 
one another to live without drugs. Twelve step programs may be the best known. Alcoholics Anonymous is 
widely known and available, and some individuals with opioid addiction have found help there. 
 
Other self-help groups include: 
 

■ Narcotics Anonymous (NA) 
■ SMART (Self-Management and Recovery Training) Recovery 
■ Women for Sobriety 
■ Secular Organizations for Sobriety (SOS) 

 
Self-help group members themselves run these groups, not trained counselors. 
 



 

 
 

Self-help groups are not the same as treatment. However, many treatment programs recommend or require 
attendance at self-help groups. Some treatment programs encourage people to find a “sponsor,” who has been 
in the group for a while and can offer personal support and advice. Self-help groups for family members also 
exist and there are self-help groups for people with particular needs. 
 
Opiate Overdose 
Opiate overdoses interfere with a person’s ability to distribute oxygen throughout the body. Signs and 
symptoms of an opiate overdose include: 

■ Unconsciousness 
■ Irregular or stopped breathing 
■ Turning blue 

 
Overdose Risk Factors and Prevention Techniques There are several things that increase a person’s risk for 
overdosing and ways to prevent them. These include: 
 

■ Changes in the quality or purity of opiates—try to use the same dealer  
■ Changes in tolerance, especially after a period of abstinence—use less than you did before 
■ Mixing drugs— never mix opiates with benzo’s, alcohol or other opiates  
■ Using alone—make sure somebody knows you are going to use. 

 
Naloxone (Narcan) 
Naloxone, brand name Narcan, is a non-addictive, harmless and effective medication that reverses an opiate 
overdose. Within minutes after Naloxone is administered, this life saving medication allows the affected person 
to breathe again. There are two ways that Naloxone can be administered, a shot in the muscle with a needle or 
a nasal spray. Naloxone is not a controlled substance, has no abuse potential and can be administered by 
ordinary citizens with little or no formal training. 
 
Immunity from prosecution 
A person in need of medical assistance or an individual who calls 911 during a drug overdose cannot be 
prosecuted for possession of drugs or for possession of drug paraphernalia. 
 
Obtaining Naloxone 
To obtain Naloxone you can visit your primary care provider or contact the following agencies: 
 

■ Valhalla Place 
■ Rainbow Health 
■ Rural AIDS Action Network 
■ Fairview Community Health and Wellness Hub 
■ Steve Rummler Hope Foundation 
■ Fargo/Moorhead Good Neighbor Project 
■ HCMC Addiction Medicine Clinic 
■ Mercy Hospital 
■ Allina Health Emergency Dept. in Coon Rapids  



 

 
 

■ Abbott Northwestern 
■ Allina Health Emergency Dept. in Minneapolis 

 
More information is available at: 

■ Principles of Drug Addiction Treatment 
■ What is Substance Abuse Treatment Booklet for Families 
■ Contact the Minnesota Department of Human Services, Alcohol and Drug Abuse Division, by email at 
dhs.adad@state.mn.us or by calling 651-431- 2460 
■ Naloxone for Overdose Prevention 
■ Opioid Overdose Prevention Toolkit 
■ Medication-Assisted Treatment for Opioid Addiction facts for families and friends 

 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://nida.nih.gov/sites/default/files/podat-3rdEd-508.pdf
https://store.samhsa.gov/sites/default/files/sma14-4126.pdf
https://nida.nih.gov/publications/drugfacts/naloxone
https://store.samhsa.gov/sites/default/files/overdose-prevention-response-kit-pep23-03-00-001.pdf
https://youth.gov/federal-links/fact-sheet-medication-assisted-treatment-opioid-addiction-facts-families-and-friends


Considerations for Substance Use and HIV 

 

 

HIV Training & Resources for Substance Use Disorder 
Programs 
People with substance use disorder (SUD) are disproportionally affected by human 
immunodeficiency virus (HIV). You should know about the risks of infection. People with SUD 
may participate in behaviors that increase the risk of acquiring and transmitting HIV, such as sharing 
injection drug equipment or engaging in sexual behaviors that increase HIV risk. SUD can increase the 
risk of getting HIV and can negatively impact HIV care, treatment and related health outcomes.  

HIV Basics 

While there is no cure for HIV, it can be effectively managed as a chronic illness with antiretroviral 
therapy (ART). Individuals can take proper steps to help stop the spread of HIV by knowing their own 
status and remaining safe.  

• HIV is a manageable chronic illness. 
• HIV continues to have a disproportionate impact on certain populations, particularly racial and 

ethnic minorities, transgender women and gay, bisexual, and other men who have sex with men 
(MSM). 

HIV Transmission and Prevention 

Understanding how HIV can and cannot be transmitted is at the core of preventing new infections. HIV 
is a rapidly changing virus, but, it is also preventable.  

How is HIV transmitted? 

• Unprotected sexual intercourse 
• Sharing needles for injection drugs  
• Mother to child transmission 

What is PrEP and PEP? 

• PrEP (pre-exposure prophylaxis) is a once-daily pill that people who are HIV negative take to 
prevent getting HIV from sex or injection drug use. When taken as prescribed, PrEP is highly 
effective for preventing HIV.  

• PEP (post-exposure prophylaxis) means taking medicine to prevent HIV after possible 
exposure. PEP should be used only in emergency situations and must be started within 72 
hours after recent possible exposure to HIV. 



Considerations for Substance Use and HIV 

 

Should I test for HIV? 

• Testing is the first step in HIV diagnosis and preventing the spread of HIV. 
• CDC recommends everyone 13 to 64 years old get tested for HIV at least once as part of their 

routine care. 

What is “Treatment as Prevention”? 

• “Treatment as Prevention” refers to a person taking HIV medication to lower their viral load and 
prevent sexual transmission of HIV. 

• People cannot transmit HIV through sexual contact when their viral load is undetectable. (The 
term “undetectable” means the virus is too low to be measured.) 

Substance Use and HIV  

Research suggests that substance use, including alcohol, methamphetamine, cocaine, opioids and 
inhalants, increases sexual behaviors that are associated with increased the likelihood of acquiring HIV 
(for example, sex without a condom).  

How does substance use accelerate the progression of HIV? 

• Substances (especially methamphetamine) can activate viral replication, resulting in the 
increase of viral load in the body. 

• People using drugs may decrease their medication adherence (that is, failure to take medicine 
daily). 

Harm Reduction  

Harm reduction is a set of practical strategies and ideas aimed at reducing negative consequences 
associated with drug use. Harm reduction is also a movement for social justice built on a belief in, and 
respect for, the rights of people who use drugs. Harm reduction is shame reduction.  

Harm Reduction Resources: Substance Use and Sex 

• Building Healthy Online Communities - https://bhocpartners.org/  
• Testing (in person and at home) - https://together.takemehome.org 
• Hooking up and meth - https://tweaker.org/home/ 
• Nation Harm Reduction Coalition: Opioid Overdose Basics - 

https://harmreduction.org/issues/overdose-prevention/overview/overdose-basics/responding-to-
opioid-overdose/  
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Opioid Overdose Prevention 

Naloxone, brand name “Narcan,” is a non-addictive, harmless and effective medication that can reverse 
an opiate overdose. Within minutes after Naloxone is administered, this life saving medication can often 
allow the affected person to breathe again. 

Where can I find resources for support with HIV or SUD? 

Minnesota Department of Human Services 
• HIV/AIDS Programs/Services 
• Alcohol, Drug, and Other Addictions Program Overviews 

AIDSLine 

• AIDSLine Website & HIV Resource Guide 
• 612-373-2437 Twin Cities Metro area | 800-248-2437 Statewide  
• Text AIDSLine to 839863 

Fast-Tracker Minnesota 
• Find SUD Treatment Providers 

 

**This document was created in partnership with and is supported by research provided by HMA, 
Health Management Associates. 





 

 
 

 
Peer Recovery Support Services 

 
Peer recovery support services are face-to-face interactions between a recovery peer and a 

client, on a one-to-one basis, in which specific goals identified in a treatment plan are discussed and 
addressed. Peer support services are provided to promote a client’s recovery goals, self-sufficiency, 
self-advocacy, and development of natural supports and to support maintenance of a client’s recovery.  
A recovery peer are individuals with their own lived experience of mental illness and/or substance use 
disorder, who have been trained and certified by the Minnesota Department of Human Services. 
 
(6/2024 source: https://www.revisor.mn.gov/laws/2024/0/127/laws.48.9.0#laws.48.9.0) 

 
Activities provided by Recovery Peer: 

▪ Provide individualized peer support to each client 
▪ Promote a client’s recovery goals, self-sufficiency, self-advocacy, and development of natural 

supports;  
▪ Support a client’s maintenance of skills that client’s have learned from other services by: 

• Visiting community resources to assist them in becoming familiar with potential 
opportunities 

• Teaching and modeling the skills needed to successfully utilize community resources 

• Building relationships and encouraging community-based activities, such as: work, physical 
activity, self-directed hobbies. 

• Education and skill-building, including but not limited to the following: 
▪ Wellness planning, crisis planning, self-advocacy skills including referrals to professional 

services as appropriate. 
 
Please let your staff know if you are interested in receiving Recovery Peer Support.  
 

 

 





Outpatient Substance Use Disorder (SUD) 
Program Expectations 

Locations 
2120 Park Avenue South, Minneapolis, MN 55404 | 612-872-2000 
317 York Ave, Saint Paul, MN 55130 | 651-228-4022 
1309 Girard Ave N, Minneapolis, MN 55411 | 612-521-2116 

Welcome 
Welcome to People Incorporated’s Outpatient Substance Use Disorder (SUD) Program. This 
document outlines important program expectations and policies. Please review it carefully and 
ask staff if you have any questions. 

Outpatient SUD services include assessment, diagnosis, and treatment for individuals 
experiencing substance use concerns and/or co-occurring mental health conditions. 

Scheduling and Attendance Expectations 

Appointments can be scheduled through your program staff or by contacting Central Access at 
651-774-0011.

Clients are expected to attend all scheduled individual and group sessions each week. 
If attending via telehealth, your camera must remain on for the full session to support 
engagement. 

Canceling Appointments 
Please notify program staff or cancel through the Wellness Portal at least 24 hours in advance if 
you need to cancel. 

Late cancellations or missed appointments are considered a No Show. 
Arriving more than 10 minutes late may result in not being seen and will be counted as a No 
Show. 



Three consecutive No Shows may result in discharge from the program. 

Individual Sessions 
Individual sessions are designed to support your personalized treatment goals. Active 
participation and consistent attendance are expected. 

Group Sessions 
Group sessions are 120 minutes in length. Clients are expected to arrive on time and remain for 
the entire group. 

Clients arriving more than 10 minutes late may not be admitted. 

If you leave a group early, you will not be able to return to that session. 

Participation Expectations 
Clients are encouraged to participate to the best of their ability. 

Respect for others is essential to maintain a safe and supportive environment. 

Staff may ask a client to leave if behaviors significantly impact the group’s safety or 
participation. 

Progress and Ongoing Participation 
Staff partner with clients to support progress toward treatment goals. 

If attendance, participation, or progress toward goals is limited, staff will discuss options and 
next steps with you. 

In some cases, services may be discontinued if they are not meeting your needs. 

When appropriate, referrals to alternative services or programs will be provided to support 
continued care. 



By signing below, I agree that I have received a copy of the program handbook:

___________________________    ___________________      _____________________________
Print Client Name    DOB       Print Name of Parent (custodial and non-custodial) or Guardian

___________________________    ___________________ 
Client Signature  Date  

_____________________________
Signature of Parent (custodial and 
non-custodial) or Guardian

If parent/guardian is signing on behalf of a client, please complete the 
following information:

   ___________________ 
Date  

Program Handbook Acknowledgment 

148F.165 Client Welfare 
144.651 Health Care Client Bill of Rights 253B.03 
Rights of Patients
144.4804 Reporting Related to Tuberculosis
HIV Minimum Standards Minnesota Statute 245A. 19

Provided educational material for risks for opioid use 
disorder, treatment options & use/availability of an opiate 
antagonist and dependence. 
Provided information on Peer Recovery Support Services
SUD Program Expectations

Marina.Brady
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