

	Authorization for Release and Exchange of Information
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	Client Name:
	
	
	Date of Birth:
	
	
	



	Effective Date:
	
	
	End Date:
	
	
	




						     SERVICE TEAM
This document authorizes release/exchange of the information identified below, between Care Coordination Team members for the purpose of service/treatment planning coordination, and delivery.  This release authorizes the designated person(s)/ positions/agency(ies) listed below to release/exchange information and reports with each other as needed to assess/determine individual and family service needs and to coordinate/monitor/evaluate individual and related family services delivered to client.  We will not condition the provision of treatment on execution of an authorization form, except where the provision of health care is solely for the purpose of creating protected health information for disclosure to a third party.
	To release information to and from following individuals/positions and agencies:

	
	Choices
	
	
	
	Parent/Caregiver
	

	
	Department of Child Services
	
	
	
	Parent/Caregiver
	

	
	Juvenile Court
	
	
	
	TFC Agency
	

	
	Schools
	
	
	
	Therapy Agency
	

	
	Families Reaching for Rainbows
	
	
	
	Other
	

	
	Other
	
	
	
	Other
	



	To exchange the following information:

	
	Medical Records
	
	Mental Health Assessment & Treatment Plans
	
	Drug and Alcohol

	
	Psychiatric Treatment/Reports
	
	Psychological Records/Reports
	
	HIV Evaluation/Reports

	
	Educational Reports
	
	Legal/Court Records
	
	Communicable Disease

	
	Other
	



I can cancel this authorization in writing at any time prior to the specified expiration, but I understand that the cancellation will not affect my information that was already released before the cancellation.  I will let a Care Coordination Team member know if I want to cancel my authorization.  I understand that information about my case is confidential and protected by state and federal law.  I approve the release of this information.  I understand what this agreement means.  I am signing on my own and have not been pressured to do so.  I understand that information that has been release by an agency is no longer protected by that agency and may be subject to re-disclosure by the recipient, even though further disclosure of this information is prohibited unless permitted by the written authorization of the client, or their parent, guardian, or personal representative.
	
	
	
	
	
	
	

	Signature of Client
	
	Date
	
	Signature of Guardian or Personal Representative
	
	Date



	
	
	
	
	

	Signature of Witness
	
	Date
	
	Description of Witness’ Role



	
	
	
	
	

	Signature of Choices Staff
	
	Date
	
	Title



To those receiving information under this authorization:  The information disclosed to you is protected by state and federal law.  You are not authorized to release it to any agency or person not listed on this form without specific written consent of the person to whom it pertains unless authorized by other laws.
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