Fountain of Hope Family Counseling
Consent for Release of Confidential Information
A general authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. For clients referred from the criminal justice system, the information disclosed may only be re-disclosed to carry out the recipient's official duties with regard to the client's criminal proceeding in reference to which the consent to release confidential information was made by the client. All mental health and drug or alcohol abuse treatment information, whether recorded or not, and all communications between a physician or psychotherapist and a consumer are both privileged and confidential. In addition, the identity of all consumers who have received or are receiving mental health or drug or alcohol abuse treatment services is both confidential and privileged. Such information shall only be available to persons or agencies actively engaged in the treatment of the consumer unless an exception under state or federal law applies. The information available to persons or agencies actively engaged in the treatment of the consumer shall be limited to the minimum amount of information necessary for the person or agency to carry out its function or the purpose for the release. Nothing in this section shall prohibit disclosure of information as required in 22 O.S. § 1175.
___________________________     ________________      ____________________
Name of Client                                 Date of Birth               Social Security #

AUTHORIZE:       _______________________________________________________



         Name /Title of person and Agency Releasing information

                                 _______________________________________________________

                                 Address of person and agency Releasing information

TO RELEASE TO   _______________________________________________________

                                  Name/Title of person and Agency to whom information is released
                                     ____________________________________________________________

                                     Address of person and Agency to whom information is released

CHECK ALL OF THE FOLLOWING REASON THAT APPLY.
	
	Face to Face/phone Progress Reports
	
	Progress Notes  
	
	Clothing

	
	Psychosocial and Family History
	
	Arrest Records
	
	Housing Referral

	
	Psychometric Testing
	
	Medical History
	
	Food Referral

	
	Psychological Reports
	
	Medical Referral
	
	

	
	Discharge Summaries
	
	Other
	
	


TIME FRAME OF INFORMATION DISCLOSED

From Date_______/_____/20____         To Date _____/_____/20____

WRTITE IN PERSON FOR THE INFORMATION TO BE DISCLOSED

________________________________________________________________________________________________________________________________________________________________________________________________________________________ I understand that my records are protected under the federal and state confidentiality regulations and cannot be released without my written consent unless otherwise provided by regulations. / a/so understand that I may revoke this consent (in writing) at any time unless action has already been taken based upon it. In any event, this consent expires (1) one year from the date of signing OR no later than the final disposition of the criminal proceeding. I understand that my consent is being freely given and voluntarily. Treatment services are not contingent upon, or influenced by, my decision to permit the information released. "The information authorized for release may include records which may indicate the presence of a communicable or non-communicable disease." PROHIBITION OF REDISCLOSURE: This notice accompanies a disclosure of information concerning a client in alcohol/drug abuse treatment, made to you with consent of such client. This information has been disclosed to you from records protected by the Health Insurance Portability Act of 19996 ("HIPAA") 45 CFR pts 160 & 164 and if an alcohol or drug client, the Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by federal guidelines. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of this information to criminally investigate or prosecute any alcohol or drug abuse patient.
_________________________________             ______________________________

Clients Signature                                                 Date of Signature

_________________________________              _____________________________

Legal Guardian Signature                                  Witness Signature

Care ID__________________________
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