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Cher-Ae Heights Indian Community of the Trinidad Rancheria

Social Services Department
Authorization to Release/Exchange Confidential Information


	Client Name (Last, First, MI):
	Birthdate:

	Street Address:

	City:
	State:
	Zip:

	Phone Number:
	Email:


AUTHORIZATION:
I hereby authorize the __________________________________to: (initial all that apply)

_____  Release checked information only:
    Assessment     Progress      Compliance      Type of Services Received

     UA Drug Screen Results      Diagnosis     Treatment Plan      Discharge Plans
_____  Release any and all relevant confidential information.
_____  Receive any and all relevant confidential information.
_____  Receive specifically:________________________________________________
INFORMATION IS BEING RELEASED AND/OR EXCHANGED WITH:
Agency and/or person’s name: _______________________________________________
Address: ________________________________________________________________
Phone: _______________ Fax: ______________ Email: __________________________
PURPOSE OF RELEASE: (Check all that apply)
     Coordinating services       Arrange for referral to other partner organization(s)

     Comply with parole/probation, case plan or other court-ordered services

     Other: _________________________________________________________
RELEASE OF LIABILITY: (initial)
_____ I understand that this information is or may be protected by federal regulations and hereby release the _______________________________and the individual named above from any liability associated with the release of such information.
REVOCATION:
_____ I understand that I may revoke the above consents at any time, except to the extent that action has been taken in reliance on this consent prior to revocation.
TERMINATION:
This authorization shall become effective from the date of signature and shall remain in effect for one year; unless instructed by signee to terminate.

______________________            ______________________            ____________



Client Name (print)                                    Client Signature                                         Date
______________________            
______________________            ____________
Staff Initials                                               Staff Signature                                          Date
NOTE: 
I understand that I may request a copy of this authorization, and may inspect or request copies of the information that has been disclosed by this authorization, as provided in CFR 164.508 (d) (1), (e) (2). This information has been disclosed from records protected by federal confidentiality rules (42 CFR part 2). The federal rules prohibit any further disclosure of the information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains, or as otherwise permitted by (42 CFR part 2). A general authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug abuse patient. Confidential Patient Information: see California & Institution Code Section 5328.
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