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	Safe Families – Prevention and Intervention Release Form


	CLIENT NAME:  _____________________________________________________
*Use a separate Release for each adult for whom information is requested.
	DOB:  __________
           


WORKER: _______________________________
AGENCY: ________________________________
I. _____________________________ on behalf of myself, do hereby authorize and direct the following organization(s) I have identified with my initials:
      Catholic Social Services


      CASA/ GAL/Attorney


      Child Advocacy Center


      Clark County Dept. of Job & Family Services
       Benefits Plus
       Ohio Means Jobs

       Child Support Enforcement Agency (CSE)
       Family & Children Services (FSC)

      Clark Co. Family & Children First Council (FCFC)
      Clark Co. FCFC Family Stability Committee & attendees

      Clark Co. FCFC Interagency Review Committee
      Clark County Juvenile Court


      Clark County Combined Health District


      CitiLookout:

      Advocacy Supervision

      Professional Counseling

      Developmental Disabilities of Clark County


      Educational Placement: ___________________________
 

      Fellowship

      Interfaith Hospitality


      Jobs and More


      Encompass Connection Center

      McKinley Hall

      Mental Health Services, Inc. , most current service related to program: ___________________________
      Mental Health & Recovery Board of Clark, Greene, &  Madison Counties

      Mercy Reach

      Miami Valley Child Development Centers, Inc.
      Oesterlen Services for Youth
      Physicians/Physician Groups:

      Pediatric Associates

      Rocking Horse Center
      Specific Physician(s), List: 
____________________ 
____________________
      Pregnancy Resource Center
      Project Woman

      Salvation Army
      Social Security Administration
      Springfield Regional Medical Center
      Wellspring
      Other: ___________________________
      Other: ___________________________
      Other: ___________________________
      Other: ___________________________
      Other: ___________________________
	to release written and verbal communication permitted with my initials:

	       Service/Treatment Case Plan(s)
	       Physical Assessments/Medications

	       Progress Reports/Case Review Information
	       Academic Plans, Grades, Conduct/Attendance

	       Clinical/Psychological Assessment(s)
	       Other ___________________________________

	       Discharge /Termination summary
	       Other ___________________________________

	Information said organization(s) have in their notes or files concerning the above-named individual’s involvement with above-initialed organization(s) dated from ______________ to ____________ for the purpose of investigation, treatment, management of the case, or the processing of payment of claims or to access grant funding.  


	IMPORTANT INFORMATION – PLEASE READ BEFORE SIGNING


	This Consent for Release of Information will be applicable to information requested and disclosed under both the Heath Insurance Portability and Accountability Act (HIPAA) and all applicable Federal regulations made under HIPAA, and the Family Education Rights and Privacy Act (FERPA) and all applicable Federal regulations made under FERPA.
I understand that signing this release is voluntary but that NOT signing this release may reduce the services and benefits that might otherwise be available to me. I also understand that there is the potential that any information disclosed as a result of this Consent (to which HIPAA may be applicable) may be subject to re-disclosure by anyone who receives the disclosed information and that because of this, such information may no longer be protected under HIPAA.



	This consent is subject to revocation in writing at any time except for information already gathered in good faith.  If I should revoke my Consent for Release of Information, the revocation does not include any information which has been shared between the time that I gave permission and the time that it was canceled, or any other information to the extent that the relevant agency or entity has taken action in reliance on this Consent for Release of Information.
This authorization(consent for release of information) will remain effective for:

1)  90 or 180  days (circle one)  unless an earlier date is specified here _____________________    OR

I understand that the agencies receiving this information must hold it as confidential and may not further release it to any other person or agency not identified by my initials unless specifically authorized to do so.  Information will only be shared to the extent necessary to achieve the goals of investigation, treatment, management of the case, or the processing of payment of claims or accessing grant funding.


	Required Notifications Under FERPA


	Chemical Dependency Programs:
When/if you agree to any release of your health information, the following statement is stamped on all released documents per Federal Regulations:  This information has been disclosed to you from records protected by federal confidentiality rules.  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 42 C.F.R., 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 client.


	HIV Release:

This information has been disclosed to you from confidential records protected from disclosure by state law.  You shall make no further disclosure of this information without the specific, written, and informed release of the individual to whom it pertains, or as otherwise permitted by state law.  A general authorization for the release of medical or other information is NOT sufficient for the purpose of the release of HIV test results or diagnoses.


	Client signature:  ________________________________________________________________________________________



	Print Name:  ___________________________________________________________
	Date:  __________

	

	Staff/Witness Signature:  _________________________________________________________________________________

	Print Name:  ___________________________________________________________
	Date:  __________

	This release expires on:  __________        Date cannot be more than 180 days from today’s date.


	I hereby revoke consent:    Client signature: ______________________________________________
	Date: __________

	

	Staff/Witness signature:  ____________________________________________________________
	Date:  __________


	Violation of Federal law and regulations by a program is a crime.  Suspected violations may be reported to the United States Attorney in the district where the violation occurs.                                                                                  


If you choose to revoke this release, it is your responsibility to notify all relevant parties. 
Revision Date 7.1.18

