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Authorization  For Release of Confidential Information and Records

I,  ____________________________________, residing at ______________________________________________,

 understand that my participation in the development and provision of comprehensive family services to me and my family may require the participation of other agencies and individuals in the service planning and delivery process.   I understand that it may be necessary for the Cabinet for Families and Children (CFC) and these agencies and individuals to disclose and receive information and records to and from one another relating to me and my family as may be necessary for the development and delivery of comprehensive family services.  I hereby give my informed consent for the CFC (and the following designated agencies or individuals) to disclose and communicate to one another information and records in their possession which relate to services, benefits, or treatment provided to me and my family.   This authorization will  be in  effect  for a period of 6 months from the signature date.

_____________________________          ___________________________        ______________________________

_____________________________          ___________________________        ______________________________

Agency/Individual Name

          Agency/Individual Name

Agency/Individual Name

The information and records to be released on MYSELF  and/or  the child(ren)  or Adult(s) I am responsible for are:

(Name)__________________________
    ________________________        ___________________________



(SS#)   __________________________            ________________________        ___________________________

My consent includes the following records checked: 

____ Medical/Health/EMT Records
 (not HIV/AIDS)

____ Home Care/Home Health Records


____ Psychiatric Records




____ Mental Health Records



____ Psychosocial History




____ Spouse Abuse/Rape Crisis Center Records

____ Psychological Test Results



____ Senior Program Provider Records

____ Student School Records



____ Homeless Shelter Records

____ Immunization Records



____ Long-term Facility/Alternate Care Records 

____ Statement of Legal Status and Custody


____ Financial Records

____ Alcohol and Drug Treatment Records  

I understand that my alcohol and drug treatment records are protected under federal  regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2, and cannot be disclosed without written consent unless otherwise provided for in statute and regulations. 

____ Other (specify) _________________________________________________________

I also understand that I  may revoke this consent at any time except to the extent that action has already been taken in reliance on it, and that in any event this consent expires automatically  in 6 months from the signature date.

Signature _________________________________________________________ 
Date _____________________

[ ]Client,  [ ] Parent, [ ]Legal Guardian,  [ ]Social Services Worker,  [ ]Other (Specify)

(Please check all that apply)

Signature __________________________________________________________
Date______________________

[ ]Client,  [ ]Parent,  [ ]Legal Guardian,  [ ]Social Services Worker,  [ ]Other (Specify)

(Please check all that apply)

Signature __________________________________________________________ 
Date______________________

Witness

