Alcohol and Addiction Program
STANDARD AUTHORIZATION TO DISCLOSE INFORMATION

 (Instructions: The staff member completes the form and has the client initial the appropriate blanks indicating the following: authorization; purpose; type; and amount of information to be disclosed. This verifies client’s awareness of what is to be released.)

I (client’s name)  




(Date of Birth)


   
authorize the 
Alcohol and Addiction Program to: _____ disclose; _____ receive;   ___  exchange information with: 
	Agency/Name of Person
	Tuscarawas County Health Department Vivitrol Program

	Address
	897 E Iron Ave, Dover, OH  44622

	Phone
	330.343.5555

	Fax
	330.365.3765


PURPOSE OF DISCLOSURE - the client initials the appropriate blanks:
_____ to coordinate treatment; _____ to gather assessment information for treatment planning;

_____ to gather information for ongoing treatment;    __  other purposes (specify):___________________
TYPE OF INFORMATION TO BE DISCLOSED - the client initials the appropriate blanks:
___ diagnosis; _ ___ diagnostic assessment information; __     progress in treatment; ____    attendance;
___ progress notes;  ____ information on mental illness and/or treatment; 
   ___ other information (specify): 
AMOUNT OF INFORMATION TO BE DISCLOSED - the client initials in the appropriate blanks:
_____ information covering the previous three months;       
_____ other amount of information (specify):
This authorization expires (specify event, date, and/or condition causing expiration): 
_______________________________________________________________________________________________________________________________________________________________
Signature of client 









Date

_______________________________________________________________________________________________________________________________________________________________
Signature of parent, guardian or authorized representative - if required



Date

_______________________________________________________________________________________________________________________________________________________________
Signature of staff or witness








Date



REVOCATION:  This authorization is subject to written revocation at any time except to the extent the Program or person who is to make the disclosure has already acted in reliance on it.
I hereby revoke consent: ____________________________________________________________________________________________________________________
                                   
 Client Signature




     
             Date

________________________________________________________________________________________________________________________________________________
Signature of staff or witness







     
Date


Prohibition Against Re-Disclosure:  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.  (These conditions apply to every page disclosed and a copy of this authorization will accompany every disclosure.)
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