Consent for the Release of Confidential Information

(DHS TANF/Child Welfare)

I, 













(Consumer’s Name)







Authorize:











 


(Name, address, phone and/or fax number of Provider)
To Disclose Through Voice, Mail, Email and/or Fax to:  

​​​​​​​​​​​​​​​​​​​​​​​​
(Name, address, phone and/or fax number of OKDHS child welfare caseworker or TANF worker) 

(Name, address, phone and/or fax number of referring OKDHS office)
(Name address, phone and/or fax number of court, if applicable)
(Name, address, phone and/or fax number of consumer’s attorney, if applicable)
The Following Information:  (Consumer to initial by information to be released)

_____ Evaluation results     _____ Attendance     _____Drug/alcohol detection testing results     

_____ Counselor recommendations    _____ Progress reports    _____ Treatment/discharge plans

For the Following Purpose(s):  To provide collaboration and linkage with referral and support system and to facilitate evaluation, treatment, and discharge planning.  

Communicable disease information: The information authorized for release may include records which may indicate the presence of a communicable or venereal disease which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea, and the human immunodeficiency virus, also know as Acquired Immune Deficiency syndrome (AIDS) [63 O.S. 1-1502 (B)].

I understand that my alcohol and/or drug treatment records are protected under the Federal Regulations Governing Confidentiality and Drug Abuse Client Records 42 C.F.R. Part 2, 45 C.F.R., Parts 160 and 164, and the Health Insurance Portability and Accountability act of 1996 (HIPAA), and cannot be disclosed without my written consent unless otherwise provided for by the regulation.  I also understand that I may revoke or cancel this consent in writing at any time.  The only exception is if this consent was used to communicate information with the above authorized person or agency and that communication is in transit.  Otherwise this consent expires automatically as follows:
(Client is to INITIAL by appropriate statement)
_____ for those involved with OKDHS Child Welfare, upon the closing of the child abuse/neglect case and/or investigation against me;
OR
_____for those not involved with OKDHS Child Welfare, no more than ninety (90) days from the date of discharge from treatment services.

I understand that generally 













(Name of Provider)
 
may not condition my treatment on whether I sign a consent, but in certain limited circumstances I may be denied treatment if I do not sign a consent form.












             Signature of Consumer






Date of Signature
  ODMHSAS/Revised 01/13   
                                                                           Consumer’s ID#:     


                                                                                     (Completed by Provider)      
  

