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Shineforth CONSENT TO RELEASE/EXCHANGE INFORMATION

Client Name:						Date of Birth:

Legal Guardian:						Custodial Agency:
I understand that different agencies provide different services and benefits.  Each agency must have specific information in order to provide services and benefits.  By signing this form, I am allowing Shineforth to exchange information with the specific agency listed below, so it will be easier to provide or coordinate services or benefits.  Receiving treatment or services is NOT conditional upon consent to release or exchange information.  

The following information may be exchanged for the following purpose(s):
    Assessment Information			Psychiatric Records					                               
    Benefits/Services Needed			Psychological Records  
    Educational Records				 Social History
    Medical Diagnosis				 Shineforth Treatment Plan/Quarterly Reports/Discharge Summary
    Mental Health Diagnosis         						
    Other information, specify: 

                                                                                                                 

The above information may be exchanged with:
Name of Agency and Contact Person: 
Address of Agency:                                                                                                                  

I want information to be exchanged (check all that apply):		Written Information (fax/mail)  
		Verbally (via phone or face-to-face contact) 
	Encrypted Email

The person(s) within Shineforth or the named agency who is releasing the information is/are:   

Date this consent takes effect:     
                                                                                                  
This consent form is valid until:                                                                                                      
(Not to exceed 6 months from the date the consent is given for one-time releases of information, or one year as otherwise required by law when the release is required for ongoing provision of services).

I can withdraw this consent at any time by informing Shineforth in writing.  This will stop Shineforth from any further sharing of the information listed on this form.  Withdrawal of consent will be effective upon receipt of the written request.  

Client signature:  _______________________________________		Date: _____________________
Legal Guardian Signature: ________________________________		Date: _____________________
(If client is a minor and not authorized to consent or otherwise unable to sign)

A copy of the signed consent must be given to the person(s) or family providing consent, and a copy placed in the client’s case record.  The information released pursuant to this authorization may be subject to re-disclosure by the recipient and may be no longer be protected by federal privacy law.  

TO THE RECIPIENT OF RECORDS RELATED TO THE TREATMENT OF ALCOHOL AND/OR DRUG ABUSE:  This information is being disclosed to you from records whose confidentiality is protected by Federal Law. Federal Regulations (42 CFR Part 2) prohibit you from making further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general authorization for the release of medical or other information is NOT sufficient for this purpose.  
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