
Fountain of Hope Family Services 
CONSENT/PRIVACY AUTHORIZATION FOR RELEASE INFORMATION

I understand that records are protected under Federal and State Confidentiality Law and Regulations and cannot be disclosed without my written consent unless otherwise provided for in the laws and regulations

I/We hereby authorize FOHFS to disclose and receive the following protected health information regarding:

Name of Client:_____________________________________________ D.O.B_______/______/______Member ID: _______________________
To:_______________________________________________________ Phone:_______________________Fax:__________________________

(Name of Person or Organization)

Address: __________________________________________________ City/St/Zip: _________________________________________________

Specifically describe the information to be disclosed, including, but not limited to, meaningful descriptors such as date of service, type of service.

_____________________________________________________________________________________________________________________
This protected health information is being disclosed for the following purposes:

_____________________________________________________________________________________________________________________

This authorization shall be in effect from _______/_______/_______ (Admission Date) to _______/_______/_______ (6 mos from date seen)

I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to, Executive Director or other agency representative of FOHFS I understand that revocation is not effective to the extent that FOHFS. has relied on the disclosure of the protected health information.

I understand that information disclose pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal and state law.

The information authorized for release my include information that may indicate the presence of communicable or non-communicable disease that may include, but is not limited to diseases such as Hepatitis, Syphilis, Gonorrhea, and Human Immune Deficiency Virus, also knows as Acquired Immune Deficiency Syndrome (AIDS)

· Re:  Psychiatric Records – Oklahoma State Law, Title 43A; Provides for “A person who is or has been a patient of a psychiatric, psychotherapy, mental health facility, alcohol or drug abuse treatment facility or service, other agency for the purpose of mental health or alcohol or drug abuse or care and treatment shall be entitled to personal access to such person’s mental health or  the life or the physical safety of the patient or another person as determined by the person on charge of the treatment of the patient.”

· In accordance with Title 10 OS Sec. 5.2, any information or any record relating to a minor child, upon request, shall also be provided to the non-custodial parent of the child…shall include, but not limited to, information and records kept by the school, physician and medical facility of the minor child.

Re:  For Criminal Proceedings – The information disclosed may only be redisclosed to carry out the recipient’s official duties with regard to the client’s criminal proceeding and may not be used in any other proceedings, for other purposes, or with respect to other individuals. Disclosure made is bound by the federal law and regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records.

(42 U.S.C. 200DD-2; C.R.R. part 2)

Re:  Drug/Alcohol Abuse Records – Confidentiality of Drug/Alcohol abuse records is protected by Federal Law. Federal regulations (42 CFR Part 2) prohibit making any further disclosure of this information unless further disclosure is expressively permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A GENERAL AUTHORIZATION FOR THE RELEASE OF MEDICAL OR OTHER INFORMATION IS NOT SUFFICIENT FOR THIS PUROPOSE. The federal rules restrict any use of the information to criminally investigate or prosecute an Alcohol/Drug Abuse Patient.

FOHFS will not condition my treatment, payment, and enrollment in a health plan or eligibility for benefits if applicable on whether I provide authorization for the requested disclosure.

I understand I have the right to: Inspect or copy the protected health information to be disclosed as permitted under federal and state law. (You may not inspect health information that is subject to law that prohibits access to protected health information, i.e. psychotherapy notes).

_________________________________________________________



_________________________________

Signature of Client (Required if 14 or older)





Date

_________________________________________________________



_________________________________

Parent/Guardian Signature (Required if under age 18)




Date

_________________________________________________________



_________________________________

Staff/Witness








Date
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