Ashtabula County Family and Children First Council

Service Coordination Team

RELEASE OF INFORMATION
By initialing, I hereby give my permission for the following local public agencies, through their designated representatives, to exchange information with Ashtabula County Family and Children First Service Coordination Team regarding:                             _____________(Please initial)
__________________________________

_________________________

_____________________________

Full Name of Client



S.S. #




Client’s Date of Birth

for whom I have legal authority to act.

Ashtabula County:

Children Services Board





Community Counseling Center

Health Department






Lake Area Recovery Center

Educational Services Center





Signature Health

Board of DD







Belmont Pines Hospital

Mental Health and Recovery Service Board



Head Start/Help Me Grow

Juvenile Court







Ohio Rehab. Services Commission

Joint Court Mediation Project





Local Hospitals (ACMC, UHCMC,UHGMC)

Department of Jobs and Family Services/WIA


The Bair Foundation

Catholic Charities






Riverside Counseling Associates

School District of Residence/School Attended


Residential Facilities

Speech, Hearing and Rehabilitation




Community Action

Ohio State University Evaluation Team (CCBH or FCSS only)

Ohio Department of Mental Health (CCBH or FCSS only)

NAMI Family Advocates and Family Advocate Volunteers (CCBH or FCSS only)          

Ohio Department of Alcohol and Drug Addiction Services (CCBH or FCSS only)

Other (please list:) ________________________________________________________________________________

It is my understanding that the sole purpose of this exchange is to develop an interagency service plan for the above-named client and/or family or hereby specified: ______________________________________________________________________________________________

I authorize the release of the specific information for which I have circled and initialed below only if it is necessary to secure or coordinate needed services identified in my case plan by the persons/programs/agencies identified above:

Circle yes and initial

yes

________ Identifying information: name, birth date, sex, race, address and telephone number

yes

________ Social Security Number

yes

________ General Medical: medical records (except for HIV, AIDS and drug and alcohol treatment records) disability,                              type of services being received and name of agency providing services to me or the individual named above.

yes

________ Social History: social history, treatment/service history, psychological evaluations and other personal                                       
    information regarding the individual named above or me.

yes

________ School information: grades, attendance records, Individual Education Plan (IEP), Individualized Family Service                     
    Plan (IFSP), Individual Service Plan (ISP), Multi-Factored Evaluation (MFE), (Children’s) Ohio Determination                         Instrument (COEDI/OEDI), transition plans and vocational assessments regarding me or the individual named                       above.

yes

________ HIV and AIDS related diagnosis and treatment.

yes

________ Current substance abuse treatment, recommendations and involvement.

yes

________ Financial information necessary to establish eligibility for public assistance including but not limited to pay                                stubs, W2's and tax returns, and other financial information.

yes

________ Mental health treatment information regarding the individual named above or me.

yes 

________ Other

CCBH and FCSS

This pertains to financial help you may be eligible for:

In addition to the authorization for the release of information which is necessary to secure or coordinate needed services identified in my Service Coordination case plan, I authorize the release of the following specific information for which I have circled and initialed below only as it is necessary to enroll me in the CCBH or FCSS program, perform the evaluation of the program and allow the NAMI Family Advocate or Family Advocate Volunteer to contact me and provide treatment advocacy and program evaluation functions:

Yes

_______ Identifying information:  Name, telephone number, address, Unique Client Identifier (UCI)

Yes    

_______ Information collected due to enrollment in the MACSIS system

Yes 

_______ Service and Treatment data for a period six months prior to enrollment in the CCBH or FCSS program and throughout      enrollment in the CCBH or FCSS program (MACSIS and checklist of NON-MACSIS services information gathered from service providers, the FCFC Service Coordination Facilitator, the Family Advocates or the Ashtabula County Mental Health and Recovery Services Board

Yes

_______ Results of interviews with the adult primary caregivers regarding caregiver concerning wants and needs

Yes

_______ Family Satisfaction Survey results

Yes

_______ ODMH Outcomes measures

Yes

_______ Demographic data on youth and family collected inside MACSIS

Yes

_______ Family Stability measures self-reported information obtained via interviewers conducted by Family Advocates

Yes

_______ Family Empowerment self-reported information obtained via interviews conducted by Family Advocates 

Yes

_______ ODADAS Behavioral Health measures
I understand that my alcohol and drug abuse patient records are protected under the Federal regulations governing confidentiality of those records, (42 CFR Part 2), cannot be disclosed without my written consent unless otherwise provided for in the regulations. 

I understand this Release expires in 180 days from the date it is signed unless otherwise indicated to me.  I also understand that I may cancel this Release at any time in writing with my signature, and the date it is signed, and delivering it to: Family and Children First Council, 3914 C Court, Ashtabula, Ohio, 44004.

Canceling it applies to that day forward and not to information already shared.

I understand that signing or refusing to sign this Release will not affect public benefits or services for which I am eligible, unless otherwise required by the regulations of the agency.

I understand that the information disclosed pursuant to this authorization may be the subject of re-disclosure to the entities covered by the authorization to release and to no one else without permission from the consumer.

_________________________________________



__________________________________________

Signature: (Must Sign)

  Date




Relationship to Client 

________________________________________



__________________________________________

Child Client Signature





Witness



Date

Violation of Federal law and regulations by a program is a crime.  Suspected violations may be reported to the United States Attorney in the district where the violation occurs.

TO ALL AGENCIES SENDING AND/OR RECEIVING INFORMATION DISCLOSED AS A RESULT OF THIS SIGNED CONSENT:
1. If the records released include information of any diagnosis or treatment of drug or alcohol abuse, the following statement applies: 

PROHIBITION ON REDISCLOSURE OF INFORMATION

CONCERNING CLIENT IN ALCOHOL OR DRUG ABUSE TREATMENT
This information has been disclosed to you from records protected by federal confidentiality rules 



(42 CFR Part 2).  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 CFR 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 the information to criminally investigate or prosecute any alcohol or drug abuse patient.  

2. If the records released include information of an HIV-related diagnosis or test results, the following statement applies:  This information has been disclosed to you from confidential records protected from disclosure by state law.  You shall make no further disclosure of this information without the specific, written and informed release of the individual to whom it pertains, or as otherwise permitted by state law.  A general authorization for the release of medical or other information is NOT sufficient for the purpose of the release of HIV test results or diagnosis.

3. The information has been disclosed to you from records protected by federal and/or state confidentiality rules.  Any further release of it is prohibited unless the further disclosure is expressly permitted by the person to whom it pertains, Juvenile Court/DYS in the case of youth records, or applicable federal and/or state law.  
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