
Authorization 
I hereby authorize the use or disclosure of protected health information about me as described below.

(1) The name or other specific identification of the person(s) or class of persons, authorized to make the use or disclosure: _All agency personnel______________________________________________
(2) The name or other specific identification of the person(s) or class of persons to whom the requested disclosure may be made: Funder’s case management staff and ancillary staff, contractual professionals, our company accounting firm, and monitoring agencies ( such as CARF, Medicaid, State, etc.) for professional use only.____ _____________

(3) Specific description of the information to be used or disclosed:  Monthly, quarterly, and annual interdisciplinary reports and assignments, goal attainment plans, pertinent medical records (medication changes, psychological evaluations, progress notes, behavior plan reports, and incident reports.)__________________________________________

(4) The authorization may be used or disclosed for each of the following purposes: To carry out Authorized Services, Emergency Medical Treatment, Transportation, National Disaster Evacuation, Company Newsletter, Fundraising, Monthly Billing, QA Reviews, Investigation Reviews, and a Potential Community Employer.________________

(5) I understand that the information used or disclosed may be subject to re-disclosure by the person(s) or class of person(s) receiving it, and will no longer be protected by the federal privacy regulations.
(6) I understand that I may revoke this authorization by notifying the program manager in writing of my desire to revoke it.  However, I understand that if revoke this authorization; it will not have any affect on actions taken by this agency in reliance on it before I revoked it.
(7) I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment or payment or my ability to obtain treatment, payment, or my eligibility for benefits.
(8) I understand that this authorization is effective for one year from the date of my signature, and may be changed or revoked by the guardian or consumer at any time, in writing.
_____________________________

__________________________

Consumer’s Signature



Date

_____________________________

__________________________

Legal Guardian’s Signature


Date
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