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CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION
Collaborative Care Meeting

I, ___________________________________________________________________________, authorize
		Last Name			First Name			M.I.

The following Collaborative Care Team Members: |_|  StarkMHAR, |_| Coleman, |_| CareSource,  |_| Buckeye Healthcare, |_| Molina, |_| United Healthcare, |_| Paramount, |_| CommQuest,|_| Summit Psychological, |_| Phoenix Rising, |_| Aultman Hospital,                    |_| Cleveland Clinic Mercy Hospital,  |_| Heartland Behavioral Health |_| AVO, |_| TASC

|_| Other non-covered collaborative care partner:  __________________________     ________________________
						Agency			             Agency Contact

|_| Other non-covered collaborative care partner:  __________________________     ________________________
						Agency			             Agency Contact
To communicate with and disclose to one another the following information: 
·   My name, contact information and other personal identifying information
· Mental health and alcohol/drug services including diagnosis, treatment plan, compliance, service summary, providers, medication, service type, discharge plans and outcomes
· Physical health information and services including diagnosis, assessment, treatment plan, compliance, service summary, providers, medication, service type, discharge plans, recommendations, and outcomes
· Legal status, recommendations, and evaluative information 
· Other ___________________________________________________
		
The purpose of the information-sharing authorized in this consent is to:
Enable the Collaborative Care Team and my above indicated provider(s) to evaluate my housing, treatment, and supportive service needs to ensure the best treatment options and solutions are identified, obtained, and maintained.
Note:  Any disclosure of information shall be limited to these purposes.  Any other disclosures not in accordance with these purposes are not authorized by this consent.

I understand that my alcohol and/or drug treatment records receive special protection under federal law (42 C.F.R. Part 2) and can only be re-disclosed as permitted by the federal regulations. I understand that my physical and mental health treatment records are protected by HIPAA but may be subject to re-disclosure if the recipient of my information is not subject to HIPAA. 

I also understand that I may revoke this consent at any time, except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as follows:  15 months from the date this form is signed.

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, my eligibility for benefits, or the payment provided for those services.    I have been provided a copy of this form. 

_______________	_________________________________          _________________
Date		 Signature of Client/Legal Representative	  Date of Birth         

_______________	_________________________________
	Date      	Signature of Witness    

Printed name and authority of person signing on behalf of Client: _________________________________________________________
NOTICE TO RECIPIENTS OF ALCOHOL AND/OR DRUG TREATMENT INFORMATION: 42 CFR Part 2 prohibits unauthorized disclosure of these records.
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