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CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION
Housing Promotion Committee

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

The following:  ______________________________________________________________________________	AND 	

The following Housing Promotion Committee Members:  StarkMHAR, Homeless Navigation, Coleman, TASC, SMHA (Contact: Lisa Waikem), ICAN (Contact: James Ritchey/Jocelyn Williams/Joy Brubach), CommQuest, YWCA (Contact: DaNicca Baker/Tammi Roderick/Shanna Lawson), NAMI (Contact: Kay Raga), ABC (Contact: Cindy Espenschied). 

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
· Housing Billing information
· Housing Property Management documents
· Housing Supportive Services assessments, plans, notes, and logs
		
The purpose of the information-sharing authorized in this consent is to:
Enable the Housing Promotion Committee and my above indicated provider(s) to evaluate my housing, treatment, and supportive service needs to ensure the best housing 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 Resident/Legal Representative	  		Date of Birth         	

_______________		_____________________________________________
Date      			Signature of Witness    

Printed name & authority of person signing on behalf of Resident: _________________________________________________________________

NOTICE TO RECIPIENTS OF ALCOHOL AND/OR DRUG TREATMENT INFORMATION: 42 CFR Part 2 prohibits unauthorized disclosure of these records.
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