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Recovery Housing Assistance Program (RHA)
Multi-Party Release of Information


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

Check your provider agency:
☐  Coleman Health Services, 
☐  CommQuest, 
☐  Phoenix Rising, 
☐  ICAN Housing, AND
☐  Other ________________________________ (Treatment Provider)

And ________________________________________________________________________ (Recovery Residence)

And Canton Payee Center, and Stark Mental Health & Addiction Recovery (StarkMHAR) to communicate with and disclose to one another the following information: 
· My name, contact information and other personal identifying information.
· My treatment service provider name.
· Income information.
· Residence changes.
· Discharge date.
· Level of Care information.
· Change of Criteria.
· Billing information for Recovery Housing Assistance (RHA) Program.

The purpose of the information-sharing authorized in this consent is to:
· Enable the above named Agencies and its members to evaluate my need for services and funding in a Recovery Housing Assistance program funds.
· Enable the provision and the coordination of the services provided to me.

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 are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records (42 CFR Part 2) and the Health Insurance Portability and Accountability Act of 1996 “HIPAA” (45 CFR 160 & 164) and cannot be disclosed without my written consent unless otherwise provided for in those federal regulations.  I also understand that records concerning mental health services I receive are protected by Ohio law and cannot be disclosed unless the disclosure is authorized by Ohio law and 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: One year from the date this form is signed.  

I understand that I can lengthen or shorten this authorization period.  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 Case Manager/Treatment Provider			
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