TRI-COUNTY HUMAN SERVICES, INC.

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

Client Name: 
















[print or type]

I hereby authorize Tri-County Human Services, Inc., the use and disclosure of individually identifiable health information relating to me, which is called protected health information under a federal health privacy law, as described below:

Specific Description of Information to be Used or Disclosed (Include the Dates of Service(s) as appropriate):




 Any information regarding Application for admission to the Florida Center

               





_______________________________________________

From: 
Organization, Persons or Class of Persons Authorized to Make the Use of Disclosure:



Tri-County Human Services, Inc.










To:

Organization, Persons or Class of Persons to Whom the Use or Disclosure May be Made:

The protected health information will be used and/or disclosed for the following purposes:

(Please list each purpose of the use(s) or disclosure(s) in the space provided.)

Admission to the Florida Center___________________________









•
I understand that may I revoke this authorization at any time by notifying Tri-County Human Services, Inc. in writing to TCHS, 1815 Crystal Lake Drive, Lakeland, FL  33801-5979.  However, if I choose to do so, I understand that my revocation will not affect any actions taken by Tri-County Human Services, Inc. before receiving my revocation.


•
I understand that I may refuse to sign this authorization and that my refusal to sign in no way affects my treatment, payment enrollment in a health plan, or eligibility for benefits.

· I understand that Tri-County Human Services, Inc. may require me to sign an authorization prior to receiving research-related treatment or for treatment solely for the purpose of creating health information for another party.
This authorization expires at the earlier of 12 months from date of client’s signature or the following date: 



.

Print Name of Client: __________________________Signature of Client: 






Print Name of Witness:


                Signature of Witness: 






Date: ______________ Client’s Date of Birth: ___________________Client’s SS#:______________________

For Personal Representative of the Client (If applicable):

Print Name of Representative:


    Signature of Representative:





Describe Relationship: 




      (parent, guardian, etc.) Date:_______________

PROHIBITION ON RE-DISCLOSURE:  This information has been disclosed to you from records whose confidentiality is protected by the Code of Regulations (42 CFR, Part 2) and Health Insurance Portability and Accountability Act (45 CFR).  These regulations prohibit  making any further disclosure of this information without specific written consent of the person to whom it pertains.
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