Consent for Use, Disclosure and/or Release of Personal and Health Information for Purposes of Developmental and Mental Health Care Coordination
	Client Information:
	Child’s Name: ___________________________ Parent / Legal Guardian Name: ___________________________

Home Address: ___________________________________________  Phone: ____________________________

Child ID Number: ____________________________     Primary Language:_______________________________ 

DOB: _____ /_____ / 20_____   Child Age: (Months): ______   Gender:  □ M  □ F
Date: ________________



	Organizations Sharing Information:
	Please indicate how you would like your child’s information shared with the listed organizations.  You may choose to have your child’s primary care clinic disclose information to and/or obtain information from the organizations listed below.

	
	The following Primary Care Clinic: ______________________________________
Clinician Name: _____________________________________________________
Clinic Phone: __________________________ Clinic Fax: ____________________
Address: __________________________________________________________
	Is authorized to (check all that apply):

□ Disclose information to

□ Obtain information from

	
	The following  organization: ____________________________________________________________

Specialist Name: _________________________  Program / Specialty: __________________________
Phone: _________________________________  Fax: _______________________________________
Address: _____________________________________________________________________ ______
The following  organization: ____________________________________________________________

Specialist Name: _________________________  Program / Specialty: __________________________

Phone: _________________________________  Fax: _______________________________________

Address: _____________________________________________________________________ ______

The following  organization: ____________________________________________________________

Specialist Name: _________________________  Program / Specialty: __________________________
Phone: _________________________________  Fax: _______________________________________
Address: _____________________________________________________________________ ______

	Information to be Released:
	Please check only the information that you are authorizing to be released and/or obtained.
____  Specific dates/years of treatment _________________________________________________________

____  All health information (excluding psychotherapy notes that need approval in the “Psychotherapy Notes Release” section.  This information needs to be on a separate referral form).
OR to only release specific portions of your health information, indicate the categories to be released:

____  Developmental screening, assessment, and/or treatment information

____  Mental health screening, assessment, and/or treatment information
____  Child / family social history data
____  Income Maintenance / Economic Assistance

____  Summary of presenting problems   
____  Medical Reports, Diagnosis, Prescriptions

____  Speech/Language/ Audiological Information
____  Other (specify): ______________________
Educational Record:  

____ Eligibility for Help Me Grow services
____ Evaluation results / observations / progress reports
____ Services to be provided/Service summary
____  Assessment/test results
____ Individualized Education Plan/ Individualized Family Service Plan
____ Other (specify): ____________________________




	Psychotherapy Notes Release
	The following information requires special consent by law.  Even if you indicate all health information, you must specifically request the following information in order for it to be released:

____ Psychotherapy notes (this consent cannot be combined with any other, and must be on its own form)



	Consent for Disclosure
	I understand:

· This consent of disclosure is valid unless I withdraw this consent by written request at any time, except to the extent that it has already been acted upon.

· Should I choose to change or withdraw consent, I will submit this request in writing to the organization receiving this form.

· I have the right to inspect and copy the information to be disclosed.

· I am aware of this referral and authorize the exchange of information between this referral source and the organizations listed on this form for the purpose of determining eligibility for and providing appropriate services.

· My child’s information may be shared more than once by the persons and/or organizations listed on this form.  The information shared with educational organizations may no longer be protected by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) but instead be protected under federal education privacy law.  I understand that before any specific services for my child are provided, I also have the right to authorize or decline those services.

· I understand that signing this authorization is not a condition of receiving future medical treatment or early intervention services.

· A photocopy / fax of this authorization, which has not been altered, will be treated in the same manner as the original.

· I understand that my refusal to consent to disclosure will have the following consequences potentially NOT occur:

· Consultation by physicians with other service providers concerning my child’s health care needs that may need to be addressed in the course of providing early intervention and other services.

· Coordination and monitoring of services

-
Transition facilitation

- 
Other consequences: _________________________________________________________ 

	Signature Consenting to Release Information:
	The authorization takes effect the day I sign it and will expire one year from the date the form is signed, unless an earlier date or event is indicated here: _____/_______/_________   or Specific Event: ______________________.

I, ________________________________ (print name of legal guardian), give my permission for _______________________(my child’s primary care clinic), to share information specified on this form regarding my child, _______________________(child’s name), with the organizations listed on this form.  I give permission to the organizations listed on this form to likewise share reports and results with my child’s primary care clinic.
Parent / Legal Guardian Signature: _________________________________________  Date: _______________

	Federal and State Statute
	ADA (Americans with Disabilities Act)

This information is available in other forms to people with disabilities by contacting us at (651) 431‑2670 or toll free at (800) 657‑3739 (voice).TTY/TDD users can call the Minnesota Relay at 711 or (800) 627‑3529. For the Speech-to-Speech Relay, call (877) 627‑3848.

HIPAA (Health Insurance Portability and Accountability Act)

This document complies with the requirements of the HIPAA (Health Insurance Portability and Accountability Act) Privacy Rule, the Minnesota Government Data Practices Act, and the Minnesota Health Records Act.  See 45 C.F.R. § 164.508(c); Minnesota Statutes, section13.05, subdivision 4(d); and Minnesota Statutes, sections 144.291 to 144.298.
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