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1. 1 authorize the health care provider(s} listed below to disclose the protected health information of:
Name of Paiient/Client jprint _ _ Date of Birth

Phons Number ( 3 Soc. Sec. # foptional)

2. The PURPOSE of this release of Information is for: Complying with DCFS Statutory Guidelines, which includes
providing protection and sarvices fo childran and families at risk. This may aiso include reporting o the Court.

Information requested from: Wy entire record, including medical, ! Dates of service between: |
{Physlcian/Facillly Name and Locelion} | psychological, psychiatric information, !
except for: (svecify} Y B
? And
H 5

i I,

4. | authorize disciosure of subsiance abuse information. [ Yes [~ No (i Yes, piease compilete this section,)

% I authorize the following provider(s) fo disclose complete substance abuse information;

(Provider Name) .
., For dates of service between and :
{ understand, by initialing this box, | am allowing the disclosure io DCFS of substance abuse information prctected i
by Federal confidentiality niles (42 CFR part 2). Records gwen to DCFS cannot be used to :nvestigate or prcsecute i
me for a criminal offense uniess ordered by a court. - I

PatientiClient Initials: Parent Initials: | — _.j !
{If the records being requesied are a minor's, bom the minor and the paront must sign and mtf:ai this form, ) J
5. Provide these records to the following DCFS Office Location:
Contact Person Position
DCFB Address _ . City Zip,
Phone Number ( 3. _ - Fax ( }

6. This authorization wiil remain in effect for one vear from ssgnature date, unless otherwise spec;f‘ ied below, or
until | revoke i, (see 78 bolowy

i~ 6months from date signed |~ Foronetime disclosureonly [~ Other event or time:
(Pleass specify)

7. | undarstand:

A. | may decide not to sign this authorization. The provider(s) listed above will not deny me services for that reason.

B. If1do sign this authorization, | may revoke i at any Hime, except as to records that have already been disclosed. To revoke
this authorization, | need to setid a revocation In writing to the provider(s} above, except] can revoke the
dizciosure of substance abuse Information by teliing my provideris).

C. DCFS may redisclose my records if permitted by law. Federal confidentiality rules (42 CFR part 2) restrict the redisclosure
of my subsiance abusa information without my written consent, except for the limited instances when these confidentiality
sules permit redisclosure or when a court orders redisclosure,

O. | understand that | can request a copy of the information disclosed to DCFS from the provider(s) listed above. (Sections 3and 4)

Signature of Patiant/Client ' Dats
Sigrnature of Parent/Parsonal Representative (if applicable} Relafionship/Description of Authonity
Bignature of DOFS Worker verifying identity of Signalory Date
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Authorization to Use and Disclose Protected Health Information

Authorization to release the protected health information of:

Patient Name: | MRN: | EmPi#
Current :
Address City State Zip
Social Security Number - - [ Phone Number () | Dateof Bith  /
This authorization is to release the protected heailth information to:
Phone
Name Number { )
Address City State Zip

Release by: InPersocn O Maifl O FaxO Fax Number :
Secure Email O Secure Email Address:

This authorization is to release the protected health information from:

Phone

Facility Name/Provider Number (  }
Address City State Zip
Release by: InPersond Mail O FaxO Fax Number :

Secure Email 0 Secure Email Address:
The purpose of this disclosure is:
Dates of service requested:
Release the following information:
O Discharge Summary O Pathology report(s) O Itemized Billing Statement
[ History & Physical 0 Radiology report(s) LI Psychiatric Admitting Evaluation
0 Consultation(s) L Lab report(s) 1 Psychiatric Discharge Summary
[1 Operative report(s) [1 Cardiology report(s) [0 Psychiatric testing
[0 Progress notes 0 Treatment Plan(s) [] Other records as specified:

L] Emergency record(s) O Alcohol/Drug Treatment record(s)*

This Authorization will remain in effect:

[ From the date of this Authorization until:

O Until the following event occurs:
Unless otherwise noted above this authorization will remain in effect 180 days from the date signed.

l understand that

e Once ‘this facility” discloses my health information by my request, it cannot guarantee that the Recipient will not
redisclose my health information to a third party. The third party may not be required to abide by this
Authorization or applicable federal and state law governing the use and disclosure of my health information.

* | may make a request in writing at any time to “this facility” to inspect and/or obtain a copy of my health
information maintained at this facility as provided in the Federal Privacy Rule 45 CFR § 164.524,

e This Authorization will remain in effect until the Authorization expires or | provide a written notice of revocation
to the Health Information Management/Medical Record Department. If | revoke this Authorization, Intermountain
healthcare may not be able to reverse the use of disclosure of my health information while the Authorization
was in effect.

To be used if facility requests this authorization:

I understand that:

* | may refuse to sign or may revoke this Authorization at any time for any reason and that such refusal or
revocation will not affect the commencement, continuation or quality of ‘this facifity” freatment of me, enrollment
in the health ptan, or eligibility for benefits.

« Chemical dependency treatment records are protected by Federal Rule 42 CFR, part 2. Both a minor’s and a
parent guardian’s signature must be obtained prior to disclosing the minor's chemical dependency treatment
records.

If | have questions about disclosure of my health information, | can contact the Health Information Management
Medical Record Department

RO 50318

’ Signature of Patient or Date

L egal Representative: -

! If Signed by Legal Signature of
Representative, Authority: Witness (optional)
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