Outagamie County Department of Health and Human Services

Authorization for Release and Exchange of Health or Confidential Information

1. Individual Served Information (subject of the record)
     __________________________________________________________________________________________________
     Individual Served Name






Date of Birth

     Street Address/City, State, Zip





Phone Number
2. Authorize Outagamie County Department of Health and Human Services, 320 S. Walnut Street, Appleton, WI   54911 to release and receive records TO/FROM (select appropriate division): 
 FORMCHECKBOX 
 Aging and Long Term Support (ALTS)      FORMCHECKBOX 
 Children, Youth, and Families (CYF)      FORMCHECKBOX 
 Economic Support (ES)
          FORMCHECKBOX 
 Mental Health/AODA (MH)                         FORMCHECKBOX 
 Public Health (PH)                       FORMCHECKBOX 
 Youth and Family Services (YFS)
3.       FORMCHECKBOX 
   Release and receive records TO/FROM: 

__________________________________________________________________________________________________
 Name of person/Health Care Provider/Agency/Attorney
  Street Address/ City, State, Zip Code                   Phone/Fax Number

OR
          FORMCHECKBOX 
   Verbal release/exchange with (does not apply to SUD)
        Send completed form to: ____________________________________________________________________________





Print Name/Division
I authorize the above named agencies/individuals to communicate and exchange written and/or verbal information, if applicable. I release the above named agencies/individuals from all legal responsibilities that may arise from this act.  A uniform charge for reproduction will be assessed.  I understand that sub-units of the department, which are subject to HIPAA, may exchange confidential information about individual served and with any providers who have a services contract with the department if such information is necessary to enable an employee or service provider to do his or her job, or to enable the department to coordinate services for the individual served.  

4. 
INFORMATION TO BE RELEASED (individual served initial on line)



  Diagnosis


  Psychological Evaluations


  Child Abuse/Neglect Reports 


____ Treatment Care Plan 

____ Guardianship Records

____ Intake/Initial Assessment



  Discharge report


  Progress Notes/Case Notes


  Financial Information




  Discuss Case Specifics


  Residential Records                             
____ History and Physical



  Education Records                         ____ Vocational Records                                ____ 504/IEP/IBP


           ____ Immunizations
   ____ X-Ray/Ultrasound Report                      ____ Test Results


____ Law Enforcement Records
   ____ Court Records
   ____ Laboratory Results


____ Pick up medications   

____​ Make/Check on appointments


    ____ Other (Specify): ___________________________________________________________________________
In compliance with Federal and Wisconsin Statutes, which require special permission to release otherwise privileged      information, please release records including records received from other sources, pertaining to: 

____ Mental Health/Behavioral                                                          ____ Developmental Disabilities
       ____ Sexually Transmitted Diseases                                                   ____ HIV/AIDS
       ____ Intoxicated Driver Assessment/Plan                                          ____ Substance Use Disorder Assessment    
       ____ Substance Use Disorder Progress Notes 

    ____ Substance Use Disorder Treatment Plans
       ____ Substance Use Disorder Discharge Summary  


____ Substance Use Disorder – Test Results

____ Other (Specify): ________________________________________________________________________________

____ Initial here to authorize the agency listed above (#2) to provide to the District Attorney’s Office SUD records including  
       records received from other sources to disseminate to counsel of record for purpose of discovery per Wisconsin statute 48.293.  
5. Purpose for release:   FORMCHECKBOX 
 Continuity of care      FORMCHECKBOX 
 Treatment     FORMCHECKBOX 
 Legal    




            FORMCHECKBOX 
 Other (Specify): _________________________________________________________________
6.
Format of release (subject to applicable fees): 
 
   FORMCHECKBOX 
  Paper Copy (mail)      FORMCHECKBOX 
 Paper Copy (pickup) 


   FORMCHECKBOX 
  Fax
               FORMCHECKBOX 
 Email (subject to disclosure) Email address_____________________________________
7.   DURING THE TIME PERIOD OF:      FROM ______/______/_______   TO ______/______/_______   
8.
EXPIRATION DATE:  This authorization will expire on: ______/______/_______ (not to exceed 1 year from date of authorization)
I understand that if the person(s) and/or organization(s) listed above are not health care providers, health plans or health care clearinghouses who must follow the federal privacy standards, the health information disclosed as a result of this authorization may no longer be protected by the federal privacy standards and my health information may be redisclosed without obtaining my authorization.

· Your Rights with Respect to This Authorization
•
Right to Inspect or Copy the Health Information to Be Used or Disclosed.  I understand that I have the right to inspect or copy the health information I have authorized to be used or disclosed by this authorization form.  I may arrange to inspect my health information or obtain copies of my health information by contacting the Privacy Officer at the Department of Health and Human Services, 320 S. Walnut Street, Appleton, Wisconsin, 54911.
•
Right to Receive Copy of This Authorization.  I understand that if I agree to sign this authorization, which I am not required to do, A signed copy of the form may be available upon request.
•
Right to Refuse to Sign This Authorization.  I understand that I am under no obligation to sign this form and that the person(s) and/or organization(s) listed above whom I am authorizing to use and/or disclose my information may not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this authorization.  
•
Right to Withdraw This Authorization.   I understand written notification is necessary to cancel this authorization.  See section at bottom of page to withdraw authorization.  
· Disclosure of Direct or Indirect Payment Received by Any Person or Organization Authorized to Use or Disclose my Health Information:  I understand that Outagamie County Department of Health and Human Services will not be receiving any direct or indirect payment in connection with the use or disclosure of my health information.

· Note to the Patient and Receiving Agency:  This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

I have had an opportunity to review and understand the content of this authorization form.  By signing this authorization, I am confirming that it accurately reflects my wishes.
Individual Served Signature                                                Print Name



              Date


Parent/Legal Authority Signature (If individual served is a minor)     Print Name


              Date
Individual Served is:
 Minor (Under 14)

 Incompetent

 Disabled
 Deceased
Legal Authority:

 Custodial Parent


 Authorized Legal Representative



 Legal Guardian


 Power of Attorney for Healthcare

 Executor of Estate of Deceased


 A PHOTOCOPY OF THIS RELEASE IS AS VALID AS THE ORIGINAL.

WITHDRAW AUTHORIZATION





I hereby revoke all prior signed consents to the release medical information to any entity, agencies, other providers, family members or legal entity.  Even if you received a request that has a copy of my signature, do not release any information.





_______________________________________________________________________________________________________


Individual Served Signature			          Print Name					Date
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