AUTHORIZATION FOR EXCHANGE OF INFORMATION
_____________________               ___________________ is authorized to exchange the following (initialed) information

(Name of Agency Disclosing Information)

regarding ______________________________ _     _______   (DOB:       / _      /        )  with the Party/Parties (initialed)



(Name of Individual)
below in order to review the case of or acting on behalf of ____________    _________________________:









        (Name of Child or Adult)

Information Covered:




Parties Covered:

_____
Mental Health Evaluations/Diagnosis

_____
Logan Co. Family Court/Probation

_____
Psychological Test Reports


_____
Consolidated Care, Inc.

_____
Alcohol/Drug Assessment/Diagnosis

_____
Ben-El Child & Family Center

_____
Treatment Plan




_____
Logan Co. Board of MR/DD

_____
Medication Records



_____
Logan Co. Department of Job & Family Services

_____
Physical Examination/Diagnosis


_____
OSU Extension Services

_____
Attendance Summary



_____
Logan Co. Health District

_____
Urinalysis Report



_____
School _________________________________

_____
Progress Notes/Reports



_____
Logan Co. Educational Service Center

_____
Pregnancy Related Information


_____
Logan Co. Family & Children First Council/Cluster

_____
Discharge Summary



_____
Logan Co. Children’s Services

_____
Other (please specify) __________________
_____
Logan Co. Child Support


                                                                
_____
Champaign Residential Services, Inc.


                                                                
_____
Help Me Grow – Logan Co.


                                                                
_____
Logan Co. Metropolitan Housing Authority








_____
CORSP – Head Start








_____
Logan County Prosecutor
_____
Parent Advocacy Connection










_____
Other  _________________________________








_____
Other  _________________________________

Such disclosure will be for the purpose of:   _______________________________________________________________

____________________________________________________________________________  ______________________
This authorization may be revoked or the duration changed at any time (except to the extent action has been taken in reliance on it) by providing written notice to the Agency authorized to disclose information and to ____________________________________   _______________.   If not previously revoked or changed, this authorization

  (Name of Agency Requesting Information)
will expire in 180 days from date of signature unless otherwise specified  ________________________________________.
  (Specify Date, Time Period, Event, or Condition)

Treatment, payment, enrollment, or eligibility for benefits may not be conditioned upon signing this authorization.

Agencies that receive information pursuant to this authorization may be entities not covered by federal or state privacy laws.  Thus, information disclosed pursuant to this authorization may be subject to re-disclosure and may no longer be protected by law, except that any information regarding an individual’s diagnosis or treatment for substance abuse may not be re-disclosed without the individual’s authorization or unless otherwise permitted by 42 CFR Part 2.  In any case, the Agency disclosing information cannot control the use of information once it has been disclosed.
__________________________________________________

_______________________________________
Signature of Individual




Date

Witness




   Date
__________________________________________________

_______________________________________
Signature of Personal Representative, if Applicable     
Date

Revocation (by individual)

   Date

_____________________________________________
____
Personal Representative’s Relationship to Individual

Date Individual received __    _____ ,  declined
_____   ___   a copy of this form.
