Mahoning County

Service Coordination Release

Informed Consent to Release and Exchange Information

Name:  _________________________________  

DOB:  _____________________________
Address:
 ________________________________

Phone: _____________________________


______________________________________________________________________________________
Parent/Guardian: ________________________________________________________________________

I, _________________________________ 
do hereby authorize the following agencies, individuals or entities to release, request, receive, and/or share information from/to:  (check all that apply)

______Mahoning County Family and Children First Council

______Mahoning County Children Services Board

______Mahoning County Board of Mental Retardation and Developmental Disabilities

______Mahoning County Juvenile Court
______Mahoning County Board of Mental Health

______Mahoning County Alcohol & Drug Addiction Services Board

______Mahoning County Department of Job & Family Services

______Ohio Department of MR/DD

______Regional Office of Ohio Department of Youth Services

______School: _________________________________________________________________________
______Other:  __________________________________________________________________________

          __________________________________________________________________________

          __________________________________________________________________________
This consent to release information will be used to assist in the assessment of services provided to a child referred to Service Coordination in Mahoning County.  This information will also be used in the development of a comprehensive service plan.  I hereby consent that the information checked on the back of this release can be shared with the aforementioned agencies/persons.  This consent to release does not allow for the agencies/persons listed to share confidential information other than what is specified.  We also understand that either of us child/client or parent/guardian may revoke this consent at any time.  We understand that the aforementioned agencies/persons authorized to receive this information have the right to inspect and copy the information disclosed.

I understand that signing or refusing to sign this Release will not affect public benefits or services for which I am eligible, unless otherwise required by the regulations of the agency.  This consent is valid for 180 days.


If not previously revoke, this consent begins on the _______day of _______________, 20_____.

I HAVE READ (OR HAVE HAD READ TO ME) AND FULLY UNDERSTAND THE ABOVE CONDITIONS.

___________________________________  __________
________________________________  ______________


Child/Client Signature

        Date

Witness Name Printed

  Date

___________________________________  __________
________________________________  ______________
Parent/Guardian Signature

        Date

Witness Signature


  Date

PROHIBITION OF RE-DISCLOSURE RULES:  This information has been disclosed from records whose confidentiality is protected by Federal and State Laws, including but not limited to 42CFR Part 2 and Ohio Revised Code Sections 2301.35, 5101.26, 5101.27, 5101.28, 5101.29, and 5101.20, Ohio Administrative Code Sections 5101:1-03 and 5101:1-29-071 and any other relevant state confidential laws that prohibit you from making any further disclosure of such confidential information without the specific written consent of the person to whom it pertains, or as permitted by regulations.  A general authorization for the release of medical or other information is NOT sufficient for the purpose.  Pursuant to law unauthorized disclosure is a federal offense punishable by a fine of not more than $500.00 (five hundred dollars) in the case of a first offense and not more than $5,000.00 (five thousand dollars) in the case of each subsequent offense.

Revocation of consent: _____________________________________________________________________________




(Client/Guardian)





(Date)
I authorize the release of the specific information for which I have checked and initialed below only if it is necessary to secure or coordinate needed services identified in my case plan by the persons/programs/agencies identified on the previous page:

Check yes and initial:

[ ] Yes _______
Identifying information: name, birth date, sex, race, address and telephone number.

[ ] Yes _______
Social Security Number.

[ ] Yes _______
General Medical: medical records (except for HIV, AIDS and drug and alcohol treatment 


records) disability, type of services being received and name of agency providing 


services to me or the individual named on previous page.

[ ] Yes _______
Social History: social history, treatment/service history, psychological evaluations and 


other personal information regarding the individual named previously or me.

[ ] Yes _______
School Information: grades, attendance records, Individualized Education Plan (IEP), 


Individualized Family Service Plan (IFSP), Individualized Service Plan (ISP), Multi-


Factored Evaluation (MFE), Children’s Ohio Eligibility Determination instrument 


(COEDI/OEDI), transition plans and vocational assessments regarding me or the 


individual named previously.

[ ] Yes _______
HIV and AIDS related diagnosis and treatment.

[ ] Yes _______
Current substance abuse treatment, recommendations and involvement specifically, ____



_______________________________________________________________________

[ ] Yes _______
Juvenile Court records.

[ ] Yes _______
Other: __________________________________________________________________



________________________________________________________________________

Violation of Federal law and regulations by a program is a crime.  Suspected violations may be reported to the United States Attorney in the district where the violation occurs.

TO ALL AGENCIES SENDING AND/OR RECEIVING INFORMATION DISCLOSED AS A RESULT OF THIS SIGNED CONSENT:

1. 
If the records released include information of any diagnosis or treatment of drug or alcohol 
abuse, the following statement applies:


PROHIBITION ON REDISCLOSURE OF INFORMATION CONCERNING

CLIENT IN ALCOHOL OR DRUG ABUSE TREATMENT


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.

2. 
If the records released include information of an HIV–related diagnosis or test results, the 
following statement applies:


This information has been disclosed to you from confidential records protected from disclosure by 
state law.  You shall make no further disclosure of this information without the specific, written and 
informed release of the individual to whom it pertains, or as otherwise permitted by state law.  A 
general authorization for the release of medical or other information is NOT sufficient for the 
purpose of the release of HIV test results of diagnoses.

3.
The information has been disclosed to you from records protected by federal and/or state 
confidentiality rules.  Any further release of it is prohibited unless the further disclosure is 
expressly permitted by the person to whom it pertains, Juvenile Court/DYS in the case of 
youth 
records, or applicable federal and/or state law.
