	[image: C:\Users\dllordier\Desktop\doc-logo-black.png]
	
	SUBSTANCE ABUSE RECOVERY UNIT 
COMPOUND RELEASE OF CONFIDENTIAL INFORMATION



	Name:
	[bookmark: Text2][bookmark: _GoBack]     
	DOC Number:
	[bookmark: Text1]     



	Agency(s) making disclosure:
	[bookmark: Text3]     



	TYPE OF INFORMATION TO BE DISCLOSED/REDISCLOSED

	[bookmark: Check2]|_| Treatment Admission/Participation/Attendance Status
	[bookmark: Check6]|_| Compliance/Non-Compliance Reports

	[bookmark: Check3]|_| Assessment Summary
	[bookmark: Check7]|_| Discharge/Transfer Summary

	[bookmark: Check4]|_| Individual Service Plan and Progress in Treatment
	[bookmark: Check8]|_| Other:
	[bookmark: Text4]     

	

	[bookmark: Check9]|_| Three-party release of: Assessment information, results, and treatment recommendations



	From:
	[bookmark: Text5]agency
	Completed on:
	[bookmark: Text6]date



	EACH PURPOSE FOR USE AND/OR DISCLOSED/REDISCLOSED

	[bookmark: Check10]|_| At offender request
	[bookmark: Check13]|_| Continuity of substance abuse treatment

	[bookmark: Check11]|_| Treatment compliance
	[bookmark: Check14]|_| Legal

	[bookmark: Check12]|_| Mutual exchange of information
	[bookmark: Check15]|_| Other:
	[bookmark: Text7]     



	RECIPIENT OF PROTECTED HEALTH INFORMATION

	Addressee(s) & any title, institutional class, group or other affiliation, to disclose to or receive from:



	|_| Court:
	[bookmark: Text9]     



	|_| Judge:
	[bookmark: Text10]     



	|_| Prosecuting Attorney:
	[bookmark: Text11]     



	|_| Defense Attorney:
	[bookmark: Text12]     



	|_| Treatment Agency:
	[bookmark: Text13]     



	|_| Department of Corrections (staff or facility name):
	[bookmark: Text14]     

	|_| Other:
	[bookmark: Text21]     



	Deliver by Written Report, Assessments, Court Reports, Court Staffing, Secure Electronic Transmittal, Fax



	REVOCATION, REDISCLOSURE, DURATION



	It is my understanding that this authorization cannot be revoked by me, and I understand that I will be denied services if I refuse to consent to disclosure for the purpose of treatment services.  This consent expires automatically as follows: There has been a formal and effective termination or revocation of my release from confinement, probation, or parole, or other proceeding under which I was mandated to treatment, or 60 days following discharge from treatment, or 90 days from the end of this signed consent, whichever is later.



	[bookmark: Text15]Initials
	If I am subject to the jurisdiction of the Indeterminate Sentence Review board (ISRB), this consent will terminate upon the expiration of my maximum sentence or the granting of final discharge.



	Initials
	If I am a Sentencing Reform Act (SRA) offender, this consent will terminate upon the expiration of my Prison sentence and any post-release supervision.



	AUTHORIZATION



	I understand that my records are protected under federal regulations governing confidentiality of Alcohol and Drug Abuse Records, 42 CFR Part 2, and cannot be further disclosed without my written consent unless otherwise provided for in the regulations.  I have been provided a copy of this form.



	[bookmark: Text16]     
	
	[bookmark: Text18]     
	
	[bookmark: Text20]     

	Signature
	
	Date
	
	DOB



	[bookmark: Text17]     
	
	[bookmark: Text19]     

	Witness
	
	Date



PROHIBITION ON REDISCLOSURE   “THIS INFORMATION HAS BEEN DISCLOSED TO YOU FROM RECORDS WHOSE CONFIDENTIALITY IS PROTECTED BY FEDERAL LAW. FEDERAL REGULATIONS (42 CFR PART 2) PROHIBIT YOU FROM MAKING ANY FURTHER DISCLOSURE OF IT WITHOUT THE SPECIFIC WRITTEN CONSENT OF THE PERSON TO WHOM IT PERTAINS, OR AS OTHERWISE PERMITTED BY SUCH REGULATIONS. A GENERAL AUTHORIZATION FOR THE RELEASE OF MEDICAL RECORDS OR OTHER INFORMATION IS NOT SUFFICIENT FOR THE PURPOSE.”
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