

	TASC OF NORTHWEST OHIO
Consent for the Release of Confidential Information



[bookmark: _GoBack]__________________________________________	                  ___/____/____			_____________________		
Last		First		Middle			Date of Birth			Social Security Number
	
I voluntarily authorize TASC to communicate with and:


	· Disclose to
	· Obtain from



The following alcohol or drug treatment program(s), criminal justice entities, and /or other agencies/individuals listed below (initial all that apply):
	Treatment program
	
	Criminal Justice entity· Mental Health & Recovery Serv. Bd. of Lucas County
· CCNO
· Toledo Lucas County Health Department
· Other __________


· Toledo Municipal Court
· Lucas Co. Common Pleas Court
· Lucas County Juvenile Court
· ____________


	
	
	Other


· __________		
· __________
· __________
	
The following information (initial each category that applies):· Previous/ current CJ records
· Medicaid
· Other __________
· Other __________
· Other __________
· Assessments
· Attendance records
· Progress reports
· Discharge summary
· Medical records
· Diagnosis/recommendations
· Individual Treatment plan
· Drug screen/BAC results
· Educational vocational records
· Employment records






The purpose and need for these disclosures is to determine my treatment needs, and to inform the above identified agencies and/or departments of my current status in TASC, the court system and of my progress in treatment. My refusal to sign this authorization will NOT affect my ability to obtain treatment, payment, or enrollment in a health plan. This authorization will remain in effect for 180 days unless an earlier date or condition/event is specified here: _____________________. However, I understand that I have the right to revoke this authorization, at any time by submitting a written request to revoke authorization, and that the revocation will be effective except to the extent that TASC of Northwest Ohio has already taken action in reliance on my authorization.
I also understand that any disclosure is bound by Part 2 of Title 42 of the Code of Federal Regulations governing confidentiality of drug and alcohol abuse patient records. These rules prohibit any further disclose of this information unless further disclosure is expressly permitted by my written consent or as otherwise permitted by 42 C.F.R., Part 2. A general authorization is not sufficient for this purpose. The Federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug abuse client.


	Signature of Consumer:
	Date Signed:
	Printed Name



		For Office Use Only
	

	Staff Signature:
	Date:






	I revoke this authorization effective as of: 


	Signature of Consumer:
	Date Signed:
	Printed Name:
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	CONFIDENTIAL CLIENT INFORMATION--ANY UNAUTHORIZED DISCLOSURE IS A STATE OF OHIO AND FEDERAL OFFENSE


 

