PICKAWAY COUNTY

TEAM (Together Everyone Achieves More) for YOUTH

AUTHORIZATION FOR RELEASE OF INFORMATION

Youth’s Name ___________________________           Date of Birth ___________________

Section A:  To be completed for all authorizations

The agencies and organizations checked below have my authorization to exchange information, both written and oral, regarding service delivery planning for the purpose of coordination and providing services for the above named person.

I hereby authorize the use of disclosure of my individually identifiable health information or personal information as described below.  I understand that this authorization is voluntary.  I understand that if the organization authorized to receive the information is not a health plan or health care provider; the released information may no longer be protected by Federal Privacy Regulations.  I understand I can refuse to sign this authorization. I understand that I may inspect or copy the information to be used or disclosed.  I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.  

	
	Pickaway Co. Juvenile Court
	
	Pickaway Co. Community Action
	
	Pickaway Co. BDD



	
	Pickaway Co. Job & Family Services
	
	School District

__________________________
	
	Pickaway Co. Head Start



	
	Pickaway Co. Children Services
	
	Pickaway Co. Family & Children Services
	
	Pickaway Co. Help Me 

Grow



	
	Scioto Paint Valley Mental Health Services
	
	Other Describe
	
	Pickaway Co. Early Head 

Start



	
	Intensive Home-Based Services

(Describe)

 
	
	
	
	


Specific description of the information, including date (s): 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Information regarding the following will not be released unless initialed below:

_______Social Security Number

_______HIV or Aids related diagnosis and treatment

_______Substance abuse diagnosis and treatment
Section C:  To be completed for all authorizations

The youth or the youth’s representative must read and initial the following statements:

   1. I understand that this authorization will expire on ___/___/___ (DD/MM/YR)   INITIALS: _______

   2. I understand that I may revoke this authorization at any time by notifying the providing organization, in 

        writing, but it won’t have an affect on any actions taken prior to receiving the revocation.  INITIALS _______

This form must be complete before signing.

_________________________________________


______________________

   Signature of Youth or Youth’s Representative                                       Date

Printed Name of Youth’s Representative: ____________________________________________________

Relationship to Youth: ____________________________________________________________________

Witness _________________________________________________________________________________

Section D:  Contact information
It is best to contact me by:  Phone # ________________________________________

                                                     Mail:   Address ___________________________________________

                                                                              ____________________________________________

                                                    Email    Address:   _________________________________________

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

Copy to parent/individual:   Initial/Date _________________

PICKAWAY COUNTY FAMILY AND CHILDREN FIRST COUNCIL                               
CLIENT RIGHTS AND RESPONSIBILITIES

Clients have the right to:

1. Receive quality services in a respectful manner without discrimination.

2. Make an informed choice of services.

3. Know the qualifications of staff that provide them with services.

4. Receive and understand information and instructions about their service needs.

5. Consent to or refuse services before they are provided.

6. Know the nature and purpose of services.

7. Refuse services with the receipt of information and the consequences of refusal.

8. Be informed prior to any transfer or discharge from services.

9. Expect confidentiality of information and protection of their child’s records.

10. Receive timely response to their needs along with reasonable continuity and coordination of services.

11. Know how to voice any grievance about their services.

12. Receive services based on a comprehensive family service coordination plan.

13. Be part of the process of updating the comprehensive family service coordination plan when family needs change.

Clients have the responsibility to:

1. Give accurate information about their mental health, substance use, and domestic violence issues as well as other circumstances, which might impact upon the care of their children.

2. Assist by making and keeping a safe environment.

3. Notify the family team lead agency if scheduled appointments need to be changed.

4. Notify the agency if there is a change in your living arrangements.

5. Work with the family team in planning, reviewing and changing their comprehensive family service coordination plan.

6. Inform family team immediately if they have any concerns or problems with the service they are receiving. 

I have reviewed and understand my rights and responsibilities and have been informed that my comprehensive family service plan will be developed. Also, I have received and have had explained to me the Dispute Resolution Process brochure.

_____________________________        ____________________

Client Signature


   Date

____________________________            ___________________

Staff Signature                                             Date

I may be contacted for follow-up information as part of agency program evaluation and quality improvement. This usually constitutes client satisfaction surveys. Any and all information is strictly confidential. A sampling of clients is included in follow-up activities about what has happened positive and negative due to service. If I refuse to be included this will not impact services. 

Client Initials: ________________

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAYBE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Pickaway County Family and Children First Council (FCFC) is dedicated to maintaining the privacy of your health information. We are required by law to maintain the confidentiality of your health information. 

Circumstances that may require FCFC to use or disclose youth health information include, but are not limited to: 

· To public health authorities as required by law;

· In response to a court order;

· For law enforcement purposes;

· When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public;

· To federal officials for intelligence and national security activities authorized by law;

· To parents/guardians in the course of planning for care/treatment;

· Within FCFC for the purposes of treatment, payment, or health care operations.

Health information pertaining to family planning, sexually transmitted disease, and/or HIV will not be released without your specific authorization. 

Disclosures outside of the FCFC will require your written authorization. You may revoke such authorization at any time. 

Your rights regarding your health information:

· You have the right to request restrictions on certain uses and disclosures of your health information. The Family & Children First Council is not required to agree to the requested restriction. 

· You have the right for your communications regarding youth health information to be confidential. 

· You have the right to inspect, copy, or request amendment of your health information. 

· You have the right to receive an accounting of the disclosures of your health information.

· You have the right to obtain a paper copy of the Notice of Privacy Practices upon request.

You may exercise any of these rights by submitting a written request to the FCFC Coordinator/ Pickaway County Prosecutor. 

FCFC is required to protect your health information, including maintaining the privacy of your health information and providing you with this Notice. FCFC is required to abide by all the terms of the Notice currently in effect. FCFC reserves the right to change the terms of its Notice and to make the new Notice provisions effective for all health information that is maintains. You may obtain a copy of the current Notice by submitting a written request to: 

FCFC Coordinator 

P.O.BOX 610

Circleville, OH, 43133

You may file a complaint with the FCFC Coordinator if you feel your privacy rights have been violated without fear of retaliation. You must submit your written complaint to the FCFC Coordinator.

If you have further questions regarding this Notice, you may contact the FCFC Coordinator at 614-989-9642 or 740-474-7588 Ext 701.

Signature of Youth/Parent/Guardian: _________________________________________  Date: ___________________
















