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GOVERNMENT OF THE DISTRICT OF COLUMBIA

Department of Behavioral Health
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Child and Youth Services Division
Authorization to Use or Disclose Protected Information
This form is designed to be used by organizations that collaborate with one another in planning, coordinating, and delivering services to District of Columbia children or youth with behavioral health issues.  It permits use and disclosure of confidential information for the purposes of care coordination, delivery of services, payment for services and health care operations to ensure all of the child/youth’s needs are met.  

The person whose information may be used or disclosed is: 
[image: image2.jpg]Name of child/youth (type or print)



      Identification Number
Address ___________________________________________________
Date of Birth      _______________
[image: image3.emf]
City/State/Zip Code






Other name(s) used

The information that may be used or disclosed includes:  (check all that apply)

___   Health Records                            ___ Mental Health Records        ____   Alcohol/Drug Records

___   School or Education Records      ___ Child Welfare Records        ____   Juvenile Justice Records

___   Records of presence of a communicable or non-communicable disease, and tests for records of HIV/AIDS

___   Other records (list)   ____________________________________________________________________
___   All of the records listed above

    Limitations for Release:  (only check if there is a limitation)
· Only for dates of service from   __________________  to   ___________________
· Exclusions (must list if there are any exclusions) ___________________________________________
· Only the following: (must list specific documents if applicable) ________________________________
This information may be disclosed by:  (check one)
___   The organizations listed on page 3.
___   Only the following persons or organizations that provide services to me: (List)
	

	

	


This information may be disclosed to:  (check one) 
___   The organizations listed on page 3.
___   Only the following persons or organizations:
	

	

	


The purposes for which this information may be used and disclosed include:

Evaluation of eligibility to participate in a child and family teaming process or review for medical 
     necessity for Psychiatric Residential Treatment Facility (PRTF);

Delivery of services as a result of providing health, education, child welfare, juvenile justice, or other related  
    services, including care coordination and case management;

Payment for such services; and 

Health care operations, such as quality assurance.

Other, List: _____________________________________________________________________________

EXPIRATION:  This authorization will expire 365 days from the date this form was signed unless one or both of the following is checked, in which case it will expire on the earliest occurrence.
· On _____/_____/_________ (cannot be more than 365 days from the date of this form).
· When the following happens: ________________________________________________________
(must relate to the consumer or to the purpose of this request, e.g., discharge from PRTF, court case   closed).
RIGHT TO REVOKE:  I understand that I may revoke this authorization at any time by giving written notice to the organization that was authorized to release this information.  I understand that revocation of this authorization will not affect any action by the organization that was authorized to release this information before it received my written notice of revocation.  I understand that my right to revoke this authorization may be limited if the purpose of this authorization involves applying for health or life insurance.  
OTHER RIGHTS:  I understand that this information cannot legally be redisclosed by the person or organization that received it without my authorization.
I understand that I have the right to inspect my record of protected health information.  I also understand that I cannot be denied enrollment or services if I decide not to sign this form.  However, I may not be able to apply for benefits or renewal of benefits that would help pay for these services.
SIGNATURE OF PARENT OR LEGAL GUARDIAN, OR YOUTH AGE 18 OR OLDER:

I, _______________________________________________________, understand that, by signing this form, I am authorizing the use and/or disclosure of the protected information identified above.

Signature:  __________________________________________________________     Date:     ___________  

Print/Type Full Name: _____________________________________________________________________
Address:  _____________________________________________________________ Phone #:  __________

AUTHORITY TO ACT ON BEHALF OF CHILD OR YOUTH    (check one)
_____  Parent         _____ Legal guardian (for legal guardian, must provide the guardianship order)

_____  Custodial agency representative, if parental rights are terminated. 

SIGNATURE OF MINOR:  If the consumer is at least 14 years of age, but under 18 years of age, this authorization is not valid unless the child/youth signs in addition to the parent/legal guardian/agency representative.  A minor of 
any age may authorize disclosure based on his or her signature alone, if (1) he or she is an emancipated minor, or (2) he or she is receiving treatment or services without a parent or legal guardian giving consent.

Signature of Minor: ______________________________________________      Date:  ___________________
Print/Type Full Name:  ____________________________________________     Date of Birth: _____________
Address:  _______________________________________________________     Phone #:  _________________
This permission to use or disclose protected information applies to the following organizations and people who work at those organizations.  These organizations work together to deliver services to District of Columbia children and youth.
	This information may be Disclosed By  the following organizations:  (cross out any that do not apply)
	This information may be Disclosed To  the following organizations: (cross out any that do not apply)

	
	

	Department of Behavioral Health (DBH) 
	Department of Behavioral Health (DBH)

	Child and Family Services (CFSA)
	Child and Family Services (CFSA)

	Department of Youth Rehabilitation Services (DYRS)
	Department of Youth Rehabilitation Services (DYRS)

	Court Social Services (CSS)
	Court Social Services (CSS)

	DC Public Schools (DCPS)
	DC Public Schools (DCPS)

	Office of the State Superintendent of Education (OSSE)
	Office of the State Superintendent of Education (OSSE)

	Rehabilitation Services Administration (RSA)
	Rehabilitation Services Administration (RSA)

	Department of Disability Services (DDS)
	Department of Disability Services (DDS)

	Managed Care Organization (MCO) that provides services to the child or youth:  (Name)  ______________________________________
	Managed Care Organization (MCO) that provides services to the child or youth:  (Name)  _________________________________________

	Contracted mental health providers that provide services or supports to the child or youth (e.g., child’s CSA, subproviders, and specialty providers, DC choices)
	Contracted mental health providers that provide services or supports to the child or youth (e.g., child’s CSA, subproviders, and specialty providers, DC choices)

	Substance Use Disorder (SUD) Provider:  (Name)  _________________________________________
	Substance Use Disorder (SUD) Provider:  (Name) ___________________________________________

	Psychiatric Residential Treatment Facility (PRTF) where child is placed
	Psychiatric Residential Treatment Facility (PRTF) where child is placed

	Other:  (List) 
	Other:  (List) 

	
	

	
	


I revoke this authorization effective    ___________________

________________________________________________________________________________

Signature of child/youth if age of 14, parent or legal guardian and relationship to the child/youth, or youth age 18 or older
TO THE RECORDS CUSTODIAN:

1.   Provide a copy of this authorization to the child if age 14 & parent or legal guardian, or youth age 18 or older.
2.   Put signed original in the child/youth’s clinical record.
3.   Send a copy of this form with the information to be disclosed.
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