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Use and Disclosures Authorization

Wyoming Department of Health

Mental Health and Substance Abuse Division (MHSASD) and
Wyoming Citizen Review Panel, Incorporated

FOR SYNC Community Services Review
By your signature to this document, you are consenting to provide selected information within the SYNC review conducted by the Wyoming Citizen Review Panel, Inc., for the purposes and under all the protections set forth in applicable state and federal laws. According to W.S. 9-2-125, records shall remain confidential except as required by law. This authorization may be revoked at any time by signing and dating the revocation section of this form and returning it to the office.   
Information:  
· The State of Wyoming provides funds to pay for many of the services provided throughout the community that relate to substance abuse and mental health identification, treatment, recovery and other related issues. The citizens of the state are concerned that the outcome of your treatment and recovery is the best possible.

· In order to improve treatment programs and recovery supports it is important for the State of Wyoming to conduct interviews about the ways that community services are provided and to compare the outcomes of the community interactions with others around the state.

· By signing this form you are consenting to voluntarily disclose selected information contained within the SYNC project forms.  

· I understand that I have to right to withhold any information.  I do not have to answer all of the questions.

· I understand that I may withdraw from the project and may withdraw this authorization at any time.

· The Department of Health, MHSASD, and Citizen Review Panel, Inc.
, are required by several state and federal laws and regulations to protect all personal health information obtained from you. If we fail to do so, there are penalties of law and you may be entitled to bring a law suit against the Department. In order to comply with these laws, the Department has implemented policies and procedures to protect your information from unlawful uses.
· I understand information disclosed pursuant to this authorization may be shared with additional parties only in accordance with the laws that will continue to protect your information.   At no time will your name or any personally identifying information be shared.  
· I understand this authorization will expire on ________________ (date) pursuant to 45 CFR 164.508(c)(v).

· Under the Privacy Act of 1974, I understand that my disclosure of personal health information to the Wyoming Department of Health is Voluntary, that the Department of Health has the authority to collect and maintain this information (pursuant to W.S. 9-2-125 et seq.), and that the uses of this information will include: 
· Research, to include the creation and maintenance of a research database and research repository pursuant to 45 CFR 164.508(c)(v), 42 CFR Part 2, sec. 2.31 et seq., W.S. 35-2-607 et seq., W.S. 9-2-125 et seq. and W.S. 9-2-126 et seq., and 

· to determine compliance with state and federal reporting requirements, program monitoring and evaluation.  
· understand that all information will be kept strictly confidential and all notes and documents specific to my case (other than consents) will be shredded within sixty (60) days of the completion of the community review.  
· I understand I am under no obligation to sign this authorization. I further understand eligibility to participate is not dependent on my signature.

· I understand I have the right to inspect and to obtain a copy of any information disclosed pursuant to this authorization. 

I hereby authorize the use and disclosure of protected health information for:

(please print)
	Client Name:
	

	Address:
	Date of Birth:

	Provider:


I hereby authorize the following program to receive these disclosures: Wyoming Department of Health, Mental Health and Substance Abuse Division and/or the Wyoming Citizen Review Panel, Incorporated.
	


Client Signature: _______________________________________________________________

Date: __________________________________________________________________________
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Mike Beaver


6101 Yellowstone Road Suite 220


Cheyenne, WY 82002


(307) 777-6494


1-800-535-4006


mike.beaver@health.wyo.gov


http://health.wyo.gov/mhsa





*Complete this section only if the client has chosen to revoke their prior authorization for release of private health information*





I understand that I may revoke this authorization at any time by signing the revocation section of my copy of this form and returning it to the Wyoming Department of Health program listed above. I further understand any such revocation does not apply to persons, which have already acted in reliance on this authorization.


Revocation Section


I hereby revoke this authorization.


______________________________________	                                                                                             _______________


                          (Signature)		                                                                                                       (Date)





Complete this section ONLY if the form is not signed by the client him/herself*


If not signed by the client, please indicate the relationship:


 Guardian or conservator of an incompetent client		 Beneficiary or personal representative of deceased client


 Parent or guardian of minor client			 Other (specify) _____________________





Name of Client: _________________________________________


-------------------------------------------------------------------------------------------------------------------------------------


For Office Use Only:


________________________________________________________________________


Documentation of Relationship:	      Reviewed		  Attached	





Mike Beaver


6101 Yellowstone Road Suite 220


Cheyenne, WY 82002


(307) 777-6494


1-800-535-4006


mike.beaver@health.wyo.gov


http://health.wyo.gov/mhsa





Kelly J. Hamilton


PO Box 1504


Cheyenne, WY 82003-1504


(307) 632-0032


wycrp@wycrp.org


http://wycrp.org


 





Mike Beaver


6101 Yellowstone Road Suite 220


Cheyenne, WY 82002


(307) 777-6494


1-800-535-4006


mike.beaver@health.wyo.gov


http://health.wyo.gov/mhsa








� The Wyoming Citizen Review Panel, Inc. does not keep any client specific or personal data in any of their processes.
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