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AUTHORIZATION FOR THE RELEASE OF CONFIDENTIAL INFORMATION
I, ____________________________________________, ______________________, authorize the release of information



(Name of Client) 


                 (Birth Date) 

 

to the Wyoming Citizen Review Panel, Inc. for purposes of the SYNC community service review of the systems that impact substance abuse and/or mental health recovery. This information will include access to service processes, the quality of services including the support for recovery, and coordination of services throughout the community.
I authorize the following to release information as outlined in the SYNC protocol.  Names of facilities or persons are listed if appropriate.
Please initial each that you approve for release of information.

	___ Family (specify by name):


	___ Friends (specify by name):
	

	___ District Court
	___Drug Court
	___ Social Security Agency

	___ Attorney (specify by name):
	___ Law Enforcement (specify agency/name): 
	___ Veterans Affairs

	___ Clergy (specify by name): 
	___ Department of Corrections
	___ Nursing Home

	___ Employer (specify by name):
	___ Adult Probation and Parole
	___Shelter

	___ Physician (specify by name):
	___ Juvenile Probation
	___ Early childhood development program

	___ School
	___ Head Start program
	___ Public media

	___ Department of Family Services
	___ Community mental health or substance abuse treatment provider 
	___ Wyoming State Hospital

	___ Other private mental health or substance abuse treatment provider (specify by name):
	___ Drug/alcohol treatment center
	___ CASA

	___ Developmental Disability
	___ Outpatient psychiatric service
	___ Public Defender

	___ Vocational Rehabilitation
	___ Crisis Stabilization
	___ Other:


Client Initial for verbal and/or written information to be released about the following information as outlined in the UNNAMED PROJECT protocol: 










Other (specify): 

________Positive results and accomplishments

________Services provided to the client and/or family

________Discharge information




 
________  __________________

________Evaluations and Screening Process

________Referral information





________  __________________
________Coordination of services between agencies/providers
________Cultural differences and special accommodations


________  __________________

________Client/family participation in decision making

I understand that my records are protected under the Federal and Specific State confidentiality laws and regulations and cannot be disclosed without my written consent, unless otherwise provided for in the regulations. I also understand that I may, in writing, revoke this consent at any time, except to the extent that action has been taken in reliance on it. In any event, this consent expires automatically as described below. I acknowledge that the information released was fully explained to me and this consent is given of my own free will. The information I authorize for release may include records which may indicate the presence of mental health issues and/or substance abuse issues. 

This consent expires ___/___/___.
Executed this ______ day of ________________________________. 

_________________________________________________________________ 

Client 

_________________________________________________________________ 

Parent, guardian or person authorized Witness to sign for client 

________________________________________________________________________________________________________ 
TO RECIPIENT: 

This information has been disclosed to you from records whose confidentiality is protected by Federal Law. Federal and State regulations prohibit you from making any further disclosure of it without the express written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general authorization for the release of medical information is not sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. (Release: 10/17/96, 2/18/00, 5/3/01, 3/03, 9/21/04 DQM).
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