                                                                                                                                               Chart#____________


CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

I, ___________________________________________ FORMCHECKBOX 
CONSUMER  FORMCHECKBOX 
PARENT  FORMCHECKBOX 
GUARDIAN OF:








     (Consumer, parent or guardian must INITIAL correct box)

__________________________________ SSN: ______-_____-______    DATE OF BIRTH: ____-____-____ 
            (Name of Consumer)

Authorize:  
Kay County Pact, Edwin Fair CMHC, Inc.  

                           Ph.:   580-763-0931      


 
205 E. Chestnut, Ponca City, Ok. 74601
                    
               Fax:   580-763-0934
 FORMCHECKBOX 
 To receive and release:    _______________________________________________________________

(Consumer, parent, or

 (Name of Person or Facility)
 guardian must INITIAL box)

                                                 _______________________________________________________________

                                      
  (Street Address or P.O. Box, City, State, Zip Code)

My protected health information by:       FORMCHECKBOX 
Postal Service       FORMCHECKBOX 
Phone/Verbal       FORMCHECKBOX 
FAX       FORMCHECKBOX 
E-Mail







(Consumer, parent, or guardian must INITIAL choice of boxes)

Information to be disclosed:  ______________________________________________________________

                                                                 (Specific description of information to be disclosed)

For the following purpose(s): ______________________________________________________________

This consent shall expire as follows: ________________________________________________________

                                                                (Name the date, event or condition upon which consent expires)

I hereby acknowledge that this consent for the release of information is given freely and voluntarily.  I understand that I, or my legally authorized representative, may revoke this consent, in writing, at any time, by contacting my clinician.  This consent expires in one (1) year from the date of signing or upon the condition(s) described above.  I understand that my records are protected under State and Federal confidentiality laws and regulations and cannot be released without my written consent unless otherwise provided for in those laws and regulations.  The information may not be protected from further disclosure by the recipient.  I understand that treatment services are NOT contingent upon or influenced by my decision to permit the information release.
THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE RECORDS WHICH MAY INDICATE THE PRESENCE OF A COMMUNICABLE OR NONCOMMUNICABLE DISEASE. [63 O.S.-1-502.2(b)]
Notice to individuals releasing alcohol and drug abuse treatment records:  There shall be a statement in bold face, stamped upon each page of the information released stating, “This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for release of medical or other 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.”  

___________________________/____________               ____________________________/___________

Signature of Consumer                                        Date                               Witness (Optional)                                               Date

___________________________/____________               ____________________________/___________

Signature of authorized representative or            Date                              Relationship to consumer                                     Date

parent or guardian when required
forms\clinical\consenttoreleaseKayPact.doc                         Revised 8/17/2016                                  File Under Consent Tab


