Authorization for Release and Disclosure of Confidential Records, including Mental Health Records, Alcohol and/or Drug Treatment Patient Records and Correctional Facility Records
I _____________________________________, do hereby authorize staff from
 ________________________________________________________________ 
(Print name of substance abuse treatment facility, correctional facility or OCFS facility)

to provide information to: 

________________________________________________________________

(Print Name and Address of Agency, City, State, Zip Code)

I understand that information pertaining to my attendance and progress in alcohol and other drug treatment is protected by Federal Regulation 42 CFR, Part 2 "Confidentiality of Alcohol and Drug Abuse Patient Records", as well as the Health Insurance Portability and Accountability Act of 1996 (HIPPA@) 45 C.F.R. Pts. 160 & 164); and cannot be disclosed without my written consent unless otherwise provided for in law.  I willingly and voluntarily authorize the above named agency to disclose information regarding my treatment history, current and previous substance abuse history, and current need for treatment to the staff of the agency listed above.
I understand that information pertaining to my mental health status, including diagnosis and treatment, is protected by NYS Mental Hygiene Law 33 and CPLR 4507-4508 and cannot be disclosed without my written authorization unless otherwise provided for in law. I willingly and voluntarily authorize that information pertaining to my participation in mental health treatment and other programs and services associated with my incarceration or residential treatment may be disclosed to the staff of the agency listed above. 

I understand that the purpose and need to disclose the above information is to assist the agency named above in the development of a family service plan for me and my child(ren) and to monitor my progress in programs and services.
Please check below if you wish these additional authorizations to apply:  

__ I authorize the above-named social services/foster care agency to share information regarding me and my child(ren) with the above-named treatment agency or correctional facility to assist in the development of my treatment plan. My consent for release of such information is limited to this purpose.  

__ I authorize the above-named social services/foster care agency to share my treatment information to the _________________Family Court for the purpose of informing the court of my progress and to explain if I am temporarily unavailable for other services.

I understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it. I understand that the recipients of this information may not re-disclose it except as provided for in this document or as authorized by law. 

_________________________
   __/___/__ 

______________

(Signature of Client)


    (DOB)


(Date)

___________________________


______________

(Signature of Witness)





(Date)

Revoked on 

                 
_________________________________________



  (Date)     


(Signature of Client)






 ________________________________________              






(Signature of Witness)
