MILWAUKEE COUNTY BEHAVIORAL HEALTH DIVISION (BHD)
AUTHORIZATION FOR THE RELEASE OF CONFIDENTIAL INFORMATION


1. ______________________________________________		________________            __________________
	Client/Patient Name 					Date of Birth	             Phone Number

2. Name of Agency/Organization Authorized to Release Information to BHD:_ Milwaukee County Mental Health Treatment Court Coordinator, Milwaukee County Circuit Court, Milwaukee County, Milwaukee County District Attorney’s Office__
×[image: ][image: ][image: ]  CARS 	       Team Connect          Care Coordination (Crisis Episode)            Access Clinic   ROI Medical Record Fax 414-257-8167

3. Phone number___414-248-5395____________________	Address___821 W State St. Rm 308 Milwaukee, WI. 53233______________________________________________________

4. Two-Way Exchange of Information: I authorize this information to be released between the designated organizations. Yes  ×     No  ☐

5. Type of Information and Records Authorized for Release: All medical records related to (specify condition, treatment, etc.): 

_Mental Health Treatment & Assessment continuity of care__ for date period of _beginning of services_____ to most recent available records_______ for the following records:   

☐ HIV Test Results/AIDs–related 	Diagnosis
☐  History & Physical
×  Social History	
×  Psychiatric/Psychological Evaluations
×  Mental Status Examinations
☐  Psychometric Assessments
☐  Substance Use Assessments
☐  Rehabilitative Assessments
[bookmark: _GoBack]×  Medical Orders
×  Medication Administration Records
×  Treatment Plans
☐  Individual Education Plans
×  Progress and Therapy Notes
×  Progress Notes Related to AODA
☐  Lab and Diagnostic Test Results
×  Court Orders
×  Reports from Other Agencies
×  Discharge Summary
×Other: Involvement in Criminal Justice System 
× Continuity of Care 


6. Effective Dates of Authorization. This authorization will expire 12 months from the date of signature.

7. Revocation. Authorization may be revoked by submitting a written notice of revocation effective the date of the written notice. Revocation does not apply to information released before the revocation notice. 

8. Purpose, Use of Information Disclosed, and Further Disclosure: I authorize the above-named agency/organization to disclose the above indicated information for the purposes of coordinating services for me. I understand that my information may be potentially  re-disclosed pursuant to this release to establish my eligibility for programs or benefits or to coordinate my services as necessary to carry out payment and/or healthcare operation activities (but not for treatment purposes) or for Medicare, Medicaid or CHIP audit or evaluation, including a civil investigation or administrative remedy, as permitted by 42 CFR Part 2, and as further controlled by applicable State of Wisconsin and Federal confidentiality rules, including, but not limited to: 42 CFR, Part 2, the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 & 164, Wis. Adm. Code §§ HFS 92.05 and 92.06, and Wis. Stat. § 51.30.

9. [bookmark: _Hlk29458015][bookmark: _Hlk29457978]Prohibition on Disclosure for Alcohol and Drug Abuse Records: Alcohol and drug abuse records are protected by Federal confidentiality rules, 42 CFR, Part 2, the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 & 164, Wis. Adm. Code §§ HFS 92.05 and 92.06, and Wis. Stat. § 51.30. The Federal rules prohibit making any further disclosure of drug and alcohol abuse records unless expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR, Part 2. The Federal rules restrict any use of such information to criminally investigate or prosecute an alcohol or drug abuse patient. 

10. Signature. I authorize the use and/or disclosure of my confidential information. I may receive a copy of this consent form. I may also inspect, and upon payment of the usual fee, receive a copy of the released information. Further, I understand that in the event that my information has already been shared by the time my authorization is revoked, it may be too late to cancel permission to share my health data. I understand that I do not need to give any further permission for the information to be shared with the person(s) or organization(s). I understand that the failure to sign/submit this authorization or the cancellation of this authorization will not prevent me from receiving any treatment or benefits I am entitled to receive, provided this information is not required to determine if I am eligible to receive those treatments or benefits or to pay for the services I receive.

___________________________________________		 ______________________________________________
Signature 						Date

_________________________________________________		____________________________________________________
Witness						Date
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