Milwaukee County Mental Health Treatment Court
Consent for disclosure and release of confidential information
821 W. State St., Room 308
Milwaukee, WI 53233
Tel: 414.278-5395

I, _______________________________________________, ____________________________, authorize 
                                (Print complete name)				(Date of Birth)
the disclosure of the specific information listed in this document to and from the following agencies:
Milwaukee County Mental Health Treatment Court Team: Milw. County Circuit Court Judges;
DA's office; Public Defender's Office; Milw. County Jail/HOC/CRC (WellPath);
MSDF; Milwaukee Police Dept.; Milw. County Behavioral Health Services; WCS; WI-DOC; MCW, JusticePoint
 
For the purpose of:

X  Referrals to other community resources	
X AODA diagnosis /treatment
X Treatment planning				  X  Application for services
X Social, vocational, fiscal planning	             X Maintain employment
X Stabilization service to maintain current housing	                    X Work/School reports
X  Resident status				  X Legal
X Mental health diagnosis/treatment	             X Obtain or maintain housing
X Staffing eligibility with the assigned public defender representative attorney 
Scope of release:
 X Dates of services/participation			              X Evaluations (psych, social, psychiatric and/or others)
 X  Progress notes					X Verbal   	
[bookmark: _GoBack] X Diagnosis						X Other: Assessment & Continuity of Care 	
 X Medical History & medications			

I understand that my records may be protected under Wisconsin Law (WI stat. 51.30), governing confidentiality of mental health records, and/or Federal law (42 CFR Part 2), governing confidentiality of alcohol and drug abuse records.  These records cannot be disclosed without my written consent unless otherwise provided for in the regulations. I understand I have the right to inspect and/or receive a copy of the material to be disclosed upon payment of a reasonable charge for photocopying services.  I also understand that I may revoke this consent at any time, except that the action has been taken in reliance on it and that in any event, this release will expire in one year following the date of signature unless otherwise indicated. (Date, event or condition upon which consent will expire: (Once MHTC agreement is complete)

__________________________________________		________________________________
		Signature of Client						Date
__________________________	________________                     ________________________________
                             Agency Witness					             Date

