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CONSENT FOR THE RELEASE OF

CONFIDENTIAL INFORMATION
I, _______________________________________, born on___________________, authorize

       (Name of individual for whom information is sought)                                (Date of Birth)

____________________________________________________________________ to disclose

                              (Name of person or organization making the disclosure)

to ______________________________________________________ the following information:

        (Name of person or organization to receive disclosed information) 
______________________________________________________________________________
______________________________________________________________________________

The purpose of the disclosure authorized in this consent is to (Be as specific as possible): ______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________
I understand that my clinical records are protected under OMRDD regulations governing confidentiality {NYCRR Title 14, Part 633.4 (4)(vii)} and the Health Insurance Portability and Accountability Act of 1996 {HIPAA – 45 CFR Parts 160 &164} and cannot be disclosed without my written consent unless otherwise provided for in regulation.  I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as follows:

_____________________________________________________________________________ 
(Specify the date, not to exceed one year, specify the event or condition upon which this consent expires)

I understand that generally the Allegany Arc may not condition my treatment on whether I sign a consent form, that in certain limited circumstances I may be denied treatment if I do not sign a consent form.

Date:  ______________________________
___________________________________ Signature of Individual providing consent
___________________________________ Signature of parent, guardian, or personal representative
___________________________________ Signature of staff assisting with information request
                           

___________________________________ Phone number / e-mail address
50 Farnum Street, Wellsville NY 14895

ph: 585-593-5700  fax: 585-593-5957

www.AlleganyArc.org/ACHIEVE
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ph: 585-593-5700   fax: 585-593-4529   www.AlleganyArc.org
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