PERMISSION TO RELEASE OR OBTAIN CONFIDENTIAL MEDICAL OR HEALTH INFORMATION

	Name                                              Last                                                                      First                                                      Middle


	Maiden/Other
	Date of Birth

	Address                                                                                      City                               State                     Zip
	Telephone



	I authorize and request:    

□ CFS Head Start/Early Head Start 

Name and address:

Name:______________________________________________________

          1221 Henry Avenue
          Beloit, WI  53511                                                                                
	□ To release to:                □ To exchange with:             □ Obtain from:                                            

____________________________________________________________
Organizational/Individual
____________________________________________________________
Street Address

____________________________________________________________
City                                                                                         State               Zip

	The following information (check those to be used/disclosed):

        Dates

         From________________                To________________

□ hearing testing                                  □ well-child checks

□ vision testing                                    □ psychiatric evaluation

□ newborn testing                                □ therapy progress

□ prenatal exams                                 □ HGB

□ Laboratory Reports                          □ HCT

□ Lead                                                  □ immunizations

□ medication instructions                   □ other: allergy    restrictions_____________________________________________
	The purpose of this disclosure is (check one or more of the following):

□ Head Start/Early Head Start

□ Enrollment and Case Management

□ Other __________________________________________________

	
	ROCK-WALWORTH 

COMPREHENSIVE FAMILY SERVICES, INC.

HEAD START/EARLY HEAD START

1221 Henry Avenue, Beloit, WI 53511
(608) 299-1500 / (800) 774-7778 / FAX (608) 299-1629

	I understand that a photocopy shall be considered as valid as the original.  I may inspect at no charge, and arrange for photocopies for a reasonable charge, of the record or information that is to be used or disclosed, by contacting providers Medical Record Department.  I may receive a copy of this authorization.  I further understand that this authorization shall be valid for 180 days or until the purpose of the request is fulfilled, unless otherwise stated:______________________________________________________________________________________________________________________
I understand that I am under no obligation to sign this form and that a provider may not condition treatment, payment, or eligibility for health care benefits on my decision to sign this authorization, except if the provision of healthcare is only for the purpose of creating protected health information for disclosure to a third party.  Consequences of refusal to consent, if any, include: needing to obtain required records in person.

This authorization may be revoked by me at any time through written notice to Rock-Walworth CFS Head Start/Early Head Start, except to the extent that information has already been released in reliance upon the authorization.  Revocation of this authorization will be effective following receipt of the written revocation by Rock-Walworth CFS Head Start/Early Head Start.  I understand that if the authorization was obtained as a condition of obtaining insurance coverage, other law provides the insurer with the right to contest a claim under the policy or the policy itself.  Information released pursuant to this authorization could potentially be redisclosed by the recipient and no longer protected by HIPAA or other privacy laws.

I understand that my medical record and information in connection with the hospital/treatment date(s) stated above may contain reports, records or information about mental health, developmental disabilities, alcohol and/or drug abuse, acquired immune deficiency syndrome (AIDS)/HIV test results and/or information, intoxication, intoxication tests, and/or fetal monitor tracings.

Test results for the presence of HIV antigen or nonantigenic products of HIV, or an antibody to HIV, may be disclosed without the test subject’s consent to persons or under the circumstances specified in Wis. Stat. 252.15 and a list that duplicated the persons or circumstances is available upon request.

_________________________________________________________                                                             __________________________________

Patient Signature                                                                                                                                                                          Date Signed

_________________________________________________________                                                             __________________________________

Signature of Parent/Guardian/Personal Representative                                                                                                               Date Signed

(State relationship to patient)

_________________________________________________________                                                              __________________________________

Witness Signature                                                                                                                                                                         Date Signed


