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          AUTHORIZATION TO EXCHANGE INFORMATION
          FOR ALCOHOL AND DRUG TREATMENT PROGRAM


6145 TEMPLE STAR ROAD


    
            Sections 1-4 must be completed for this release to be valid
KINGSPORT TENNESSEE 37660



           /       Client received a copy of this completed release

423-349-4070    Fax: 423-349-6597



           /       Client declined a copy of this completed release

Section 1:

I, __     __SS#__     __DOB:__     /     /     __,

 FORMCHECKBOX 
   Refuse the following organization and/or person(s) to exchange information with Comprehensive Community Services, 6145 Temple star Road, Kingsport Tennessee, 37660
 FORMCHECKBOX 
   Authorize the following organization and/or person(s) to exchange information with Comprehensive Community Services, 6145 Temple star Road, Kingsport Tennessee, 37660
	     
	     

	Name of Organization/Persons(s)-Required
	Relationship/Title

	     

	Address of Organization (including City, State, Zip Code)-REQUIRED

	     
	     

	Telephone Number
	Fax Number


            Section 2:

For what purpose is this information being requested (Required): Coordination of Care, After Care and Follow Up Treatment  

Section 3:

INFORMATION TO BE RELEASED: (This section is REQUIRED. Only specified information will be released.  Requests for “any/or 

All records” will not be honored) Circle one.
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Admission Summary                   
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Preadmission Assessment
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Medical Records

	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Treatment Plans
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] This Completed Release Form
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Disciplinary Reports 

	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Weekly Case Reviews
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Social History
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Aftercare Plan

	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Pre-Admission
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Verbal Progress Reports
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Discharge Summary

	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] A.S.I
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Medication History
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Other:       

	[ FORMCHECKBOX 
] Verify Admission
	[ FORMCHECKBOX 
] T.O.A.D.S, ADAT,DOH,ATR
	


THE ABOVE INFORMATION IS NECESSARY FOR THE FOLLOWING PURPOSES (CHECK EACH APPLICABLE CATEGORY):
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Follow-Up Treatment/Aftercare
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Family/Significant Other Involvement
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Further Evaluation

	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Referral Source Feedback
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Coordination of Care with Physician
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Other:       

	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Legal Involvement/Follow-Up
	[ FORMCHECKBOX 
Y   FORMCHECKBOX 
N] Diagnosis and Treatment
	


Section 4:    I understand that my alcohol and/or drug treatment records are  protected under Federal regulations governing Confidentiality and Drug Abuse Client records, 42 C.F.R. Part 2 and the Health Insurance Portability and Accountability Act of 1996 (HIPPA), 45 C.F.R. Parts 160 & 164.  I understand that my health information specified above will be disclosed pursuant to this authorization, and that the recipient of the information may re-disclose the information and it may no longer be protected by the HIPPA Privacy Law.  The federal regulations governing Confidentiality of Alcohol and Drug Abuse Client Records, 42 C.F.R.; Part 2, noted above however, will continue to protect the confidentiality of information that identifies me as a Client in an alcohol or other drug program from re-disclosure. I understand that I may revoke this consent at any time except to the extent that action based on this consent has been taken in reliance on it. This consent will expire automatically after 365-days from the date which it is signed.  This release is only valid for this admission, no prior or future admissions.  I hereby release Comprehensive Community Services, the administrator, personnel, staff, and the organization stated above from all legal responsibilities or liability that may arise from the release of such records.  I also acknowledge the understanding that this release does not interchange for the release of information from any other treatment programs.  I also understand that generally, Comprehensive Community Services, may not condition my treatment on whether I sign a consent form, but that in certain limited circumstances I may be denied treatment if I do not sign a consent form.  This authorization to obtain and release information is fully understood and is voluntary on my part.

Client Signature (Required) ____________________________________________ Date: (Required)______________

Signature of Witness (Required) ________________________________________ Date: (Required) _____________

This information has been disclosed to you from records whose confidentiality is protected by Federal Law.  Federal Regulations (42 CFR Part 2 ) prohibits you from making any further disclosure  of this information without the express written consent of the individual to whom it pertains, except in emergency conditions specified by those regulations. A general release or generic release for medical or other information is NOT sufficient for this purpose.                       
                  




    Revised 09/15/2011






