DHS-IL-312-11/06

AUTHORIZATION FOR RELEASE OF PERSONAL INFORMATION

This authorization was developed to comply with “HIPAA” regulations, 45 CFR parts 160 and 164, as well as 34 CFR 361.
RETURN INFORMATION TO:
                        
    INFORMATION REQUESTED FROM:
     _________________________________

                __________________________________

     _________________________________

                __________________________________

     _________________________________
                            __________________________________

     _________________________________
                            __________________________________

     Phone____________________________           Attention:__________________________________
CIL Contact:  _________________________                      
Applicant/Participant Name:  ____________________________________________________________ Maiden Name or alias: ________________Date of Birth: ____________SS#:____________________

I, _______________________________, hereby voluntarily request and authorize you to release to the above agency the following types of information pertaining to me.
	INFORMATION
	DETAILS OF INFORMATION

 TO BE RELEASED

	Medical Records
	

	Hospital Records
	

	Psychological Testing
	

	Psychiatric Evaluations
	

	Ophthalmological
	

	Optometric
	

	School information
	

	Other
	


(  ) The information will be used for the purpose of determining eligibility and rehabilitation needs for Independent Living Services.
(  ) Other purpose (Specify)_________________________________________________________

· I understand that I may revoke this authorization at any time by providing a written request to my Independent Living Specialist.  I understand that revocation will not affect information that has already been shared.

· I understand that my protected health information (PHI) may potentially be re-disclosed and would no longer be protected by federal privacy regulations.

· I understand that authorizing for this disclosure of information is voluntary and that my signing this form is not required to assure treatment, payment, enrollment, or eligibility.
· I will allow a fax or copy of this authorization to be used if needed.
· For non medical releases, I understand that the specified information is necessary in order to provide services and its confidentiality will be respected by the center for independent living.

This authorization will expire either at the time it is revoked or revised in writing by the applicant/participant, or when the applicant’s/participant’s case file has been closed, whichever occurs first.
Applicant/Participant Signature ____________________________________________ Date _________

(If signed by the applicant’s legal representative, describe the representative’s authority to act for the individual below.)
