


         Consent to Release Information


Aspiranet Wraparound  uses  a collaborative approach to the delivery of individual and family services. 

I, _______________________ , understand the collaborative information obtained by Aspira and partnering agencies will be shared and used for screening, assessing, planning and facilitating the delivery of appropriate services.

With my written consent on this document, I hereby authorize Aspiranet Wraparound to:

___ Request the following information: diagnosis, current medications, testing results, progress reports, lab reports, prognosis, family/ psychological history, exchange of written and verbal information.
___ Release the following information: diagnosis, status of services, progress and treatment modality, exchange of written/ verbal information, medication, and psychological assessments.
For the following purpose: evaluation, treatment planning and coordination of services with:  ____________________________ located  at ________________________________________________.

((I specifically authorize the request and release of drug and/or alcohol information from my record.  

__________________________________

((I specifically authorize the release of AIDS or H.I.V. related information from my record.










__________________________________
The information being requested is confidential and protected from disclosure by federal and state law, including but not limited to California Welfare & Institution Code Section 5328 42 U.S.C, dd-2; and 42CFR2.1 and California Civil Code Section 56.10. None of the information that is shared pursuant to this authorization may be re-released to a party not otherwise named in this release without new authorization. A copy of this consent has been made available to the undersigned. 

________________________
_________________________________________________________

________________________
_________________________________________________________

This consent may be revoked by the undersigned at anytime. If not revoked, it shall terminate at the end of 12 months.

As of this date:_________________, I hereby revoke this release. _______________________________________

Client Name: _______________________  MERGEFIELD "First_Name"  MERGEFIELD "Middle_Initial"  MERGEFIELD "Last_Name" 
DOB:  MERGEFIELD "DOB" 
_______________________  SSN: _______________________  MERGEFIELD "SSN" 
ROI Type






Street			City			Zip





Name of Person/ Agency





Parent or Guardian Signature (if client is a minor) 








Parent or Guardian Signature (if client is a minor) 








Client Signature and Date





Date Consent Will Expire





Witness Signature and Date





Parent and/or Guardian Signature (if client is a minor) and Date





Parent or Guardian Signature (if client is a minor) 
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