ADULT DRUG COURT 

 Of MENDOCINO COUNTY- Revised 9/14/10

AUTHORIZATION TO RELEASE OR RECEIVE CONFIDENTIAL 

ALCOHOL AND OTHER DRUG  INFORMATION
I,











 authorize





(Name of Client)  PLEASE  PRINT

the Mendocino County Alcohol and Other Drug Programs (AODP) to disclose / exchange / redisclose information regarding: Information that identifies me; Drug or alcohol treatment information including suitability, assessment, diagnosis, urinalysis results, information about my attendance or lack of attendance to treatment sessions; Information about my reported attendance to 12-step meetings; Job status and records; School and education status and records; Social and current living arrangements; Information and records on personal finances; Redisclosure of any information received from any medical, psychological or psychiatric provider; Redisclosure of information received regarding any disabilities; Legal history and any written information received from any law enforcement agency or court; Redisclosure of information received from any outpatient or residential alcohol and other drug treatment facility. This authorization covers all admissions / previous treatment episodes and / or contacts with AODP and the agencies and service providers listed below. This authorization allows exchange of this information between and among the agencies and services providers listed below. 

(Nature and amount of the information to be disclosed as limited as possible)

Please put your initials by agencies or entities that you authorize to either receive or release confidential information about you and CROSS OUT those that are not applicable.

Initial   
Mendocino County:           



Initial
Mendocino County:
____      Superior Court

         



____
Consolidated Tribal Health

____
District Attorney’s Office



____
Jail

____
Public Defender’s Office

                      
Other:
_________________________________

____
Probation






_________________________________

____
Social Services - CPS





_________________________________

____
County Counsel







	
	
	
	


The purpose of the disclosure authorized herein is to:     enable the Adult Drug Court Team to make appropriate recommendations and to allow the agencies listed above to better serve me through coordinated service planning and delivery. Representatives of the above agencies may meet and share information regarding me at scheduled court times, planning meetings and review meetings. 

I understand that all my information is protected under the federal regulations governing confidentiality of Alcohol and Drug Abuse Patient/Client Records, 42 CFR Part 2, and/or the Welfare & Institution Code 5328, governing confidentiality of Mental Health Patient/Client records, 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 the regulations or by court order.  I will not be denied services if I refuse to consent to a disclosure for other purposes. I also understand that I may revoke this consent 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:

When AODP has received written notification that there has been a formal and effective termination or revocation of my release from the legal proceeding under which I was mandated into treatment.
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____________________________________           ______/_____/_____

_______________________

Signature of Participant



           Date of Birth

Date








        


_______________________

Staff  Signature








Date

I HAVE BEEN PROVIDED A COPY OF THIS FORM
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