Confidential


Consent for Drug Screening

&

Authorization for Release of Confidential Information

CDS Family & Behavioral Health Services, Inc.

Participant Name: 
                                    

Participant #_______________________
The following information is important for you to know.

If you have any questions, please ask a staff member for assistance.

· I understand that as a part of my referral agreement to CDS, staff may ask me to provide urine samples and I hereby consent to submit samples when requested.

· I consent to communication regarding the collection process, results, or other pertinent information about the drug screens between my referral source (Teen Court, State Attorney, Public Defender, DJJ Probation Officer, ) and CDS.

· CDS agrees to process drug screens according to their policies and procedures or as mandated by your referral source.  

· When requested by your referral source, CDS will provide a staff person to observe the collection of the urine specimen, whenever a same-sex staff member is available to do so. 

· The staff person processing the urine specimen sample shall note whether it was an observed or unobserved collection. 

· If your referral source does your drug screen, they will provide the results to you and CDS, at their discretion.

· Questions, issues, or concerns regarding your drug screen results should be directed to your counselor.  

· Should issues or questions arise involving CDS staff or our policies and procedures from your referral source, they will contact CDS for clarification.

· This consent may be revoked at any time, except to the extent that action has been taken in reliance upon it.

· Original to be retained by CDS.  A copy is available upon request.

I,                                                
 authorize CDS to collect urine specimens for testing to determine if alcohol and/or drugs are present in my system.  The results of drug screens will be used to assist you to address issues identified in your individual plan and as part of the services requested by your referral source.  
I have read and fully understand the above information.

Signature of Person Being Screened
Date

Address

City
State
Zip
Phone Number

__________________________________________________                  ______________________________

If required, signature of : (please check one)                                                Date
Parent____      Guardian____     Authorized Representative____
Rev. 10/07, 12/10, 1/11, 2/11, 1/12, 5/13
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