CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

Reichert House

CDS Family & Behavioral Health Services, Inc.

I, 
/

authorize the sharing of 


 Name of Participant
Date of Birth

information between    CDS Family & Behavioral Health Services, Inc. staff   and 
       Reichert House staff       regarding my progress in any and all aspects of the Reichert House Program for the purpose of appropriately monitoring and ensuring my compliance with Reichert House Program requirements and enhancing the coordination of services being provided to me.

I understand that my participant records are protected under Federal Confidentiality Regulations and the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

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 will automatically expire 90 days after I am no longer a participant in the Reichert House Program.

Signature of Participant






Date

If required, signature of: (please check one) 





Date




( parent



            ( guardian 

            ( authorized representative
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