











R.O.I.-general
ADVENTURE BASED THERAPY PROGRAM
INDIVIDUAL AUTHORIZATION FORM 
FOR THE RELEASE OF CONFIDENTIAL INFORMATION
Name: ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​ ______________________________________________________________________________
Address: ______________________________________________________________________  

Phone: _______________________________ (day)
            ____________________________________ (evening)


We understand that the information about you and your health is personal and we are committed to protecting the privacy of that information.  We are, therefore, asking for your authorization before we obtain, use, exchange or disclose your protected health information for the purposes described below in this form.

A representative of Liberty Resources, Inc. must answer all of these questions completely when providing this authorization form to you.  Please Do Not Sign A Blank or Incomplete Form.  
If any of the information provided on this form is HIV-related, your privacy rights are also  protected under NYS Public Health Law Article 27-F.   If the file includes substance abuse related information, your rights are also protected by Federal Regulations (42 CFR Part 2). Please ask staff to provide you with a separate release form(s) which MUST be filled out, signed and attached securely to this form before we can release or attain that information.
Who will disclose/exchange the information?

Liberty Resources Clinical Services Program staff including program supervisor and clerical support staff
__________









___ 
Who will receive, exchange and/ or use the information?  Onondaga OnCare and TEAM Adventure  staff ______________________________________
What specific/detailed information will be used or disclosed?

Obtain   Release



        

Obtain   Release

· (  Risk factors/goals/tasks/progress/barriers
      (
    (  Mental Health Issues

· (  Drug/Alcohol Issues



      (
    (  Court recommendations

· (  Parenting techniques used to manage behavior      (
    (  Goal Plan

(
  (  Involvement/Compliance with Intake/Probation       (       (  Court related matters
(
  (  Family Issues impacting on child behavior
      (  
    (  Status of other Services involved
    
(         (  Attendance/behavior/academic issues in school     (  
    (  Referral for interest in other services
· (  Behavior/problems at home/school/community       (       (   Recommendations

· (  Information from Psychological Evaluation              (       ( Other__________________________
Information will be about you, your family members and/or your child(ren)  (Please list)_______
_____________________________________________________________________________

What is the purpose of the use, exchange or disclosure of the information?

· To verify status in treatment/program

(   To facilitate a referral for evaluation 

· To coordinate treatment efforts with family
(   To facilitate communication with other

(   To facilitate referral for other services

       service providers
· To provide information for investigations,  
(   To facilitate a mental health assessment
       court recommendations and placements
(   To enable Judges, Attorneys, Probation/Parole 








      Officers to support treatment goals 
(   Other________________________________________________________




When will this authorization expire?
This consent will expire on:  (check only one)
(      12 months from date of signature 
(  Upon follow up interview, 30-60 days from date of event 
(    Other: _________________________________________________

By signing this form, you authorize the use, exchange or disclosure of your protected health information described above.  This information may be redisclosed if the recipient(s) described on this form is/are not required by law to protect the privacy of the information, and in that event such information may no longer be protected by the HIPAA (Health Insurance Portability Accountability Act) privacy regulations.
If you sign this authorization form, you will have the right to revoke it at any time, except to the extent that the agency has already taken action based upon your authorization. To revoke this authorization, please write to the Director of the Division through which you receive services. You have a right to receive a copy of this form after you have signed it.
I have read this form and ALL of my questions about this form has been answered.  By signing below, I acknowledge that I have read, understand and accept all the above.
____________________________________________

________________________________________________
Print Name of Client or Personal Representative

Description of Personal Representative Authority
____________________________________________

________________________________________________  
Signature of Client or Personal Representative



         
Date 

_____________________________________________

________________________________________________

Signature of Witness (If needed)






Date



THE CONSUMER OR HIS OR HER PERSONAL REPRESENTATIVE MUST BE PROVIDED WITH A COPY OF THIS FORM AFTER IT HAS BEEN SIGNED.
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