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Strategies

to Support Families & Communities





ACME Family Resource Center

Authorization for Interagency Exchange of Confidential Information

The purpose of this authorization is to allow the gathering and sharing of information to develop a plan of comprehensive services for individuals listed below in Section 1.

I hereby give my permission for release and exchange of confidential information from the sources I have initialed below for the following person(s):

Name(s):

 Birthdate: 
 SSN: 




 Birthdate: 
 SSN: 




 Birthdate: 
 SSN: 




 Birthdate: 
 SSN: 


Parent or Legal Guardian:


Name: 
 Phone:



Mailing Address:



Street Address:


Initial appropriate agencies for the purpose of providing and coordinating services for those individuals listed in Section 1. When appropriate, specify information to be released. The agencies in bold type are located in the Family Resource Center.



Local Unified School District


County Department of Behavioral Health (Youth and Adult Services)


County Public Health Department



Domestic Violence Services


Rape Crisis Intervention


ACME Family Resource Center


Family Preservation & Support Program


County Department of Social Welfare



CPS 
 APS 
 Employment Services 
Eligibility


Boys and Girls Club 


County Office of Education 



County Probation Department


Regional Center



Hospital




Collaborative Partners



Physician




School District




Exchange Club Center for the Prevention of Child Abuse 



Area Agency on Aging



Catholic Social Services



Recovery Center



Police Department 



Interagency Case Management Services (SOC)



Other


I hereby authorize the agencies initialed above to exchange the following information:



Information related to the development of a treatment plan for myself and my child



Educational records



Psycho-social history



Summary of a child’s medical and developmental history and progress



Summary of client’s medical or psychiatric history, diagnosis, treatment, and progress for the period of:




Court records



Other


I understand that my records are protected under the federal confidentiality regulations and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that I may withdraw 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 described below.

This authorization shall remain effective for one year following the date of signature. A photocopy of this signature is as valid as the original.

Executed this 
 day of 
, 
.

_________________________________
_________________________________

(Signature of client)
(Signature of witness)

_________________________________
_________________________________

(Signature of parent or guardian)
(Signature of surrogate parent)

This signature released only educational information. Additional information release will require the signature of guardian.

Confidentiality of client maintained according to Education Code Section 49069; California Welfare Institution Code, Section 4514, 42 CFR Part 2.

THE CLIENT/CHILD OR, IF A MINOR, HIS OR HER PARENT, GUARDIAN, PARENT SURROGATE, OR CONSERVATOR, HAS THE RIGHT TO RECEIVE A COPY OF THIS AUTHORIZATION (CIVIL CODE SECTION 56.10)

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

I have received a copy of this document:
_______________
____________


(Initials)
(Date)
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