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Client Name:________________________________________
Date of Birth:____________




Address:_____________________
City:__________________State:______Zip Code: ______
Telephone #: ________________________
CONSENT

I consent to the use of confidential information about me within OBHC to plan, provide and coordinate services, treatment, payments and benefits for me or for other purposes authorized by law. I further grant permission to OBHC and the below listed agencies, providers or persons to use my confidential information and disclose it to each other for these purposes. Information may be shared verbally, by computer data transfer, mail, fax or hand delivery.

Please check all below who are included in this consent in addition to OBHC and identify them by name and/or address:

 FORMCHECKBOX 
 Health care providers: ____________________________________________________________
 FORMCHECKBOX 
 Mental health care providers: _______________________________________________________

 FORMCHECKBOX 
 Department of Corrections (DOC):___________________________________________________

 FORMCHECKBOX 
 Employment Security Department and its employment partners: ____________________________

 FORMCHECKBOX 
 Social Security Administration or other federal agency: ___________________________________

 FORMCHECKBOX 
 Insurance Company: ______________________________________________________________

 FORMCHECKBOX 
 Department of Social and Health Services (DSHS)

 FORMCHECKBOX 
 Okanogan County Prosecuting Attorney’s Office 

 FORMCHECKBOX 
 Okanogan County Public Defender’s Office

 FORMCHECKBOX 
 Okanogan County District Court

 FORMCHECKBOX 
 Trancare


 FORMCHECKBOX 
 Volunteer driver

 FORMCHECKBOX 
 Department of Licensing (DOL)

 FORMCHECKBOX 
 Other:  __________________________________________________________________________
I authorize and consent to sharing the following records and information (check all that apply):
 FORMCHECKBOX 
 All my client records

 FORMCHECKBOX 
 Only the following records


 FORMCHECKBOX 
 Appointment dates and times



 FORMCHECKBOX 
 Health care information


 FORMCHECKBOX 
 Treatment or care plans



 FORMCHECKBOX 
 Payment records

 FORMCHECKBOX 
 Individual assessments



 FORMCHECKBOX 
 School, education and training


 FORMCHECKBOX 
 Other (list): ________________________________________________________________

PLEASE NOTE: If your client records include any of the following information, you must also complete this section to include these records:

I give my permission to disclose the following records (check all that apply):

 FORMCHECKBOX 
 Mental health 

 FORMCHECKBOX 
 HIV/AIDS and STD test results, diagnosis or treatment 
· This Consent is valid for  FORMCHECKBOX 
 one year  FORMCHECKBOX 
 as long as OBHC needs records or  FORMCHECKBOX 
 until __________ (date or event).
· I may revoke or withdraw this Consent at any time in writing but that will not affect any information already shared.
· I understand the records shared under this consent may no longer be protected under the laws that apply to OBHC.
· A copy of this form is valid to give my permission to share records.
________________________________________
________________________________________
Client Signature



(date)

Parent or Other Representative’s Signature (if applicable)



NOTICE TO RECEIPIENTS OF INFORMATION: If you have received information related to drug or alcohol abuse by the client, you must include the following statement when further disclosing information as required by 42 CFR 2.32:


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 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.	
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