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Authorization for Release of Information
I hereby request and authorize: 

Name of Person(s) or Agency Holding the Information

South Florida Behavioral Health Network






 
Address
7205 Corporate Center Drive #200, Miami FL 33126






to release written or verbal information specified below: 

RE:  ___________________________________
DOB: ________________________




Client Name
Documents listed on the Residential Treatment Assessment Application Review Form (see attachment)                                                            





To:
Children’s Crisis Response Team (CCRT), FACES and CAT programs, Circuit11 Mental Health Providers and Statewide Impatient Psychiatric Program (SIPP) Providers: Citrus Health Network (CATS), Sandy Pines, Florida Palms Academy and Specialized Therapeutic Group Care (STGC) Providers: Alternate Family Care, Libra House (Girls/Boys), Chrysalis, Devereux, Carlton Manors, SAYS, FUMCH








Name of Person(s) or Agency Requesting the Information

      South Florida Behavioral Health Network







      7205 Corporate Center Drive # 200, Miami, Florida 33126





For the purpose of: 

Processing referral for residential placement and/or Linkage to Wrap around services


I understand that this form may be used to release information related to mental health treatment, including assessments and lab reports.  Any release of substance abuse information must be pursuant to 42 CFR.  There are other special restrictions which apply to the release of information regarding HIV, abuse reports, etc.



I understand that I have the right to refuse to sign this Authorization or to rescind my consent at any time prior to the release of the information.

Expiration Date: one year from date of signature
Social Security Number:



*Parent and Witness sign in grey areas:

When applicable, Signature of Substitute Decision Maker: ____________________________

 FORMCHECKBOX 
 Guardian,    FORMCHECKBOX 
 Guardian Advocate,    FORMCHECKBOX 
 Health Care Surrogate/Proxy,

or    FORMCHECKBOX 
 Personal Representative/Equivalent (if deceased)
_________________________________________
                                  __________________
Printed Name of Substitute Decision Maker
                                  Date
___________________________
____________________________
______________


Signature of Witness
Printed Name of Witness
Date

PROHIBITION ON REDISCLOSURE:  This information has been disclosed to you from records whose confidentiality is protected.  Any further re-disclosure is strictly prohibited unless the person provides specific written consent for the subsequent disclosure of this information.  Florida Law requires that any person, agency, or entity receiving information shall maintain such information as confidential and exempt from the provisions of the public records law.

Any release of information must be in compliance with the federal HIPAA law and state laws governing such releases.
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