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	AUTHORIZATION FOR RELEASE OF INFORMATION
	State of Oregon

OREGON YOUTH AUTHORITY
 



Notice: Service providers can help you better if they are able to work with other agencies. By signing this form, you are giving permission to the Oregon Youth Authority to share/receive information about you. 

Please read carefully.
	Your Name:
	     
	
	Date of Birth:
	     

	Social Security Number *(see back):
	     
	
	JJIS Number (if known):
	     

	Placed at:
	 FORMCHECKBOX 

	Facility name:
	     
	 FORMCHECKBOX 

	Other Placement (list):
	     

	
	Date you left custody (if applicable):
	     
	
	


PURPOSE:  The information released will be used to evaluate my situation and to plan for and coordinate services for me, or for other purposes as specified.  

	I authorize:
	(Name & Address)

     
	and


	(Name & Address)

     

	
	Phone:
	     
	Fax:
	     
	
	Phone:
	     
	Fax:
	     


to provide information to the following individuals/agencies:

 Initial
Release To:
Purpose:

	
	(Name & Address)

     
	
	     

	
	Phone:
	     
	Fax:
	     
	

	

	
	(Name & Address)

     
	
	     

	
	Phone:
	     
	Fax:
	     
	


	And/Or
	 FORMCHECKBOX 

	All parties for the purpose of a “Second Look” hearing


Check the box and initial after each type of record for which you are authorizing release:






Initial







Initial

	 FORMCHECKBOX 

	Family History Records
	
	 FORMCHECKBOX 

	Educational Reports*
	

	 FORMCHECKBOX 

	Employment/Work Records
	
	 FORMCHECKBOX 

	Alcohol/Drug Treatment*
	

	 FORMCHECKBOX 

	Medical/Psychiatric Records*
	
	 FORMCHECKBOX 

	Mental Health Services*
	

	 FORMCHECKBOX 

	Information/records as specified:  
	     
	
	


*Educational reports include both behavioral and progress reports.  Alcohol/drug treatment, mental 

health services, and medical/psychiatric records include all aspects of diagnosis, treatment and prognosis.

This permission is good for six (6) months from the date of your signature.

I can cancel this at any time.  I understand the cancellation will not affect any information that was released before the cancellation. I approve the release of this information.  I understand that information about my case is confidential and protected by state and federal law. I understand what this agreement means.  I am signing on my own and have not been pressured to do so.

	
	
	
	

	(Signature)
	
	
	
	(Date)

	
	
	
	
	

	(Witness Name)
	
	(Witness Signature)
	
	(Date)

	
	
	
	
	


To those receiving information under this authorization:  This information disclosed to you is protected by State and federal law.  You are not authorized to release it to any agency or person not listed on this form without specific written consent of the person to whom it pertains unless authorized by other laws.
(SEE REVERSE)

Instructions
1. COMPLETION OF FORM.   Please fill out all applicable lines and boxes. Pay special attention to the sections indicating what type of information and to whom you are authorizing release.  If you have questions about the release, be sure to speak with your worker or treatment manager.

2. MAIL REQUESTS.  If this form is being used to request information by mail, be specific about what you need.  If you have a series of questions, use a cover letter.  The clearer your request is, the more likely you are to receive a prompt and accurate response.  Do not ask 
for information you do not need.

3. FAX REQUESTS.  While a facsimile copy of this form will allow us to begin to gather the information is requested, we can not send the information until we receive an original, signed form.

4. REDISCLOSURE.  Information received under this authorization should not be redisclosed to 
any party not identified on this form without specific written consent.  Criminal penalties may apply to illegal disclosure.  Federal regulations (42 CFR Part 2) prohibit information recipients from making any further disclosures of Alcohol and Drug information and state statute ORS 433.045 and administrative rule OAR 333-12-270 prohibit further disclosure of HIV/AIDS information, and statutes ORS 659.700-659.720 prohibit further disclosure of genetics information without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for the 
release of medical or other information is not sufficient for this purpose.

5. DURATION.  The authorization is valid for six (6) months unless otherwise specified. 

6. FAMILY RECORDS.  This release covers information about the person signing the form.  It does not cover information about other family members or information held in child dependency files of the State Office for Services to Children and Families (SCF).  Requestors may contact a local SCF office to obtain that agency’s  Authorization for Release Form.

7. HIV/AIDS.  A general release is not sufficient.  Identification of a specific individual, agency or facility, including 3rd party payers, and a specific purpose for the release and a specific time period are necessary.

8. GENETICS. A general release is not sufficient for genetic test results but is sufficient for general historical information. OAR 333-024-0550 requires use of a specific genetic release form for disclosure or redisclosure.   Provision of the specified form to the individual is required.

9. MINORS.  Minors may consent to medical treatment at age 15.  Minors at age 14 may consent to mental health, emotional, or chemical dependency treatment.  Minors may sign their own permission for release of information forms needed for such treatment.

· SOCIAL SECURITY NUMBER. Supplying a social security number is voluntary and, in general, the refusal to supply a social security number cannot be used to deny access to these records.  However, it is necessary for identifying records for employment and vocational rehabilitation information.  In either case, if supplied, a social security number may be used to enforce agency regulations.
OYA STAFF
A. This is a VOLUNTARY form. Youth should be given accurate information on how refusal to allow the release of information may adversely affect coordination of services.  

B. REVOCATION.  If the person later cancels this authorization, write “Revoked” and the method (e.g., mail, fax, phone, in person) and date of revocation boldly across the form.  Date and initial it, and keep in file.  Federal regulations do not allow use to require that the revocation be in writing.

C. PHOTOCOPYING.  Keep the original, signed release in the client’s facility medical file if requested information is from his/her health care record.  Original authorizations for the release of other information should be kept in the client’s legal file.  If photocopies of releases are used, the person photocopying the release must sign each copy next to the client’s signature certifying it as a true copy.   An agency or office should reject photocopied authorizations which lack the original signature of the person making the copy.  
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