TEACHING FAMILY HOMES OF UPPER MICHIGAN

FAMILY SUPPORT PROGRAM

Client Information Exchange/Authorization

	

	

	I,
	     
	authorize

	

	     
	 /
	Teaching Family Homes of Upper Michigan

	                                (name of individual / organization        /     agency representative)

	

	And

	

	     
	 /
	     

	                                 (name of individual / organization      /     agency representative)

	

	

	to exchange / release information specified below regarding the record(s) of

	

	     
	     
	     

	(first)
	(middle)
	(last)

	

	Date of Birth

	

	Information to be exchanged / released: (Client should initial applicable line)

	

	
	Verbal consult regarding progress and/or status of client

	

	

	
	General course of Services Summary / Termination Report

	

	

	
	Other:
	     

	

	

	
	

	Purpose:
	This information is only to be used to coordinate services delivered to the client by the above listed

	
	organizations.

	

	Limit:
	This consent may be revoked at any time. If not revoked, this consent will expire on:

	
	*     
	    Family Support Program referral date:
	     

	

	*not to exceed 6 months from date of referral.


	

	

	

	

	Signature of parent(s) / guardian(s)
	Date

	

	

	

	Agency Representative
	Date

	

	

	


