	FAMILY PRESERVATION PROGRAMS
Michigan Department of Human Services
     
Client Information Exchange/Authorization

	

	

	

	I,
	     
	authorize

	

	     
	 /
	     

	(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)

	Purpose of the disclosure:

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

	(Check the box and have client initial in blank space provided.)

	

	 FORMCHECKBOX 

	Service plan assessment, ISP, USP, treatment report, progress report
	
	

	 FORMCHECKBOX 

	Treatment plan
	
	

	 FORMCHECKBOX 

	Safety plan
	
	

	 FORMCHECKBOX 

	Mental health
	
	

	 FORMCHECKBOX 

	Other
	
	

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

	
	Verbal consult regarding progress and/or status of client
	
	Written
	
	Email
	
	Fax

	

	
	Other:
	     

	

	Releases related to protected information:

	
	I understand that my records may contain the following protected information:
· Medical records information
· Mental health record information

· Substance abuse treatment records/information

· Education history/information

	

	
	MEDICAL RECORDS

	Physical examination/evaluation including any information related to HIV, ARC, or AIDS if applicable. Treatment for any physical illness or medical records, medications, diagnosis and treatment plans.

	

	
	MENTAL HEALTH RECORDS

	Treatment for any emotional illness, psychiatric or psychological reports, diagnosis, medications, treatment plans, current status or prognosis.

	

	
	SUBSTANCE/ALCOHOL ABUSE RECORDS

	Treatment for any alcohol or drug abuse, laboratory reports, tests results, diagnosis, complications, treatment plans or current status.

	

	
	EDUCATIONAL RECORDS

	School records including progress reports, attendance, special education and other evaluations.

	

	
	Other (Specify):
	     

	

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

	
	*     
	          referral date:
	     
	

	

	*not to exceed the length of the program from date of referral.



	

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

	

	

	Agency Representative
	Date

	

	AUTHORITY: P.A. 280 of 1939.

RESPONSE:  Voluntary.

PENALTY: None.
	Department of Human Services (DHS) will not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, sex, sexual orientation, gender identity or expression, political beliefs or disability. If you need help with reading, writing, hearing, etc., under the Americans with Disabilities Act, you are invited to make your needs known to a DHS office in your area.
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