[image: HCP Rectangle Logo][image: ColorWhiteBackground]
 (
<LOCAL PUBLIC HEALTH AGENCY LOGO>
)



CONSENT & RELEASE OF INFORMATION
HCP, a program for children and youth with special health care needs



	
Child / Youth Name <Last Name>________________________<First Name> _____________________<Middle Initial>______

Birth Date ________/________/________     Phone #   _________________________________________

Address  <Street>____________________________________, <City>_____________________________, CO , <Zip>________

	Child/Youth Information

	
As the parent or legally authorized representative of this child/youth, I hereby consent to the provision of services by the physicians and/or technicians or health professionals designated for HCP by <Local Public Health Agency>. This includes examination, routine diagnostic procedures, therapy and other non-surgical medical treatments. I am aware that the practice of medicine is not an exact science and I acknowledge that no guarantees have been made to me as to the result of treatments, examination or therapies.


Please Initial:  ______ Yes, I consent to services   /    ______ No, I do not consent to services

	Specialty Clinic

	
I hereby enroll this child/youth in HCP Care Coordination and consent to the provision of services provided by the professionals designated by <Local Public Health Agency>. I am aware that no guarantees have been made to me as to the result of care coordination.


Please Initial:  ______ Yes, I consent to services   /    ______ No, I do not consent to services

	Care Coordination

	
I authorize communication, correspondence, exchange and disclosure of health information and/or medical records between <Local Public Health Agency> and this child/youth’s primary care provider, other providers listed below, and/or their office staff for the purposes of treatment and/or care coordination. 

|_| Children’s Hospital Colorado
|_| Primary Care Provider (PCP): ______________________________________________________________________________
|_| Regional Care Collaborative Organization (RCCO): ____________________________________________________________
|_| Community Centered Board: ______________________________________________________________________________
|_| Health Provider & Specialty: ______________________________________________________________________________
|_| Other: _________________________________________________________________________________________________
__________________________________________________________________________________________________________


Please Initial:  ______ Yes, I consent   /    ______ No, I do not consent

	Release & Exchange 
of Information

	
I give my permission for the use, communication, and/or disclosure of the following health information and/or medical records: 

|_| All Records necessary for care coordination and/or specialty clinic services

Or check all that apply:

|_| Inpatient or outpatient treatment records for physical health including medical history and physical exam
|_| Inpatient or outpatient treatment records for psychological, psychiatric or emotional illness
|_| Social histories, assessments with diagnosis, prognosis, recommendations and all similar documents
|_| Care coordination assessment and follow-up notes
	Medical Records
to be Released

	|_| Lab Results
	|_| Social Services Records
	|_| Substance Abuse
	

	|_| Therapy Records
	|_| X-rays / Scans
	|_| Other: ___________________________________________________
	

	


Please Initial:  ______ Yes, I consent   /    ______ No, I do not consent

	

	
I authorize communication and disclosure of information between < Local Public Health Agency > and the school and/or individual school representatives as listed below. I authorize < Local Public Health Agency > and this child/youth’s health care team to disclose information about this child/youth’s health condition, treatment and medication with the school and/or individual school representative listed below. 

I give my permission for the use, communication, and/or disclosure of the following educational records:  

|_| All necessary educational/ academic records for care coordination services.
Or check all that apply: 	

|_| RTI   |_| 504 Plan   |_| IHP   |_| IEP   |_| IFSP   |_| Attendance Records  |_| Grades   |_|Case Conference Notes   
|_| Standardized Test Scores   |_| Other: _______________________________________________________________________

School: ______________________________________  Teacher(s): ____________________________________ Grade: _______

Please Initial:  ______ Yes, I consent   /    ______ No, I do not consent

	Supporting
Educational Needs

	
Information about the services this child/ youth receives from HCP will be stored in a state-wide data base called the CYSHCN Data System (CDS). CDS is a web-based data system hosted and administered by the Colorado Department of Public Health and Environment (CDPHE). 

The privacy and the confidentiality of this child/youth’s information are very important to CDPHE and CDPHE will make every effort to protect it. However, there may be unforeseen privacy risks, including the risk that someone could get unauthorized access to the information CDPHE has about this child/youth. The chance this will happen is very small. To protect this child/youth’s information CDPHE follows Federal rules and regulations for privacy, security, and authorized access to personal information.  Some of these rules include:

· Only HCP staff can access this child/youth’s information and all HCP staff sign an agreement to keep your information safe;
· Health information is kept on secure computers with many levels of protection, including pass-word protection
· Paper files are kept in locked file cabinets
· Access to the CDS data system is strictly limited to HCP staff and administrators and is password-protected
· Information that identifies this child/youth will not be given to anyone without your permission, except as required by law

	Data Storage

	
I have received a copy of the Notice of Privacy Practices from <Local Public Health Agency>.

Please Print Name/ Relationship to Child:  ____________________________________________________________________

Signature:_________________________________________________________________   Date: ________________________

	Privacy Practices

	
I understand that: (1) My signature on this form is strictly voluntary. (2) I may revoke this authorization at any time in writing, and if I do it will not have any effect on any actions taken prior to receiving the revocation. (3) If the requester or receiver is not a health plan (insurer) or health care provider, the released information may be disclosed by the recipient and may no longer be protected by Federal privacy regulations. (4) If I do not sign this form, my health care, the payment for my health care or my ability to enroll for benefits will not be affected. (5) I may inspect or obtain a copy of the health information that I am being asked to disclose.

Expiration: Without my express revocation, this consent will automatically expire 12 months after the date of my signature unless otherwise specified.  


Specified expiration date (optional): ________/________/________

Signature ____________________________________________________________   Date_____________________


Printed Name:  ____________________________________  Relationship to Patient/Authority to Act: ___________________

	Patient/Authorized Representative
Authorization




OFFICE USE:

|_| ORIGINAL TO FILE  		|_| COPY TO PATIENT OR PERSONAL REPRESENTATIVE

|_| COPY TO: ______________________________________________________________________  Date: ________/________/________

|_| COPY TO: ______________________________________________________________________  Date: ________/________/________

|_| COPY TO: ______________________________________________________________________  Date: ________/________/________
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