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<Local Public Health Agency Logo>
	Patient Name _________________________________________________________________________

Last                                                                               First                                                  MI

Birth Date ______________________       Phone #   __________________________________________

Address  _____________________________________________________________________________

Street                                                                           City                                     State              Zip Code


	Patient Information

	I hereby consent to the provision of services including examination, routine diagnostic procedures and non-surgical medical treatment, including therapy, by the physicians and/or technicians or health professionals designated by the <Local Public Health Agency> Health Care Program for Children with Special Needs (HCP). 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 Consent 


	I authorize the < Local Public Health Agency >Health Care Program for Children with Special Needs, to release and exchange information with the following agencies for the purposes of treatment and care coordination:

 ________________________________________                       ____________________________________

 ________________________________________                       ____________________________________

________________________________________                       ____________________________________

 ________________________________________                       ____________________________________


	Release of Information

	I further authorize < Local Public Health Agency > Health Care Program for Children with Special Needs, to communicate and correspond with the above named child’s (patient) primary care provider, other health providers indicated below, and/or their office staff for the purposes of treatment and care coordination. This includes telephone, secure email, fax, or written correspondence. 

Name of primary care provider  _______________________________________________________________________
Name of other health provider   _______________________________________________________________________

Name of other health provider   _______________________________________________________________________
	Communication 

with Health Providers

	Copies of any and all health and family history assessments, chart notes, doctor’s notes, any diagnosis, test results, copies of x-rays/scans, lab results, care coordination assessment and follow-up notes, specialty clinic dictations, and any screening results in your possession.

For the time period of: _____/_____/_____ to _____/_____/_____
	Information

 to be 

Released

	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 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 upon termination of services with < Local Public Health Agency > Health Care Program for Children with Special Needs, unless otherwise specified. 

Specified expiration date (optional) ____________________________________________________________________

Signature __________________________________________________   Date_____________________

Printed Name:  ___________________________________   Relationship to Patient/Authority to Act: ___________________
	Patient/Authorized Representative 

Authorization
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