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AUTHORIZATION TO DISCLOSE INFORMATION 

I voluntarily authorize and request disclosure (including paper, oral, and electronic interchange):

OF WHAT: All my medical records, education records and other information related to my ability to perform tasks.  This includes specific permission to release: 

· All records and other information regarding my treatment, hospitalization, and outpatient care for my impairment(s). 

· Information about how my impairment(s) affects my ability to complete tasks and activities of daily living, and affects my ability to work.

· Copies of educational tests or evaluations, including Individualized Education Programs, triennial assessments, psychological and speech evaluations, and any other records that can help evaluate function; also teachers’ observations and evaluations.   

· Information created within 12 months after the date this authorization is signed, as well as past information.  

FROM WHOM:  

· All medical sources (hospitals, clinics, labs, physicians, psychologists, etc) including mental health, correctional, addiction treatment, and VA health care facilities.
· All educational sources (schools, teachers, records administrators, counselors, etc.)

· Social workers/rehabilitation counselors

· Employers

· Others who may know about my condition (family, neighbors, friends, public officials, etc.)

TO WHOM:  Black Hills Special Services staff and medical staff or other professionals consulted during the process.  
FOR WHAT PURPOSE:  The information will be used for the purpose of determining eligibility for the Medical Assistance for Workers with Disabilities (MAWD) program.

· I understand that I may revoke this authorization at any time by providing a written request to Black Hills Special Services Cooperative.  I understand that revocation will not affect information that has already been shared.

· I understand that my protected health information may potentially be re-disclosed and would no longer be protected by federal privacy regulations.

· I will allow a fax or copy of this authorization to be used if needed.

This authorization is good for 12 months from the date signed below.  

____________________________________

___________________________

Client name printed




Client date of birth

-------------------------------------------------------                  -----------------------------------------
Client signature



           

Date
12/2012


