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SAMPLE COUNTY
INTER-AGENCY RELEASE OF INFORMATION

CHILD PROGRAM ONLY

AUTHORIZATION FOR INTER-AGENCY EXCHANGE OF CONFIDENTIAL INFORMATION

PERSONS AND AGENCIES AUTHORIZED TO EXCHANGE VERBAL AND WRITTEN INFORMATION:

(Initial only)
___ _________ County Mental Health Requesting Agency: ____________________________

___ _________ County Alcohol & Drug Programs

___ _________ County Juvenile Probation

___ _________ County Department of Social Services – CPS

___ _________ County Department of Social Services

___ _________ County Public Health Department

___ _________ County Office of Education/SELPA

___ _______________ Regional Center

___ _________ Head Start

___ Physician/Dentist: _________________________________________

___ School District:  ___________________________________________

___ Other: ___________________________________________________

Client Name

_____________________________________________________ ________________________________
FIRST NAME LAST NAME BIRTH DATE

_____________________________________________________ ________________________________
NAME OF PARENT/GUARDIAN CONSERVATOR ADDRESS

I hereby authorize the agencies listed above to exchange the following information for the purpose(s) of:

_____________________________________________________________________________________________________________________

I hereby authorize release of all information and written documentation, including but not limited to:  history, progress reports, evaluations,
diagnoses, treatment dates and test results contained in agency records regarding the following subject matters unless specifically excluded
below:

Medical records for the period of: __________________________________________ to: ____________________________________________

Exceptions to release of entire record, if any: ________________________________________________________________________________
_____________________________________________________________________________________________________________________

I understand in signing this authorization I am allowing release of the information identified above.  In doing so I am waiving provisions of both
State and Federal law that protect confidentiality of mental health, physical health, substance abuse and juvenile records.  I also understand that
any disclosure made regarding alcohol and/or drug abuse treatment is bound by Part 2 of Title 42, of the Code of Federal Regulations.

This authorization shall remain effective for one year following the date of signature unless earlier revoked in writing.

CLIENT SIGNATURE: _____________________________________________________________ _________ __________________
Date

SIGNATURE OF PARENT, GUARDIAN OR CONSERVATOR: ____________________________________ __________________
Date

WITNESS: ________________________________________________________________________________ __________________
Date

THE CLIENT OR, IF A MINOR, HIS OR HER PARENT, GUARDIAN, OR CONSERVATOR, HAS THE RIGHT TO RECEIVE A COPY OF
THIS AUTHORIZATION.  (Civil Code Section 56.10)

PERSONS RELEASING AND/OR RECEIVING INFORMATION PURSUANT TO THIS AUTHORIZATION MAY NOT RELEASE
INFORMATION TO ANY PERSON OR ENTITY NOT AUTHORIZED BY THIS RELEASE TO RECEIVE INFORMATION.  (Civil
Code Section 56.13)

A DUPLICATE OF THE ORIGINAL IS AS EFFECTIVE AS THE ORIGINAL.


