APPENDIX I

FORM 2

AUTHORIZATION TO RELEASE INFORMATION
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General Authorization for Financial Assistance

I RoNAN SErvicEs IS

DHS-2243A-ENG

CHILDREN AND FAMILY SERVICES - ECONOMIC ASSISTANCE AND EMPLOYMENT SUPPORTS

General Authorization for Release of Information

*IMPORTANT: If you are not able to complete this form online, click Print Blank Form to print the form and complete it by hand.

Print Blank Form

Date:
Case number:
Worker name:
Worker phone:
Worker fax:
To:

Agency name:

Agency address:

We need to verify information for the person(s) listed below:

PERSON'S NAME SOCIAL SECURITY NUMBER

‘ Add name

Please provide the information requested. Attach verification documents or record the information on
the back of this form and sign where indicated. Return the form to the requesting agency. On the bottom
half of this form is a signed authorization to release information to the human services agency listed above.

Thank you for your cooperation.

Authorization for release of information

Giving Permission: | give permission for the person/organization above to release the requested
information to the above agency. This information is used to figure my eligibility for public assistance
and/or services.

Consequences: State and Federal privacy laws protect my records. | know:

* Why | am being asked to release this information
« | do not have to consent to this authorization, but it may affect my benefits or services if | do not give my consent
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« That, generally, | must give my written consent for this person/agency to give out this information, but if |
do not consent, the information will not be released unless the law otherwise allows it

« | may stop this authorization with a written notice at any time, but this written notice will not affect
information the agency has already requested

» The person or agency who gets my information may be able to pass it on to others
« If my information is passed on to others by DHS, it may no longer be protected by this

authorization. This authorization will end one year from the date | sign it, unless the law allows

for a longer period.

CLIENT SIGNATURE DATE
Original copy for agency

SIGNATURE OF SPOUSE/GUARDIAN/AUTHORIZED REPRESENTATIVE DATE Provide copy to client

CASE NUMBER:

To be completed by verifying agent

(Mail or fax to agency address/fax number on first
page)
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VERIFYING AGENT'S

PHONE NUMBER DATE
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Attention. If you need free help interpreting this document, ask your worker or call the number below for
your language.

POt@-e: LUTY AaP Tt AGPHCIIC RCAF POLLAT NPT PM42F AdTF Lmed @RI Nadh €7C 1-844-217-3547
L

.1-800-358-0377 il o Joal sf ol plia pe I3 Callal A 5l) 03 dan i Ailae BacLise a0 5 13] ka3

20031 ofergodencniamsegomonigiedyt: 320papdadeaddon cadapeieapaanpboow: mreudgs: [§E:ad cupod
1-844-217-3563 o363 33

Aandaimni 1 iignaimitstugnmiusionsanits iR aRARE ajuaimAmEainiin walys uingiaisama
1-888-468-3787 '

AR > MREFREREHEERED S - ST TIE N BSUERT 1-844-217-3564 -

Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent document, demandez a votre
agent chargé du traitement de cas ou appelez le 1-844-217-3548.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab ntaub ntawv no pub dawb,
ces nug koj tus neeg lis dej num los sis hu rau 1-888-486-8377.

()S:)ﬁﬁo%:m:wﬁmo?ﬁ. éq:{-a;ﬁcgﬁmf)mﬁelammcgcmm‘imn%:cébzISC\')S 0@)(\3580);“a:;’;lﬁﬁ,3503)53)591958@91@10)110’)5(015:85@0)
950%:::0?) 1-844-217-3549 oo,

=gt} o] BA|d digh oldlE BV Al FEE ATHE e ToAHH FEAl A
O SFA AL 1-844-217-35652. 8 e Al 2.

Tdsagau. naman maudegnaunaugoe o lunaukdensaauiiad, Fuavwsingaunarionavgos o
299m9u §i tnstUN 1-888-487-8251.

Hubachiisa. Dokumentiin kun bilisa akka siif hiikkamu gargaarsa hoo feete, hojjettoota kee gaafadhu ykn afaan
ati dubbattuuf bilbilli 1-888-234-3798.

BruManze: ecru BaM HyKHA OecIUIaTHAs IOMOMIb B YCTHOM IIepeBojie JaHHOro JOKYMeHTa, 00paTuTech K
CBOEMY COMHUAIHHOMY pabOTHHKY HIH MO3BOHHTE 110 Tenedory 1-888-562-5877.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda qoraalkan, hawlwadeenkaaga
weydiiso ama wac lambarka 1-888-547-8829.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento, comuniquese con su trabajador
o llame al 1-888-428-3438.

Chu y. Néu quy vi can dwoc gitp d& dich tai lidu nay mién phi, xin goi nhan vién xi hdi cta quy vi hodc

20i 56 1-888-554-8759.

(o1-8) 191

For accessible formats of this
information, ask your county worker.
For assistance with additional equal
access to human services, contact your
countv's ADA coordinator. ADA4 (2-18)
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|Z Show DHS Form Version c I AY B
c o N T Y

1
CLIENT

2
RELEASE
INFORMATION
FROM
(who has the
information you
would like
released)

3
RELEASE/DISCLOSE
INFORMATION TO
(send information
to)

4
INFORMATION TO
BE OBTAINED OR

DISCLOSED ABOUT

THE CLIENT
NAMED ABOVE IN
BOX 1
(only the
information check
marked will be
released

5
SPECIAL
DISCLOSURES

6
REASON FOR
DISCLOSURE

7
REVOCATION

AUTHORIZATION FOR RELEASE OF
INFORMATION
Clay County Social Services - Chemical
Dependency Unit 715 North 11th Street, Suite
502, Moorhead MN 56560

FULL LEGAL NAME: DOB:

Authorization for Chemical Dependency Program Services

PREVIOUS NAME:

O Clay County Social Services, Behavioral Health Services, 715 N 11" ST, STE 502, Moorhead, MN 56560

O Clay County Social Services, Behavioral Health Services, 715 N 11" ST, STE 502, Moorhead, MN 56560

a

Dates of Service: From to
unless dates are specified.
O Admission Summary

O Discharge Summary
OProgress Notes/Reports
OLab Reports

O Contact Notes

O Social History/Physical

[€Comprehensive Assessment
[ODOC/Probation Records

[OCourt Records

[ODept. of Public Safety Records -MN
[ODept. of Transportation Records- ND
OCollateral Info from:

*Information from the past 12 months will be released

[Recommendations
[ODiagnostic Assessment
[TD Tx Plans

[OMental Health Tx Plans

(Name of Person)

O Other:

[Alcohol and/or Drug Abuse/ Records
[Psychiatric and/or Mental Health
OHIV
OFrom to concerning

(specific diagnosis or tx)

OVerbal discussion only—Do Not Release written records

Release of private data and/or consent to contact collateral source for:
O Comprehensive Assessment [OMonitoring for Court
O Referrals for Treatment Placement [CDetermine eligibility for services

Service Coordination
[ODisability Determination
[Other; Case management

This authorization is subject to revocation at any time except to the extent that the program which is to make
the disclosure has already taken action in reliance on it. If not previously revoked, this consent will terminate

upon

(date) or, if no date or event is specified, 12 months from the date of signing. A photocopy or
fax of this authorization will be treated in the same manner as an original.

Expired, deficient, or false consent. A disclosure may not be made on the basis of a consent which:

(1) Has expired;

(2) On its face substantially fails to conform to any of the required elements in CFR42;

(3) Is known to have been revoked; or

(4) Is known, or through a reasonable effort could be known, by the person holding the records to be

materially false.
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8
AUTHORIZATION

| give permission for the person/organization above to release the requested information to the above agency. | know:
e Why | am being asked to release this information, who will receive this information and any
known consequences of this release
e That my records can be released only if | give written permission or if the law allows it
e That if I refuse to sign or cancel this release, | may not be eligible to receive the service | amrequesting
e That the information to be released is private and any subsequent use and release is controlled under
the Minnesota Government Data Practices Act and Code of Federal Regulations(CFR) 42, parts 2.31

Client Signature Date
Signature of Person Authorized to Consent in Lieu of Person (where required) Date
OParent of Minor COGuardian CJOther personal representation(explain)
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Authorization for Disability Services, Long-Term Services and Support,
and CHILDREN AND FAMILY SERVICES

Minnesota Department of Human Services

DHS-3377-ENG 9-11

Social Services Authorization for Release of Information

authorize

(Name of individual authorizing release®)

(Name of individual or entity maintaining data about me or dependent family members)

to disclose private data about me to

(Name of individual(s), or enfities to receive the information)

*Provide the following information if required to identify this individual from other similar names in agencies' files:
CLIENT NUMBER

ADDRESS

CITY

STATE | ZIP CODE SOCIAL SECURITY NUMBER

BIRTH DATE OTHER IDENTIFYING INFORMATION

Provide the following information:

[] Discharge or closing summary

[J Laboratory reports - List:

[J Medical history/physical exam

[J Social service records

[J Progress reports

[J Treatment records

[J Emergency room reports

[J Admission/intake summary/diagnostic Assessment
[J Psychiatric evaluation

[1 Social history

The information is required to:
[] Continue evaluation or treatment
[] Coordinate services

[J Psychological testing or evaluation

[J Treatment plan or community support plan
[J Birth records

[J School records, IEP, assessments, transcripts
[J Immunization records

[JVocational reports

[J Medication records

] Court records

[] Chemical dependency evaluation

] Other:

[J Determine eligibility for case management services
L] Other:

Consequences: State and Federal privacy laws protect my records. I know:
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Why I am being asked for this information

[ do not have to consent to this authorization, but it may affect my benefits or services if I do not give my
consent.

That generally, I must give my written consent for this person/agency to give out this information, but if I do
not consent, the information will not be shared/released unless the law otherwise allows it

I may stop this authorization with written notice at any time, but that this written notice will not affect
information the agency has already shared/requested.

The person or agency who gets my information may be able to pass it on to others.
If my information is passed on to others by DHS, it may no longer be protected by this authorization.

Social Services Authorization for Release of Information

This authorization ends , or one year from the date I sign it, unless the law allows for a longer period.
(date)

SIGNATURE OF INDIVIDUAL AUTHORIZING RELEASE DATE

SIGNATURE OF WITNESS (if required) DATE

SIGNATURE AND RELATIONSHIP OF PARENT, GUARDIAN OR AUTHORIZED REPRESENTATIVE (if required) DATE

Note to agencies using this form: Prior to having this form signed you must communicate the consequences of
giving informed consent to the individual. Provide a signed (executed) copy of the authorization to the individual
who consents to release personal information.
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Attention. If you need free help interpreting this document, ask your worker or call the number below for
your language.

POtz QUTY ooy AGOPRCIIP WCARS PULANT WP 91407 AT Lmed @L9° NAAh & rC 1-844-217-3547
LM s

1-800-358-0377 a8 (e Josdl 5l ol e (50 S5 Callal (323 501 03 A 5 Ailane Bae Luse 3 i 1) :Adaa S
1-844-217-3563 o%edl aBdk
Aandaimni 4 tigapEimidgwanmuaiioNAaNIsINUARERIG ajBaiERMEainan iuaiEs yimgiainenms
1-888-468-3787 '
FER - MRERE RGN GRE G X » SR TIE A BSdRIT 1-844-217-3564 -

Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent document, demandez a votre
agent chargé du traitement de cas ou appelez le 1-844-217-3548.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab ntaub ntawv no pub dawb,
ces nug koj tus neeg lis dej num los sis hu rau 1-888-486-8377.

BHopdodoo:mnbonml. BseicdbmboierenmadcoicimaficddaSasd BasS8maladigd.050imbo10i18 mpreonoicnglivos
¢ioB:nd 1-844-217-3549 onorf.

A =P} o] EA0] digk olslE F57] Yol FEE AFHE S22 woAEd g3l A
O3 A) ALt 1-844-217-35650. 2 A5l4 A L.

tusozau. gaman saudegnaunaugosdie lunauuy enzawius, Faawwsingriafunausos do
29990 §) TS Ui 1-888-487-8251.

Hubachiisa. Dokumentiin kun bilisa akka siif hitkamu gargaarsa hoo feete, hojjettoota kee gaafadhu ykn afaan
ati dubbattuuf bilbilli 1-888-234-3798.

BHuMaHHe: ec/IH BaM Hy»Ha GecIurarHasi IOMOINb B YCTHOM IIepeBojie JaHHOIO JOKyMeHTa, OGparuTech K
CBOEMY COIHAIBHOMY paGOTHHKY HIIH [NO3BOHHTE 10 TenedoHy 1-888-562-5877.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda qoraalkan, hawlwadeenkaaga
weydiiso ama wac lambarka 1-888-547-8829.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento, comuniquese con su trabajador
o llame al 1-888-428-3438.

Chit y. Néu quy vi can duge gitp dd dich tai liéu nay mién phi, xin goi nhén vién xa hoi cia quy vi hoic =

20i 50 1-888-554-8759.

oI

ADAS (5-09)

This information is available in alternative formats to individuals with disabilities by calling your county worker. TTY users can call
through Minnesota Relay at (800) 627-3529. For Speech-to-Speech, call (877) 627-3848. For additional assistance with legal rights

and protections for equal access to human services programs, contact your agency’s ADA coordinator.
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