SAN MATEO COUNTY FAMILY HEALTH SERVICES

CALIFORNIA CHILDRENS’ SERVICES

AUTHORIZATION FOR USE OR DISCLOSURE OF

PROTECTED HEALTH INFORMATION
Completion of this document authorizes the disclosure and/or use of individually identifiable health information as set forth below, consistent with California and Federal law concerning the privacy of such information.  Failure to provide all information requested may invalidate this Authorization.

Client Name: 







     DOB:___________________________
I authorize the exchange of health information (as specified below) between San Mateo County CCS and the following person/organization. Please list the names of doctors and hospitals where your child receives services:

Name 











________________
Address 











_________
This Authorization applies to the following information (select only one of the following):

· All health information pertaining to any medical history, mental or physical condition and treatment received, including drug/alcohol and/or HIV/AIDS

· Only the following records or types of health information (including any dates)
This Authorization shall be valid for a one-year period from the date signed, unless consent is withdrawn in writing.
RESTRICTIONS

California law prohibits the requestor from making further disclosure of my protected health information unless the Requestor obtains another authorization from me or unless such disclosure is specifically required or permitted by law.

YOUR RIGHTS

I may refuse to sign this Authorization. I may inspect or obtain a copy of the protected health information that I am being asked to disclose. I have a right to receive a copy of this authorization. I may revoke this authorization at any time. My revocation must be in writing, signed by me or on my behalf, and delivered to the following address: 701 Gateway Blvd. Ste 400 South San Francisco, CA 94080.

My revocation will be effective upon receipt, but will not be effective to the extent that the requestor or others have acted in reliance upon this authorization.

IF SAN MATEO COUNTY CCS SEEKS THIS AUTHORIZATION, my health information will be used for the following purpose(s): Establish eligibility and provide medical services
Neither treatment, payment, enrollment nor eligibility for benefits will be conditioned on my providing or refusing to provide this authorization.

Signature 







Date




Client/ legal representative
If signed by someone other than the client, state legal relationship to the client: _____________________

Witness 













 (If you have authorized the disclosure of your health information to someone who is not legally required to keep it confidential, it may be redisclosed and may no longer be protected. California law prohibits recipients of your health information from redisclosing such information except with your written authorization or as specifically required or permitted by law.) 
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