Copp’s Residential Care, Inc

14092 East 500 Road         Claremore, Okla. 74019

Office (918) 341-2543      Fax (918) 342-3674

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

I,_________________, (Circle) Client, Parent, Guardian, Legal custodian of

____________________SSN:_____/_____/______, DOB:____/____/_____

AUTHORIZE:_________________________________________________

                        (Name of person or agency releasing information or holding records)

                                  ____________________________________________________________________

                                  (Address of person or agency releasing information or holding records)

To release to:  Copp’s Residential Care, Inc, 14092 East 500 Road, Claremore, Ok 74019

                       (Name and address of person or agency receiving information)

The following information:       History, Physical, Diagnosis,  TB Testing,

                                           Medication Records , Discharge Summary (if applicable)

For the following purposes: Admission criteria/Continuum of Care

I understand that this consent expires automatically as follows:

(Specification of the date, event or condition upon which consent expires)

I UNDERSTAND THAT MY RECORDS ARE PROTECTED UNDER THE FEDERAL AND STATE CONFIDENTIALITY REGULATIONS AND CANNOT BE RELEASED WITHOUT MY WRITTEN CONSENT UNLESS OTHERWISE PROVIDED FOR IN THE REGULATIONS.  FEDERAL REGULATIONS PROHIBIT YOU FROM MAKING ANY FURTHER DISCLOSURE OF IT WITHOUT THE SPECIFIC WRITTEN CONSENT OF THE PERSON TO WHOM IT PERTAINS, OR AS OTHERWISE PERMITTED BY SUCH REGULATION.  I ALSO UNDERSTAND THAT I MAY REVOKE THIS CONSENT (IN WRITING) AT ANY TIME UNLESS ACTION HAS ALREADY BEEN TAKE BASED ON IT AND THAT IN ANY EVENT THIS CONSENT EXPIRES AUTOMATICALLY UPON TRANSMITTAL OF THE SPECIFIED INFORMATION OR NINETY DAYS AFTER SIGNING OF THIS CONSENT.

THE INFORMATION I AUTHORIZE FOR RELEASE MAY INCLUDE RECORDS WHICH MAY INDICATE THE PRESENCE OF A COMMUNICABLE OR VENEREAL DISEASE WHICH MAY INCLUDE, BUT ARE NOT LIMITED TO DISEASES SUCH AS HEPATITIS, SYPHILIS, GONORRHEA, AND HUMAN IMMUNE DEFECIENCY VIRUS ALSO KNOWN AS ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS).  RECORDS MAY ALSO INCLUDE PSYCHIATRIC INFORMATION AND ALCOHOL AND DRUG ABUSE INFORMATION

Signature of client, parent, guardian                         Date                                         Witness                                          OR Authorized representative when required                                    

*Copp’s Residential Care. Inc is not responsible for copying charges.

