


SPOKANE REGIONAL SERVICE AREA BEHAVIORAL HEALTH OMBUDS

SPOKANE COUNTY REGIONAL BEHAVIORAL HEALTH
(ADMINISTRATIVE SERVICES ORGANIZATION)
312 West 8th Avenue, Spokane, WA 99204

Section 2500 Health Insurance Portability and Accountability Act (HIPAA)
Authorizing Sources:  RCW 70.02, 71.05, 42 CFR, 45 CFR 160 to 165 (HIPAA)
												

AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION
SECTION A:  USE OR DISCLOSURE OF HEALTH INFORMATION

By signing this Authorization, I authorize the use or disclosure of my individually identifiable health information maintained by:

	Print Name:
	[bookmark: Text28][bookmark: _GoBack]     

	Print Address:
	[bookmark: Text29]     

	[bookmark: Check1]|_|
	Regarding myself

	[bookmark: Check2]|_|
	Regarding the dependent(s) or child(ren)



	Name:                                                                         
	[bookmark: Text5]                                                                               
	[bookmark: Text4]Date of Birth: 
	[bookmark: Text6]     

	Name:
	[bookmark: Text3]     
	Date of Birth:
	     



My health information may be disclosed or exchanged under this Authorization to:

	Print Name:
	     

	Print Address:
	     

	City, State, Zip
	[bookmark: Text30]     




Health information includes information collected from me, information received by the Spokane Regional Service Area Behavioral Health Ombuds, or information received by the Spokane Regional Service Area Behavioral Health Ombuds from a behavioral or physical health care provider or a health plan.  Health information may relate to my past, present or future physical or behavioral health, the provision of my health care, or payment for my health care services.

I understand that the Spokane Regional Service Area Behavioral Health Ombuds is prohibited from disclosing information about treatment for psychiatric disorders/mental health, HIV/AIDS virus or sexually transmitted diseases and/or substance use without my specified written authorization unless legally required or allowed by law.  I understand that my records are protected by Washington state laws, and Federal Privacy and Confidentiality Rules (42 CFR, Part 2 and 45 CFR).

SECTION B:  SCOPE OF USE OR DISCLOSURE
Check One:

Health information that may be used or disclosed through this Authorization is as follows:

[bookmark: Check3]|_| All health information about me, including my clinical records, collected, or received by the Provider.  This information may include, if applicable:  Information pertaining to the identity, diagnosis, prognosis or treatment for psychiatric disorders/behavioral health, HIV/AIDS virus or sexually transmitted diseases and/or substance use maintained by a federally-assisted substance use disorder program; or;

[bookmark: Check4]|_| All health information about me as described in the preceding checkbox, excluding the following:
	
[bookmark: Text10]     

  Specific health information including only:

	[bookmark: Text11]     



Note:  Describe the health information to be excluded or included in a specific and meaningful fashion.

SECTION C:  PURPOSE OF THE USE OR DISCLOSURE

	[bookmark: Text12]The purpose(s) of this Authorization is (are):      



SECTION D:  EXPIRATION

	This Authorization expires:
	[bookmark: Text13]     

	
	(Insert applicable event or date – mm/dd/yy) Maximum length of Authorization is one year from the date of signature.




SECTION E:  OTHER IMPORTANT INFORMATION

I understand that the Spokane Regional Service Area Behavioral Health Ombuds cannot guarantee that the Recipient will not re-disclose my health information to a third party.  The Recipient may not be subject to federal laws governing privacy of health information.  However, if the disclosure consists of treatment information about an individual in a federally-assisted substance use disorder program, the Recipient is prohibited under federal law from making any further disclosure of such information unless further disclosure is expressly permitted by written consent of the individual or as otherwise permitted under federal law governing Confidentiality of Substance Use Disorder Patient Records (42 CFR, Part 2).

I understand that I may refuse to sign this Authorization and that my refusal to sign will not affect my ability to seek information or recommendations from the Spokane Regional Service Area Behavioral Health Ombuds  

I understand that I may revoke this Authorization verbally or in writing at any time, except that the revocation will not have any effect on any action taken by the Spokane Regional Service Area Behavioral Health Ombuds in reliance on this Authorization before verbal or written notice of revocation is received

I have read and understand the terms of the Authorization.  I have had an opportunity to ask questions about the use or disclosure of my health information.

	[bookmark: Text14]Client’s signature:     
	[bookmark: Text15]Date:     

	[bookmark: Text16]Print Client’s full name:     
	[bookmark: Text17]Client’s Home Address:     

	[bookmark: Text18]Client’s Home Telephone:     
	[bookmark: Text19]Date of Birth:     



When client is not competent to give consent, the signature of a parent, guardian, or other authorized legal representative is required.

	[bookmark: Text20]Signature of legal representative:     
	[bookmark: Text21]Date:     

	[bookmark: Text22]Print Name:     
	[bookmark: Text23]Relationship of representative to client:     

	[bookmark: Text24]Witness:     
	[bookmark: Text25]Date:     



I give my permission for the Spokane Regional Service Area Behavioral Health Ombuds to act as my authorized representative to resolve this concern. 


	[bookmark: Text26]Client signature:      
	[bookmark: Text27]Date:      



SPOKANE REGIONAL SERVICE AREA BEHAVIORAL HEALTH OMBUDS

SPOKANE COUNTY REGIONAL BEHAVIORAL HEALTH
(ADMINISTRATIVE SERVICES ORGANIZATION)
312 West 8th Avenue Spokane, WA 99204

SUBSTANCE USE DISORDER REDISCLOSURE NOTICE


PROHIBITION ON REDISCLOSURE OF CONFIDENTIAL INFORMATION


This notice accompanies a disclosure of information concerning an individual in a substance use disorder treatment program, made to you with the consent of such individual.

This information has been disclosed to you from records protected by federal confidentiality rules governing federally assisted substance use disorder programs (42 CFR, Part 2).  The federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR, Part 2.  A general authorization for release of medical or other information is not sufficient for this purpose.  

The federal rules restrict any use of the information to criminally investigate or prosecute any substance use disorder individual.  
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