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CONSENT FOR THE MUTUAL RELEASE

OF CONFIDENTIAL INFORMATION
This coordination statement allows a release/exchange/receipt of protected health information for:
Consumer Name:___________________________________ Case No.:____________________ Birthdate:______/______/______
Instructions:  Please Check the Box and Initial Line with the statement in which you agree:
 FORMCHECKBOX 
______ I authorize a general coordination of care between LifeWays Community Mental Health (CMH) and its contracted mental health service providers (LifeWays Provider Network)
OR

 FORMCHECKBOX 
______ I do not authorize general coordination of care between LifeWays Community Mental Health (CMH) and its contracted mental health service providers (LifeWays Provider Network)
	(Optional)  If you would like to specify who has the authority to release information (i.e. parent or guardian), or who specifically will receive or disclose the information, or what type of information that will be disclosed or received in coordinating your care, please complete the information below so that we can ensure your information is coordinated appropriately. 

A. Specific name and address of an individual, parent or legal guardian with authority to consent to release of information:

____________________________________________________________________________________
____________________________________________________________________________________

B. Specific name and address of person or organization to whom disclosure is to be made (more than 1 may be listed):

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

C. Specific type of information to be disclosed is as follows: (check and initial line)
 FORMCHECKBOX 
______ Assessments, Diagnosis, Testing

 FORMCHECKBOX 
______ Demographic, Fee Assessment, Insurance Information

 FORMCHECKBOX 
______ Discharge Planning and Summary

 FORMCHECKBOX 
______ Clinical History, Dates /Types of Services, Treatment Episodes

 FORMCHECKBOX 
______ Drug Screens, Lab Results

 FORMCHECKBOX 
______ Medical History, Physical Exam, Medications

 FORMCHECKBOX 
______ Psychiatric Evaluation, Medication Reviews

 FORMCHECKBOX 
______ Treatment Plan, Status Report, Progress Notes

 FORMCHECKBOX 
______ Legal Information

 FORMCHECKBOX 
______ Other, specify:________________________________




Description of purpose and how information may be used in coordinating care:

The purpose and/or need for the protected health information is to facilitate the referral, placement, coordination of care, utilization review, and reimbursement of treatment services by LifeWays CMH, or as deemed appropriate by the consumer, with other individuals or facilities outside of the Provider Network. 
This authorization will allow the release of documents twelve (12) months after the date of signature unless more specific conditions are stated.  Event, date, or reason (if applicable):__________________________________________________

This authorization is voluntary and LifeWays CMH may rely on this authorization.  I can refuse to sign this authorization; however, my request to release information will not be fulfilled.  I may inspect or copy the information to be used or disclosed.  The services I may receive are not conditioned on whether I sign the authorization.  Information may be released in written, verbal, and/or electronic format.

This consent may be revoked by me at any time unless the release is already in progress.  I may withdraw this authorization at any time by notifying LifeWays CMH or my service provider.

I understand that information contained in the medical record may include mental health treatment, alcohol or drug abuse treatment, Human Immunodeficiency Virus or AIDS, or a serious communicable or sexually transmitted disease.  This information is confidential and is protected by the Mental Health Code PA 258 and/or Federal Statute 42 CFR Part 2/HIPAA, 45 C.F.R. Parts 160 & 164.  This information should not be shared, duplicated, or copied as further disclosure without prior consent, and unless consistent with the stated purpose on this authorization.  Anything shared by the consumer, parent, or guardian outside of this consent shall not be the responsibility of LifeWays CMH.
	Consumer Signature                                               Date


	
	*Witness Signature                                                 Date

	Parent or Guardian Signature                                 Date
	
	


*Witness is responsible to, in good faith, assure that if the consumer signs, she/he was competent to give informed consent (R330.7003) (R300.6013) (a)-(c) Michigan Department of Community Health emergency rules, or if guardian signed, documentation is on file indicating that the court has empowered the guardian with the authority.  If the witness does not feel the consumer is competent, refer to R330.6011 (3)-(4).
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