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State of Connecticut

Department of Mental Retardation

Authorization for Disclosure of Protected Health Information

Referral for Day and/or Residential Services
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	At the request of the Department, I authorize:
	The Planning and Resource Allocation Chairperson

	
	

	to disclose the information described below to:
	DMR operated programs and Private Providers who contract with the State of Connecticut’s Department of Mental Retardation 

	
	


Describe the information to be released in a specific and meaningful fashion.  

	Social Summary, Psychiatric/Psychological evaluation, Behavioral Program, Physical Examination, O.T./P.T. evaluation, Residential Skills Assessment, Vocational/Educational Assessment, OPS, FAP, IEP, Futures Plan, Current Medication, Speech Evaluation


I understand this information will be used for the following purpose(s):  
	Referral for services,  to enable a provider determine if they are able to provide Day or Residential Supports.

	I understand this authorization will expire on:


	Upon placement or 1 year, whichever comes first.


Continuation of DMR services is not conditioned on my signing this Authorization.  If I choose not to sign this authorization, DMR may be limited in its ability to provide services that are based upon the information requested.

DMR may use or disclose the information described in this authorization only for the specified purposes and that this permission will expire on the date or event provided above.

I retain the right to revoke this Authorization at any time. This revocation shall be effective except to the extent that DMR has already used or disclosed information permitted by this authorization.  I understand the request to revoke this authorization must be in writing, and will become effective when it is received by the Regional Director of Quality Improvement.

I understand that information used or disclosed in accordance with this Authorization may be shared with organizations that are not required by federal law to protect this information.

i have read and understand this information.  i have received a copy of this form and i am the consumer or authorized to sign this document on behalf of the consumer.  I hereby verify authorization for the use or disclosure of specified information under the above stated terms.
	Date: (Required)
	
	
	

	
	(mm/dd/aa)
	
	Signature of Individual (Required)



	DMR # :
	
	
	

	
	
	
	Please print name

	
	
	

	Signature of Individual’s Representative * (Required)
	
	Please print name

	

	
	
	
	 


* Please explain in the space above the representative’s relationship to consumer and include a description of representative’s authority to act on behalf of the consumer.
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