Child Advocates of SW Connecticut
500 Post Road East, Suite 200 Westport, CT 06880
 Phone: 203.642.7020 Fax: 866.881.1041 Email: info@ctchildadvocates.org
RELEASE and AUTHORIZATION
I, ___________________________________________________________________________________ ,   authorize
Name of person granting permission

 ______________________________________________________________________________________________________



Name of Agency or Individual in possession of records/information
to speak with or disclose information/records pertaining to:
 _______________________________________________________________________________________________________
Child(ren)  Name(s)





             Child(ren) Date of Birth
to  CHILD ADVOCATES OF SW CONNECTICUT, the Community Advocate for Youth and Children (CACY) or designees 
_______________________________________________________________________________________________


Name of CACY 
Type of information to be released (check all that apply):

[  ] Mental Health/Psychiatric  [  ] Medical  [  ]Education/School Support Services/Special Education (including PPTs) 

[  ]Medication        [  ]Behavioral  

[ ] Other (specify)__________________________________________________________________________________________
The purpose of this authorization/disclosure is to provide information for use related to child development/implementaion of an educational program or any other purpose for which this information can be lawfully used. 

The nature and extent of the information to be disclosed will be the entire record, unless otherwise specified.

This authorization will expire in one year, unless otherwise indicated.

I understand authorizing the use or disclosure of the information described above is voluntary.  I also understand that I may revoke this authorization by written notification.  A revocation will not apply to information/record disclosed prior to the revocation.  I understand that the information disclosed may be subject to re-disclosure by the recipient and it is no longer protected by federal law.  

A photocopy, scan  or facsimile of this original shall serve as a valid original.



If requested, I specifically authorize the release of the following sensitive information from the record:
(Must initial all that apply)

_______ Substance abuse




_______ Sexually transmitted diseases

_______ Confidential HIV/AIDS –related information

_______ Genetic testing

NOTE: Confidentiality of psychiatric, drug and/or alcohol abuse and HIV/AIDS records is required and no information from these specific records shall be transmitted to anyone else without written consent or authorization under CT General Statutes, Chapt er 899c and 368x and Federal Regulation 42 CFR 2. These laws prohibit the recipient of the records from making any further disclosure without specific written consent of the person to whom the record  pertains. A general authorization for the release of this information is NOT sufficient for this purpose.
Signature of person giving permission or authorized representative



Date

Check if this form is signed by a person other than the subject of record:

[ ] parent/guardian
[ ] attorney
[ ] other (explain)









