
 

 

I understand that different agencies provide different services.  Each agency must have specific information in order to provide services.  By
signing this form, I am allowing agencies to exchange certain information so it will be easier for them to work together effectively to provide or
coordinate these services or benefits.

                                                                                                                                                                                                    
(Full Printed Name of Client)

              /             /                                                                                                     
        (Clients birth date)          (Clients SSN - Optional)

My relationship to the client is: Self Parent Guardian

I want the following confidential information about the client to be exchanged:

Assessment Information Medical Diagnosis Educational Records
Financial  Information Medical Health Diagnosis Psychiatric Records
Medical Records Criminal Justice Records Due Process Files
Psychological Records Social History Other                          

I want the: Fairfax Skindeep Tattoo Removal Program  

And the following Fairfax Agencies to be able to exchange this information:

Department of    Fairfax County Community Services Board
Family Services  Public Schools

Fairfax County Police Juvenile Court  Community Based Organization

Health Department American Society of Plastic and Reconstructive Surgeons

Other Private Therapist, School, Hospital, or Service Provider:                                         
In alcohol or drug cases the client must be the consenting party.  In A.D.S.-Substance abuse cases - also be aware that such
information is protected by federal confidentiality rules (42CFR Part 2).  The federal rules prohibit further disclosure of this
information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or is
otherwise permitted by 42 CFR Part 2.  A general authorization for the 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 alcohol or drug
abuse patient.
                                                                                   
I want this information to be exchanged ONLY for Service Coordination and Treatment Planning and I want information to be
shared:  (check all that apply)

Written Information In Meetings or By Phone Computerized Data

I want to share additional information received after this consent is signed: YES NO

This consent is good until exit or completion of the program.

I can withdraw this consent at any time by telling the referring agency.  This will stop the listed agencies from sharing information after they know my consent
has been withdrawn.  I have the right to know what information has been shared, and why, when, and with who it was shared.  If I ask, each agency will
show me this information.

I want the agencies to accept a copy of this form as a consent to share information.

Signature(s):                                             
                             CONSENTING PERSON OR PERSONS                                        Client  

Written Names:                                                                                                                                                                             Date:        /                /        

WITNESS (If Required):                                                                                                                                                                                                            
(Signature) (Telephone)

CONSENT TO EXCHANGE INFORMATION/RELEASE OF INFORMATION CONSENT




