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RELEASE OF INFORMATION

Address to:







By signing this form, you authorize or permit RIMS Center for Enrichment and Development, LLC. to talk to other professionals and get information from them about your need for medical services.  You also authorize RIMS to share information about your health professionals for as long as you are a Patient of RIMS and to begin planning your medical needs.  I understand that communication and records about my (if Patient is 18 years of age or older, or an emancipated minor) health care will be treated confidentiality.  Further, I understand that my privacy will be protected.

CONSENT TO RELEASE (Please Print)

_____________________________________________
____________________________________

Patient (if over 18 years of age or an emancipated minor) 

I hereby give consent to release all information related to the medical and educational/developmental status of _______________________________ to RIMS as necessary to coordinate medical care services.

I understand that this will include (check if applicable):

(  Intake Assessment and Treatment Plan

(  Medication List

(  Quarterly Review

(  Psychiatric Evaluation

(  Transfer / Discharge Summary

(  Physician Recommendation for Community Rehabilitation Services

(  Treatment for Alcohol and/or Substance Abuse

(  Educational Progress

(  IEP

(  Medical Evaluation and Somatic History

I also authorize RIMS to release of information obtained to relevant health care providers, state and federal agencies or their representative and/or insurance companies, in order for me (if Patient)/or authorized representative) to obtain medical services.

(  Intake Assessment

(  Entitlement Information

(  Rehabilitation Assessment

(  Rehabilitation Plan

(  Transfer / Closing Summary

(  Progress Notes

I understand that the information may be used for purposes directly related to the administration of the Medicaid program as provided by Federal regulation.

In addition, I give permission to RIMS to share information it obtains with intergovernmental agencies, in research and clinical reports and publications, and in exchange with other programs similar to RIMS.

OPTION:  I would like to receive notification/copies of any such research.  Yes {  } No {  }

I understand that RIMS will not release any medical information, records, or data collected including the name or address, or any financial information to any party other than those listed above, or my (if Patient) name, address or financial information for the purposes listed above, without my expressed written consent.

I realize that the release of information described above is necessary for me is to receive medical services.

I request the following restrictions to the use and disclosure of my health information: ___________________________________________________________________________________

If I am dissatisfied with the program, I may withdraw my authorization at any time for cause during my enrollment in the program by submitting written notice of such withdrawal to RIMS.  Following the withdrawal of my consent, no further disclosure of information will be made to or by RIMS.

Signed this ____________________ day of ______________________________,2_______________

X___________________________________________________________________________________

Signature of Patient (if 18 years of age or older)



X___________________________________________________________________________________


Signature Witness





Witness Title
