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Resource Coordination Department

            1185 W. 124th Avenue   Westminster, Colorado 80234
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Authorization to Release Information

As the parent or legal guardian of
(child's name), I authorize North Metro Community Services to release the following records, including protected health information:
	( Referral Information



( Admission Summary

( Discharge Summary
	( Physical Therapy Evaluations

( Occupational Therapy Evaluations

( Speech Therapy Evaluations
	( Developmental Screening Results

( Hearing Screen or Test Results

( Vision Screen or Test Results
	( Evaluation Results

( IFSP

( Other: ​​​​​​​​​​​​​​​​​​​​​​​


to the following agencies and programs, and for the following reasons:

· The agency that initially referred my child to provide them with an update.
· All service providers currently contracted with North Metro Community Services to secure early intervention services as quickly as possible.
· My child’s current service providers to coordinate services.
· My child’s primary care physician to coordinate care.
· My child’s health insurance carrier to request payment for early intervention services.
· Adams County School District __ to coordinate an eval and prepare for changes when my child turns three.
· Health Care Program for Children with Special Needs or local public health office to consult with my family’s service coordinator and early intervention service providers about the developmental impact of my child’s medical condition and to interpret medical and health records for eligibility determination and program planning. 
· Another CCB in Colorado or another School District in Adams County if I move while receiving early intervention services.  
· ______________________  in order to _______________________________________________
· I understand that signing this authorization is not a condition of receiving future medical treatment or early intervention services.  

· I understand that I may revoke (i.e., cancel) this authorization at any time by notifying North Metro in writing, and that any information shared prior to revoking this authorization will not be affected by a revocation.  

· I understand that before any specific services for my child are provided, I also have the right to authorize or decline those services.  

· I understand that once released, my information may be disclosed and may no longer be protected under the Health Insurance Portability and Accountability Act (HIPAA), but will not be re-disclosed by the Community Centered Board, in accordance with the Family Educational Rights and Privacy Act (FERPA).   

 For more information, see 45 CFR (Code of Federal Regulations) 164.508 for HIPAA and 34 CFR Part 99 for FERPA.
This authorization expires on ____________________________________ (expiration date not to exceed one year)


Signed:  ________________________________ Date:__________( copy to parent(s) or legal guardian

               (child's parent or legal guardian)
_Serving Adams County_
          An Equal Opportunity Employer
