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Description automatically generated]Authorization to Obtain/Release Information

NAME: __________________	DOB: _________      SOCIAL SECURITY NUMBER: ______________

This form authorizes that Big Bend Continuum of Care (BBCoC), 
1820 East Park Ave, Ste. 203, Tallahassee, FL 32301 to obtain and/or give the following information:

_____ Intake/Assessment Information		_____ Case Management Plan
_____ Financial Information			_____ Housing Information
_____ Physical/Medical Diagnosis/Treatment 	_____ Medical/Hospital Records
_____ Transportation Requirements			_____ Employment Information
_____ Progress Notes				_____ HIV/AIDS/STD information (must specify)
_____ Substance Abuse Assessments/Evaluations/History
_____ Psychological and Psychiatric Evaluation/Consultation/Medication/History
_____ Other: _________________________________________________________________________

For services covering the dates from _____________________ to _______________________________ 

for the specific purpose of _______________________________________________________________. 

Do not release the following information:  __________________________________________________

Specify who this information can be shared with: ____________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

· I release BBCoC of any legal liability that may arise from the release of the information requested.  
· I understand that the agency cannot release information obtained from other sources.  
· I understand that BBCoC will not share any information unless it is necessary to meet the needs of myself and/or my child.  
· I understand that this authorization for release of information will expire one year from today’s date, unless indicated below:

	Condition, date or event of earlier expiration: _________________________

· The specified information can be exchanged between the above designated agencies unless otherwise stated above. 
· I understand that this release can be revoked by me at any time and that the revocation must be signed and dated by me, but revocation has no effect on action previously taken.


______________________________________________	_____________________________
Signature							Date

______________________________________________	_____________________________
Child’s Name (if applicable)				Relationship (if minor)

______________________________________________	_____________________________
Witness Signature						Date
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