
Kansas City CARE Clinic
Release of Records and Consent to Share Information



I, __________________________________ hereby authorize and request 
                         (Please Print Full Name)

_____________________________________________   of the Kansas City CARE Clinic

3515 Broadway, Kansas City, MO 64111 to release or exchange the following health related information:

· Personal contact  or identifying information
· Household members’ contact of identifying information (related to care or services)
· Medical record (other than alcohol or drug-related treatment, mental health, or HIV/AIDS information.)
· Health diagnosis/treatment of medical illness 
· Behavioral health/psychiatric treatment information
· Alcohol and or drug use treatment information
· Medical lab results (including HIV/AIDS related, if applicable)
· Income/Employment information
· Information regarding Medicaid, Medicare, Social Security Disability Income, Supplemental Security Income, other public/government benefits or Private health insurance 
· Other   (specify)     _______________________________________________________
· Other   (specify)   ________________________________________________________


with: _____________________________     ______________________________      ____________________________
	(Name, Title or Specific Program)		       (Agency or Organization)   	       	        (Contact Information)

	The purpose of the use or disclosure:
· Program/service eligibility verification 
· Coordination of care or services
· Payment for treatment services provided
· Other  (specify)  ______________________________________________________

	Expiration: I understand that this authorization will expire 1 year from date signed unless revoked by me in writing.

Photocopies: I understand that photocopies of this authorization will be fully acceptable as an original.
I understand that I am hereby offered to obtain a copy of this form after I sign it.  I may request a copy at any time.



I understand that this authorization is voluntary. I understand that I may revoke this authorization at any time by notifying the Kansas City Free Health Clinic in writing. I understand that if the organization authorized to receive my information is not a health plan or health care provider the released information may no longer be protected by federal privacy regulations.  I authorize the Kansas City CARE Clinic to release and receive the information.

______________________________        ___________	 ___________________________          ____________
  Client or Legal Guardian Signature                                 	    Date 		   Witness Signature			            Date

_________________________________        ____________
  Client’s Social Security Number (if citizen)		Date of Birth
	
Revocation:  I hereby revoke my previous consent to share health related information, except as required by law. In doing so, there will be no effect on any actions they took before they received the revocation.  I do understand my refusal to give permission to share health information may influence service rendered, if based on necessary information for referral or services.
______________________________        ___________	 ___________________________          ____________
Client or Legal Guardian Signature                                 	    Date 		   Witness Signature			            Date
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