Form 8o:  OBP Release Form 07/22/03  




Older Blind Program (OBP)

Montana Department of Public Health & Human Services

AUTHORIZATION FOR RELEASE OF PERSONAL INFORMATION
Once the information is disclosed, it may be subject to re-disclosure by the recipient and federal privacy laws or regulations may no longer protect the information.   I can cancel permission to use and disclose my information at any time in writing. Permission to use and disclose alcohol and drug treatment records can be canceled by talking with my counselor.   My refusal to sign this release may impact the provision of MVR services and my counselor will inform me of the impact should I choose not to sign.
	TO:
	
	
	

	_____
	Aging Services
	_____
	MonTech

	_____
	Free Directory Service
	_____
	North Central Independent Living Services

	_____
	Helen Keller National Center
	_____
	Senior Companion Program

	_____
	iCanConnect
	_____
	Summit

	_____
	Living Independently for Today & Tomorrow
	_____
	Veteran’s Affairs/VIST/Low Vision Clinic

	_____
	Leading Edge Vision
	_____
	Vision Matters

	_____
	Montana Association for the Blind
	_____
	Other


	_____
	Montana Independent Living Program
	_____
	Other


	_____
	Montana State Library Talking Book Program
	_____
	Other


	_____
	Montana Telecommunications Access Program
	_____
	Other



******************************************************************************************

Consumer:

Birth Date:






 FORMCHECKBOX 
I request and authorize to release to Montana Vocational Rehabilitation the specified information.
 FORMCHECKBOX 
I authorize Montana Vocational Rehabilitation to release to you the specified information.
The specified expiration date for this release of information is:  





. 
(The expiration date may not exceed 30 months from the date of signature.  The expiration date is 6 months from signature if this field is left blank.) 
Explanation / Purpose:
Information To Be Released:  (Please initial that information you wish released.)

Academic Information
_____Referral information

Medical Records
          Other  


Consumer Signature / Approval


Date
*Parent or Guardian Signature / Approval


Date

**Witness Signature


Date

**Witness Signature


Date

** If unable to write his or her name, the consumer should enter an “x” or other mark. Signatures of two witnesses are required.

Older Blind Program is a HIPAA compliant Program of Department of Public Health and Human Services.
I request this authorization to release personal information be revoked.


Signature:							                     	Date:					








