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CONSENT TO SHARE INFORMATION

Child's Name:_________________________________   
Date of Birth:________________   

Sanilac County agencies and other area agencies work together to provide the services to eligible people.  I understand that these services may come from different agencies.  In order to plan for services, various professionals will need to share information.  This form is an authorization, or permission from me, for those professionals to share information.  I understand this information will be used to help decide if a family member is eligible for services, how to best coordinate those services, and which benefits we qualify for.

The agencies and persons I have indicated below have my permission to share information.  This could be either verbally or in written form.  I understand that all information is confidential and will be shared only with those who have a valid reason for it.  I am aware that I can decide which agencies can share information.  I am also aware that I can, without penalty, cancel this consent.  This consent is good for one year, or until I let you know in writing that I wish to cancel it.  *Early On consent must be renewed every six months.
INFORMATION MAY BE SHARED WITH THE FOLLOWING AGENCIES:

(Show which agencies or persons can share Information by marking your initials in either the YES or NO column for each.)





 YES
  NO





 
YES
  NO
Sanilac Co. Health Department
_____ 
_____


Catholic Family Services

_____  
_____

Sanilac Co. Dept. of Human Services
_____ 
_____


Michigan State Extension Service 
_____ 
_____

Sanilac Co. Comm. Mental Health
_____ 
_____


Early Head Start (HDC)

_____ 
_____


Sanilac Intermediate School District
_____ 
_____


WrapAround Community Team
_____ 
_____


Local School District

_____ 
_____


Head Start


_____ 
_____

Health Care Provider

_____ 
_____


Parent Aid


_____ 
_____


24th Circuit Court-Family Division
_____ 
_____


Human Development Commission
_____ 
_____

Sanilac Literacy Council

_____ 
_____


BWCIL



_____ 
_____

Michigan Works!


_____ 
_____


Early On/ISD


_____ 
_____

Kids’ Connection (Director) 

_____ 
_____


Other:_______________________
_____ 
_____
 
United Way 


_____ 
_____


Other:_______________________
_____ 
_____


SAVE Council/Eva’s Place

_____ 
_____


Other:_______________________
_____ 
_____

INFORMATION TO BE RELEASED: (Show which information by marking your initials in either the YES or NO column for each.)


 YES
  NO



   YES
   NO




YES
  NO
All Information
_____      _____
       Health/Medical Records
  _____     _____
         Educational Records      
               _____      _____
Family Information
_____ 
_____
       Psychological Reports
  _____ 
_____
         Speech/Language Reports            _____      _____

Social Histories
_____ 
_____
       Vision/Hearing Reports
  _____ 
_____               Other:____________                     _____      _____
Staffing Reports
_____ 
_____
       Occupational/Physical
  _____ 
_____   
   (IEP, IFSP, Child Study Team)
          Therapy Reports
My signature means I give permission to share this information.  It also means I have read this form and/or have had it read to me and explained in a language I can understand.

((Note:  This form does not permit information about AIDS or HIV, TB, Hepatitis, or substance abuse to be shared.  A separate signature must be used for this type of information.  (Federal confidentiality regulations, 42 CFR Part 2)

Signature:________________________________ Date:__________________ Expiration Date:_________________


___Parent        ___Guardian
Initiating Agency:______________________ Witness:_____________________________ Date:________________

*********************************************************************************************************************************************************The information exchanged by the above agencies may include and is not limited to information about serious communicable diseases and infections (defined by statutes and the Mich. Dept. of Public Health rules).  This includes AIDS, ARC, OR HIV; TB; Hepatitis, venereal diseases, substance abuse, or other conditions as described.

Signature:________________________________ Date:__________________ Expiration Date:_________________


___Parent        ___Guardian
Initiating Agency:______________________ Witness:_____________________________ Date:________________
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