	INTERAGENCY RELEASE OF CHILD/FAMILY INFORMATION

CASE STAFFING COMMITTEE

(to be used when Parent is in attendance)
CINS/FINS PROGRAM

CDS Family & Behavioral Health Services, Inc.

	I hereby authorize the Case Staffing Committee to exchange information (both verbal and written) about my child,   
, whose birth date is   
, and whose Social Security number is   
, and family for the purpose of discussing provision of needed services.  I understand that the committee reviews cases in regularly scheduled meetings.

I understand that representatives of the Case Staffing Committee shall include a CDS’s Case Manager/Counselor and a representative from my child’s school district, and may include a CDS supervisor; representatives from law enforcement, the State Attorney’s Office, the Department of Children and Families, and the Department of Juvenile Justice; and representatives form the areas of health, mental health, substance abuse, social or educational services; and any person recommended by my child or family.

I understand that the confidentiality of my child and family will be safeguarded to the limits prescribed by law.  Information shared in the course of this meeting may be disclosed in court, if a petition is filed.  I also hereby give authority and consent to the usage of my child’s school records for services and court proceedings.

	Signature of Parent/Guardian:
	
	Date Consent Is Given:
	

	Signature of CINS/FINS Representative
	
	

	

	This form is valid for 12 months from the date of consent, or until consent is revoked.

The below listed persons may be contacted concerning this case staffing process.

	Name (please print)
	Title / Agency
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