CONSENT FOR THE EXCHANGE OF CONFIDENTIAL INFORMATION

CDS Family & Behavioral Health Services, Inc.

I, 
/
, hereby 


(Please print full legal name of participant)
(DOB)



consent to communication between   CDS Family & Behavioral Health Services, Inc.   and


.

(Name of agency and/or individual to which exchange is to be made)

The purpose of and need for the exchange is to inform the agencies and/or individual listed above of my attendance, cooperation and progress in the intervention and/or treatment program, as well as any information specified below:

I understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and in any event this consent expires automatically as follows: 

(Specify the date, event or condition upon which this consent expires)

I understand that my records are protected under the federal regulations governing Confidentiality of Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. Pts. 160 and 164, Florida Statute 394 Part 1 and cannot be disclosed without my written consent unless otherwise provided for in the regulations.  I understand that recipients of this information may redisclose it only in connection with their official duties.

I understand that generally CDS Family & Behavioral Health Services, Inc. may not condition services rendered to me on whether I sign a consent form, but in certain limited circumstances I may be denied services if I do not sign a consent form.

Signature of participant







Date

If required, signature of: (please check one) 





Date




( parent



( guardian 

( authorized representative
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