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	Marathon County  Restorative Justice Programs

2713  Schofield Ave, Schofield, WI  54476

Phone: 715-359-5360 Fax: 715-359-5357
	Authorization for Release of Information


	Client Name:
	   
	D.O.B.:
	     


I/We, (Parent of teen), hereby request & authorize Marathon County Restorative Justice Programs to:  
	   FORMCHECKBOX 
 disclose to
	  FORMCHECKBOX 
 receive from
	  FORMCHECKBOX 
 exchange with 


	Agency:
	(Referral Source)
	Address:
	     


	The information to be provided covers the time period of:
	(Date of offense to 1 yr. post offense)


Disclosure of this information is for the purpose of assessment, provision of services, and legal purposes.

The verbal and /or written disclosure of any of the following specific information for the dates of treatment / service is authorized for the duration of this agreement (Check all that apply*):

	 FORMCHECKBOX 
 Intake/Initial Assessment
	 FORMCHECKBOX 
 AODA Evaluation Assessment
	 FORMCHECKBOX 
 Social History

	 FORMCHECKBOX 
 Treatment Plans
	 FORMCHECKBOX 
 Progress Notes/Case Reviews
	 FORMCHECKBOX 
 Court Reports

	 FORMCHECKBOX 
 Administrative Records
	 FORMCHECKBOX 
 Psychiatric/Psychological Report
	 FORMCHECKBOX 
 Health Reports

	 FORMCHECKBOX 
 Psychological Evaluations
	 FORMCHECKBOX 
 Group Standardized Test Scores
	 FORMCHECKBOX 
 Medical Evaluations/Records

	 FORMCHECKBOX 
 Discharge Summary
	 FORMCHECKBOX 
 Multi-disciplinary/IEP Reports
	 FORMCHECKBOX 
 Teacher/Counselor/SW

	 FORMCHECKBOX 
 Child Protective Service Reports
	 FORMCHECKBOX 
 Other  
	


I understand that I have a right to inspect and receive a copy of any written material to be disclosed regarding services received for the treatment of mental illness, developmental disabilities, alcohol abuse or drug abuse, per HSS 92.05 and 92.06. I further acknowledge my right to request and receive a copy of this document.

I further understand that my records are protected under the federal regulation governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR2 and Chapter 48, 938 and 51, WI Stats., and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that I may revoke this consent at any time in writing, except to the extent that action has been taken in reliance on it, and that in any event, this consent expires automatically at one year.
I understand that if the person(s) and/or organization(s) listed above are not health care providers, health plans or health care clearinghouses, the health information disclosed as a result of this authorization may no longer be protected by the Federal privacy standards if such person(s) and/or organization(s) re-disclose my health information.  I further acknowledge that I am signing this document voluntarily with knowledge of my absolute right to refuse to sign this document

Signature of Client: ___________________________________________  Date: ___________________
Signature of Parent/Legal Guardian   _____________________________   Date: 
______
Witness: ____________________________________________________  Date: 
______
* (Marathon County Restorative Justice Programs will not release third party information without a court order. A fax/copy effective as original.)






















































