	CONSENT FOR THE RELEASE OF CONFIDENTIAL                                                                                                                                                       ALCOHOL OR DRUG TREATMENT INFORMATION TO AND FROM PROVIDER, MANAGED CARE ORGANIZATION AND/OR INSURER

	

	

	
	
	
	
	
	
	
	
	
	

	      I,    
	
	
	
	authorize 
	

	
	
	(Name of patient)  
	 
	
	Date of Birth 
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	(Providers Name) 
	Value Options 
100 SE 9th St. Suite 501
Topeka, KS 66612
Phone:   1-785-338-9006
Toll Free:   1-866-645-8216
Fax:   1-877-591-3940


	
	

	
	

	
	

	
	

	
	

	Sunflower Health Plan
8325 Lenexa Drive 
Overland Park, KS 66214



	Cenpatico/Sunflower State Health Plan
Attn: Referral Department
504 Lavaca Suite 850
Austin, TX 78701 
Phone:   1-512-406-7200
Fax:   1-866-694-3649 


	United Health Care
6860 W. 115th St
[bookmark: _GoBack]Overland Park, KS 66211


	Optum
6860 W 115th St 
Overland Park, KS 66211
Phone:  1-855-657-3526
Fax:   1-855-657-3526


	Amerigroup Kansas, Inc. 
Attn:  BH Department
Building #32
9225 Indian Creek Parkway
Overland Park, KS 66210
Phone:   1-800-454-3730
Fax:   1-800-505-1193

	Private Insurance Company:

	
	

	
	

	
	

	
	

	
	



	to communicate with and disclose to one another the following information: 
	
	

	         [Nature and amount of the information, as limited as possible] 
	
	

	
	
	
	
	
	
	
	
	
	

	
	[initial each category that applies]
	
	
	
	
	

	
	 
	my name and other personal identifying information; 
	
	

	
	 
	my status as a patient in (alcohol and/or drug) treatment;
	
	

	
	 
	assessment results and history (entire KCPC); 
	
	

	
	 
	date of admission;
	
	

	
	 
	summary of treatment plan, progress and compliance; 
	
	

	
	 
	urinalysis results; 
	
	

	
	 
	date of discharge and discharge status; 
	
	

	
	 
	discharge plan; 
	
	

	
	
	Other:
	 
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	The purpose of the disclosures authorized in this consent is to:  [Purpose of disclosure as specific as possible]

	

	Enable the agencies listed above to authorize services and  evaluate my claim for insurance coverage and reimbursement                                                                                               

	
I understand that my alcohol and/or drug treatment records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 1996 ("HIPPA"), 45 C.F.R. Pts. 160 & 164, 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 except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as follows:  

	

	

	

	

	

	

	[Specify the date, event  or condition upon which this consent expires]

	
	

	Date/Condition/Event : 
	One year from the date of the client’s signature below

	

	I understand that I might be denied services if I refuse to consent to a disclosure for purpose of treatment, payment, or health care operations, if permitted by state law. I will not be denied services if I refuse to consent to a disclosure for other purposes.

	

	

	

	
	
	
	
	
	
	
	
	
	

	
	
	
	

	Date
	
	
	Signature of Patient 

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	 

	
	
	
	
	
	Signature of person signing form if not patient 

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Describe authority to sign on behalf of patient   _______________________________________________

	

	My initials indicate I have been provided a copy of this form.    _____________



