Northwest Indian Treatment Center

PO Box 477, Elma, Washington 98541

360-482-2674

,£

Residential Program

Consent for Release and Exchange of Confidential Information

(Name of Patient — Please Print)

to and exchange the following information with:

, hereby authorize the NWITC Residential Program to disclose

{Name and Title of Person or Agency Receiving and/or Exchanging Information)

{Address including Zip Codsg)

identifying Information
Admission Registration
Diagnosis, Date of Service
General progress / Condition
History and Physical
Laboratory Reports

Doctor's Orders
Caonsultations

Treatment Plan

Biopsychosogial Summary

(Telephone Number)

{Mark gach ftem Yes or No)
Progress Notes
Psychiatric Consultation
Psychological Evaiuaiion
Academic Information
Discharge Summary
Medical Discharge Summary
Continuing Care Participation
Family Questionnaire
Family Program information

Other {specify)

The purpose or need for the exchange and disclosure of this information is to:
[T Facilitate Treatment [ ] Summarize Treatment [} Coordinate Continuing Care

7] Other (please state purpose clearly):

[ understand that my alcohol and/or drug freatment records are protecied under the federal regulations governing
Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability
Act of 1898 {("HIPAA"}, 48 C.F.R. paris 160 and 164, and cannot be disclosed without my written consent uniess otherwise
provided for by the regulations. | also understand that | may revoke this consent in writing at any time except to the exient
that action has been taken in rellance on it, and that in any event this consent expires automatically completion of my
treatment at NWITC Residential Program or [

Signature of Patient Date Signature of Witness Date

Or parent, guardian or authorized representative

Prehibition on Redisclosure of Confidential information i
This notice accompanies g disclosure of information concerning a cifent in alcohol/drug treatment, made to you with the consent of the client.
This information has been disclosed to you from records whose confidentiality is protected by federal confidentiality rules (42 C.E.R,, Part 2). |
rhe federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitied by the |

- i written consent of the person to whom it perfains or as otherwise permitted by 42 C.F.R. Part 2. A general authorization for the refease of |




Northwest Indian Treatment Center
PO Box 477, Elma, Washington 98541 360-482-2674
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Residential Program
Consent for Release and Exchange of Confidential Information

i , hereby authorize the NWITC Residential Program io disclose
{Name of Patient — Please Prinf)

to and exchange the following information with:

(Name and Title of Person or Agency Receiving and/or Exchanging Information}

{Address including Zip Code)} {Telephone Number)

{(Mark each item Yes or No}

tdentifying information Progress Notes

Admission Registration Psychiatric Consultation
D%agnosié, Date of Service Péycholagica! .Evaiuai:iorz
General progress / Condition Academic Information
History and Physical Discharge Summary
Laboratory Reporis Medical Discharge Summary
Doctor's Orders Continuing Care Participation
Consultations Family Questionnaire
Treaiment Plan Family Program Information
Biopsychosocial Summary Other {specify)

The purpose or need for the exchange and disclosure of this information is to:
[] Facilitate Treatment {3 Summarize Treatment [] Coordinate Continuing Care

U] Other (please state purpose clearlyy,

| understand that my alcohol and/or drug treatment records are protecied under the federal regulations governing
Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountabiiity
Act of 1996 ("HIFAA";, 45 C.F.R. parts 160 and 184, and cannot be disclosed without my written consent unless otherwise
orovided for by the regulations. | also understand that | may revoke this consent in writing 2t any time except to the extent
that action has been taken in refiance on i, and that in any event this consent expires automaticaily completion of my
treatment at NWITC Residential Program or [_]

Signature of Palient Date Signature of Witness Date
Or parent, guardian or authorized representative

Prohibifion on Redisclosure of Confidential Information
This notice accompanies a disclosure of informafion concerning & client in alcohol/drug freatment, made to you with the consent of the client.
“his information has been disciosed fo you from records whose confidentiality is protected by federal canfidentiaiity rules (42 C.F.R., Part 2).
‘he federal ruies prohibit you from making any further disclosure of this information unfess further disclosure is expressly permitted by the
| written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R. Parf 2. A general authorization for the release of
| medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of this information to criminally investigate
or prosecute any alcohol or drug abuse patient,

t




Northwest Indian Treatment Center
100 SE Whitener Rd., Shelton, Washington 98584 360-426-1582

Qutpatient Program
Consent for Release and Exchange of Confidential Information

! i, . hereby autherize the NWITC Qutpatient Program to disclose
{Name of Patient — Please Print)

t0 and exchange the following information with:

(Name and Title of Person or Agency Receiving and/or Exchanging Information)

(Address including Zip Code) (Telephone Number)

{Mark each item Yes or No)

_ ldentifying Information Progress Notes
. Admission Registration Psychiatric Consuitation
__ Diagnosis, Date of Service Psychoicgical Evaluation
General progress / Condition Academic Information
History and Physical Discharge Summary
__ lLaboratory Reports Medical Discharge Summary
Doctor's Orders Continuing Care Participation
Consuitations Family Questionnaire
____ Treatment Plan Family Program information
Biopsychosocial Summary Other {spscify)

The purpose or need for the exchange and disclosure of this information is to:
] Facilitate Treatment [Tl Summarize Treatment [_] Coordinate Continuing Care

] Cther (please state purpose clearly):

! understand that my alcohol and/or drug treatment records are protected under the federal regulations governing
Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability
Act of 1986 ("HHPAA™), 45 C.F.R. parts 160 and 164, and cannot be disclosed without my written consent uniess otherwise
provided for by the reguiations. | also undersiand that | may revoke this consent in writing at any time except to the extent
that action has been taken in reliance on it, and that in any event this consent expires automaticaily completion of my
treatment at NWITC Qutpatient Program or [other] [ ]

Signature of Patient Date Signature of Withess Date
Or parent, guardian or authorized representative

: Prohibition on Redisclosure of Confidential Information

! This notice accompanies a disclosure of information concerning & client in alcohoi/drug treatment, mads to you with the consent of the client, |
“his information has been disclosed to you from records whose confidentialify is protected by federal confidentiaifty rules (42 C.F.R., Part 2).
I'he federat rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by fhe

1 written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R. Part 2. A general authorization for the release of |

i medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of this information fo criminally investigate |

i or prosecute any afcohol or drug abuse patient.




Basic Mulii-Party Consent Form

"

v b
I

Consent for Release and Exchange of Confidential Information

. authorize the following information to be disciosed and re-
d sclosed as necessary to evaluate my need for services ahd 0 coordinate those services being provided to me.

The purpose or need for the exchange and disclosure of thig information is to:
[} Facilitate Treatment 1 Summarize Treatment ] Coordinate Continuing Care

[ Enable the Squaxin island Tribe and its various programs and service providers to evaluate my need for services from
the Tribe, and provide and coordinate those services to me.

U] Other (please state purpose clearly):

{Mark each item Yes or No}

My name and other personal Discharge plan(s} for alcohol/drug
Identifying Information _ ireatment and mental health services
My status as 2 patient Attendance
Initial and subsequent evaluations Date of discharge and discharge
of my service needs _ status
Summaries of assessment results Summaries of service plan(s},
and history pregress and compliance
Other {specify)

| authorize that information to be disclosed between and among the following:

1) alcohol and/or drug treatment program(s): the Northwest Indian Treatment Center Residential Program, P.O. Box 477
Elma, Washington 98541, the Neorthwest Indian Treatment Center Outpatient Program 100 SE Whitener Rd , Shelton,
Washington 98584, [] il : :

[inseri Name and Address for each]

2) health care provider{s): Squaxin Island Heaith and Human Services: [identify specific programsj

H

3) mental health agencies or providers named in the hst of "Mental Heaith Providers™ attached to this consent form that
have provided me services since [date]

4% welfare agencies: the Squaxin Istand Indian Chiid Welfare Program, [the local/county welfare agency andior its
designee}; the Department of Social and Health Services; [other] {:}

5) the Sguaxin Island Ta Ha Buls Learmng Center and Education ?rogram [identify specific programs] [:} Truancy
Officer; []

B} the Squaxin Island Tribe’s Youth Court; [:] Probation Officer: [} Parcle Q*faf“er [ Truancy Officer; [ 1] cther
referring agency] [ :

70
[Name of the chiid{ren)'s attorney (law guardians;}, and
8) Other [_] 1 ]

Multi Party Consent Form
Page 10f4



{ understand that my alcohot and/or drug treatment records are protected under the federal regulations geverning
Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability
Act of 1996 ("HIPAAM, 45 C.F.R. paris 160 and 164, and cannot be disciosed without my written consent uniess otherwise
provided for by the regulations. | also understand that | may revoke this consent in writing at any time except to the extent
hat action has been taken in reliance on it, and that in any event this consent expires automatically one month following
the date | stop receiving services from the Core Group or any of its members, whichever is later,

Signature of Palient Date Signature of Parent, Guardian Date
or Authorized Representative

Signature of Witness Date

#ulti Party Consent Form
Page 2 of 4



Extended Mult: -Party Consent Form

Consent for Release and Exchange of Confidential 1nformat|on

O ) . authorize the following information to be disclosed and re-

dxsc losed as necessary fo evaiuate my need for services and to coordinate those services being provided o me.
The purpose or need for the exchange and disclosure of this information is to:
{1 Faciltate Treatment (] Summarize Treatment [] Coordinate Coniinuing Care

™ Enable the Squaxin Isiand Tribe and its various programs and service providers {o evaluate my need for services from
the Tribe, and provide and coordinate those services to me.

1 Cther (please state purpose clearlyy:

| authorize the following information tc be disclosed:
{Mark each item Yes or No)

_ ldentifying Information Progress Notes

___ Admission Registration Psychiatric Consultation

__ Diagnosis, Date of Service Psycholegical Evaluation

___ General progress / Condition Academic Information

______ History and Physical Discharge Summary

_ Laboratory Reports Medical Discharge Summary

~ Doctor’s Orders Continuing Care Participation

_____ Consultations ' Family Questionnaire

_ Treatment Plan Family Program Information
Biopsychosocial Summary Other (specify)

| authorize that information © be disclosed between and among the following:

1) aicohol andfor drug treatment program(s}): the Northwest Indian Treatment Center Residential Program, P.C. Box 477
Eima, Washington 98541, the Northwest Indian Treatment Center Cutpatient F’rogram 100 SE Whitener Rd Sheiion,
Washington 98584; [ Sl O ;

linsert Name and Address for each]

23 health care provider(s): Squaxin Island Health and Human Services: [identify specific programs]

L1 i O

3) mental health agencies or providers named in the ist of “Mental Health Providers” atfached to this consent form that
have provided me services since [date]

4) welfare agencies: the Squaxin Island indian Child Welfare Pragram [the localicounty welfare ageﬂcy and/or its
designeel, the Depariment of Social and Health Services; [other] ||

Multi Party Consent Form
Page 3of4



5) the Squaxin lsfand Ta Ha Buts Learning Center and Education Program: [identify specific programs] [} Truancy

a0

Officer; [] Sl 7] ;
6) the Sguaxin Island Tribe’s Youth Court; [ Probation Officer; [] Parole Officer; [] Truancy Cfficer; [ ] [other
referring agency] ol -] :
IName of the child{ren}'s attorney (law guardians)]; and

8} Other [ L L

The purpose or need for the exchange and disclosure of this information is to:

[ Faciiitate Treatment [] Summarize Treatment [} Coordinate Continuing Care

[ Enable the Squaxin Island Tribe and its various programs and sertvice providers to evaluate my need for services from

the Tribe, and provide and coordinate those services to me.

(I Other (please state purpose clearly):

| understand that my alcohol and/or drug treatment records are protected under the federal regulations governing -

Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Fart 2, and the Health Insurance Portability and Accountability
Act of 1996 ("HIPAA™, 45 C.F.R. parts 160 and 164, and cannot be disclosed without my written consent unless otherwise
provided for by the regulations. | also understand that | may revoke this consent in writing at any time except to the extent
that action has been taken in reliance on i, and that in any event this consent expires automatically one month following

the date | stop receiving services from the Core Group or any of its members, whichever is later.

Signature of Patient Date Signature of Parent, Guardian Date
or Authorized Representative

Signature of Witness Date

Multi Party Consent Form
Page 4 of 4



Multi-Party Consent Form

Consent for Release and Exchange of Conf;dentzal Information

, authorize the each and all of the following:

11 alcohol and/or drug treatment program(s): the Northwest Indian Treatment Center Residential Program, P. 0. Box 477
Eima, Washington 88541, the Northwest Indian Treatment Center Outpatient Progfam 100 SE Whitener Rd , Sheiton,

Washington 98584; [ -0 .l
linsert Name and Address for each]

2) health care provider(s): Squaxin Island Health and Human Services: {identify specific programs]

L n O :

3) mental health agencies or providers named in the |st of "Mental Heaith Providers” attached fo this consent form that
have provided me services since [date]

4) welfare agencies: the Squaxin island Indian Child Welfare Program; {the local/county welfare agency and/or it
designee]; the Department of Social and Health Services; [other] ] X

§) the Squaxin Island Ta Ha Buts Learning Center and Education F"rogram [identify specific programs] ] Truancy
officer, [ gl ;L ,

8) the Squaxin Isiand Tribe's Youth Court; [} Probation Officer; [ Parole Officer, [1 Truancy Officer; [_] [other
referring agencyl [ 4 :

7y [
[Name of the child(ren)'s attorney (law guardians)]; and
8) Other [ L] 0]

io communicate with and disclose to one another the following information: (Nature and amount of information should be

T as imited as possible and oniy disclosed to the extent necessary to meet the specific needs)

{Mark each itermn Yes or No)

_ ldentifying Information Progress Notes
___ Admission Registration Psychiatric Consultation
_ Diagnosis, Date of Service Psychological Evaluation
____ General progress / Condition _______ Academic Information
___ History and Physical Discharge Summary
___ Laboratory Reports __ Medical Discharge Summary
. Doctor's Orders Continuing Care Participation
__ Consultations Family Questionnaire
_ Treatment Plan __ Family Program Information
Biopsychosccial Summary Other (specify)

Multi Party Consent Form
Page 10of 2



The purpose or need for the exchange and disclosure of this information i to:
I Facilitate Treatment 1 Summarize Treatment [} Coordinate Continuing Care

[} Enable the Squaxin Island Tribe and its various programs and service providers to evaluate my need for services from
he Tribe, and provide and coordinate those services to me.

[ Other (please state purpose clearly):

i unclerstand that my alcohol and/or drug treatment records are protected under the faderal regulations governing
Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health insurance Portabiity and Accouniability
Act of 1996 {("HIPAA™, 45 C.F.R. parts 160 and 164, and cannot be disclosed without my written consent unless ctherwise
orovided for by the reguiations. | also understand that | may revoke this consent in writing 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 one month following
the date | stop receiving services from the Core Group or any of its members, whichever is later.

Signature of Patient Date Signature of Parent, Guardian Date
or Authorized Representative

Signature of Withess Date

Multi Party Consent Form
Page 20f 2



Prohibition on Re-disciosure of Confidential Information

This notice accompanies a disclosure of information concerning a ciient in alcohol/drug
treatment, made to you with the consent of the ciient. This information has been
disclosed to you from records whose confidentiality is protected by federal confidentiality
rules (42 C.F.R., Part 2). The federal rules prohibit you from making any further
disclosure of this information untess further disclosure is expressly permitted by the
written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R
Part 2. A general authorization for the release of medical or other information is NOT
sufficient for this purpose.

The federal rules restrict any use of this information to criminally investigate or prosecute
any alcohol or drug abuse patient.

Notice of Prohibition on Redisclosure of Confidential Information
Page 1 of 1



