[bookmark: _GoBack]COMMONWEALTH OF VIRGINIA
UNIFORM AUTHORIZATION TO USE AND EXCHANGE INFORMATION

I understand that different agencies provide different services and benefits.  Each agency must have specific information to provide services and benefits.  By signing this form, I allow agencies to use and exchange certain information about me, including information in an electronic database, so it will be easier for them to work together efficiently to provide or coordinate these services or benefits.

I, Click or tap here to enter text.am signing this form for
(FULL PRINTED NAME OF AUTHORIZING PERSON OR PERSONS)
	
	Click or tap here to enter text.	Click or tap here to enter text.

 (FULL PRINTED NAME OF INDIVIDUAL)                   				(E-MAIL FOR NOTIFICATIONS)
      
	Click or tap here to enter text.	Click or tap to enter a date.	Click or tap here to enter text.

(INDIVIDUAL’S ADDRESS)	                                                (INDIVIDUAL’S BIRTH DATE)	                		(INDIVIDUAL’S SSN)

[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4]My relationship to the individual is	|_|Self		|_|Parent		|_|Power of Attorney		|_|Guardian
[bookmark: Check5]			               |_|Other Legally Authorized Representative

I want the following confidential information about the individual to be exchanged:

Yes   No					Yes   No					Yes    No
[bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Check10][bookmark: Check11]|_|    |_|  Assessment Information		|_|    |_|  Medical Diagnosis			|_|    |_|  Educational Records
[bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check23][bookmark: Check24]|_|    |_|  Financial Information		|_|    |_|  Mental Health Diagnosis		|_|    |_|  Psychiatric Records
[bookmark: Check18][bookmark: Check19][bookmark: Check20][bookmark: Check21][bookmark: Check22][bookmark: Check25]|_|    |_|  Benefits/Services Needed,		|_|    |_|  Medical Records			|_|    |_|  Criminal Justice Records
[bookmark: Check26][bookmark: Check27][bookmark: Check28][bookmark: Check29] Planned, and/or Received		|_|    |_|  Psychological Records		|_|    |_|  Employment Records
[bookmark: Check30][bookmark: Check31]|_|    |_|  HIV Diagnosis								|_|    |_|  Substance Abuse Records
[bookmark: Check79]|_|   Other Information (write in): Click or tap here to enter text.


I authorize the following other agencies to be able to exchange this information:  
					

[bookmark: Check32]|_|  Health Department
[bookmark: Check56]|_|  Department of Social Services
|_|  Fauquier Schools, Student Services
[bookmark: Check54]|_|  Rappahannock-Rapidan Community Services Board
|_|  All Community Policy and Management Team members not otherwise specified
|_|  Office of Children’s Services for At-Risk Youth and Families	
[bookmark: Check83]|_|  Fauquier County OMB/Finance/Treasurer
[bookmark: Check73]|_|  Juvenile and Domestic Relations Court
[bookmark: Check74]|_|  All other Family Assessment and Planning Team members not otherwise specified
[bookmark: Check75]|_|  Other:  Click or tap here to enter text.		 



I want this information to be exchanged ONLY for the following purposes(s): 
		

[bookmark: Check76][bookmark: Check77][bookmark: Check78]|_|  Service Coordination and Treatment Planning   |_|   Eligibility Determination   |_|   Other: Click or tap here to enter text.   


I want information to be shared:   (check all that apply)

[bookmark: Check80][bookmark: Check81][bookmark: Check82]		|_|  Written information      |_|  in meetings or by phone     |_|  computerized data


This consent is effective until Click or tap to enter a date.

I can withdraw this consent at any time by contacting the referring agency.  I have the right to know what information about me has been shared, and why, when, and with whom it was shared.  If I ask, each agency will provide me with this information.

Signature(s):  _________________________________________________________	Date:  ______________________
		(AUTHORIZING PERSON OR PERSONS)

Person Requesting Form:  ___________________________________________________________________________________
				(Name)				(Address)				(Phone Number)
	

