SOAR

FOX CITIES

EMPOWERING PEQPLE
WITH DIFFERING ABIITIES

AUTHORIZATION FOR RELEASE/EXCHANGE OF INFORMATION
Client Information {Individual About whom Information is to be Disclosed):

Name: Date of Birth:

Address: Phone Number:

| hereby authorize:

Organization Name:

Organization Address: Phone Number:

To release and/or exchange information with:

Name of Person/Organization: __SOAR Fox Cities, Inc.

Address: ___211E. Franklin Street, Suite A, Appleton, W154911  Phone Number: __920-731-9831

Purpase of Disclosure (please choose all that apply):
[J Coordination of Services L] Treatment Planning

[J Legal Purposes [0 Other(Specify):

Information to be Released/Exchanged (please check all that apply):

O Medical Records J Mental Health Records [] Substance Use Treatment Records

[ Educational Records O care plans [] Medications

O Financial Records O Employment/Vocational Records

[J Care Services Received/Care Plan(s) (1 Other(specify): =

i understand that the information disclosed may inciude records of mentalillness, alcohol/drug abuse, AIDS/AIDS related
illness, and developmental disabilities unless | indicate below that | do not want such information disclosed.

Do Not Disclose: [1 Alcohol/Drug Abuse [ AIDS/AIDSrelated [0 Mental Heaith/Developmental Disabilities

SOAR Fox Cities, Inc. is a 501(C){3) Nonprofit Organization
211 E. Franklin, Suite A - Appleton, Wl - 54911
920-731-9831 Cffice 920-725-1531 Fax
Website: www.soarfoxcities.com Email;: info@soarfoxcities.com
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Method of Disclosure (Enter all that you approve):
O Verbal Communication ] Written Records [ Electronic Communication

Expiration and Revocation:

eind of
This authorization will expire on _SECTVI( €~  (date), or one year from the date of signature if left blank. |
understand that | have the right to revoke this authorization at any time by providing written notice to SOAR Fox Cities,
Inc. except to the extent that action has already been taken based on this authorization.

Acknowledgment and Consent:

| authorize the above named agency/organization to disclose the above -indicated information to assist in performing it's
duties and/or coordinating services for me. | understand that SOAR Fox Cities, Inc. may re -disclose information it
receives pursuant to this authorization if necessary to establish my eligibility for programs or benefits or to coordinate
my services.

Signature;

Client Signature: Date:

Client Name (Printed):

0 Check here if this authorization is signed by a guardian/legal representative on behalf of the individual.
If Applicable (Client Referenced Abaove is Minor and/or the guardian/legal representative box is checked):

Parent/Guardian Signature: Date:

Parent/Guardian Name (Printed):

Witness (To be signed only if individual cannot sign the authorization AND is over 18):

Witness Signature: Date:

Additional Information Regarding Disclosure of information on the Following Page

SOAR Fox Cities, Inc. is a 501(C)(3) Nonprofit Organization
211 E. Franklin, Suite A - Appleton, WI - 54911
920-731-9831 Office 920-725-1531 Fax
Website: www.soarfoxcities.com Email: info®soarfoxcities.com
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No Obligation to Sign: You are notrequired to sign this authorization. Except as permitted under applicable law, refusal
to sign will not affect treatment, enroliment, or benefits eligibility. Also, you much be given a copy of the authorization
form if the Authorization was requested by SOAR Fox Cities.

Right to Inspect or Copy Information Used or Disclosed: You have the right to inspect or have a copy (for a reasonable
fee if applicable) of the confidentialinformation you have authorized to be used or disclosed by this authorization form.

Revocation: You may revoke this authorization at any time by submitting a written notice of revocation to SOAR Fox
Cities at 211 E. Frank!in Street, Suite A, Appleton, W1 54911. Revocation does not apply to information that was released
prior to the revocation notice.

Re-release: The information thatyou authorize to be released may be redisclosed by the recipient of the records only if

allowed by law. If information is redisclosed, the recipient of the redisclosed information may be controlled by different
laws.

Instructions

Important: Read all instructions and information hefore completing and signing this form. An incomplete form will not

be accepted. Follow directions carefully. If you have any questions about the release of your information, contact SOAR
fox Cities at 920-731-9831.

The following are instructions for each section of the form. Type or print as clearly and completely as possible.

1. individual information: Include your full name, address, and telephone number.

2. Agency/Organization Authorized to Release Information: Identify the person or organization who will be
sharing yourinformation with SOAR Fox Cities (e.g., your health care provider, bank, school, care manager, etc.).
Be as specific as possibie. Providing location information may help make your request clearer.,

3. Type of Records Authorized for Release: Indicate which records you would like to share with SOAR Fox Cities.
Use the “Other” line to provide more information if needed.

4. Effective Dates: Please provide a date on which the authorization will expire. if left blank and no date is
provided, this authorization will expire one year from the date of sighature.

S. Purpose and Use of Disclosed Infarmation: This section describes the purpose for the disclosure of your
information and how the information will be used. By signing the form, you agree to this use of your
information.

6. Sign and Date this Form: If you are a legally authorized representative of the individualabout whom information
is to be released, sign, date, and indicate your relationship to that individual.

7. Return Signed Form to SOAR Fox Cities: Please give, mail or email this form to SOAR Fox Cities at the address

included above. You can also drop off at our front window or email to: (A lo b LEAA @ Soctr Toxcites .o
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