M-001 (10/2010)
COMMISSION FOR CHILDREN WITH SPECIAL HEALTH CARE NEEDS

VERBAL RELEASE OF INFORMATION
	     
	
	     
	
	     


                                      Patient’s Full Name

             
                                   Date of Birth                   (CCSHCN Use Only- CUP ID)                
The purpose of this authorization is to give CONSENT FOR THE RELEASE OF VERBAL INFORMATION, INCLUDING TELEPHONE MESSAGES to designated individuals.
I authorize the Kentucky Commission for Children with Special Health Care Needs to verbally release information, including messages left on an answering machine or voice mail service (VMS), regarding the treatment, care, updates, and/or program eligibility of the child above to the following individuals.  
	RELATIONSHIP
	NAME OF INDIVIDUAL
	PHONE/CONTACT NUMBER
	ANSWERING MACHINE OR VMS?

	PARENT
	     
	     
	     

	PARENT
	     
	     
	     

	FOSTER PARENT
	     
	     
	     

	FOSTER PARENT
	     
	     
	     

	DCBS Social Service Worker, or designee
	     
	     
	     

	DCBS Family Services Office Supervisor, or designee
	     
	     
	     

	DCBS Medically Fragile Liaison, or designee
	     
	     
	     

	OTHER (SPECIFY)
	     
	     
	     

	OTHER (SPECIFY)
	     
	     
	     


I understand that I do not have to sign this authorization and that the Commission for Children with Special Health Care Needs may not condition treatment or payment on whether I sign this authorization. However, I understand that I have the right to revoke this authorization, in writing, at any time, and that the revocation will be effective except to the extent that the Commission for Children with Special Health Care Needs has already taken action in reliance on my authorization.   My written statement that I want to revoke my authorization should be delivered to:
	[Name]
	KY CCSHCN Office
	at [address]
	310 Whittington Parkway, Suite 200, Louisville, KY 40222


I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected by federal laws and regulations regarding the privacy of my protected health information. I also understand that information used or disclosed pursuant to this authorization may result in direct or indirect remuneration from a third party.  I have received a copy of this authorization.
	This authorization expires on (please list a specific date or event)
	     


or upon a change in guardianship (whichever occurs first) and will automatically become null and void.
	
	
	

	Guardian Signature (Representative of DCBS)

	   Date Signed

	Printed Name:
	     
	
	

	
	

	
	
	
	

	  Optional Signature of Patient (under 18 years old)
	
	 Date Signed


