North Carolina Department of Health and Human Services

Division of Public Health

North Carolina Infant-Toddler Program

Authorization to Disclose Health Information
	Child’s Name:
	     
	Date of Birth: 
	     

	Child’s Medical Record #: 
	     
	Child’s SS # (optional):
	     
	

	I, 
	     
	Hereby authorize
	     

	
(Parent/Legal Guardian or Personal Representative)
	
(Name of Provider/Agency/Individual)

	To disclose and exchange specific health information from the records (written and electronic) of the above named child to/from

	     
	
	     
	
	     
	
	     

	 Recipient(s) Name 
Address
Phone 
Fax (optional)

	For the following purpose(s):
	     

	Specific information to be disclosed/exchanged (check all that apply):

	 FORMCHECKBOX 
 Birth Records/History
	 FORMCHECKBOX 
 Physical Therapy Evaluations
	 FORMCHECKBOX 
 Multidisciplinary Evaluations

	 FORMCHECKBOX 
 Health and Medical Records
	 FORMCHECKBOX 
 Occupational Therapy Evaluations
	 FORMCHECKBOX 
 Individualized Family Service Plans [IFSPs]

	 FORMCHECKBOX 
 Laboratory Results
	 FORMCHECKBOX 
 Speech and Language Evaluations
	 FORMCHECKBOX 
 Status of Eligibility

	 FORMCHECKBOX 
 Admission/Discharge Summaries
	 FORMCHECKBOX 
 Developmental Assessments
	 FORMCHECKBOX 
 Progress Reports/Progress Notes

	 FORMCHECKBOX 
 Ophthalmological Evaluations
	 FORMCHECKBOX 
 Nutritional Assessments
	 FORMCHECKBOX 
 Other [specify] 
	     

	 FORMCHECKBOX 
 Audiological Evaluations
	 FORMCHECKBOX 
 Educational Evaluations
	 FORMCHECKBOX 
 Other [specify] 
	     

	 FORMCHECKBOX 
 Social History
	 FORMCHECKBOX 
 Psychological Evaluations
	 FORMCHECKBOX 
 Other [specify] 
	     

	 FORMCHECKBOX 
 Developmental History
	 FORMCHECKBOX 
 Medical Evaluations
	 FORMCHECKBOX 
 RESTRICTIONS
See Specific Request 

	  I understand that this authorization will expire on the following date, event, or condition: 
	     


(NOT TO EXCEED ONE YEAR)
I understand that if I fail to specify an expiration date or condition, this authorization is valid for the period of time needed to fulfill its purpose for up to one year, except for disclosures for financial transactions, wherein the authorization is valid indefinitely. I also understand that I may revoke this authorization at any time by signing the Revocation Section on the back of this form. I further understand that any action taken on this authorization prior to the rescinded date is legal and binding.

I understand that my information may not be protected from re-disclosure by the requester of the information; however, if this information is protected by the Federal Substance Abuse Confidentiality Regulations, the recipient may not re-disclose such information without my further written authorization unless otherwise provided for by state or federal law.

I understand that if my record contains information relating to HIV infection, AIDS or AIDS-related conditions, alcohol abuse, drug abuse, psychological or psychiatric conditions, or genetic testing, this disclosure may include that information. I understand that I may request that the disclosure of this information be restricted. I also understand that I may refuse to sign this authorization. I also understand that the Infant Toddler Program cannot deny or refuse to provide treatment or eligibility of benefits if I refuse to sign this authorization. (Note, however, if treatment is research related, treatment may be denied if authorization is not given.) 

I further understand that I will receive a copy of this signed authorization. 

	
	
	     
	
	

	Signature of Client
	
	Date
	
	Witness and Date (if required)

	
	
	     
	
	     

	Signature of Parent, Legal Guardian, Personal Representative
	
	Date
	
	Relationship/Authority

	

	AUTHORIZATION TO DISCLOSE HEALTH INFORMATION – REVOCATION SECTION

	I do hereby request that this authorization to exchange/ disclose health information of
	     

	
	Child’s Name

	Signed by:
	     
	On
	     

	
   Name of Person Who Signed Authorization
	
	Date of Signature

	Be rescinded, effective 
	     
	(Date)

	I understand that any action taken on this authorization prior to the rescinded date is legal and binding.

	
	
	     
	
	

	Signature of Client
	
	Date
	
	 Witness and Date (If Required)

	
	
	     
	
	     

	Signature of Parent, Legal Guardian, Personal Representative
	
	Date
	
	Relationship/Authority


ID #:  FILLIN  "Enter Child's ID#"  \* MERGEFORMAT 
North Carolina Infant-Toddler Program

Authorization to Disclose Health Information

Purpose:
Prior to disclosing and exchanging specific health information from the records to and from a particular individual or agency, this authorization form provides the means for obtaining the parent or guardian’s permission to release that information. The parent or guardian must be provided with a copy of this release. For additional guidance, see the Infant-Toddler Program Manual Policy Bulletin #11 – Confidentiality and Privacy Issues and the document titled - North Carolina Infant-Toddler Program Authorization to Disclose Health Information Form: Instructions and Guidance for its Use and Application.

Instructions:
1.
Enter the child’s name and date of birth.
2. Enter the name of the parent, legal guardian, or personal representative who is granting consent for the disclosure

or exchange of information.
3. Enter the name of the provider, agency, or individual who will be disclosing or exchanging information.
4. Enter the name and address of the provider, agency or individual to whom you are releasing or requesting

information.
5. Describe the purpose of the disclosure or exchange of information, e.g., eligibility determination, assistance with

the transition process.
6. Check each type of applicable information to be disclosed/exchanged. If a specific category is not listed, check
 
“other” and enter a description of the information being disclosed or exchanged. You may strike through the types of

information that do not apply to ensure that you are not violating other legal requirements.
7. Enter the reason the Authorization is to expire -- a specific date, event, or condition. Authorization cannot exceed

one year from the date it was granted.
8. The parent, legal guardian, or personal representative must sign and date the authorization indicating his or her

understanding that any action taken prior to the expiration date is legal and binding.
9. Enter relationship of the person acting on behalf of the child – parent, legal guardian, or personal representative.
10. Use the Revocation Section of the form to withdraw the authorization in its entirety. Indicate the child’s name, the

name of the person who signed the original authorization, the date the original authorization was signed, and the 

effective date of the revocation. Leave the client signature blank. A witness is required only if the parent cannot sign

his or her name. The person revoking authorization must sign and date the form. Enter relationship of the

person acting on behalf of the child – parent, legal guardian, or personal representative.
Disposition:
Infant-Toddler Program records, including financial and automated information, must be maintained for a minimum of five years following the child’s twenty-first birthday. Records must be archived in accordance with state requirements to ensure their preservation for the required length of time.
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