北卡羅來納衛生人力部
公共衛生分部

北卡羅來納嬰兒-學步期幼兒三歲以下兒童計劃
授權披露健康資訊
	兒童姓名：
	     
	出生日期： 
	     

	兒童醫療記錄編號： 
	     
	兒童社保編號（選用項目）：
	     
	

	我，
	     
	在此授權
	     

	
（家長/法定監護人或私人代表）
	
（提供者/機構名稱/個人姓名）

	向以下接收人披露並與其交流以上兒童記錄中的特定健康資訊（書面和電子方式）：

	     
	
	     
	
	     
	
	     

	接收人名稱/姓名：
地址
電話：
傳真（選用項目）：

	用途如下：
	     

	披露/交流的特定資訊（請勾選所有適用項目）：

	 FORMCHECKBOX 
 出生記錄/歷史
	 FORMCHECKBOX 
 理療評估
	 FORMCHECKBOX 
 多學科評估

	 FORMCHECKBOX 
 健康與醫療記錄
	 FORMCHECKBOX 
 職業療法評估
	 FORMCHECKBOX 
 個性化家庭服務計劃[IFSP]

	 FORMCHECKBOX 
 實驗室結果
	 FORMCHECKBOX 
 語音與語言評估
	 FORMCHECKBOX 
 符合資格情況

	 FORMCHECKBOX 
 入院/出院摘要
	 FORMCHECKBOX 
 發展評估
	 FORMCHECKBOX 
 進度報告/進度附註

	 FORMCHECKBOX 
 眼科評估
	 FORMCHECKBOX 
 營養評估
	 FORMCHECKBOX 
 其他[請說明] 
	     

	 FORMCHECKBOX 
 聽覺評估
	 FORMCHECKBOX 
 教育評估
	 FORMCHECKBOX 
 其他[請說明] 
	     

	 FORMCHECKBOX 
 社會歷史
	 FORMCHECKBOX 
 心理評估
	 FORMCHECKBOX 
 其他[請說明] 
	     

	 FORMCHECKBOX 
 發展歷史
	 FORMCHECKBOX 
 醫學評估
	 FORMCHECKBOX 
 限制
參閱特定要求 

	我明白此授權將於以下日期、事件或情況下失效： 
	     


（不超過一年）
我明白，如果我未指定失效日期或情況，此授權在長達一年內為滿足其用途所需之期間內有效，財務交易的披露除外（在這種情況下，本授權永久有效）。我也明白，我可透過簽署本表格背面的「撤銷部分」來隨時撤銷此授權。我還明白，在此撤銷日期之前採取的任何行動均合法且具有約束力。
我明白，我的資訊要求者可能不會阻止我的資訊的再披露；但如果此類資訊受《聯邦物質濫用保密規定》（Federal Substance Abuse Confidentiality Regulations）的保護，則接收人在未得到我的進一步授權的情況下不得再披露此類資訊，州或聯邦法律允許者除外。
我明白，若我的記錄包含與HIV感染、愛滋或愛滋相關情況、酗酒、濫用藥物、心理或精神狀態或基因測試相關資訊，則此披露可能包括此類資訊。我明白，我可要求對此類資訊的披露進行限制。我也明白，我可拒絕簽署此授權。我也明白，如果我拒絕簽署此授權，嬰兒-學步期幼兒三歲以下兒童計劃無法否定或拒絕提供治療或受益資格。（注意，若治療與研究相關，則在未提供授權的情況下可拒絕提供治療。） 

我還明白，我將會收到此已簽名授權書的一份複本。 
	
	
	     
	
	

	客戶簽名
	
	日期
	
	證人與日期（若要求）

	
	
	     
	
	     

	家長/法定監護人或私人代表簽名
	
	日期
	
	關係/權限

	

	授權披露健康資訊 ——撤銷部分

	我在此要求撤銷此交流/披露以下兒童健康資訊的授權：
	     

	
	兒童姓名

	簽署人：
	     
	日期：
	     

	
   簽署授權書的人員姓名
	
	簽署日期

	生效日期： 
	     
	（日期）

	我明白，在此撤銷日期之前採取的任何行動均合法且具有約束力。

	
	
	     
	
	

	客戶簽名
	
	日期
	
	證人與日期（若要求）

	
	
	     
	
	     

	家長/法定監護人或私人代表簽名
	
	日期
	
	關係/權限


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 based upon the Infant Toddler Program’s record retention policy. Records must be archived in accordance with state requirements to ensure their preservation for the required length of time.
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