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Participant Locator & Authorization to Release Information Form



Introduction
Part of our goal at Central Vermont Medical Center is to support you to lead a healthy life by increasing your overall wellness and safety.  We would like to reach out to you by phone again in 6 months and ask you to take part in a 20 minute interview.  The purpose of this interview is to learn whether the wellness services you have received were helpful and to make any changes to those services in the future.  If you agree to let us contact you, our partner, Evidence Based Solutions/AdCare of Montpelier, VT will contact you by phone to see if you are still interested in doing this interview.  You will receive a $20 voucher after the interview as a thank you for your time. 

We are also asking you, __________________________, to authorize us, your provider, __Central Vermont Medical Center__, to disclose to Evidence Based Solutions,/AdCare your alcohol, drug and related information (e.g. demographic, housing, employment/education, mental health, family and social support questions) provided under the Screening, Brief Intervention, and Referral to Treatment (SBIRT) program for the purpose of SBIRT program evaluation and healthcare services quality improvement.  

This evaluation is part of a national effort to improve prevention and intervention services for alcohol and drug use. To help with that, with your permission, we will send your  information to the federal Services Accountability Improvement System’s secure website to be combined with information on others collected from around the country. All information that could identify you will be removed before it is sent to the federal website. 

How do we keep in touch with you?
Thank you for agreeing to let us reach out to you in 6 months to see how you are doing.  We know folks have busy lives that sometimes lead to changes in phone numbers and addresses.  We would like to be able to contact you in 6 months for continued participation in the follow up evaluation of our services. Having more than one way of reaching you helps to make sure we can reach you when it is time for your follow-up interview.  For this reason, we are asking you to take a minute and provide us with the information below and on the back side of this form. Please note this information will be stored separate from the data you provide during the follow-up interview. This information will be kept in locked file cabinets in a locked office. This information will only be used by our wellness staff which includes your provider and the evaluation staff at Evidence Based Solutions/AdCare conducting follow up interviews.

Should you choose not to give us the contact information of others who may know how to reach you, you can still take part in the follow-up interview.  Also, your choice to complete part or all of this form does not affect the services you are receiving or will receive in any way.

	Copy of this form was offered to client:
	_____ Copy accepted by participant
	_____ Copy declined by participant


Your current contact information:

Your Name:	_______________________________
Address:	_______________________________
Email:		_______________________________

Phone Numbers:      Home:___________________  Cell:___________________  Work:___________________


Who would know how to reach you if your address, email or phone number change?
Please list the names of at least 2 people in your life who would know how to reach you if your contact information changes. You can list spouses/partners, parents or grandparents, friends, key service providers in your life, or anyone else you think would know where to find you if we lose touch.

1. Person’s Name:	_______________________________ 
Do not know

Refused


    Address:		_______________________________
    Email:		_______________________________

Phone Numbers:
Home:____________________  Cell:____________________  Work:____________________  

******************************************************************************

2. Person’s Name:	_______________________________ 
Do not know

Refused


    Address:		_______________________________
    Email:		_______________________________

Phone Numbers:
Home:____________________  Cell:____________________  Work:____________________  








By signing this, I give staff from Evidence Based Solutions/AdCare permission to:

1) Release my information as described above described on page 1; and 
2) Contact me and/or the people I’ve listed here in order to contact me. 

I understand that:
· [bookmark: _GoBack]The purpose of releasing the information to Evidence Based Solutions/AdCare is to try to improve tobacco, alcohol, and substance use prevention and intervention services at CVMC and across the state. 
· EBS/AdCare will share my information with the SAIS federal website ONLY in a way that protects my identity for the purpose of improving these types of services nationally. 
· The purpose of disclosing my contact and my collateral contacts’ information is to allow the wellness project staff at Evidence Based Solutions/AdCare to locate me to complete the follow-up interview which I have agreed to complete. 
· The wellness project staff will leave messages for me if needed. They will not release any personal information about me other than I agreed to take part in a follow up interview.
· I  have the right to revoke this authorization at any time in writing.

This authorization will expire one year from the date it is signed unless it is signed unless I revoke it in writing earlier.   If I revoke, I understand that the revocation will not be effective for any information that EBS has already relied upon.  

Means of Disclosure (check all that apply):   	  Paper          Oral         Electronic          Fax

I understand that federal regulations (42 CFR part 2) prohibit the redisclosure of drug & alcohol treatment information without my written consent or as allowed by the regulations.  I understand that under Vermont statute, my health information can only be disclosed with my authorization or as mandated by an express provision of law.  For disclosures of information made to organizations outside of the State of Vermont, all other health information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and no longer protected by this rule (Privacy Standards of the Health Insurance Portability and Accountability Act of 1996).

I understand that my treatment/support is not conditioned upon authorizing this disclosure.  I understand I may revoke this authorization at any time except to the extent that the Agency, or other agency making the disclosure, has already acted in reliance on it.  In general, revocation should be submitted in writing and sent to the Agency at the address on following page.

_________________________________    _________________________________    _________________
Signature of Participant		           Printed Name of Participant		        Date Signed

_________________________________    _________________________________    _________________
Signature of Witness			           Printed Name of Witness		        Date Signed
I hereby revoke this authorization on ____________________(date) at _________________ (time).  Do not release any further information under this authorization.
Signature:_________________________________________



For questions or concerns please contact EBS at 802-225-6066.
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