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RUTLAND AREA FACILITATING TREATMENT (RAFT) TEAM R“flﬁﬁf_f{efg;‘;nal Medical Center
An Affitieire of Rueland Regional Healt Sertces
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATICGN S
FOR FACILITATION OF SUBSTANCE ABUSE TREATMENT 5L
l, , date of birth . authorize the use ard disclosure of my health

ard treatment infermation by and among each of the participanis of Rutiand Area Faciiitating Treatment (RAFT) Team checked below.
including the staff of each organization.

[} Ruttand Regional Medical Center, including: West [ | Agency of Fuman Services, which includes:

Ridge Center for Addiction Recovery, Rutland Regional «  Vermont Department of Health

Bshavioral Hezlth +  Vermont Department of Corrections
[ | Rutland Mental Health Services, including Evergreen »  Vermont Vocational Rehabilitation

Services . «  Vermaont Deparment of Chidren and Families
{ ] Recovery House, Inc,, including: Grace House, Serenily - (DCF)

House = Family Semvices
[[] Community Health Centers of the Rutland Region, = Economic Services

including Rutland Commurity Heaith Center, Castleton ] Other
Family Health Canter, Metawee Valley Family Hezlth

Cenier, Brancon Medical Center, Shorwell Community I ] Other
Health Center

The means of this use of disclosure may be written, verbal or electronic.

| understand that the purposes of the RAFT Team are to evaiuate the need for ane faciliate the coordinztion of substance abuse
traatment services, medical services, and social support services in order to best meet my addiction treatment neads.

| authcrize the use and disclosure of my health and treatment infermation 3y and among the participating organizaticns of the RAFT
Teara saiely for thase statad purposes,

The health and ‘reatment infermation that will be shared may include the following:

» Mame, date of birth ‘ ~ Lab west results, including drug testing
» Address, phone number(s) » Mertal health and/er drug and alcohcl assessment, dizgnosis,
> Madical care and freatmert provided to me treaiment, progress anc discharge summary {if appiicable}
+ Psycho-sacial history » Criminal Fistory and/or current involvement with Depastment
~» Currant living situation ' of Corrections
» History and atiendance at alccholidrag treatment, including » Other (specify}
methadong maintenancs, and mental heaith services .

'n order to faciitate access to ‘reatment coordinate appcintments, | autharize participants of the RAFT Team fc convey fimilad
information regarding ugcoming appointmant datesAimes to staff of the following organizations

i_] Turning Point Recovery Center 1 Community Links
[] Other - ] Other
Phene: Phone:
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ADDITIONAL PROVISIONS CONCERNING YOUR CONSENT:

| undarstand fhat my alconol andior drug traatment records are profected Under federal siatutes and reguiations governing the
Conidentiality of Aleshol and Drug Abuse Patient Racores, including 42 C.F.R. Part Z, and my personal health information is protecied
ay the Health Insurance Fortability and Accountability Ac: of 1996 ["HIPAA), 45 C.F.R. Pts. 130 & 164, and m some cases by 7 C.FR.
§245.25, ard such information cannot be disclosed without my written consent unless otherwise provided for in these provisions.

| also undersiand that my decisicn to use the services of the RAFT Team is voluntery. Ny signature indicates that | urderstand the
important information provided in this Consent. ! may end RAFT Team services at any ime.

| understand that i [ wart members of the RAFT Team to disciose information about me to someone cther than the members of the
RAFT Team, | will need to sign 2 separate Consent or Authorization: 0 release such health and treatment information fcr each party tc
whem such informiation is disclosed, except as speciically described below.

| further understand that if any of the members of the RAFT Team or the participating organizations want to use or disclcse any
informaticn regarding me for a purpose cther than that described in this Cansent ferm, excep: informaticn required by [aw pertaining to
the mancalery repoding of suspected child abuse or neglect, that member or participating: crganization must obtain ry writter
parryssion, stating the aurpose of the consent, prior to using or discicsing that informaticn.

| zlse undarstand that | may request restricions on the use cr disclosurs of freafmert records. | understand that the RAFT Team wil
consider my request but is not bound to agree o it in which case | may decline to participate with the RAFT Team, However, my
refusal to be involved with the RAFT Team will nct affect my ability ‘o receive services from the individual participating organizations.

[ further understard that generally the participating organizations may not condition my freatment with them on whether | sign 2
consent form, but that in certain [imited circumstances, | may be denied freatmert with them if | do net sign such a orm.

| may revoke this Consent at any time by netifying any member of the RAFT Team, but revoking this Consent wil not affect any actions
that were taken by the RAFT Team or its sarticipating organizations before | revoked it

- This Consant will remain In effect for up to one year while | receive services and for thity {30) days zfter the termination of services by
the st participating oroanization on the RAFT Team providing services fo me unless | cheose to terminate if on the following date, or
as aresul cf the following event or cond fion:

| have read all of the above information, and | understand its cortents and consent fo the disciosure. andior redisclosure of the
confidential information identified above to the participating organizations and staff members of the RAFT Team for the purposes
specified.

Name of Patient (Please Frint} Data/Tims

Witness: Name and Title , ' Date/Time

This Consend to Relessa informiation wil ba Regt on file by the RAFT Taarn unless revcked oy the clienf or terminated ag specified in this agreement.

Revocation of Release

[ Hersby revoke all consents autherized under this document.

Name of Pailent {Please Print) DatefTime

Witness: Name and Title Cate/Time
g
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