	National Council on Alcoholism and Drug Dependence- NJ/Family Violence Option (FVO)

360 Corporate Blvd, Robbinsville, NJ 08691
Consent To Release and Request Health Information 


I, ___________________________________________________, by signing and dating this document:

                                       Print Client Name                                                                      
I authorize, direct and instruct NCADD-NJ and the FVO clinical staff to disclose the information about me described below (“My Information”) to communicate with and disclose to:
______________________________________________________________________________

 (Name of Person/Agency receiving information) 

identifying information about me related to (as applicable): HIV infection or AIDS; STDs/venereal diseases, including, Hepatitis B and C, Genetic Information (as defined by N.J.S.A 10:5-44 et seq.); tuberculosis; Mental Health Information, which is defined as information directly or indirectly identifying me as receiving mental health services from a provider agency program funded by DMHAS and governed by N.J.A.C. 10:37-6.79 et seq.), including mental health assessment results (current symptoms,  history, and treatment) and service plans, psychiatric evaluation results, attendance, drug test results, discharge summary). With regard to Genetic Information, I acknowledge that this consent hereby serves as notice to me regarding access to such information by the Recipients and/or NCADD-NJ, as the case may be.

The following information that is needed to enable the persons/agencies listed above to provide, coordinate and monitor my treatment for [TB][STD][HIV/AIDS] or [HBV/HCV]:
[initial each category that applies]* 

*____ (1) Tuberculosis (TB): information about my diagnosis and treatment for TB. 

*____ (2) Sexually transmitted disease(s) (STD): information about my diagnosis and treatment for any STD. 

*____ (3) HIV/AIDS: information about my HIV status (including HIV test results and information about my diagnosis and treatment for HIV-related conditions, including AIDS).

*____(4) Hepatitis B Virus (HBV) and/or Hepatitis C Virus (HCV): information about my diagnosis and treatment for HBV or HCV.
The purpose of these communications and disclosures is to: (1) enable the persons and agencies listed above to provide, coordinate and monitor the treatment I receive for [TB] [STD] [HIV/AIDS] and /or [HBV or HCV]; and (2) discuss with me any [sexual/needle sharing] partners or contacts and/or family members who might be infected [with] [TB] [STD] [HIV] and/or [HBV/HCV] need treatment.
I understand that My Information that is Protected Health Information is protected under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), as amended, and the regulations thereunder, including 45 C.F.R. Parts 160 and 164.  I understand that my FVO records and privacy are protected under N.J.S.A. 2A:84A-22.13 through 2A:84A-22.16. I also understand that My Information, that may include substance use and treatment records are protected under the federal regulations governing confidentiality of Substance Use Disorder Patient Records, 42 CFR Part 2. I understand that once disclosed, except as required by such laws and regulations, the information may be subject to re-disclosure and no longer protected.
I understand that NCADD-NJ cannot and does not condition its treatment, payment or eligibility for health benefits on my signing of this form. I understand that although I am not required to sign this consent in order to obtain treatment from NCADD-NJ, my eligibility for services provided by the agencies/entities listed on this consent may be affected if I choose not to sign.  

I understand that I may revoke this consent in writing at any time except to the extent action has been taken in reliance on it. My written revocation can be mailed to NCADD-NJ Attn: Privacy Officer at the address located in the Notice of Privacy Practices I was given. If I revoke my consent, I understand that the listed agencies will be notified and my eligibility for services provided by such agencies/entities may be affected.  

This consent shall otherwise remain in effect for 6 months from the date of signature on this release.
Signature of Client or Authorized Representative         

       Date

If signed by Authorized Representative (check one):

( Permanent Guardian ( Emergency Special Guardian ( Power of Attorney  ( Legal Parent ( Other: ____________________

NOTICE TO RECIPIENT
· 42 CFR Part 2 prohibits unauthorized disclosure of these records.
· Disclosure of Mental Health Information without the authorization of the person who is the subject of such records, or as otherwise provided by law, is prohibited.
· State law prohibits the unauthorized re-disclosure of HIV/AIDs Information.
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