


 AUTHORIZATION AND CONSENT FOR DISCLOSURE, RECEIPT AND USE 
OF CONFIDENTIAL INFORMATION BY MULTIPLE PARTIES FOR 

 ALCOHOL, SUBSTANCE ABUSE AND/OR MENTAL HEALTH 
PATIENTS 

 
CONSUMER NAME: ___________________________________________________ 
CONSUMER SSN:___________________ CONSUMER DOB:_________________ 
 
NAME OF SERVICE PROVIDER: ________________________________________ 
 
 
 

I ___________________________________________________________ 
                                                     [print consumer name] 

 
hereby authorize any of the parties designated below to communicate with one 
another through disclosure, receipt and use of my confidential information for 
purposes of evaluating my need, coordinating and/or providing services to me.  Any 
disclosure, receipt or use of information by the parties will be limited to the 
minimum that is reasonably necessary to accomplish the intended purpose. 
 
 

AUTHORIZED PARTIES 
[CONSUMER INITIAL EACH THAT APPLIES] 

 
ALCOHOL, SUBSTANCE ABUSE AND MENTAL HEALTH PROVIDERS: 
 

______MENTAL HEALTH CARE (MHC) 
______NORTHSIDE MENTAL HEALTH CENTER        
______AGENCY FOR COMMUNITY TREATMENT SERVICES (ACTS) 
______GULFCOAST JEWISH FAMILY SERVICES 
______BOLEY CENTERS 
______DACCO 
______PHOENIX HOUSE 
______CENTER FOR WOMEN  
______SALVATION ARMY 
______GOODWILL 
______TAMPA CROSSROADS 
______OTHER (specify:)___________________________________________________ 

 
GENERAL HEALTH CARE PROVIDERS (including but not limited to alcohol, substance abuse and / 
or mental health treatment services): 
 
 ______TAMPA GENERAL HOSPITAL 
 ______ST. JOSEPH’S HOSPITAL 
 ______MEMORIAL HOSPITAL 
 ______HEALTH MANAGEMENT ORGANIZATION (specify:)___________________ 
 ______OTHER HEALTH CARE PROVIDERS (specify:)_________________________ 
 
 
 



 
 
 
OTHER SERVICE PROVIDERS: 
 
 ______HILLSBOROUGH KIDS (HKI) 
 ______FLORIDA DEPARTMENT OF JUVENILE JUSTICE (DJJ) 
 ______HILLSBOROUGH COUNTY PUBLIC SCHOOLS 
 ______OTHER PROVIDERS (specify:)_______________________________________ 
 
 
ADMINISTRATIVE SERVICE ORGANIZATIONS: 
 
 ______FLORIDA DEPARTMENT OF CHILDREN AND FAMILIES 
 ______CENTRAL FLORIDA BEHAVIORAL HEALTH NETWORK 
 ______ QUALIFIED SERVICE ORGANIZATIONS 
 ______OTHER (specify:)___________________________________________________ 
 
 
FINANCIAL ASSISTANCE AND RESOURCE OFFICES: 
 
 ______SOCIAL SECURITY ADMINISTRATION (SSA) 
 ______MEDICAID (DCF) 
 ______FOOD STAMPS (DCF) 
 ______WOMEN, INFANTS AND CHILDREN (DCF) 
 ______TEMPORARY AID FOR NEEDY FAMILIES (DCF) 

 
OTHER CONSUMER DESIGNEES: (specify):__________________________________________ 
 
 
The nature and amount of information that may be disclosed, received and/or used 
by the parties pursuant to this authorization is as follows: 
 
[CONSUMER INITIAL EACH THAT APPLIES] 

 
______My name and other personal identifying information. 
______My identity as an applicant for, or recipient of alcohol, substance abuse and/or mental health 
             treatment services. 
______Initial and subsequent evaluations and assessments of my service needs by the following: 

 
______Summaries of alcohol, substance abuse and/or mental health assessments and history; 
_____Summaries of alcohol, substance abuse and/or mental health service plan(s); 
______ Attendance, progress and compliance in alcohol, substance abuse and/or mental health 
              services; 
______ Discharge plan(s) for alcohol, substance abuse and/or mental health services; 
______ Date and status of discharge from alcohol, substance abuse or mental health services; 

 ______ Psychiatric testing information and diagnosis; 
______ Psychosocial history; 
______ Other [specify]____________________________________________________. 

 
The purpose for disclosure, receipt and use of information authorized by me in this 
document is to enable the parties to evaluate my need, coordinate and provide 
services to me.  

 



 
 

 
I understand that generally, my treatment, payment, enrollment or eligibility for benefits 
may not be conditioned upon my signing this authorization, but that in certain limited 
circumstances, I may be denied treatment if I do not sign an authorization. 
 
I understand that the confidentiality of any information disclosed, received or used 
pursuant to this authorization is protected by law and will not be further disclosed by, or 
to any other party without my express written consent, or as otherwise permitted or 
required by applicable law. 
 
I further understand that I have the right to revoke this authorization in writing at any 
time, except to the extent that any authorized party has already taken action in reliance on 
it   If not previously revoked by me, this authorization will terminate as of the following 
date, event or condition, not to exceed one (1) year from the effective date hereof. 
 
_________________________________                          
[specify date, event or condition of termination] 
 
 
By my signature below, I acknowledge that I have given my consent as indicated above 
freely, voluntarily and without coercion, and that I have been given a copy of this 
authorization, signed by me on the date shown below. 
 
 
 
______________________________________________   _____________________ 
[signature of consumer or consumer’s authorized representative]         [effective date] 
 
 
__________________________________________________________ 
Description of authority if signed by consumer’s authorized representative  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Effective Date of Form: 10-01-07 


