PROVIDER TRAINING

COMPLETE A RELEASE OF CONFIDENTIAL INFORMATION FORM

\L

INTELLIGENT VALUE

@ Please enter the

member’s legal
guardian’s name

@ Please enter

YOUR AGENCY
NAME and
address

@ Place a check

mark next to the
intended purpose
of sharing the
information
between your
agency and
KEPRO

Please have the

member or legal
guardian sign and
date the form

Provider Training

Q@

VKEPRO

KEPRO: AUTHORIZATION EOR RELEASE OF CONFIDENTIAL INFORMATION

Name: DOB:_/ ] S5M: -
> @ . hereby suthorize @ —
[Name and Address)
@ [Name and Address of Organization snd/or Person Making Disclosure)
todisclose to _ank
@ [Name and Address of Organization and/or Person Receving Information) I

{Mame and Address of Organization and/or Person Disclosing or Re-disclosing Information)

todisclose to @

[Name and Addness of Drganization andfor Person Receiving Disclosed or Re-dischosed Information])

@ﬂnmmn[dﬂdﬁﬁemﬂﬂwﬂ

O  Medical History, Examination Reports, O  Presciptions O  Reports of Participation and progress
and medictions 0 Consuttations and Treatment
[ Operstion Reports O Diagnasis L  Discharge Plans
O HIVTest Results O  Results of Drug Screens O  Treatment or Tests
[0 Fitness for Duty Concerns O Job Performance Functions [ Copies of all Other Reports
O  Alcohol, Drug Abuse Reports O Hospital Records, Reports, Dates of O Mentl Health Records, Psychiatric,
O  Lasboratory Reports Hospitalization and Discharge Sodal,
O  Psychological, and other Allied Health
Evzluations

@ O Other
Purpose(s] or 5} for refense:

O  Ongoing diagnasis, trestment planning, sodal, vocstional, fiscl or eductions] planning

[  Determining the sppropriatensass of senices being provided and coordination of disgnostic svalustion, treatment planning and/for medical, social,
wocational andfor poychologiczl service defivery

[0  Rehshilitation case management of medical condition as 2 result of 2 workers' compensation injury

O Cleimes appes] or claims processing

O  Forany lawfud purpose

O Other

Q

| understand that individually identifizble hezlth information ["WHI") is protected under Federal andfor State confidentiality law. | further acknowledge that the
information to be released was fully explained to me and this suthorization is given of my own free will. | may withdraw this suthorization to disdase lIHI at any time by
WITthen revocation except to the extent that the program or person that is to make this disdosure has scted in reliance on it. Upon revocation of this authorization,
further release of HHI authorized by this shall cesse immediately. If not previously nevoked, this suthorizztion will terminate upon  year{s) from the date written on this
form. A fie copy is considered equivalent to theoriginal.

Thits awthorization indudes the types of information set forth sbove generated until the date of signature AND subsequently if generated befores

lunderstand that if the organization authorized to receive the information is not o kealth plan or heslth care provider, or a contractor thereof, the: released 1IH] may
nnImwbeptutactndhhdudmmlumﬁﬂmlmdﬁmmwhmwﬁmﬂmhmﬂﬁlbnutqlllllsfwm.
| understand that KEPRO will [mot] receies fi ial o in-kind con h For using or dischosing the [IHI described abowe.

Signature of Patient Signature of Parent, Guardian or Witness

.E Driacd Representative

Date Diate fif required, and relationship)

Legal Suthority: [0  Paremt or Legal Guardian O Mext of Kin of Deceased

The person signing this suthorization is entitled to & copy.

TO THE RECIPIENT OF CONFIDENTIAL INFORMATION: PROHIBITION ON REDISCLOSURE. If the information disdossd to you relates to alechol and other substance
abuse trestrment, this information has been disdosed to you from reponds protected by Federal confidentizlity rubes (42 CFR part 2). The Federal rules probibit you from
making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains, or as
otherwize permitted by 42 CFR Part 2. A generzl authorization for the release of medical or other information is NOT sufficent for this purpose. The Federal rules
restrict any use of the information to criminally investigate or prosecute any slcohol or other substznce abuse patient.

o fleairrraa'riskergansthior el RS pevised HVI00014

Release of Information

Please enter the
member’s name,
DOB and SSN

@ Please enter YOUR

AGENCY NAME
and address.

@ Please enter

KEPRO, 82 Running
Hill Rd., Suite 202
South Portland, ME
04106

@ Place a check

mark next to the
information
intended to be
shared between
your agency and
KEPRO

@ Please enter the

expiration date of
the release
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