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Consent for Services and Authorization for Release of Information

Individual Name: ________________________________________________________
Program(s): _________________________________ Date: ______________
Authorization
I authorize Jewel Human Services, Inc. (JHS) to obtain, use, and exchange my confidential health and service information as needed to determine eligibility, coordinate care, develop service plans, and provide services.
Information Covered
Records and information relating to my medical, psychological, psychiatric, behavioral, educational, and therapy services, including records maintained by or obtained from hospitals, healthcare providers, care managers, OPWDD, Medicaid, and other agencies or organizations involved in my care. Psychotherapy notes are excluded unless separately authorized in writing
Information May Be Requested From
Healthcare providers, hospitals, schools, therapists, OPWDD, Care Management Organizations, government agencies, and other providers involved in my care.
Your Rights
• This authorization is voluntary.
• I may revoke it at any time in writing; revocation does not affect actions already taken.
• Remains in effect until the individual is discharged from Jewel Human Services. 
Signatures
	Individual Signature	
	Date

	Printed Name
	

	Parent/Legal Guardian (if applicable)
	Relationship

	Guardian Signature
	Date

	JHS Representative
	Date
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