Youth’s Authorization to Obtain and Release Information


I _______________________, (Name of Youth), DOB _________ have agreed to participate in the Quality Service Review (QSR) which is sponsored by the Pennsylvania Department of Public Welfare’s Office of Children, Youth and Families and Name of County Agency.   The purpose of the Quality Service Review is to gain a greater understanding of the strengths and gaps in the services provided by Name of County Agency to children, youth and families.  

As part of this review, I understand that the reviewers will need access to information related to the services and treatment received by me, _______________________ (Name of Youth). This information may be gathered from all relevant providers and individuals including, but not limited to, the following: School, Medical Provider(s), Mental Health Provider(s), Drug and Alcohol Treatment Provider(s), CYS Provider Agencies and Advocates.
I hereby grant authorization for the following providers listed below to speak with and release any and all information, reports, and documentation (including medical, mental health / drug and alcohol treatment, child welfare or educational records) related to _________________________ (Name of Youth) for the purpose for conducting the Quality Service Review, to the Quality Service Review Team.  
I understand that this authorization will be used to both obtain and release information to and from all of the agencies listed below and may include both verbal and written information and reports. 
Initial:
___________


For purposes of the Quality Service Review copies of this Authorization will suffice as the original.
Initial: ___________
Providers Included in this Authorization:
Medical Provider ___________________________________________________________
Address
____________________________________________________________

Dates of Service:  from ___________________ to ___________________

Mental Health Treatment Provider __________________________________________ 
Address
_________________________________________________________

Dates of Service:  from ___________________ to _________________

School 
___________________________________________________________

CYS Provider Agency ________________________________________

Other Agencies  
_________________________________________

_________________________________________
Child Advocate/GAL_________________________________________
This consent for release of information for purposes of conducting the Quality Service Review is valid beginning on ___________________ and shall remain in effect for 90 days, ending on __________________.  

· I have the right to revoke this authorization in writing at any time.

· The revocation will not apply to information that has already been released in response to this authorization

· Authorizing the disclosure of this information is voluntary.

· I understand that any disclosure of information carries with it a potential for unauthorized re-disclosure and the information may not be protected by confidential rules.

· I understand that I may have a copy of this completed Authorization form.

Signatures:

______________________________________
________________________

Parent/Legal Guardian




Date

______________________________________ 
________________________
Witness






Date 
Signature of child/youth 14 years of age or older when Mental Health or Drug and Alcohol treatment records are requested:  
______________________________________
________________________

Child/Youth






Date
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