Human Development Center
Comprehensive Behavioral Healthcare

Professional. Compassionate. Dedicated.

INFORMED CONSENT AND AUTHORIZATION

Consent for Treatment | give my consent to the Human Development Center (HDC) providers and support staff
to provide, coordinate, and/or manage behavioral health services for me.

Authorization for Disclosure of Protected Health Information (PHI) As explained in the Notice of Privacy
Practices, | authorize disclosure of my protected health information for the purpose of HDC’s Treatment, Payment,
and Healthcare Operations. HDC may disclose my health information to and access my health information from
other providers using a record locator service or patient information service of a health information exchange for
treatment unless | object by checking here:[]

Examples: HDC providers from whom | accept services or treatment may share my information with other HDC
providers involved in my care. | understand that for various services HDC providers are required to or designed to
function as a team and will share my information within that team in a confidential manner. | understand the
Consultation process between members of an HDC multidisciplinary team may include confidential discussion
about a client. This case Consultation is good practice and helps to ensure high quality care for me.

Assignment of Benefits | authorize all insurance, Medicare or Medicaid benefits, or benefit payments from
other sources for claims for my care originating from HDC to be paid directly to HDC. | agree to pay the balance
due for any services received that are not covered by insurance or grant funding.

Medicare/Medicaid If | am a participant in Medicaid or Medicare programs, | understand the laws, rules, and
regulations of these programs shall apply. | may contact the Medicare Coordination of Benefits Contractor at 1-800-
999-1118 if | have questions.

Client Information | have received the Client Information booklet informing me of HDC policies and my rights as
a client.

HDC Financial policies exist that: A client is required to pay the applicable co-pay amount due at the time of
each visit.

| acknowledge | have received the HDC NOTICE OF PRIVACY PRACTICES that explains how my health
information will be handled in various situations. | understand that | can request a copy of the Notice of Privacy
Practices from HDC. | understand an electronic copy of the HDC NOTICE OF PRIVACY PRACTICES can be found
at https://iwww.humandevelopmentcenter.org/.

| have been given the opportunity to discuss my concerns and questions about the privacy of my health information,
or | may contact the HDC Privacy Officer at 1401 East First St., Duluth, MN 55805 or toll-free 888-412-9764.

This authorization is valid for one year from the date of signature. | may revoke this consent and authorization at
any future time upon written notice to HDC.

Signature Date

Printed Name

If I am signing as an authorized representative of the client, | am: (Circle one)

*Parent of a minor  *Court Appointed guardian/conservator *Power of Attorney for Healthcare
*Must provide documentation of guardianship, conservatorship, power of attomey for healthcare

Staff must document any refusal to sign
Client Name

informed Consent and Autherization rev.8-2021 Client #




HDC |
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

AlFHDC Locations (See Primary Agency Address below) O 325 11% Ave,, Two Harbors, MN 55616
[J 1401 E. 1% Street, Duluth, MN 55805 (Primary Agency Address) [0 1500 M. 34% Street, Suite #100, Superior, Wi 54880
810 E. &% Street, Duluth, MN 55805 [J 40 11% Street, Cloguet, MN 35720
0O 120 w. 2 Street, Duluth, MN 55802 O Carlton County ACT, 1103 Ave. 8, Suite 200, Cloguet, MN 55720
Name: Previous Name:
Last, First, Mi Birth date:

tauthorize HDC to: (check off that apply) & releaseto X obtzin from verbal exchange

Agency or individual:  St. Louis County PHHS

Address:

Method of Disclosure: X Fax: Email;
Pick-up (Phone Number): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning T Social Services involvement {1 Personal Records [ Legal

[ Other Purpose (Specify):

Indicate Date{s) of Service of records to be released:
if no specific dates are listed, only the most recent service note will be released.

The following information may be disclosed: (Pertinent, minimum necessary to accormplish the stated purpose)

Medical History/History and Physical Exam K Medication Records Discharge Summary
X Cherical Dependency/Substance Use Notes Progress Notes Treztment Plan
Sacial Services Reports/interventions Emergency Room Records Lab Results

L3 School Reports: Grades, Behaviors, IEP Diagnostic Assessment/Psych. Eval/initial and/or Comp, Eval,

01 Other {Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
[J Substance Abuse [ HIV Test Results 3 Mental Health

* This authorization lasts for one year after the signed date unless you enter 2 different expiration date here:
+ This authorization may be canceled in writing at any time. A cancellation will not change releases that have been honored before the cancellation. HDC's Natice of
Privacy Practice describes how ta cancel {revoke) this authorization.

« HOC may not place conditions on my treatment, payment, or operations based on whether or not | sign this authorization.

+ A photocopy/fax of this authorization will be treated in the same way as an original.

+ HDC records may include records from other organizations that were used for my treatment,

+ HDC cannat prevent re-disclosure of your information by the persan or organization who receives your records under this authorization, and that information may
not be covered by state and federal privacy protections after it is released. By signing this authorization, you release HOC from any and all Hability resulting from a re-
disclosure by the recipient.

* Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part [L The Federal rules prohibit you from making any further re-
disclosure of this infermation unless further disclosure.expressly is permitted by the written consent of the person to whom it pertzins or otherwise permitted by 42
CFR, Part L.

* [n compliance with MN Statute 144,292 and WI Administrative Code HFS 217, [ may be required to pay 2 fee for retrieval and photocopying of records and/for
supervising inspection of medical/dental records,

* Your signzture indlcates that you have read and understand this form and authorize release of your information as described above.

* You have the right to 2 copy of this signed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Authorization to Release Protected Health Information Revised 3-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

X Al HDC Locations {See Primary Agency Address below) O 325 11% Ave., Two Harbors, MN 55616
[ 2401 E. 1=t Street, Duluth, MN 55805 {Primary Agency Address) [0 1500 N. 34% Street, Suite #100, Superior, W] 54880
I 810 E. 4% Street, Duluth, MN 55805 [ 40 11% Street, Cloquet, MN 55720
7 120 W. 27 Street, Duluth, MN 55802 [J Carlton County ACT, 1103 Ave. B, Suite 200, Cloguet, MN 55720
Narne: Previous Name:
Last, First, Mi Birth date:

I authorize HDC to: (check alf that apply) & releaseto [X obtain from X verbal exchange

Agency or Individual: Center of Alcohol & Drug Treatment (CADT)

Address:

Method of Disclosure: X Fax: Email:
Pick-up {Phone Number}): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning [ Sociat Services Involvement [ Personal Records £ Legal

[ Other Purpose {Specify):

Indicate Date(s) of Service of records to be released:
if no specific dates are listed, only the most recent service note will be released.

The following information may be disclosed: (Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam ¥l Medication Records Discharge Summary
Chemical Dependency/Substance Use Notes Progress Notes & Treatment Plan
Social Services Reports/Interventions Emergency Room Records Lab Results

[ School Reports: Grades, Behaviors, IEP Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

[ Other {Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
L] Substance Abuse [ HIV Test Results {1 Mental Health

» This authorization lasts for one year aiter the signed date unless you enter a different expiration date here;
* This authorization may be canceled in writing at any time. A cancellation will nat change releases that have been honored befare the cancellation, HDC's Notice of
Privacy Practice describes how to cancel (revoke} this authorization.

» HDC may not plece conditions on my treatment, payment, or operations based on whether or not [ sign this autharization.

» A photocopy/fax of this authorization will be treated in the same way as an original.

*+ HDC records may include records from other organizations that were used for my treatment.

+ BDC cannot prevent re-disclosure of your information by the person or organization who receives your records under this authorization, and that information may
not be covered by state and federal privacy protections after it Is released, By signing this authorization, you release HDC from any and all Iability resulting from 2 re-
disclosure by the recipient.

» Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part Il. The Federal rules prehibit you from making any further re-
disclosure of this information unless further disclosure expressly is permitted by the written consent of the person to whom it pertains or otherwise permitted by 42
CFR, Part Il

* In compliance with MN Statute 144.292 and W1 Administrative Code HFS 117, | may be required to pay a fee for retrieval and photocopying of records andfor
supervising inspaction of medical/dentaf records.

* Your signature indicates that you have read and understand this form and authorize release of your information as described above,

* You have the right to a copy of this signed authorization.

Signature of Client, Parent, or iegal Representative: Date:

FOR QFFICE LJSE ONLY
Provider Name: ACT Client Medicat Record Number:

Authorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC [ocated at:

I All HDC Locations {See Primary Agency Address below} 1 325 11% Ave,, Two Harbors, MN 55616
13 1401 E. 15t Street, Dultuth, MN 55805 {Primary Agency Address) ] 1500 N. 34% Street, Suite #100, Superior, W| 54880
B 810 E. 4% Street, Duluth, MN 55805 [ 40 11% Street, Cloguet, MN 55720
0 120w, 2 Street, Duluth, MN 55802 [J  Carlton County ACT, 1103 Ave, B, Sulte 200, Cloguet, MN 55720
Name: Previous Name:
Last, First, Ml Birth date:

Tauthorize HDC to: {check all that apply) B release to [X obtain from X verbal exchange

Agency or Iindividual: Genoa Pharmacy

Address:

Method of Disclosure: X Fax: Emaii:
Pick-up {Phone Number): Mail

Purpose of this disclosurs:
Continuing Care/Treatment Planning [ Social Services Involvement ] Personal Records O Legat
(0 Other Purpose (Specify):

Indicate Date(s} of Service of records to be released:
If no specific dates are listed, only the most recent service note will be released.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam Medication Records Discharge Summary
Chemical Bependency/Substance Use Notes & Progress Notes 2 Treatment Plan
Social Services Reports/interventions X Emergency Room Records X Lab Results

[} School Reports: Grades, Behaviors, [EP X Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

LI Cther (Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release,
{1 Substance Abuse T HIV Test Results 1 Mental Health

* This authorizetion lasts for one year after the signed date unless you enter a different expiration date here:
* This authorization may be canceled in writing at any time. A cancellation will not change relezses that have been honored before the cancellation, HDC's Notice of
Privacy Practice describes how to cancel {revoke] this autherization.

* HDC may not place conditions on my treatment, payment, or cperations based on whether or not | sign this authorization.

+ A photocopy/fax of this authorization will be treated in the same way as an original,

= HDC records may include records from other organizations that were used for my treatment.

+ HDC cannat prevent re-disclosure of your information by the person or organizztion who receives your records under this autherization, and that information may
rot be covered by state and federal privacy protections after it Is released. By signing this authorization, you release HDC from any and all ifability resulting from a re-
disclosure by the recipient.

» Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part II. The Federal rules prohibit you from making any further re-
disclosure of this information unless further disclosure expressly is permitted by the written consent of the person to whom it pertains or otherwise permitted by 42
CFR, Part il

s in compliance with MN Statute 144.292 and Wi Administrative Code HFS 117, | may be required to pay a fee for retrieval and photocopying of records and/or
supervising inspection of medical/dental records,

» Your signature indicates that you have read and understand this form and authorize release of your information as described above,

* You have the right to a copy of this sighed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Authorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

& All HDC Locations {See Primary Agency Address below) 1 325 11t Ave., Two Harbors, MN 55616
O 1401 £, 1= Street, Duluth, MN 53805 {Prirnary Agency Addrass) [J 1500 N, 34% Street, Suite #100, Superior, Wl 54880
I 810 E. 4% Street, Buluth, MN 55805 [ 40 11% Street, Cloguet, MN 55720
O3 120 W, 2n Street, Duluth, MN 55802 00 Carfton County ACT, 1103 Ave. B, Suite 200, Cloquet, MN 55720
Name: Previous Name:
Last, First, MI Birth date:

1 authorize HDC to: {check afl that apply) X release to X obtain from [ verbal exchange

Agency or Individual: Social Security Administration {SSA)

Address:

Method of Disclosure: X Fax: Email:
Pick-up (Phone Number): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning [ Sodial Services Involvement [} personal Records [J Legal
[ Gther Purpose {Specify):

Indicate Date{s) of Service of records to be released;
If no specific dates are listed, only the most recent service note will be released,

The following information may be disclosed: (Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam Medication Records Discharge Summary
Chemical Dependency/Substance Use Notes Progress Notes Treatment Plan
Social Services Reports/Interventions Ermergency Room Records Lab Results

[ school Reports: Grades, Behaviors, IEP Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval,

O Other (Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. QNLY indicate if you DO NOT authorize for its release.
[J Substance Abuse 0] HV Test Results {3 Mental Health

* This authorization lasts for ane year after the signed date unliess you enter & different expiration date here;
* This authorization may be canceled in writing at any time. A cancellation will nat change refeases that have been honored before the cancellation. HOC's Notice of
Privacy Practice descrilves how to cancel {revoke) this authorization.

* HDC may not place conditions on my treatment, payment, or operations based on whether or not [ sign this authorization,

* A phetocopy/fax of this authorization will be treated in the same way as an original.

*» HDC records may include records from other organizations that were used for my treatment.

* HDC cannot prevent re-disclosure of your information by the person or organization who receives your records under this authorization, and that information Ry
not be covered by state and federal privacy protections after it is released. By signing this authorization, you release HOC from any and all ability resulting from a re-
disclosure by the recipient.

« Chemical dependency/substance abuse records are protected from re-disclosure by 42 CER, Part Il The Faderal rules prohibit you fram making any further re-
disclosure of this information unless further disciosure expressly is permitted by the written consent of the person to whom it pertains or otherwlse permitted by 42
CFR, PartiL

* in compfiance with MN Statute 144.292 and W| Administrative Code HFS 117, | may be required to pay a fee for retrieval and photocopying of records and/or
supervising Inspection of medical/dental records,

* Your signature Indicates that you have read and understand this form and authorize release of your information as described above.

* You have the right to a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative; Bate:

FOR QOFFICE USE ONLY
Provider Name; ACT Client Medical Record Number:

Authorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:
All HDC Locations (See Primary Agency Address below} O 325 11% Ava,, Two Harbors, MN 55616
[ 1401 E. 3% Street, Duluth, MN 55805 [Primary Agency Address) [0 1500 N. 34t Street, Suite #100, Superfor, Wi 54880
810 E. 4% Street, Duluth, Vil 55805 1 40 11% Street, Cloquet, MN 55720
I 120W. 2rd Street, Duluth, MN 55802 1 Carlton County ACT, 1103 Ave. B, Suite 200, Cloguet, MN 55720
Name: Previous Name:
Last, First, M} Birth date:

| authorize HDC to: {check afi thot apply) B release te KX obtain from [ verbal exchange

Agency or Individual: Essentia Health

Address:

Method of Disclosure: & Fax: B Ernail:
Pick-up {Phone Number): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning L Social Services Involvement £ personal Records [ Legal
O Other Purpose {Specify):

Indicate Date(s) of Service of records to be released:
if no specific dates are listed, only the most recent service note will be released.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam Medication Records Discharge Summary
Chemical Dependency/Substance Use Notes Progress Notes & Treatment Plan

& Social Services Reports/Interventions Emergency Room Records B 1ab Results

1 School Reports: Grades, Behaviors, IEP Diagnostic Assessment/Psych. Eval/Initial and/or Comp. Eval.

O Other {Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
£ Substance Abuse [ HIV Test Results ] Mental Health

* This authorization lasts for one year after the signed date unless you enter a different expiration date here;
* This autherizatlon may be canceled in writing at any time. A cancellztion will not change releases that have been honored before the cancellation. HDC's Notice of
Privacy Practice describes how to cancel (revoke) this authorlzation.

* HDC may not place conditions on my treatment, payment, or operations based on whether or not | sign this authorization.

« A photocopy/fax of this authorization will be treated in the same way as an etiginal.

* HOC records may include records fram other arganizations that were used for my treatment.

* HDC cannot prevent re-disclosure of your Information by the person or organization who receives your records under this authorization, and that informaticn may
not be coverad by state and federal privacy protections after it is released. By signing this authorization, you release HDC from any and all llability resulting from a re-
disclosure by the reciplent.

* Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part il. The Federal rules prohibit you from making any further re-
disclosure of this Information unless further disclosure expressiy is permitted by the written consent of the person to whom it perfains or otherwise permitted by 42
CFR, Part 1l

* In compliance with MN Statute 144.292 and W Administrative Code HFS 117, [ may be required to pay a fee for retrieval and photocopying of records andfor
supervising Inspection of medical/dantsl records.

« Your signature indicates that you have read and understand this form and authorize release of your information as described above.

= You have the right to a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Authorization fo Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:
All HDC Locations (See Primary Agency Address below) [0 325 11% Ave., Two Harbors, MN 55616
O 1401 £, 1¢ Street, Duluth, MN 55805 {Primary Agency Address) [0 13500 N. 34 Street, Suite #100, Superior, W] 54880
B 810 E. 4% Street, Duluth, MN 55805 O 40 11% Street, Cloguet, MN 55720
1 120 w. 27 Street, Dyluth, MN 53802 [T Carlton County ACT, 1103 Ave. B, Suite 200, Cloguet, MN 55720
Namae: , Previous Name:
Last, First, Mi Birth date:

I authorize HDC to: {check ol that apply} B release to X obtain from [ verbal exchange

Agency or Individual: St. Luke”s Hospital/Clinics

Address:

Method of Disclosure: B Fax: Email:
& Pick-up {Phone Number): & Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning [ Social Services Involvement [ Personal Records [ Legal
L} Other Purpose {Specify):

Indicate Date(s) of Service of records to be released:
If no specific dates are fisted, only the most recent service note will be released.

The following information may be disclosed: (Pertinent, minimum necessary to accomplish the stoted purpose)

& Medical History/History and Physical Exam Medication Records X Discharge Summary
Chemical Dependency/Substance Use Notes Progress Notes Treatment Plan

’d Social Services Reports/interventions Emergency Room Records Lab Results

L1 School Reports: Grades, Behaviors, IEP B Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

1 Other (Specify Record Type{s):

RESTRICTION: State and federal [aw protect the following Information. ONLY indicate if you DO NOT authorize for its release.
[ Substance Abuse L1 HIV Test Results [J Mental Health

= This autherization [asts for one year after the signed date unless you enter a different expiration date here:
« This authorization may be canceled in writing at any time. A cancellation will not change releases that have been honored before the cencellstion. HDC's Notice of
Privacy Practice describes how 1o canzel {revoke) this authorization.

+ HDC may not place conditions en my treatment, payment, or oparations based on whether or not | sign this authorization.

*» A photocopy/fax of this autherization will be treated Tn the same way 3s an original

* HDC records may include recards from other arganizations that were used for my treatment.

+ HDC cannot prevent re-disclosure of your information by the person or organizstion who receives your records under this authorization, and that information may
not be covered by state and federal privacy protactions after it is released. By signing this authorization, you release HDC from any and all liability resulting from a re-
disclosure by the recipient.

* Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part i, The Federal rules prohibit you from making any further re-
disclosure of this infarmation unless further disclosure expressly is permitted by the written consent of the persen to whom it pertains or otherwise permitted by 42
CFR, Part Il

* [n compliance with MN Statute 144.292 and W] Administrative Code HFS 117, | may be required 10 pay z fee for retrieval angd photocopying of records and/or
supervising inspection of medical/dental records.

* Your signature indicates that you have read and understand this form and authorize release of your information as described above.

= You have the right to a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Mediczal Record Number:

Authorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HBC located at:

All HBC Locations {See Primary Agency Address below} 8 32511 Ave., Two Harbors, MN 55616
0] 1401 E 1%t Street, Duluth, MN 55805 (Primary Agency Address) [ 1500 N. 34t Street, Suite #100, Superior, W} 54880
£10 E. 4% Street, Duluth, MN 55805 O 40 11t Street, Cloquet, MN 55720
O 120 wW. 27¢ Street, Duluth, MN 55802 O Cariton County ACT, 1103 Ave. B, Suite 200, Cloquet, MN 55720
Name: Previous Name:
Last, First, MI Birth date:

1 authorize HDC to: (check aff that apply) B release to X obtain from X verbal exchange

Agency or Individual: Duluth Family Medicine Clinic (DFMC)

Address:

Method of Disclosure: Fax: B Email:
Pick-up (Phorie Number): Mail

Purpose of this disclosure:
Cantinuing Care/Treatment Planning 1 Social Services Involvement 3 Personal Records {1 Legal

L1 Other Purpose (Specify):

Indicate Date(s) of Service of records to be released:
if no specific dates are listed, only the most recent service note will be refeased.

The following information may be disclosed: (Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam & Medication Records Discharge Summary
& Chernical Dependency/Substance Use Notes Progress Notes Treatment Plan
Social Services Reports/Interventions Emergency Reom Records I< Lab Results

{0 school Reports: Grades, Behaviors, IEP B Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

[ Other {Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DG NOT authorize for its release.
11 Substance Abuse [J HIV Test Results O Mental Health

» This authorization lasts for one year after the signed date unless you enter a different expiration date here:
* This authorization may be canceled i writing 2t any time. A cancellation will not change releases that have been honored before the cancellation. HDC's Notice of
Privacy Practice deseribes how to cancel {revoke) this authorization.

+ HDC rmay not place conditions on my treatment, paymernt, or operations based an whether or not | sign this authorization.

= A photocopy/fax of this authorization will be treated s the same way as an original.

* HDC records may Include records from other organizations that were used for my treatment.

+ HDC cannot prevent re-disclosure of your information by the person or organization who receives your records under this suthorization, and that information may
not be covered by state and federal privacy protections after it Is released. By signing this authorization, you release HDC from any and alf liability resulting from a re-
disclosure hy the recipient.

* Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part [l The Federal rules prohibit you from making any further re-
disclosure of this Infortmation unless further disclosure expressiy is permitted by the written consent of the person to whom it pertains or otherwise permitted by 42
CFR, Part Jl.

« In compliance with MN Statute 144.292 and Wi Administrative Code HFS 117, { may be required to pay 2 fee for retrieval and photocopying of records and/or
supervising inspection of medical/dental records,

* Your signature indicates that you have read and understand this form and authorize release of your information as described above.

* You have the right to a copy of this signed authorization,

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Authorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

Al HDC Locations (See Primary Agency Address below) [0 325 11% Ave,, Two Harbors, MN 55616
O 1401 E. 1 Street, Duluth, MN 55805 {Primary Agency Address} [0 1500 N. 34 Street, Suite #100, Superior, W1 54880
810 E. 4% Street, Duluth, MN 55805 3 40 11t Street, Cloguet, MN 55720
[l 120 W. 2r€ Street, Duluth, MN 55802 [0 carlton County ACT, 1103 Ave. B, Suite 200, Cloguet, MN 55720
Name: Previous Name:
Last, First, Mi Birth date:

1 authorize HDC to: {check aff that apply) [X releaseto [l obtain from X verbal exchange

Agency or Individual: Thrive Behavior Network (Birch Tree Center)

Address:

Method of Disclosure: X Fax: X Email:
Pick-up {Phone Number): X Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning [T Social Services Involvement {1 personal Records [ Legal

[J Other Purpose {Specify):

indicate Date(s) of Service of records to be released:
If no specific dates are listed, only the most recent service note will be released.

The following information may be disclosed: (Pertinent, minimum necessary to gccomplish the stated purpose)

Medical History/History and Physical Exam Medjication Records Discharge Summary
Chemical Dependency/Substance Use Notes Progress Notes Treatment Plan
Social Services Reports/intarventions & Emergency Room Records Lab Results

1 school Reports: Grades, Behaviors, IEP Diagnostic Assessment/Psych. Eval/Initial and/ar Comp. Eval.

1 Other (Specify Record Type(s):

RESTRICTION: State and federal law pratect the following information. ONLY indicate if you DO NOT authorize for is release.
{1 substance Abuse 1 HIV Tast Results [ Mental Health

» This authorization lasts for one year after the signed date unless you enter a different expiration date here:
= This authorization may be canceled in writing at any fime. A cancellation will not ¢hange releases that have been honored before the canceliation. HDC's Notice of
Privacy Practice desciibes how to cancel [revoke} this authorization.

» HDC may not place conditions on my treatment, payment, or operations based on whether or not | sign this authorization.

» A photocopy/fax of this authorization will be treated in the same way as an original.

» HDC records may include records from cther organizations that were used for my treatment.

* HDC cannot prevent re-disclosure of your information by the person or organization who receives your records under this authorization, and that information may
aot be covered by state and federal privacy protections after Tt s refeased, By signing this authorization, you release HDC from any and alf iabilfity resulting from a re-
disclosure by the rediplent.

« Chemical dependency/eabstance abuse records are protected from re-disclosure by 42 CFR, Part Il The Federal rules prohibit you from making any further re-
disclosure of this infarmation unless further disclosure expressly is permitted by the written consent of the person to whom it perizins or otherwise permitted by 42
CFR, Part ll.

« in compliance with MN Statute 144.292 and Wi Administrative Cede HFS 117, | may be required to pay a fee for retrieval and photocopying of records and/or
supervising inspection of medical/dental records.

* Your signature indicates that you have read and understand this form and authorize release of your information as described above.

« You have the right to a copy of this signed authorization,

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number;

Avthorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

All HDC Locations (See Primary Agency Address below} 0 325 11% Ave, Two Harbors, MN 55616
[ 1401E. 1= Street, Duitth, MN 55805 {Primary Agency Address) O 1500 N, 34t Street, Suite #100, Superior, W 54880
& 810E. 4% Street, Duluth, MN 55805 O 40 11% Street, Cloguet, MN 35720
1 120 W, 208 Street, Duluth, MN 55802 [0 cCariton County ACT, 1103 Ave. B, Suite 200, Cloguet, MN 55720
Name: Previpus Name:
Last, First, Mi Birth date:

| authorize HDC to: {check afl that cpply) X release to [ obtain from verbal exchange

Agency or Individual: Prairie St. John’s (ND)

Address:

Method of Disclosure: Fax: Emaik:
Pick-up {Phone Numbaer): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning [ Soclal Services Involvement L3 Personat Records 3 tegal

[ Other Purpose (Specify):

Indicate Date(s) of Service of records to be released:
{f no specific dates are fisted, only the most recent service note will be released.

The foliowing information may he disclosed: (Partinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam Medication Records Discharge Summary
X Chemical Pependency/Substance Use Notes Progress Notes Treatment Plan
Sociai Services Reports/Interventions Emergency Room Records Lab Results

[0 schootl Reports: Grades, Behaviors, [EP X biagnostic Assessment/Psych. Eval/Initial and/or Comp. Eval.

[ Other {Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its releass.
[ Substance Abuse [ HIV Test Resulis [ Mental Health

« This authorization lasts for one year after the signed date unless you enter a different expiration date here:
+ This authorization may be canceled in writing at any time. A cancellation will not change releases that have bean honored before the cancellation. HDC's Notice of
Privacy Practice describes how to cancel {revoke} this authorization.

« HDC may not place conditions on my treatment, payment, or operations based on whether or not [ sign this authorization.

* A photocopy/fax of this authorization will be treated in the same way as an original.

* HBC records may include records fram other organizations that were used for my treatment.

* HDC cannot prevert re-disclosure of your information by the person ar organization who receives your records under this autharization, and that information may
not be covered by state and federsl privacy protections after it is released. By signing this authorizatian, you release HDC from any and all liability resulting from a re-
disclosure by the recipient.

« Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part Il The Federa! rules prohibit you from making any further re-
disclosure of this information urfess further disclosure expressly is permitted by the written consent of the person to whom ¥ pertains or otherwise permitted by 42
CFR, Part iL.

= in compliance with MN Statute 144.292 and W[ Administrative Code HFS 117, | may be required to pay a fee for retrieval and phatocepying of recards and/or
supervising inspection of medical/dental records,

* Your signature indicates that you have read and understsnd this form and authorize release of your iaformation 2s described above.

= You have the right to 3 copy of this signed sutharizatjon.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT . Ciient Medical Record Number:

Anthorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

B Al HDC Locations (See Primary Agency Address below) 1 32511% Ave,, Two Harbors, MN 55616
[0 1401 E. 15 Street, Duluth, MN 55805 (Primary Agency Address) B 1500 N. 34% Street, Suite #100, Superior, Wi 54880
¥ 810 E. 4% Street, Duluth, MN 55805 3 40 11t Street, Cloguet, MN 55720
O 120 w. 27 Street, Duluth, MN 55802 1 Carlton County ACT, 1102 Ave. B, Suite 200, Cloquet, MN 55720
Name: Previous Name:
Last, First, M! Birth date:

I authorize HDC to: {check ofi that apply) [ release to K obtain from [ verbal exchange

Agency or individual: Representative payee:

Address:

WMethod of Disclosure: [X Fax: Email:
Pick-up (Phone Number): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning ] Social Services Involvement [ Personal Records (I Legal

1 Other Purpose {Specify):

Indicate Date(s} of Service of records to be released:
if no specific dates are listed, only the most recent service note will be released.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam Medication Records Discharge Summary
Chemical Dependency/Substance Use Notes Prograss Notes & Treatment Plan
Soclal Services Reports/Interventions Emergency Room Records I Lab Results

1 School Reports: Grades, Behaviors, IEP Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

Other (Specify Record Type{s): Payee services/needs

RESTRICTION: State and federal law protect the following information. QNLY indicate if you DO NOT authorize for its refease,
[0 substance Abuse 3 HIV Test Results {71 Mental Health

» This authorization lasts for one year after the signed date unless you enter a different expiration date here:
* This authorization may be canceled in writing at any time. A cancellation will not change releases that have been honored before the canceliation. HDC's Notice of
Privacy Practice describes how to cancel (revoke) this authorization.

* HDC may not place conditions on my treatment, payment, or operations based on whether or not | sign this autherization.

» A photocopy/fax of this authorization will be treated is the same way as an original.

* HDC records may include records from other organizations that were used for my treatment,

* HDC cannat prevent re-disclosure of your information by the persan or organization who recefves your records under thls authorization, and that information may
not be covered by state and federal privacy protections after it Is released, By signing this authorization, you release HDC from any and alf lability resulting from a re-
disclosure by the recipient.

= Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part Ii. The Federal rules prohibit you from making any further re-
disclosure of this Information unless further disclosure expressly is permitted by the written consent of the person to whom it pertains or otherwise permitted by 42
CFR, Part Il

* in compliance with MN Statute 144.292 and Wi Administrative Code HFS 117, | may ba reguired to pay a fee for vetrieval and photocopying of recards and/or
supervising inspection of medical/dental records.

* Your signature indicates that you have read and understand this form and authorize release of your information as described above.

* You have the right to a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Aunthorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at: )

B Al HDC Locations (See Primary Agency Address below)

[} 1401 €. 1t Sireet, Duluth, MN 55805 {Primary Agency Address)
B 810 E. 4t Street, Duluth, MN 55805

[0 120 w. 2rd Street, Duluth, MN 55802

325 11% Ave,, Two Harbors, MN 55516

1500 N. 24% Street, Suite #100, Superior, W1 54880

40 11% Street, Cloguet, MN 35720

Cariton County ACT, 1103 Ave. B, Suite 200, Cloquet, MN 55720

foon

Namae: Previous Name:
Last, First, Mi Birth date:

| authorize HDC to: (check off that apply) [ release to X obtain from X verbal exchange

Agency or Individual: Housing & Redevelopment Authority (HRA)

Address:
Method of Disclosure: & Fax: Email:

Pick-up {Phone Number): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning L1 Social Services nvolvement {1 Personal Records {1 Legal

{3 Other Purpose (Specify):

Indicate Date{s) of Service of records to be released:
If no specific dates are fisted, only the most recent service note will be refeased.

The following information may be disclosed: (Pertinent, minimurn necessary to accomplish the stoted purpose)

& Medical History/History and Physical Exam Medication Records B4 Discharge Summary
Chemical Dependency/Substance Use Notes Progress Notes Treatment Plan
Social Services Reports/interventions Emergency Room Records Lab Results

School Reports: Grades, Behaviors, |EP Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

Gther (Specify Record Typefs):  Housing

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
[ substance Abuse (3 HIV Test Results O Mental Health

* This authorization lasts for one year after the signed date unless you enter a different expiration date here:
* This authorization may be canceled in writing at any time. A cancellation will not change releases that have been honored before the cancellation. HDC's Notice of
Privacy Practice describes how o cancel {revoke) this authorization.

* HDC may not place conditions on my treattnent, payment, of operations based on whether or not | sign this authorization.

+ A photocopy/fax of this authorization will be treated in the same way as an original.

+ HDC records may include records from other organizations that were used for my treatmant,

* HDC cannot prevent re-disclosure of your information by the person or organization who receives your records under this authorization, and that information may
not be covered by state and federal privacy protections after it is released. By signing this authorization, you release HDC from any and all ability resulting from a re-
disclosure by the recipient,

* Chemica! dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part Il. The Federal rules prohibit you from making any further re-
disclosure of this inforraation unless further disclosure expressly is permitted by the written consent of the person to whom it pertains or otherwise permitted by 42
CFR, Part 1.

+ In compliance with MN Statute 144.292 and Wt Administrative Code HFS 117, | may be required to pay a fee for retrieval and photocopying of records andfor
supervising Inspection of medical/dental records.

+ Your signature indicates that you have read and understand this form and autherize refease of your information as described above.

* You have the right to a copy of this signed autharization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Authorization to Release Protected Health In_formation Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HBC located at:

All HDC Locations (See Primary Agency Address below) [3 325 11* Ave., Two Harbors, MN 55616
[0 1401 £ 35t Street, Duluth, MN 55805 (Primary Agency Address) [3 1500 N. 34tk Street, Suite #100, Superior, W] 34380
& 810 E. 4% Street, Duluth, MN 55805 [0 40 11t Street, Cloquet, MN 55720
O 120 w. 2rd Street, Duluth, MN 55802 O carlton County ACT, 1103 Ave. B, Suite 200, Cloguet, MN 55720
Name: Previous Name:
Last, First, MI Birth date:

| authorize HDC to: (check alf that apply} & releaseto [X obtain from [ verbal exchange

Agency or Individual: Landiord:

Address:
Method of Disclosure: Fax: Email:

Pick-up {Phone Number): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning [ Social Services Involvement 1 Personal Records ] tegal

[ Other Purpose (Specify):

Indicate Date{s) of Service of records to be released:
If na specific dates are listed, only the most recent service note will be released.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam Medication Records Discharge Summary
Chemical Dependency/Substance Use Notes Progress Notes Treatment Plan
Social Services Reports/Interventions B4 Emergency Room Records Bd Lab Results

[ School Reports: Grades, Behaviors, IEP Diagnostic Assessment/Psych. Eval/Initial and/or Comp. Eval.

Other (Specify Record Type(s): Housing

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
(] Substance Abusg E7 HIV Test Results O Mental Health

= This authorization lasts for one year after the signed date unless you enter 2 different expiration date here:
= This autherization may be canceled in writing 2t any time. A cancellation will not change refeases that have been honored before the canceliation. HDC's Notice of
Privacy Practice describes how to cancef (revoke) this authorization,

« HDC may not place conditions on my treatment, payment, or operations based on whether or not | sign this authorization.

= A photocopy/fax of this authorization will be treated in the same way as an original.

* HDC records may include records from other grganizations that were used for my treatment.

» HDC cannot prevent re~disclosure of your information by the person or orgenization who receives your records under this authorization, and that information may
not be covered by state and faderal privacy protections after it is released. By signing this authorization, you release HDC from any and ail [iability resulting from a re-
disclosure by the recipient.

» Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part li. The Federal rules prohibit you from making any further re-
disclosure of this information unless further disclosure expressly is permitted by the written consent of tha person to whom it pertains or otherwise parmitted by 42
CFR, Part LI,

* in compliance with MN Statute 144.292 and Wi Administrative Code HFS 117, | may be required to pay 2 fee for retrieval and photocopying of records andfor
supervising Inspection of medical/dental records,

* Your signature indicates that you have read and understand this form and authorize release of vour infermation as described above.

= You have the right to a copy of this signed authorization,

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Avuthorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

All HDC Locations {See Primary Agency Address below} [0 325 11% Ave,, Two Harbors, MN 55516
[J 1401 E. 1t Street, Duluth, MN 55805 {Primary Agency Address) O 1500 N. 34t Street, Suite #1060, Superior, W] 54880
B 810 E. 4% Street, Duluth, MN 55305 (3 40 11% Street, Cloguet, MN 55720
O 120 w. 20 Street, Duluth, MN 55802 [ Carlton County ACT, 1103 Ave. B, Suite 200, Cloguet, MN 55720
Name: Previous Name:
Last, First, Ml Birth date:

1 authorize HDC to: (check alf that apply) X release to X obtain from [X verbal exchange

Agency or Individual: Employment:

Address:

Method of Disclosure: X Fax: Ermail:
Pick-up {Phone Number): Mail

Purpose of this disclosure:
Continuing Care/Treatment Planning [ Social Services Involvement [J Personal Records L] Legaf

L] Other Purpose {Specify):

Indicate Date(s) of Service of records to be released:
if no specific dates are fisted, only the most recent service note will be refeased.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

Medical History/History and Physical Exam Medication Records Discharge Summary
X Chemical Pependency/Substance Use Notes Progress Notes Treatment Plan
Social Services Reports/interventions Emergency Room Records Lab Results

[1 Schooi Reports: Grades, Behaviors, {EP Diagniostic Assessment/Psych. Eval/initial and/or Comp. Eval.

Other {(Specify Record Typefs}: Employment services/needs

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
[ substance Abuse [ HIV Test Results {7 Mental Health

* This authorization lasts for one year after the signed date unless vou enter a different expiration date here:
* This authorization may be canceled in writing at any time. A cancellation will not change releases that have been honored before the cancellation. HDC's Notice of
Privacy Practice describes how to cancel (revoke) this authorzation.

« HDC may not place conditions on my treatrnent, payment, or operations based on whether or not [ sign thls authorization.

* A photocopy/fax of this authorization will he treated in the same way as an original.

* HDC records may include records from other organizations that were used for my treatment.

* HDC cannot prevent re-disclosure of your information by the person or organization who receives your records under this authorization, and that information may
not be covered by state and federal privacy protections after it Is released. By signing this autharization, you release HDC from any and all liability resulting from a re-
disclosure by the recipient,

= Chemical dependency/substance abuse records are protected from re-disciosure by 42 CFR, Part fl. The Federal rufes prohibit you from making any further re-
disclosure of this information unless further disciosure expressly is permitted by the written consent of the person to whom It pertains or otherwise permitted by 42
CFR, Part Il

* In compliatice with MN Statute 144,282 and Wi Administrative Code HFS 117, [ may be required to pay a fee for retrieval and photocopying of records and/or
supervising inspection of medical/dental records.

* Your signature indicates that you have read and understand this form and authorize release of your information as described above.

* You have the right to a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative; Date:

FOR QFFICE USE OGNLY
Provider Name: ACT Client Medical Record Number:

Axuthorization to Release Protected Health nformation Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

All HDC Locations (See Primary Agency Address below) 0 325 11 Ave., Two Harbors, MN 55616
01 1401 E. 1% Street, Duluth, MN 55805 {Primary Agency Addrass) OO 1500 N. 34% Street, Suite #100, Superior, Wl 54880
B 810 E. 4™ Street, Duluth, MN 55805 3 40 11th Street, Cloguet, MN 55720
O 120 w. 27 Street, Duluth, MN 55802 3 Carlton County ACT, 1103 Ave. B, Suite 200, Clogust, MN 55720
Name: Previous Name:
Last, First, Mi Birth date:

Vauthorize HDC to: {check all that apply) [ release to X obtain from =X verbal exchange

Agency or Individual: Family/Friend:

Address:

Methed of Disciosure: [X Fax: B4 Email:
Pick-up {Phone Number): Mail

Purpose of this disclosure:
X Continuing Care/Treatment Planning I Sodial Services Involvement [} personal Records [ Legal
[ Other Purpose (Specify):

Indicate Date{s) of Service of records to be released:
If no specific dates are fisted, only the most recent service note will be released.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

[ Medical History/History and Physical Exam [J Medication Records {1 Discharge Summary
{1 Chemical Dependency/Substance Use Notes L3 Progress Notes [ Treatment Plan

U] Social Services Reports/Interventions [} Emergency Room Records {71 tab Results

I school Reports; Grades, Behaviors, IEP L] Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

Other (Specify Record Type(s}):  In case of Emergency (ICE)

RESTRICTION: State and federal law protect the following information. ONLY indicate i you DO NOT authorize for its release.
[ Substance Abuse T3 HIV Test Results £ Menta! Health

+ This authorization lasts for one year after the signed date unless you enter a different expiration date here:
* This authorization may be cancaled in writing at any time. A cancellation will not change releases that have been konared befors the cancellation. HBC's Notice of
Privacy Practice describes how to cancel {reveke) this authorization.

* HDC may not place conditions on my treatment, payment, or eperations based on whether or not 1 sign this authorization,

+ A photocopy/fax of this authorization will be treated in the same way as an original,

+ HDC records may include records from other organizations that were used for my treatment,

* HDC cannot prevent re~disclosure of your information by the person or organization who receives your records under this authorization, and that information may
not be covered by state and fedeval privacy protections after it is released. By signing this authorization, you release HDC from any and all abifity resutting from a re-
disclosure by the recipient.

+ Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part |l The Federal rules prohibit you from making any further re-
disclosure of this information unless further disclosure expressly is permitted by the written consent of the parson to whom it pertains or otherwise permitted by 42
CFR, Part Ik

* In compliance with MN Statute 144.292 and WI Administrative Code HFS 117, | may be required to pay a fee for retrieval and photocopying of records and/or
supervising inspection of medical/dental records.

= Your signature indicates that you have read and understand this form and authorize release of your information as described above.

* You have the right 1o a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Authorization to Release Protected Health Information Revised 5-22




HDC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC located at:

All HDC Locations {See Primary Agency Address below) £ 325 11t Ave., Two Harbors, MN 55516
1 3401 E 1= Street, Dufuth, MN 55805 (Primary Agency Address} {1 1500 N. 34% Street, Suite #100, Superior, Wl 54880
810 E, 4% Street, Duluth, MN 55805 Bl 40 11% Street, Cloquet, MN 55720
O 120 w. 2M Street, Duluth, MN 55802 O Carlton County ACT, 1103 Ave, B, Suite 200, Cloquet, MN 55720
Name: Previous Name:
Last, First, Vi Birth date:

1 authorize HDC to: {check uil that apply) [ release to obtain from X verbal exchange

Agency or Individual:

Address:

Method of Disclosure: [J Fax: 1 Email:
[ Pick-up {Phone Number); 1 Mail

Purpose of this disclosure:
(] Continuing Care/Treatment Planning T Social Services Involvemnent [ Personal Records Cl Legal

LI Other Purpose (Specify):

Indicate Datels) of Service of records to be released;
If no specific dates are listed, only the most recent service note will be refeased.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

1 Medical History/History and Physical Exam 1 Medication Records [0 pischarge Summary
3 Chemical Dependency/Substance Use Notes L1 Progress Notes (O Treatment Plan

[T social Services Reports/interventions [l Emergency Room Records ! Lab Results

[ School Reports: Gradas, Behaviors, IEP ] biagnostic Assessment/Psych. Eval/initiat and/or Comp. Eval.

[ Other (Specify Record Type{s):

RESTRICTIGN: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
[J substance Abuse [ 81V Test Results [0 Mentzl Health

« This authorization lasts for one year after the signed date unless you enter a different expiration date hera:
« This authorization may be canceled in writing at any time. A cancellation will not change releases that have been honored before the cancellation, HDC's Notice of
Privacy Practice describes how to cancel (revoke} this authorization.

* HDC may not place conditions on my treatment, payment, or operations based on whether or not I sign this authorization.

« A photecopy/fax of this suthorization will be treated in the same way as an original.

* HDC records may includg records from other organizations that were used for my treatment.

* HDC cannot prevent re-disclosure of your information by the person or organization who receives your records under this autherization, and that Information may
not be covered by state and federal privacy protections after it is released. By sighing this authorization, you release HDC from any and alt liebility resulting from = re-
disclosure by the recipient.

* Chemical dependency/substance sbuse records are protected from re-disclosure by 42 CFR, Part Il The Federa! rules prohibit you from making any further re-
disclosure of this information unless further disclosure expressly is permitted by the written consent of the person to whom it pertains or otherwise permitted by 42
CFR, Part .

* In compliance with MN Statute 144.292 and Wi Administrative Code HFS 117, | may be required to pay a fee for retrieval and photocopying of records and/or
supervising inspection of medical/dental records.

* Your sighature indicates that you have read and understand this form and authorize release of your information as deseribed above.

* You have the right to a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR OFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Aunthorization to Release Protected Health Information Revised 5-22




HDBC
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

HDC laocated at:

All HDC Locations {See Primary Agency Address below} 1 323 11% Ave., Two Harbors, MN 55616
[0 1401 E. 17 Street, Duluth, MN 55805 {Primary Agency Address} 3 1500 N. 34 Strest, Suite #100, Superior, Wi 54880
® 810 E. 4% Street, Duluth, MN 55805 0 4011t Street, Cloquet, MN 55720
L1 120 W. 2™ Street, Duluth, MN 55802 0 Carlton County ACT, 1103 Ave. B, Suite 200, Cloquet, MN 55720
Name: Previous Name:
lLast, First, Ml Birth date:

1authorize HDC to: {check alf that apply) & release to X obtain from [X verbal exchange

Agency or Individual:

Address:

Method of Disclosure: [ Fax; £ Email:
I Pick-up (Phone Number}): [T Mail

Purpose of this disclosure:
1 Continuing Care/Treatment Planning ] Social Services Involvement -] Personal Records I Legal
3 Other Purpose (Specify):

Indicate Date{s) of Service of records to be released:
if no specific dates are fisted, only the most recent service note will be released.

The following information may be disclosed: {Pertinent, minimum necessary to accomplish the stated purpose)

[J Medical History/History and Physical Exam 1 Medication Records [ Discharge Summary
[J Chemical Dependency/Substance Use Notes £ Progress Notes [ Treatment Plan

[0 social Services Reports/Interventions [l Emergency Room Records [J Lab Results

(1 School Reports: Grades, Behaviors, IEP [ Diagnostic Assessment/Psych. Eval/initial and/or Comp. Eval.

01 Other {Specify Record Type(s):

RESTRICTION: State and federal law protect the following information. ONLY indicate if you DO NOT authorize for its release.
O Substance Abuse [ HIV Test Results ] Mental Health

+ This authorization lasts for one year after the signed date unless you enter a different expiration date here:
+ This authorization may be canceled in writing 2t any time. A canceflation will not change releases that have been honored before the canceliation. HDC's Notice of
Privacy Practice describes how to cancel (revoke) this authorization,

+ HBC may not place conditions on my treatment, payment, or operations basad on whether or not | sign this authorization.

* A photocopy/fax of this authorization will be freated in the same way as an original,

* HDC records may include records from other organizations that were used for my treatment.

= HDC cannot prevent re-disclosure of your information by the persun or organization who receives your records under this authorization, and that information may
not he covered by state and federal privacy protections after it is released. By signing this authorization, you release HDE fron: any and alf Hability resulting from 2 re-
disclosure by the recipient.

« Chemical dependency/substance abuse records are protected from re-disclosure by 42 CFR, Part [I. The Federal rules prehibit you from making any further re-
disclosure of this information unless further disclosure expressly is permitted by the written consent of the person to whom it perteins or otherwise permitted by 42
CER, Part (1.

= In compliance with MN Stetute 144.292 and W1 Administrative Code KFS 117, | may be required to pay a fee for retrieval and photocopying of records and/or
supervising inspection of medical/dental records.

* Your signature indicates that you have read and understand this form and authorize release of your information as described abova.

* You have the right to a copy of this signed authorization.

Signature of Client, Parent, or Legal Representative: Date:

FOR QFFICE USE ONLY
Provider Name: ACT Client Medical Record Number:

Authorization to Release Protected Health Information Revised 5-22




HDC

Hurrman Development Center
Comprohansive Behpviaml Heslthoore

Prafesconal, & Beds i

1401 East 15 Street, Duluth, MIN 55805
AUTHORIZATION FOR COMMUNICATION VIA TEXTING

CLIENT NAME:

Last First Middle Birth date
I hereby authorize and request that the staff of Human Development Center {HDC) to communicate with me through texting. | agree to the limitations as
outlined below. | understand that:
v Texting should NOT be used for erisis situations. In the event of a crisis, | should call the crisis line at (800) 634-8775 for MN or
{715} 393-2259 for Wi or dial 911 for an emergency.
¢  The purpose of texting to provide an alternate means of communication and will only be used when agreed upon between me and
HDC staff member{s} by completion of this authorization.
*  Texting is not a confidential, secure method of communicatior,
*  If phane is lost, misplaced, or accessed by others, information could possibly be discovered by an unauthorized individual.
*  Texting cannot be used by the provider for communicating confidential client/treatment information {for example, diagnosis or
medication information)
*  Text communication is not aiways transmitted in a timely manner and may not be received by staff immediately when sent.
* I'may not receive a timely response to texts from my provider. Inquiries will be responded to during normal business hours as the
provider has time.
*  Texting is meant to be used when other methods of communication are not feasibie.
*  The Human Development Center will not condition treatment on the com pletion of this authorization.

REVOCATION AND EXPIRATION OF CONSENT:
This consent will stay in effect unless revoked by the client. | understand that | may revoke this consent to at any time by written notice to the HIS

department at the Human Development Center. A photocopy of this authorization may be treated in the same manner as the original. However, HDC
reserves the right to require an original consent. | understand that the Human Development Center will not condition treatment on the complation of this
authorization.

Client Signature Signature of Parent/Guardian
Date Relationship to Client
Witness Reason acting on client's behalf

{F CLIENT I5 UNABLE TO SIGN, THE PERSON SIGNING THE AUTHORIZATION WILL BE REQUIRED TO SHOW PROOF OF GUARDIANSHIP, OR OTHER AUTHORITY
AND RELATIONSHIP TO CLIENT ALLOWING HIM/HER TO AUTHORIZE THE RELEASE OF INFQRMATION,

THIS FORM WiLL BE ACCEPTED ONLY IF ALE ITEMS HAVE BEEN COMPLETED
1/2Q015 Client Name;

MR#




