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Ohio Department of Job and Family Services

AUTHORIZATION/RELEASE OF INFORMATION
	Part I.

	

	In order for your HOME Choice Transition Coordinator to fully assess potential for relocation into the community this authorization/release of information needs to be completed accurately and completely. 

	I,
	     
	on
	     

	
	(Please Print Full Name)
	
	(Date)

	residing at
	     

	
	(Address)

	do give my permission to the HOME Choice Transition Coordinator to:

	 FORMCHECKBOX 
  access/obtain all my records, including medical records, and any other information related to my current placement

 FORMCHECKBOX 
  assist me in securing community-based services and housing

 FORMCHECKBOX 
  advocate on my behalf 

 FORMCHECKBOX 
  release my name and publicize my situation, including photographs, as part of individual advocacy and systems   

advocacy related to the HOME Choice Program

 FORMCHECKBOX 
  be present during an assessment conducted by representatives of the Ohio Home Care Program, PASSPORT program, or an ODMR/DD program and receive a copy of the assessment

	

	Please print the name of the following health-care providers that may share medical information with the HOME Choice Transition Coordinator:

	1. Physician                                                                                
	     
	Phone Number 
	     

	Address 
	     

	2. Nursing Facility                                                                     
	     
	Phone Number 
	     

	Address 
	     

	3. Other Health Care Provider                                                   
	     
	Phone Number 
	     

	Address
	     

	

	The following information may not be shared with the HOME Choice Transition Coordinator:

	
	     
	

	
	     
	

	
	     
	

	This authorization expires on       or ninety (90) days after the date of signature indicated below, whichever is earlier.  I understand this authorization may be revoked at any time and my decision whether to give permission to share medical information is voluntary.  I also understand that if I do not give permission to share medical information, the Relocation Team will not be able to make an eligibility determination.

	

	Signature of Consumer  
	     
	Date 
	     

	If this form is being filled out by someone who has the legal authority to act on behalf of the consumer (such as the parent of a minor child, an eligibility representative, or a legal guardian), indicate the following information:

	Signature of person filling out this form
	     
	Date
	     

	Printed name
	     
	Relationship
	     


	Part II.  

	I, 
	     
	obtained verbal authorization from
	     

	
	(Transitions Coordinator)
	
	(Consumer/Authorized Representative)

	on
	
	For the release of information documented on this form.  Written authorization will be obtained

	
	(Date)
	

	as soon as possible.
	     
	

	
	(Signature of Transition Coordinator)
	

	Part III. 

	I hereby revoke my authorization to release the above-mentioned information to 
	     

	
	(Physician Nursing Facility, Other Health Care Provider)

	effective
	     
	.

	
	(Date)
	

	Signature of Consumer/Personal Representative 
	     
	Date
	     

	Relationship
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