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 Consent to Obtain and Release Information/Family Team Meeting Agreement to Participate

Referring County: _________________________________

Name of child/children & date(s) of birth: _________________________________________________________________________

Parent/Guardian: ________________________________________Address: ___________________________Phone: ____________

Parent/Guardian: ________________________________________Address: ___________________________Phone: ____________

I authorize the Family Team Meeting Coordinator to contact the following parties for the purpose of planning a family team meeting:

	Supports
	Name
	Email and/or Phone

	
	
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	
	

	
	     
	     

	
	     
	     

	
	     
	     

	
	
	

	
	     
	     

	
	     
	     

	
	     
	     

	
	     
	     

	
	
	

	
	
	


The information is being requested is for the purpose of coordination of services and development of a family plan through the family team meeting process.

I understand that I may withdraw this authorization in writing to the referring county’s  FTM Coordinator.  I also understand that any information, which has been released prior to withdrawing permission, may be used only for the purposes listed above.  This authorization is in effect for 1 year from the date, which it is signed.  

____________________________________________________________________________________
________________

_______________
Signature of Parent/Guardian



Parent/Guardian



Witness 

          Date



I acknowledge that the information to be released may include material that is protected by state and/or federal law applicable to

  FORMCHECKBOX 
 Mental health and/or  FORMCHECKBOX 
 substance abuse

 (Please check the appropriate box/s) 

________________________________________________________________________
______



  


 Signature(s)





Date
Notice to Recipients of Mental Health Information

In accordance with the Iowa Mental Health Information Disclosure Act (Iowa Code, Chapter 228), a recipient of mental health information may further disclose this information only with the written authorization of the subject or the subject’s legal representative or as otherwise provided in Chapters 228 and 229.  Unauthorized disclosure is unlawful and civil damages and criminal penalties may apply.  Federal confidentiality rules (42 CFR Part 2) restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

Notice to Recipients of Substance Abuse Information

This information has been disclosed from records whose confidentiality is protected by federal law.  Iowa Code, Chapter 125 and federal regulations (42CFR, Part 2) prohibit any further disclosure without specific written consent of the person to whom the information pertains, or as otherwise permitted by such statute and regulations.  A general authorization for the release of medical or other information is not sufficient for this purpose.  Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

