
REQUIRED CONSENT FOR RELEASE OF INFORMATION for FAST 

This authorization must be completed by the referred individual or his/her legal guardian to use/disclose Protected Health 
Information (PHI) in accordance with state and federal laws and regulations that govern the release of confidential records, as 
well as Title 42 of the Code of Federal Regulations that governs the release of drug & alcohol records. A separate authorization 
is required to use or disclose confidential HIV information. 

CHILD’S NAME: Child’s DOB: 

COUNTY(IES): 

I authorize an exchange of PHI between the FAST Committee AND OTHER AGENCY/PERSON providing information to the 
committee (Please see attached list of agencies from which the SPOA Committee is permitted to request information): 
AND: Referral Source (Person / Title / Agency or School): 

Description of information to be used / disclosed is as follows: (Please initial ALL that apply) 
☐ Referral Packet
☐ Diagnosis
☐ Financial Status
☐ Physical Exam History
☐ School Records

☐ Physician’s Authorization for Restorative
Services

☐ Psychological & Neurological Tests
☐ Discharge Summary / Treatment Plans
☐ Psychosocial History & Assessment

☐ Inpatient/Outpatient History
☐ Psychiatric Assessment
☐ Other (progress notes)

☐ ALL

Purpose or need for information: 
By the individual or his/her personal representative to facilitate participation in services through FAST. 

Note: If the same information is to be disclosed to multiple parties for the same purpose, for the same period of time, this 
authorization will apply to all parties listed on the attached list. 

Thereby permit the use/disclosure of the indicated PHI to the Person/Organization/Facility/Program identified above. I 
understand that: 
• Only this information may be used/disclosed as a result of this authorization;
• This information is confidential and cannot legally be disclosed or re-disclosed without my permission;
• If this information is disclosed to someone who is not required to comply with federal privacy protection regulations, then it

may be re-disclosed and would no longer be protected;
• I have the right to take back this authorization at any time. This revocation must be in writing on a form provided by the

County government. I am aware that my revocation does not affect information already disclosed because of my earlier
authorization;

• Signing this authorization is voluntary and my refusal to sign will not affect treatment, payment, enrollment or eligibility
benefits;

• I have the right to inspect and copy my own PHI to be used/disclosed as provided in 45CFR 164.524.

I hereby authorize the periodic use or disclosure of the information described above to the 
Person/Organization/Facility/Program identified as often as necessary to fulfill the purpose identified above, and this 
authorization will expire: (Initial ONE) 
☐When the child named herein is no longer receiving Services through the FAST program in (fill in county(ies))

 Counties 
☐ One Year from the date below
☐ Other:

I hereby authorize the one-time use or disclosure of the information described above to the 
Person/Organization/Facility/Program identified above and this authorization will expire: 
☐When acted upon

☐ Other:
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I certify that I authorize the use of the health information as set forth in this document. By signing this authorization, I 
acknowledge that I have read and understand it. The facility, its employees, officers and physicians are hereby released from 
any legal responsibility or liability from the disclosure of the above information to the extent indicated and authorized herein. 

Signature of Parent/Guardian Date Relationship 

Signature of Client Date 

Signature of Witness Date 

This consent will expire 

I  , the parent/guardian of the above child, do hereby consent and 
authorize information to be obtained from and/or released to: Cayuga County FAST to include representatives from: 

• Auburn Community Hospital

• Auburn Enlarged Central School District

• Auburn Police Department

• Auburn Rescue Mission

• Cato Meridian Central School District

• Cayuga Centers

• Cayuga Counseling Services, Inc.

• Cayuga County Community Mental Health Center

(CCCMHC)

- Clinic & Care Management

• Cayuga County Health & Social Services –

- Child Protective Services (CPS), Preventive and Foster

Care

• Cayuga County Department of Probation

• Cayuga County Sherriff

• Cayuga-Onondaga BOCES

• Cayuga/Seneca Community Action Agency

(CSCAA)

• Center for Human Services Research, University at

Albany

• Confidential Help for Alcohol & Drugs (CHAD)

• Children’s Health Home of Upstate New York (CHHUNY)

• CNYHHN, Inc.

• Encompass Health Home

• Greater Rochester Health Home Network (GRHHN)

• Helio Health

• Hillside Family of Agencies

• Hutchings Psychiatric Center (HPC)

• Jordan-Elbridge Central School District

• Liberty Resources

• Mohawk Valley Psychiatric Center

• Moravia Central School District

• Port Byron Central School District

• Red Creek Central School District

• Salvation Army

• Seneca Cayuga ARC

• Skaneateles Central School District

• Southern Cayuga Central School District

• Union Springs Central School District

• Weedsport Central School District

• Primary Care Physician (write in):  ________________________

• Other (write in): _______________________________ 

 Copy of Release Given to Client
 Client Refused Copy of Release
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