Department of Children’s Services 
 INSTRUCTIONS FOR USE OF FORM 
CS-0559, Authorization for Release of Child Specific Information and HIPAA Protected Health Information FROM THE 
DEPARTMENT OF CHILDREN’S SERVICES and Notification of Release
Use this form to SEND information or records needed on children/youth or parents, foster parents or other individuals as applicable. 

Use this form to SEND educational and medical/mental health or other specified  information and records on children/clients. 
This form must be filled in completely. Areas of the form that provides boxes where a “Yes” or “No” response is requested must be checked “Yes” or “No”.

Ensure that “Authorizing Signature, Witness Signature and Date” is  completed. 
*HIPAA Authorization for Release of Protected Health Information

Complete the *HIPAA Section on this form when any person/entity other than the client or his authorized representative requests/wishes to receive PHI (Protected Health Information) records from DCS. 

**Note:  The client or the client’s authorized representative must approve and sign this form before any PHI information is released to the requesting person/entity. Exception: If the child is age 14 or older, they may sign the form.

If the FSW changes, this form must be re-signed by the authorizing parent/guardian and the current FSW.  In all cases the parent/guardian is the authorizing agent unless the child is in full guardianship. If the child is in full guardianship and under age 14, DCS is the authorizing agent. 
DCS employees must utilize form CS-0756, HIPAA Disclosures of Protected Health Information  to document any disclosures of a client’s protected health information.

* For additional questions/concerns regarding the completion of this document, contact the local DCS Regional Counsel.
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	Tennessee Department of Children’s Services 
Authorization for Release of Child Specific Information and HIPAA Protected Health Information from the Department of Children’s Services and Notification of Release 


Pursuant to Federal Guidelines and Department of Children’s Services policies and procedures, I hereby request and authorize the release of records or information as specified below: 
	     
	     
	  /  /    
	   -  -    
	 FORMDROPDOWN 


	 Child/Client’s Name
	Client ID Number
	Date of Birth
	Social Security No.
	Gender


	*HIPAA Authorization for Release of Protected Health Information:

	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	I hereby authorize the use or disclosure of my individually identifiable health information as described below. I understand that this authorization is voluntary. I understand that if the person or organization authorized to receive the information is not a health plan or health care provider the released information may no longer be protected by federal privacy regulations.   Initials:______________

	Yes
	No
	

	 FORMCHECKBOX 
 
	 FORMCHECKBOX 

	1. Education records, including transcripts, GED, TCAP, Special Education

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	2. Medical records, including examinations, laboratory tests, and prescribed treatments

	     FORMCHECKBOX 

	     FORMCHECKBOX 

	3. Psychological test reports, including intelligence(IQ) test results 

	     FORMCHECKBOX 

	     FORMCHECKBOX 

	4. Psychiatric evaluation reports

	     FORMCHECKBOX 

	     FORMCHECKBOX 

	5. Mental health counseling and treatment report summaries 

	     FORMCHECKBOX 

	     FORMCHECKBOX 

	6.Social history/Functional Assessment data, including family, employment, police reports

	     FORMCHECKBOX 

	     FORMCHECKBOX 

	7. Other – Specify:
	     


Note to Case Managers: Please review and explain the following sections to the individual completing this form.  The individual completing this form must acknowledge their understanding and initial each of the statements listed below.

	· I understand that my ability to receive health care, eligibility for health care, or the payment for my health care will not be affected if I do not sign this form. Initials: ________

· I understand that I may see and copy the information described on this form if I ask for it, and that I get a copy of this form after I sign it. Initials: __________

· I understand that this authorization will expire on __ __/__ __/__ __ __ __ (DD/MM/YYYY). Date not to exceed one year from begin date. Initials_________
· I understand that I may revoke this authorization at any time by notifying the person/organization(s) in writing, but if I do it won't have any affect on any actions taken before the revocation was received.  Initials: ________




	This authority includes, but is not limited to the inspection, copying, and receipt of documents, information and photographs to be shown to the public through the media, videos, and all other written and recorded information.  It has been explained to me, and I understand that there are statutes and regulations protecting the confidentiality of certain written and oral information.  I may revoke this consent to release of information at any time; however, I also understand that any release which has been made prior to my revocation and which was made in reliance upon this authorization shall not constitute a breach of my right to confidentiality.  Unless I revoke this authorization prior to such time, this authorization to release information is valid until such request is fulfilled but not to exceed one (1) year from the date of my signature.  Initials:_________




	
	
	
	          /  /    

	                   Authorizing Signature
	                                                           Date 


	**I do not want any information or photographs ( or of my child) released by the media. (See Exception noted at the bottom of the form)

	     
	
	     
	           /  /                                                    

	Name of Client or Client’s Representative ( Print)
	           Signature of Client or Client Representative
	 Date

	
      
	
	  /  /    

	Signature of Witness

	
	Date


	     
	     
	  /  /    
	   -  -    
	 FORMDROPDOWN 


	 Child/Client’s Name
	Client ID Number
	Date of Birth
	Social Security No.
	Gender


	Specific description of information (including date(s)) to be released and purpose for release:      



 Note: Please be advised that a processing and copying charge may be assessed.

The Information Below Must be Completed on All Information Released:

	Person/Organization(s) Releasing Information:
	
	Person/Organization(s) Receiving Information

	     
	Date:    /  /    
	
	     
	Date:   /  /    

	     
	Date:    /  /    
	
	     
	Date:   /  /    

	     
	Date:    /  /    
	
	     
	Date:   /  /    

	DCS Contact Person: 
	     
	Phone Number:  (   )    -    

	DCS Office:
	     
	Address:       

	Authorizing Signature:
	     
	Date:    /  /    

	Witness Signature:
	     

	Relationship to client and authority to make health care decisions for client
	     

	 FORMCHECKBOX 
 Unable to locate requested Information
	 FORMCHECKBOX 
 Requested  information could not be released  
	Reason:       


	THIS FORM IS EFFECTIVE FROM:
	  /  /    
	to
	  /  /    
	

	
	Date
	
	Date
	
	


(Effective Date not to exceed one year from Begin Date or 90 days from Begin Date if a one time request is made for information) 
** DCS employees must utilize form CS-0756, HIPAA Disclosures of Protected Health Information to document any disclosures of a client’s protected health information.

Exception: 

(If The Requestor is a Child under the Age of Legal Consent (18), the Child’s Parent(s) or Legal Guardian Must Sign This Release. If the child is in full guardianship, DCS is the authorizing agent. 
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