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MENTAL HEALTH SERVICES
DISCLOSURE / VERIFICATION FORM

The purpose of this interview is lo provide the customer with the opportunity to:
e Discuss any issues which fall within the scope of Mental Health Services and to
identify potential barriers to employment or training
- Identify treatment strategics, agieed upon by both customer and Licensed Clinical
Therapist (LCT), to minimize or alleviale these barriers
- Assist the customer in participating in services offered by DWS

It is further understood that any information disclosed to the assi gned LCT will be made
available to the assignad DWS employment counselor, his/her supervisor and any other agencies
or individuals as indicated on the Authorization for Release of Information forms. Further, the
customer has the right to terminate activities associaled with Mental Health Services by marking
the appropriate statement below.

In accordance with Utah State law, I understand that the LCT 13 reqquired by law to report the
following information to the appropriate authorities:

1. Child abuse or neglect

2. Abuse, neglect or exploitation of an elder or disabled adult
3. Therapists Duty to Wamn (intent to harm self or others)

4. Communicable diseases

Having read and understood the information provided above, I
acknowledge that I have been fully informed by as to the
purpose of my having been referred to Mental Health Services, the purposes for which any

information that [ choose to disclose will be used. to whom that information will be given and
under what conditions. Having gained this understanding;:

I voluntarily agree lo participate in this process.

T elect not to participate further in this process.

Sigmature of Customer Date

Licensed Clinical Therapist (LCT) e
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MENTAL HEALTH SERVICES
AUTHORIZATION FOR RELEASE OF INFORMATION

Clustomer: _ DODB: PACMIS #:

T understand that my records are protected under state and federal regulations as well as
professional codes of ethics governing confidentiality and cannot be disclosed withoul my
written consent unless otherwise provided for m the regulations.

I further understand that my records are protected under the federal regulations governing
Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2, and cannot be
disclosed withoul my written consent unless otherwise provided for in the regulations. This
release includes but is not limited to information regarding alcohol and/or substance abuse
history, trcatment and progress of treatment. 1 understand that | may revoke this consent at any
time except to the extent thal action has been taken in reliance on it, and that in any event this

consent expires automatically as designated below.

I, hereby, authorize . to release information to and

receive information from those entities listed below and initialed by me, which may be needed
for the ongoing development and implementation of my individualized employment plan, 1
understand that this information is confidential and will only be made available to those

individuals within these agencies wha have been identified to assist me with this process.

() AGENCY PROVIDER CUSTOMER'S
INITIALS

DWS Employment Counselor
DWS Supervisor

I grant this permission for the six month period from ___ 10
Signature of Customer Date
Licensed Clinical Therapist (LCT) Date
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Creating Qpporiuritin For tamilian
Family Services Counseling
Consent for Release of Confidential Information

13 I > , date of birth e
authorize the Family Services Counseling Program to disclose to:
2 ! 3 =%
the following information: :
for the purpose of
3 | furthermore consent to the release of information by 3

to the Family Services Counseling program pertaining lo:

History and Physical Exam
Discharge Summary

Dates of Hospitalization
Court/Police Documents and Reports

_ Psychiatric Evaluation __ Mental Status
_ Psychological Test Results _ Treatment Plans
_ Drug and Alcohol Treatment __ Progress Notes
Records _ Crisiz Intervention Reports
_____ Diagnosis _ Mediecal Records
_ Educational Records ____ Eduecational Tests and Reports
Psychosocial Report _ Lab Reports

Other (specify)

for the purpuse of :

Condueting and formulating a comprehensive sereening and assessment
Determining service(s) most appropriate for customer needs

_ Facilitating the provision or coordination of services

_ Onher (specify)

4, 1 understand no information may be redisclosed to any other individual or agency unless by my written
consent.
5 | understand that 1 may revoke this consent at any time by written requesl, except to the extent that action has

already been taken, and that unless such action is taken, this consent will autornatically cxpire on

Customer Signature Date
FSC Signalure__ Date

This notize accumpanies & disclosure of information mads Lo you with the consent of the cusomer. This information has been
disclosed to you from records protected by Federal andfor Slate corfidentialiny rules. The Federal rules prohikit you rom making
fiurther disclosure of his information unless further disclosuse is expressly permitted by the writien consent of the persun W whom i
pertains or as otherwise permited by “ederal and/or State reles and regulations, A peneral aulliorization for the relemse of medical or
ather informaticn may not be sulfcient for this purposs.
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