Client Name 
SINGLE ENTRY POINT AGENCY AUTHORIZATION FOR REQUEST AND DISCLOSURE OF INFORMATION

Please return this form to:       Longterm Care Options, LLC

  


4500 Cherry Creek Dr South, Ste 500

  


Denver, CO 80246

Some sources of necessary information such as insurance companies, banks, savings and loan associations, as well as physicians, clinics, hospitals, nursing homes, etc., require specific individual authorizations before releasing information concerning an individual.  In recognition of this fact, the source(s) listed below is herewith authorized to release such information as is required by the above-named Single Entry Point Agency.

I understand that state and federal law mandate that applications for public/medical assistance and clients of a Single Entry Point Agency must furnish necessary information to assist in verifying statements and/or conditions, and prevent misrepresentation and fraud.  I further understand that the Single Entry Point Agency named above has authority for the solicitation of this information under Title 26, Colorado Revised Statutes, Article 1, Section 103 (7); Article 2, Section 107; and Article 4, Sections 106, 507, and 522(3); Title 45, Code of Federal Regulations, Part 233, Section 10 (A) (II) (B): and Income Maintenance Staff Manual, Volume 3, Section 3.110, 9 C.C.R. 2503-1.

In regards to medical records, I further understand that it may be necessary for the above named Single Entry Point Agency to release my medical records to a physician, clinic, hospital or nursing home.  This release may be required so a comparison may be done of my previous disability and current medical condition.  In recognition of this fact, I declare that my signature constitutes a full authorization for release of these medical records or any related medical material provided by me, my physician, clinic, hospital, or nursing homes as required by the above-named Single Entry Point Agency and its agents.  I understand that it is mandatory to give my consent to obtain necessary information and that failure to do so may result in the denial or termination of long term care services or program eligibility.

I herewith release and agree to hold harmless the listed source(s) from any and all liability to me for releasing information, medical or otherwise.  This release is not applicable to a non-recipient spouse or others whose needs are not included in the long term care services I am applying for or receiving.  No authorization is given for information prohibited from disclosure by federal, state, or common law.  I understand that, if the recipient of the information is not a health care provider or health plan covered by the federal Privacy Rule, the information used or disclosed may be redisclosed by the recipient and no longer be protected by the Privacy Rule.  
This authorization is granted only in connection with its use in administering the long-term care single entry point system, and for no other purpose.  I understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken to comply with it. I understand this consent will expire upon_     ____ or if left blank, within one year from the date of signature.

NAME AND ADDRESS OF SOURCE(s) OF REQUEST:  Any physician involved in your care, any home health agency involved in your care, any HCBS provider involved in your care, any hospital or nursing facility staff member involved in your care, any Denver, Arapahoe, Douglas, Elbert and Adams County Department of Human Services employee involved in your care, Denver VA Medical Center ECHCS @ 1055 Clermont St, Denver CO 80220 and      __________________________________________________________________________________________________________________________________________________________________________________

NAME AND ADDRESS OF SOURCE(s) OF DISCLOSURE:  Any physician involved in your care, any home health agency involved in your care, any HCBS provider involved in your care, any hospital or nursing facility staff member involved in your care, any Denver, Arapahoe, Douglas, Elbert and Adams County Department of Human Services employee involved in your care, Denver VA Medical Center ECHCS @ 1055 Clermont St, Denver CO 80220 and      ___________________________________________________________________________________________________________________________________________________________________________________

X_________________________________________________________________________________________________________________SIGNATURE OF SINGLE ENTRY POINT CLIENT (First, Middle Initial, Last Name)

DATE

Specific information to be released:

 FORMCHECKBOX 
Medication History/Orders     FORMCHECKBOX 
 Psychiatric/Multidisciplinary Assessment     FORMCHECKBOX 
 Service Plan     FORMCHECKBOX 
  Alcohol/Drug Abuse Treatment 

 FORMCHECKBOX 
Other: PMIP______________________________________________ Approximate dates requested:      _____________  

