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AUTHORIZATION TO DISCLOSE INFORMATION FOR DBVI

Client Name:  






    Client Date of Birth:  ______________________________

I understand that a copy of this form will be released with my records.

Catholic Charities Maine may RELEASE TO: _Division for Blind & Visually Impaired
 FORMCHECKBOX 
Central office

 FORMCHECKBOX 
Orientation and Mobility Instructor
 FORMCHECKBOX 
Vocational Rehabilitation
__45 Commerce Drive___SHS 150_______________________________________________________________________________
     (Address) 
__Augusta, ME  04333-0150____________________________________________________________________________________

     (City, State, Zip Code)

___623-7954___________________________________287-5292_________________________________________________________________________________

     (Phone Number)

(FAX Number)
	Information pertaining to: 

   Eye Condition/Most recent eye exam report
   Education
 FORMCHECKBOX 
 Do  FORMCHECKBOX 
 Do Not include health records from other sources.


	Information for the following purposes:

  Service to my child
  Service to my child



Catholic Charities Maine may OBTAIN FROM:
Division for Blind & Visually Impaired,  FORMCHECKBOX 
 Central Office  FORMCHECKBOX 
 Orientation and Mobility Instructor  FORMCHECKBOX 
 Vocational Rehabilitation
	Information pertaining to:

  Eye Condition/Most recent eye exam report
  School/Work concerns
 FORMCHECKBOX 
 Do  FORMCHECKBOX 
 Do Not include health records from other sources.
	Information for the following purposes:

   Services from ESBVIC
   Services from ESBVIC



This Authorization expires automatically upon the following case, event or condition (not to exceed one year): _____________________________________________________________________________________________
Required Statements: I understand that: (1) CCM cannot withhold treatment if I refuse to sign this Authorization, unless it relates to research-related treatment or treatment provided solely to create and disclose health information to a third party; (2) I may review my records prior to release and refuse to disclose some or all of them; (3) I may revoke all or part of this Authorization at any time by notifying CCM as provided in its Notice of Privacy Practices, except to the extent that action has already been taken in reliance on this Authorization; (4) In some cases a refusal or revocation may result in improper diagnosis or treatment, denial of insurance coverage or other similar consequences; (5) A disclosure of information carries with it the potential for re-disclosure if the recipient is not subject to the state or federal confidentiality rules; and (6) I may have a copy of this Authorization.

Release:  I hereby release CCM from all liability and all claims relating to the release of this information.

DATE:  









   ______________________________________





Signature of Client/Personal Authorized Representative 
   Print Name

Specify Relationship for Authorized Representation
DATE:                                







   ______________________________________




Witness





    Print Name
229 Pool Street, Biddeford ME 04005


207-592-4760   |   1-888-941-2855 x5416       


FAX 207-282-1694











