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· [bookmark: Text17]Family gross yearly income $     _____________

· Proof of income is needed to support the above stated income level (i.e., pay stub, IRS tax forms, Social Security Income, etc)      


	
[bookmark: Text18]Reason for Referral:     
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[bookmark: Text20]Specific Type of Service Requested:      
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Case Worker Signature_______________________ Signature of Worker Supervisor 				


Suggested family participation payment (Completed by PSF staff) 					% or $ amount


Signature of Family Service Facilitator 				
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Purchase of Therapeutic Services (POTS) form 
and Authorization for Release of Information




Revised 8/12/2010

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION
	
_________________________________		_________________________________	__________
	       LAST NAME	            	    	                  	         FIRST NAME                                    M.I.

_______________________________		___________
 	  Social Security Number		      	  Date of Birth
		
I/We understand that this Authorization for Release of Confidential Information is effective for one year from the date of signing.  Effective Dates: _________________thru_____________________.      

I/we understand that if the person or entity that received the information is not a health care provider or health plan covered by federal privacy regulations, the information described in this signed authorization form may be re-disclosed and no longer protected by these regulations.  

I/We also understand that I/We may cancel all or any part of it at any time by writing to the Chief Executive Officer of the Partnership for Strong Families at 5950 NW 1st Place, Suite A, Gainesville, Florida 32607.
A PHOTOCOPY OF THIS FORM IS AS VALID AS THE ORIGINAL
I/We authorize the Partnership for Strong Families to (release records to) / (obtain records from):

DCF				SAMH				Residential Care Facilities
Medical Doctor(s) 		Psychiatrist(s)			Mental Health Counselor(s)/Therapist(s)	
DJJ				School(s)			Service Provider(s)
Detention Center(s)		Vocational Rehabilitation		Social Security
GAL				 Probation and Parole		CWLS	
Employment			 Meridian Behavioral Healthcare
Other (Please specify): ________________________________________________________________________________________________________________________________________________________________________________________________________________________				

Information to be (released) / (obtained):         All listed below	

Mental Health Records		Disability Records	Substance Abuse Records
Medical Records			Dental Records		Court Orders/Legal Records
School Information		Psychiatric Evaluations	Psychological Evaluations
Psychological Testing		Sexual Abuse		Sexual Offenses/Treatment
Medications			DSM-IV Diagnosis	Domestic Violence Offenses/Treatment
HIV Information			Employer
Other (Please specify):     ________________________________________________________________________________________________________________________________________________________________________________________________________________________


The purpose or need for such disclosure is:

Assessment		Continuity of Care		Third Party Payment		Other: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
This Release of Information has been explained to me and I have been offered a copy.
________________________________	_________________________________	___________________
Signature of Client/Legal Guardian		Printed Name of Client/Legal Guardian 	Date
________________________________	_________________________________	___________________
Signature of Witness			Printed Name of Witness 			Date
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