Consent to Exchange Information
I understand that different agencies provide different services or benefits.  Each agency must have specific information in order to provide services and benefits.  By signing this form, I am allowing agencies to exchange certain information so it will be easier for them to work together effectively to provide or coordinate these services or benefits.

I, _________________________________________, am signing this form 

For_____________________________________________________________________
(Full Printed Name of Participant)
________________________________________________________________________________________________
(Participant’s Address)                     (Participant’s Birth Date)         (SSN – Optional)

My relationship to the client is:   Self          Parent         Power of Attorney                           



                 Guardian                    Other Legally Authorized Representatives

I want the following confidential information about the Participant to be exchanged:

Assessment Information
Yes       No           Medical Diagnosis

Yes       No

Mental Health Diagnosis
Yes       No           Medical Records

Yes       No

Psychological Records
Yes       No           Psychiatric Records
Yes       No

Other Information (write in):______________________________________________________

And the following other agencies to be able to exchange this information:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This consent is good until the above named participant is no longer a participant at Adult Day Care Center.

I can withdraw this consent at any time.  This will stop the agencies from sharing information after they know my consent has been withdrawn.  I have the right to know what information has been shared, and why, when and with whom it was shared.  If I ask, each agency will show me this information.  I want all agencies to accept a copy of this form as a valid consent to share information.  

Signature(s):_________________________________________ Date: ___________________

                                     (Consenting Person or Persons)
Oliver and Mildred Edwards Adult Day Care Center

431 Commonwealth Blvd. Martinsville, VA 24112  Phone 276-666-9400 Fax 276-666-4598
