City of Philadelphia

Department of Human Services & Behavioral Health System

DHS/BHS CLIENT INFORMATION RELEASE

This release form authorizes the Philadelphia Department of Human Services to give the Behavioral Health System [which includes Community Behavioral Health, the Office of Mental Health/Mental Retardation, and the Coordinating Office of Drug and Alcohol Abuse Programs] the following information about you and your child(ren):
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Your consent will allow the Department of Human Services to release the names, dates of birth, and social security numbers of you and your child(ren) to representatives of the Behavioral Health System.  The Behavioral Health System representatives will use this information to determine whether you and/or your child(ren) have received inpatient or outpatient mental health and/or substance abuse treatment in the past.  Your consent to release this information will also help the Behavioral Health System representatives to make service and treatment recommendations that will be helpful for you and/or your child(ren).  The service and treatment recommendations made by the Behavioral Health System representatives will be presented at a pre-hearing conference and/or a court hearing for your child(ren).

THE BEHAVIORAL HEALTH SYSTEM WILL NOT GIVE INFORMATION IT HAS ABOUT YOU AND/OR YOUR CHILD(REN) TO ANY PERSON OR AGENCY, INCLUDING THE DEPARTMENT OF HUMAN SERVICES, WITHOUT YOUR WRITTEN AGREEMENT. Behavioral Health System representatives will only use the information it has about you and/or your child(ren) to make recommendations about the service and treatment programs that will be helpful for you and/or your child(ren).

I VOLUNTARILY AGREE TO ALLOW THE DEPARTMENT OF HUMAN SERVICES TO GIVE THE BEHAVIORAL HEALTH SYSTEM THE NAMES, DATES OF BIRTH, AND SOCIAL SECURITY NUMBERS OF THE PEOPLE LISTED ABOVE.  I UNDERSTAND THAT THE BEHAVIORAL HEALTH SYSTEM MAY ONLY USE THIS INFORMATION TO MAKE SERVICE AND TREATMENT RECOMMENDATIONS FOR ME AND/OR MY CHILD(REN) AT A PRE-HEARING CONFERENCE AND/OR A COURT HEARING FOR MY CHILD(REN).

I can change my mind about this agreement at any time, orally or in writing. However, I understand that any information obtained by the Behavioral Health System before I change my mind about this agreement will be used by their representatives to make service and treatment recommendations for me and/or my child(ren).  Unless I change my mind, this release will be valid for ONE YEAR after the date it is signed.

____________________________________________

Date Signed

____________________________________________
______________________________________________

Parent/Guardian Signature




2nd Parent Signature

____________________________________________
_______________________________________________

Child 14 Years and Over Signature



Child 14 Years and Over Signature

____________________________________________

Staff/Witness Signature
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