CONSENT FOR THE RELEASE OF
CONFIDENTIAL SUBSTANCE USE DISORDER TREATMENT INFORMATION

I , herby consent to an exchange of information between the following parties:

Name of Client
DCYF MLADC Program (Foundations Counseling, LL.C)
and
New Hampshire Division for Children, Youth & Families (NH DCYF) Caseworker, Supervisor and/or DCYF designee
and
the following people and/or treatment agency:

Enter the name of any additional people or treatment providers that are part of your team - if none, you can leave blank
and

Name of Court
and

Name of Parent’s Attorney
and

Name of Child(ren)’s GAL/CASA

To communicate with and disclose to one another the following information, nature and amount of the information as limited
as possible: (Client to initial all relevant items)

Name and demographics Status and progress in substance use disorder treatment
Assessment/Evaluation/Intake Treatment plan and recommendations

Substance use history and diagnosis Biopsychosocial information

Mental Health history and diagnosis Attendance

Discharge summary/Aftercare plan Drug test results

Mental status and behavioral observations Other:

The purpose of the disclosure is to: Provide the Division for Children, Youth & Families, the Court, GAL/CASA, my attorney, and/or treatment
providers with the information needed to evaluate my progress and/or challenges related to my treatment and DCYF case plan, in order to make
decisions about my child(ren)’s safety, permanency and well-being.

I understand that I may be denied services if I refuse to consent to a disclosure for purposes of treatment, payment, or health care operations, if
permitted by state law. I will not be denied services if I refuse to consent to a disclosure for other purposes.

I understand that this information could be disclosed and exchanged in person or by phone, email, mail and/or fax.
I understand that I am entitled to receive a copy of this release of information upon request from Foundations Counseling, LLC

I understand that my alcohol and drug treatment records are protected under the federal regulations governing the Confidentiality of Substance Use
Disorder Patient Records (42 C.F.R. Part 2) and the Health Insurance Portability and Accountability Act of 1996 (HIPAA 45 CFR Parts 160 & 164).
These records cannot be DISCLOSED or REDISCLOSED without my written consent unless otherwise provided for in the regulations. A general
authorization for the release of medical or other information is NOT sufficient for this purpose. I also understand that I may revoke this consent
at any time, in writing only, except to the extent that action has been taken in reliance on it.

This consent expires automatically: UPON CLOSURE OF MY DCYF CASE THROUGH THE COURT
or on the date listed here:

Signature of Client Date
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