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DEPARTMENT FOR CHILDREN AND FAMILIES
CHILD DEVELOPMENT DIVISION





AGENCY OF HUMAN SERVICES (AHS): CHILDRENS INTEGRATED SERVICES AUTHORIZATION 

Name of Individual Served: 








    DOB:  

 




(First)



(Last)

Parent/Legal Representative: 







  Last 4 of SSN#: 


(OR Full BFIS # for Child Care Program)
The Children’s Integrated Services (CIS) Team is a multidisciplinary team that provides early childhood expertise and support services for pregnant/postpartum women, children birth to 6 years, their families, and child care professionals. The team is made up of professionals that provide services in the following areas: Early Intervention, Early Childhood and Family Mental Health, Specialized Child Care, and Strong Families Vermont Home Visiting. 

I give my permission for the CIS Team members and the following health and service providers (check all that apply):
· Primary Healthcare Provider: ___________________________________________________________________  
· Dental Provider: _____________________________________________________________________________

· Obstetric Provider: ___________________________________________________________________________

· VDH-Children with Special Health Needs: _________________________________________________________
· Child Development Clinic:  _____________________________________________________________________
· Child Care Provider:  _________________________________________________________________________
· Child Care Community Support Agency Staff:  _____________________________________________________
· Mental Health Provider: 
____________________________________________________________________
· Substance Abuse Counselor:  __________________________________________________________________
· Food/Nutrition Services:  ______________________________________________________________________
· Housing Assistance Provider:  __________________________________________________________________
· Employment Assistance Provider: _______________________________________________________________
· Economic Assistance Provider: _________________________________________________________________
· The CIS team in another region if I relocate: _______________________________________________________
· Professional Consultants to Assist the Team with its Provision of Services:  ______________________________
· Other: _____________________________________________________________________________________            
to communicate with and disclose to one another the following information (check all that apply):
· CIS referral, intake, screening, assessment and/or evaluation records
· The CIS One Plan for me, my child and/or my family
· Substance abuse treatment records, if applicable
· Physical Health Records
· Mental Health Records
· Dental Records
· Other Records (pertaining to services checked above) 
The purpose(s) of the disclosures authorized is (check all that apply):  
· To determine services necessary for me, my child or my family 

· To coordinate services across all maternal and early childhood providers

· To transfer my records to the CIS team in a new location

· To consult with professionals associated with the CIS Consultation Team in my region when needed

· Other 
_______
____________________________
I also give my permission for CIS team members to enter the above information into the AHS CIS database for purposes of AHS’s administration of the CIS program.

By signing this form, I understand:
· The reason(s) I am being asked to release information.

· I do not have to agree to the release of information. However, by not giving authorization, my child and family will not be able to participate in the entire Children’s Integrated Services multidisciplinary review or assessment process.

· If I choose not to sign this form any benefits for which I or my child and family are entitled will not be affected.

· While the AHS takes every precaution to protect my health information, once it is disclosed pursuant to this authorization, it may be subject to re-disclosure.

· My alcohol and drug treatment records are protected under 42 C.F.R. Part 2 and cannot be disclosed without my written consent. 

· By signing this form, I authorize the initial disclosure of my drug and alcohol treatment records, if applicable, as well as re-disclosure of such information. 

· I may revoke this authorization at any time by contacting __________________________________________________ (name) at _____________________________________________________ (address), except to the extent that it has been acted upon.

· If I do not revoke or update this authorization, it will be in effect as long as I am receiving CIS services.

· I will be provided a copy of this form.

	Signature of Individual or Parent/Legal Representative                Relationship to Client                        Date



	

	Name of Person Explaining Authorization Process                       Organization / Position                     Date
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1-800-649-2642












