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AUTHORIZATION  FOR RELEASE OF INFORMATION 


DCF-2134  02/96 (New)


HIV


TO THE DEPARTMENT OF CHILDREN AND FAMILIES	


I authorize ( 


through his/her designee, to�
NAME OF AGENCY


�
ADDRESS�
�
release information regarding 


the diagnosis or treatment


 of HIV from the record of (�
case name


�
date of birth�
�
To the Commissioner of DCF, Superintendent of�
Name of DCF Designee


�
Title�
�
USD II or designee. (�
Address


�
�
Check all�
� FORMCHECKBOX ��Psychiatric Records�
� FORMCHECKBOX ��Alcohol Dependency/Abuse�
 � FORMCHECKBOX ��Medical�
� FORMCHECKBOX ��Other (specify):�
�
that apply.(�
� FORMCHECKBOX ��Psychological Records�
� FORMCHECKBOX ��Drug Dependency/Abuse�
 � FORMCHECKBOX ��Education�
�
�
This information will be�
� FORMCHECKBOX ��Case planning for child protective services   	 � FORMCHECKBOX ��Development/Implementation of Education Program �
�
used for the purpose of (�
� FORMCHECKBOX ��Other (specify):�
�
�
�
The nature and extent of the information to be disclosed will be the entire record, unless otherwise specified below.  Limited information requested:�
�
�
� FORMCHECKBOX ��Evaluation  � FORMCHECKBOX ��Outpatient Records  � FORMCHECKBOX ��Laboratory Reports   � FORMCHECKBOX ��Discharge Summary  � FORMCHECKBOX ��Other (specify):�
�
This authorization will expire 180 days after the date of signature.  This authorization may be revoked by me at any time, by providing notice of its revocation in writing to the designee listed above.�
�
Name:


�
Witness:�
�
Signature: Patient signature or parent or guardian if PATIENT is under 18 years of age.�
Date:


�
�
If this form has not been signed by the patient, please state the signer’s name, relationship to the patient and, if necessary, explain why the patient did not sign.  The statement should demonstrate that the signer is authorized to consent to release of the patient’s records.�
�
FROM THE DEPARTMENT OF CHILDREN AND FAMILIES


I authorize the Commissioner of DCF,�
Name of DCF Designee


�
Title�
�
Superintendent of USD II, or designee(�
Address


�
�
To release information from the record of (�
case name


�
date of birth�
�
regarding the diagnosis or treatment of HIV to (


�
NAME OF AGENCY or foster parent


(and any future foster parent needed to provide care)�
ADDRESS�
�
Check all�
� FORMCHECKBOX ��Psychiatric Records�
� FORMCHECKBOX ��Alcohol Dependency/Abuse�
 � FORMCHECKBOX ��Medical�
� FORMCHECKBOX ��Other (specify):�
�
that apply.(�
� FORMCHECKBOX ��Psychological Records�
� FORMCHECKBOX ��Drug Dependency/Abuse�
 � FORMCHECKBOX ��Education�
�
�
This information will be�
� FORMCHECKBOX ��Case planning for child protective services   	 � FORMCHECKBOX ��Development/Implementation of Education Program �
�
used for the purpose of (�
� FORMCHECKBOX ��Other (specify):�
�
�
�
The nature and extent of the information to be disclosed will be the entire record, unless otherwise specified below.  Limited information requested:�
�
�
� FORMCHECKBOX ��Evaluation  � FORMCHECKBOX ��Outpatient Records  � FORMCHECKBOX ��Laboratory Reports   � FORMCHECKBOX ��Discharge Summary  � FORMCHECKBOX ��Other (specify):�
�
This authorization will expire 180 days after the date of signature.  This authorization may be revoked by me at any time, by providing notice of its revocation in writing to the designee listed above.�
�
Name:


�
Witness:�
�
Signature: Patient signature or parent or guardian if PATIENT is under 18 years of age.�
Date:


�
�
If this form has not been signed by the patient, please state the signer’s name, relationship to the patient and, if necessary, explain why the patient did not sign.  The statement should demonstrate that the signer is authorized to consent to release of the patient’s records.�
�



