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                        State of Connecticut

                   Department of Developmental Services

Authorization for Release of Information


	DDS Cannot Send This Form For You, You Must Do It.

Fill Out This Form Completely.  DO NOT SEND THIS FORM BACK TO DDS.

YOU MUST Send To Each Doctor, Agency, School, etc. from whom you are requesting records.
They Will Send Information To DDS.

	Applicant Information

	Last Name
	
	 First Name
	
	MI
	

	Street Address
	

	City
	
	State
	
	Zip
	

	Home Telephone
	
	Date of Birth   
	

	

	Organization  (Agency or business  holding the requested information)

	Organization Name
	

	Contact Person or Title
	

	Street Address
	

	City
	
	State
	
	Zip
	

	Telephone 
	
	E-Mail  
	

	

	Information Requested  (Check all boxes that apply before signing this authorization.) 
To determine the applicant’s eligibility, information the organization has for all dates of service is needed.

	 Macrobutton (
	School Records**
	
	
	(
	Developmental History
	
	

	 Macrobutton (
	Medical Records***
	
	
	(
	Psychological Records* 
	
	

	 Macrobutton (
	Psychiatric Records
	
	
	(
	Vocational Records
	
	

	(
	Other (Be specific)
	

	* PSYCHOLOGICAL: Psychological reports with IQ and adaptive test scores.
**SCHOOL: Last 3 years of educational records including Individual Educational plans (IEPs), standardized IQ test scores, and triennial evaluations.

***MEDICAL:  Most recent physical and any medical or psychiatric reports that provide information about intellectual and adaptive functioning during the developmental period (birth through 17).   


I understand this permission will expire when the information requested has been released to DDS or one year from the signature date.  I understand that I may revoke this authorization at any time.  I understand that any action taken on this authorization prior to the rescinded date is legal and binding.  Instructions to cancel this authorization are included in the named organization’s Notice of Healthcare Privacy Practices.  I also understand I can request a copy of the Notice of Healthcare Privacy Practices from the named organization at any time.  I understand that if my information is protected by the Federal Substance Abuse Confidentiality Regulations or State of Connecticut law regarding HIV infection, AIDS or AIDS-related conditions, the recipient may not re-disclose such information without my further written authorization unless otherwise provided for by state or federal law.  I understand that if my record contains information relating to HIV infection, AIDS or AIDS-related conditions, alcohol abuse, drug abuse, psychological or psychiatric conditions, or genetic testing this disclosure will include that information.  I further understand that I may request a copy of this signed authorization.

* I understand the confidentiality of psychological or psychiatric records is required under chapter 899 of the Connecticut General Statues.  This material shall not be transmitted to anyone without written consent or other authorization as provided in the aforementioned statues.

	
	
	
	
	
	
	

	
	Signature of Applicant or Parent/Guardian *
	
	Print Name of Applicant or Parent/Guardian
	
	Date
	

	* Relationship to applicant
	
	

	[image: image2.png]


In order to determine the applicant’s eligibility to receive services from the State of Connecticut Department of Developmental Services (DDS), I authorize the organization named to disclose the information requested below to:
	Department of Developmental Services

Eligibility Unit 

460 Capitol Avenue

Hartford, CT. 06106

Fax:  (860) 622-2797 Toll Free (866) 433-8192
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