Jefferson County School District 509-J
445 SE Buff Street, Madras, OR97741

Autorizacion Para Usar y/o Divulgar Informacion Educativay de Salud protegida

1. Autorizo alos siguientes proveedores a usar y/o divulgar informacién educativa y/o de salud protegida sobre mi hijo.

(Nombre de la estudiante / nifio) Fecha de Nacimiento)
(Otros nombres utilizados por el estudiante/nifio) (Nombre de la escuela o programa)
Nombre y direccidn del proveedor de atenciéon médica Nombre y direccion de la escuela/programa EI/ECSE
autorizado para: autorizado para:
4 O Enviar/diwlgar informacién de salud O Enviar/diwlgar informacién educativa
protegida O Recibir/usarinformacion de salud protegida

O Recibir/usarinformacién educativa

2. Entiendo que estainformacién se utilizara para los siguientes propdsitos (marquetodos los que correspondan):

U Determinarlaelegibilidad para Educaciéon Especial, U Desarrollarun Programa de Educacion Individualizado
EI/ECSE u otros servicios apropiado o un Plan de Servicio Familiar Individualizado

U Determinarlos niveles actuales de desempefio del U Otros (especifique):
estudiante/nifio

O Desarrollarun plan de salud individualizado

3. 3. Al marcar las casillas a continuacién, autorizo el uso/divulgacion de los siguientes registros médicos y/o educativos

especificos:

4 Declaracion de elegibilidad del médico 4 Informacién educativa O Evaluaciones psicolégicas

4 Declaracién de Evaluacién de Salud d Documento IFSP/IEP O Informes de trabajo social

U Historiay examen fisico. U Registros clinicos Q Otro:

U Historiaclinicacompleta U4 Enfermedadestransmisibles

O Informacion prenatal O Notas de progreso

4. Al poner mis iniciales en los espacios a continuacion, autorizo el uso/divulgacién de la siguiente informacion. Los
registros especificos solicitados deben enumerarse a continuacion, por ejemplo, evaluacién, plan de tratamiento, plan de
alta.

Se solicitainformacion sobre diagnéstico, tratamiento o derivacion de-drogas/alcohol

Se solicitan registros relacionados con-ePAH/SIBA:
Se solicitainformacion relacionada con la salud mental:
Informacion sobre pruebas genéticas solicitada:

5. Al poner mis iniciales en el espacio a continuacion, acepto que:

La (agencia educativa) puede divulgarinformacién educativa sobre mihijo al Programa de Asistencia Médica de Oregdén (OMAP) p ara
determinarlaelegibilidad yel reembolso de Medicaid porlos servicios cubiertos por Medicaid que mi hijo puedarecibirenel
entorno educativo.

6. Entiendo que:

a. Estaautorizacion es voluntaria y puedo negarme afirmarla sin afectarla atencion médica de mi hijo.

b. Tengoderecho a solicitar una copia de este formulario después de firmarlo, asicomo a inspeccionar o copiar cualquier
informacién que se utilizara y/o divulgara segun esta autorizacion (silo permiten las leyes estatalesy federales. Consulte 45
CFR § 164.524).

c. Puedorevocar esta autorizacion en cualquier momento notificandolo por escrito. Sin embargo, no afectara las acciones
tomadas antes de recibirlarevocacion o las acciones tomadas en base alainformacién previamente compartida.

d. Lasreglas federalesde privacidad parainformacion de salud protegida se aplican s6lo a planes de salud, cAmaras de
compensacion de atencién médica o proveedores de atencion médica. Si autorizo la divulgacién de informaciéon médica a otras
agencias oindividuos, es posible que lainformacion divulgada ya no esté protegida por las regulaciones federales de
privacidad.

e. Lasreglas federalesde privacidad paralainformacion educativa se aplican solo a escuelasyprogramas EI/ECSE. Si
autorizo la divulgacion de informacién educativa a otras agencias o individuos, es posible que lainformacién divulgada ya
no esté protegida porlas regulaciones federales de privacidad.
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7. Doy miconsentimiento para el uso/divulgacion de lainformacién anterior. Entiendo que estéprohibido el uso de esta
informacion por cualquier motivo distinto de los expresados anteriormente. Este consentimiento esta sujeto a revocaciéon en
cualquier momento, excepto en la medida en que se hayan tomado medidas basadas en informacion que ya haya sido

divulgada.
8.
(Firma del padre, tutor legal, estudiante/nifio) (Relacion) (Fecha)
8. Estaautorizacion se vence (no debe exceder un afio a partir de la fecha de la firma anterior ).

(Mes/Dia/Afo)
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AUTHORIZATION TO USE AND/OR DISCLOSE EDUCATIONAL AND PROTECTED HEALTH INFORMATION

Purpose of form:

This form was created so that educational agencies could requestinformation from health entities thatrequire HIPAA-compliant
release forms. (HIPAA: Health Insurance Portabilityand Accountability Act)

This form is used when there is aneed to obtain consentfrom a parent, legal guardian or student/child to authorize the named
agencyto:

e Send/disclose protected health information and/or educationalinformation; and/or

e Receive/use protected health informationand/or educational information

Directions for completing form:

Box 1. Required.

Box 2.

Box 3.

Box 4.

Box 5.

Box 6.

Box 7.

Box 8.

Enter the student/child’s full legal name including middie name;

Enter other names used bythe child including nicknames;

Enter child’s date of birth;

Enter the name and address ofthe health care provider who will send or receive requested protected health and/or educational
information;

Enter the name and address ofthe school district or E/ECSE program sending or receiving the requested protected health and/or
educational information; and

Checkall appropriate boxes that apply indicating which provider is authorized to send and which provider is authorized to receive
protected health and/or educational information.

Required.
Mark all the boxes that apply regarding how the requested protected health and/or educational information will be used. Fora record
thatis not represented in the list, check the “other” box and specify a different type of purpose.

Required.
Mark all the boxes that apply regarding which specific medical and/or educational records are being requested. Fora record that is
not represented in the list, check the “other” box and specify a differenttype of record.

Required onlyif any of the four types of records indicated are requested. This boxshould be left blankif none of these four types of
records are requested.

The four types of records indicated require an additional level of protection. To requestanyrecord in Box #4, the specific type of
record mustbe listed inthe spaces provided and the parent, legal guardian or student/child mustinitial the space before each type of
record requested. For example, for mental health information, a program mightindicate “psychologist's assessment” and then the
parent, guardian or student/ child would initial the space at the beginning ofthe mental health information line.

Required onlyif the form is being used to communicate with the Oregon Medical Assistance Program (OMAP) to determine a child’s
eligibilityfor Medicaid and to obtain consentto release educational information to OMAP for the purpose of obtaining Medicaid
reimbursementfor Medicaid-covered services provided to the child in the educational setting. If this is the case, then identify the
school or EI/ECSE program seeking the information from OMAP, and askthe parentto initial the space in front of the statem ent.

Required.

e This box contains information relating to the parent's, guardian’s, or child’s rights in giving authorization including the right to refuse

to sign, the right to requesta copy after signing, the rightto inspectthe information to be used and/ordisclosed, and the right to
revoke the authorization. Information is given that clarifies that when requested information is sent, the laws that protect that
information mayno longer apply since the receiving agency may not be bound by the same laws as the sending agency.

¢ Initem c., identify who will receive the potential revocation. The statementclarifies thatifan action has alreadybeen taken, for

example, protected health information has alreadybeen sent, then the revocation for that specificinformation is notvalid. However,
the agency may voluntarily return the information received after the revocation has been signed and submitted.

Required.

Parent, legal guardian, or student/child mustsign for the authorization to be valid. If parentor guardian, the relationship to the child
mustbe indicated. The date of the signature mustbe entered.

The authorization is only valid for the purposes checked or stated in the form.

Required.
The month, day, and year that this authorization will expire mustbe included in the space provided. The date mustnotgo beyond
one year pastthe date of the signature.

Additional directions

Place a copy of this form into the student/child’s file.

HIPAA requires thatthe school district/ EI/ECSE program give a copy of the authorization form to individuals who signitand request
a copy. However, itis recommended practice thatthe school district/program automaticallygive the parent, guardian, or
student/child a copy of the form after they have signed it, whetheror not they requestit, so they will have a record of the
authorization.
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