Calvert County Local Care Team
Authorization to Release and Exchange Confidential Information


I (We) give permission to obtain/release/share information regarding:

Child’s Name:
     






Child’s Date of Birth:     
The purpose of the disclosure authorized herein is to facilitate:  

 FORMCHECKBOX 
 Assistance with identification of individual needs and potential resources to meet identified needs of family 

 FORMCHECKBOX 
 Interagency discussion and problem solving for individual child and family needs and systemic needs

 FORMCHECKBOX 
 Voluntary Placement Agreement 

I (we) understand that the LCT may require information to be released from or shared with members of the Local Care Team to include Dept. of Juvenile Services; Developmental Disabilities Administration; Alcohol & Drug Abuse Administration; Behavioral Health Administration, Local Core Service Agency; the local School System; the local Health Department; the local Dept. of Social Services; Local Management Board, Calvert County Family Network; Maryland Coalition of Families; Center for Children; Southern MD Community Network, and Division of Rehabilitation Services.

I (We) understand that information provided to the Calvert County LCT will be used for assessment, evaluation, and planning for the delivery of services for our child.  The information may include, but is not limited to records pertaining to: (Please check those applicable)

 FORMCHECKBOX 
 Involvement with community agencies and organizations
 FORMCHECKBOX 
 Medical History

 FORMCHECKBOX 
 Developmental History including psychological evaluations, treatment plans and social histories



 FORMCHECKBOX 
 Psychiatric
 FORMCHECKBOX 
 Service/placement dates of admission and discharge and placement summary information including treatment progress


 FORMCHECKBOX 
 DJS/DSS Information
 FORMCHECKBOX 
 Educational Information





 FORMCHECKBOX 
 Financial Information
 FORMCHECKBOX 
 Other (Please Specify) ______________________________________________________________________________
****  Please specify limitations to the exchange and release of information:

I (We) understand that by law, I (We) need not consent to the release of this information.  However, I (We) chose to do so willingly and voluntarily for the purpose(s) specified above.  Authorization expires two years from the date of signatures.  I (We) understand that I (We) may revoke the consent at any time except to the extent that action has been taken in reliance on my (our) consent. 
Signature of Parent/Guardian



Date

_______________________________________

Parent/Guardian printed name



Return to Calvert County Local Care Team Coordinator – Ariane Odom
P.O. Box 1098 Prince Frederick, MD 20678 
Or via In Person Delivery to 30 Duke Street, Suite 102
Electronically: Ariane.Odom@calvertcountymd.gov
(410) 535-1600 ext 8807  Fax: (410) 535 5467

