Transition Alliance Program (TAP)
Cedar Falls High School

Name: ________________________________________________________________________

Date of Birth and/or Other Identifier: ________________________________________________
Authority of Release and Exchange of Information between the Following Agencies/Organizations/Parties

	
	


The purpose of this release it to allow the above parties to release and share information about me which is necessary for the development and administration of my living, learning and working goals and program, the provision of services from these parties, the identification of my financial needs and the development of financial resources for me, and the identification of my program and services needs.  This can include medical and psychological information, evaluation information and data, program details and plans, and any information that is pertinent and necessary for the administration of my program or the provision of services from either party.
I understand that the information may be given verbally or in written form and this release includes permission to furnish copies.  I understand a copy of this form will accompany any written information released.  This form will also be kept in my TAP case file.  I understand that I may review the disclosed information by contacting the person, agency or individual releasing the information.  I understand that the information will be used for purposes relating to my TAP programming, and will not be released to any other agency, individual or organization for any other purpose without my written permission except as required by federal or state law.  I understand that any action on my part to deny access to information that is essential to my TAP programming may result in delaying or stopping TAP services.  I also understand that I may withdraw this permission at any time by sending written notice to the Transition Alliance Program, 3809 Cedar Heights Drive, Cedar Falls, Iowa 50613.  If I do so, I know that it cannot apply to any information that has been given before TAP has received my written withdrawal and notified the supplier named above.  In the absence of any withdrawal, or special instructions below, THIS RELEASE IS ACTIVE THROUGHOUT THE DURATION OF TAP SERVICES.
Restrictions and/or comments: _____________________________________________________________

	Specific Authorization for Release of Information Protected by State or Federal Law

I specifically authorize the release of data and information relating to: (Client must check the appropriate boxes)

1. Substance abuse                  ___

2. Mental health                      ___

3. HIV-related information     ___

_______________________   _________

Client signature                                    Date

In order for the above information to be released, you must sign here AND to the right.
	________________________   _________

Client signature                                    Date

_________________________________________

______________​___________________________

Address

_________________________________________

Parent/Guardian if client is minor

_________________________________________

Signature of witness


