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Client Consent to Exchange Information


The client must always be given a copy of this form after signing. 

The SOAR Collaborative connects people experiencing and at-risk of homelessness to SOAR Caseworkers who can work on SSI/SSDI disability applications. This group is coordinated by the Orange County Partnership to End Homelessness and includes representatives from Community Empowerment Fund (CEF), Freedom House, Inter-faith Council for Social Service (IFC), Orange County Department of Social Services (DSS), Orange County Health Department, Orange County Criminal Justice Resource Department, UNC Center for Excellence in Community Mental Health, UNC Horizons, Social Security Administration (SSA), Disability Determination Services (DDS), Duke Hospitals, and UNC Hospitals. The purpose of this form is to provide your consent for the members of the SOAR Collaborative to exchange information about your SOAR case to coordinate their services to better help you access SSI/SSDI disability benefits.

I understand what information will be released, the purpose for the release of the information, and that there are statutes and regulations protecting the confidentiality of the information to be released. I understand further that the federal privacy law (45 CFR Part 164) protecting health information may not apply to the recipient of the information and, therefore, may not prohibit the recipient from redisclosing it. Other laws, however, may prohibit redisclosure.

I understand the terms of this release and voluntarily give my authorization. I understand that I may refuse to sign this authorization form and understand that my treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned on any of the entities listed above receiving my signature on this authorization.

I further understand that I may revoke my authorization by giving written notice to my caseworker or the Homeless Programs Coordinator, Heather Pack Aponte (hpackaponte@orangecountync.gov, 919-884-9213). Such revocation does not affect the validity of the consent for information disclosed prior to the revocation. If not revoked earlier, this authorization expires automatically one year from the date it is signed or upon (Date you wish consent to expire) ___________, whichever is earlier (date specified by client or dictated by the purpose of the authorization).

I, (name) _________________________, hereby authorize the exchange of information to/from Orange County Partnership to End Homelessness/ SOAR Collaborative. 


Please mark below indicating which information regarding you may be exchanged. Release of information is limited to the minimum necessary to accomplish the purpose for which the request is made.

	☐	I authorize periodic exchange of information between the above noted agencies, including information related to assessment/diagnoses, medical history, treatment history.

	☐	I authorize the exchange of information even if such exchange contains information related to mental health treatment.

	☐	I authorize the exchange of information even if such exchange contains information related to substance abuse.

	☐	I authorize the exchange of information even if such exchange contains information related to HIV/AIDS or sexually transmitted diseases.

	☐	Other (specify): _____________________________________________



The undersigned acknowledges that the exchange of information referenced in this document may be either written or oral.  The undersigned hereby gives consent for OCPEH and its representatives to access all medical records and to discuss the undersigned's medical treatment with OCPEH and its representatives.
1. Your legal name followed by your birthday
2. A different name of your choosing
3. Initials
4. An anonymous number generated by your service provider


Signature:								Birthdate:
_____________________________________________________________________
Date:
_______________________

(Witness signature is required only if the above client signature has been signed by a mark, or anonymous number)

Witness Signature: ________________________________    Date: _______________
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