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  Initial Release   Revision   Renewal 

 SANTA CRUZ COUNTY INTEGRATED CHILDREN’S SERVICES PROGRAM 
AUTHORIZATION TO RELEASE AND EXCHANGE CONFIDENTIAL INFORMATION AND RECORDS 

 

I,              (parent or legally authorized representative) authorize the 
following agencies in the Santa Cruz County Integrated Children’s Services Program (SCC ICSP) to release and exchange 
information and/or records about myself and/or              (minor child) so that 
they can work together to plan and provide services for the above-named child.   

(Check all that apply.  Write your initials and the date on the appropriate line if you are revising the Initial Release.) 

Non-Profit Agencies 

Family Resource Centers Initials & Date (Revisions) Multi-Disciplinary Teams Initials & Date (Revisions) 

  Davenport Resource Service Center    Families Together*  

  Familia Center    Primeros Pasos **  

  La Manzana Community Resources    

  Live Oak Family Resource Center  Family Violence  

  Mountain Community Resources    Walnut Avenue Women’s Center  

    Women’s Crisis~Defensa de Mujeres  

Counseling    

  Parents Center  Special Needs  

    Special Parents Information Network  

Housing    

  Families in Transition (FIT)    

 
Public Agencies 

  Health Services Agency (HSA) Select Departments that should receive a copy of this Release.***  

 Initials & Date (Revisions)  Initials & Date (Revisions) 

 Alcohol & Drug   Health Benefits  

 California Children’s Services   Homeless Persons Health Project  

 Clinics   Public Health Nursing  

 Children’s Mental Health    

 
  Human Services Department (HSD) Select Divisions that should receive a copy of this Release.*** 

 Initials & Date (Revisions)  Initials & Date (Revisions) 

 Adult & Long-Term Care   CareerWorks  

 Benefit Services   Family & Children’s Services (CPS)  

 

  Probation Department Select Divisions that should receive a copy of this Release.*** 

 Initials & Date (Revisions)  Initials & Date (Revisions) 

  Adult Probation    Juvenile Hall  

  Juvenile Probation    

 
Temporary Members (Worker: write in name of individual/agency and send Confidentiality Agreement.) 

Name of Individual/Agency Initials & Date (Revisions) Name of Individual/Agency Initials & Date (Revisions) 

  Other           Other         

  Other           Other         

 
* Families Together is a collaborative program with staff from HSD, HSA, FIT and Santa Cruz Community Counseling Center. 
** Primeros Pasos is a collaborative program with staff from HSD, HSA and Janus. 
*** Staff in this county agency can share information and records with other staff in this same county agency, even if you have not selected a 
specific Department/Division, because they work for the same agency.  Staff in this county agency will not release and exchange information or 
records with other county agencies or non-profits unless you have given permission on this or other Release Forms. 
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The selected agencies may release, exchange and use the following information and/or records: 

(Check all that apply.  Write your initials and the date next to any revisions to the Initial Release.) 

  Intake information   Summary of medical history, diagnosis,  
       treatment and/or progress for the period of:   Assessment(s) of my family’s situation 

  Recommended services or treatment       (fill in date range) 

  Service Plan/Case Plan   Summary of mental health history, diagnosis,  
       treatment and/or progress for the period of:   Status and progress of services or treatment 

  Summary of substance abuse history, treatment and/or 
progress for the period of: 

      (fill in date range) 

  Restrictions on sharing information: 

      (fill in date range)       

       

       

I understand that: 

 The agencies I select will only release or exchange information that is necessary for planning and providing services together.  
They will not share other information about me or my family with other agencies without my written permission, unless they are 
required to by law. 

 I will not be denied services if I decide not to sign this Release Form or if I wish to place restrictions on this release.  

 Agencies in the SCC ICSP may create and use a shared program record and/or a common database to help them plan and 
provide services together.   Non-identifying information from this record or database may be used to evaluate the services 
provided. 

 Any alcohol and/or drug treatment records are protected under the federal laws about Confidentiality of Alcohol and Drug 
Abuse Patient Records, 42 C.F.R. Part 2, and cannot be released without my written consent unless required or allowed by 
law. 

 I may cancel this authorization at any time by notifying any of the selected agencies in writing.  The cancellation will not apply 
to information that was used or acted on while the Release was valid.   

 I have the right to receive, and have received or declined, a copy of this signed release form. 

Copy provided       (date) Received by  (initials) Copy declined  (initials) 

 
 
X        

Signature of   Minor child with legal power to give authorization and/or         Minor Child’s Birth Date        
  Parent Guardian Legally Authorized Representative    
 
 

             

Date Signed  Signer’s Birth Date (if not minor child)    
 

 

This Release automatically expires on      ___________________ (1 year from date of signature), or when I and/or the 
above-named child cease to be a client of all of the agencies selected, whichever occurs sooner.   

 

 

 

 

      X        

Printed name of staff Signature of staff Agency 

 


