[image: image1.jpg]\°/ VALUEOPTIONS®

Innovative Solutions. Better Health.





Authorization to Disclose Information for 
Formal or Mandatory Referrals to the EAP

Read this information first

The purpose of this form is to grant ValueOptions® permission to report your compliance and/or non-compliance with a formal or mandatory referral to the EAP from your employer.  Once completed and signed, this authorization will remain in effect until the earliest of (a) the date you specify below; (b) one year from date signed; or (c) the date you withdraw your permission. 
__________________________________________________________________________________                                                         

Step 1: Complete the demographic information for the person receiving services:

1.  ____________________________________________  2.   __ __ / __ __ / __ __ __ __

                                 Name of employee      

                        Date of Birth

3.  ____________________________________________  4.   (__ __ __) __ __ __ - __ __ __ __




    Address





   Home Phone Number

5.  ____________________________________________  6.  ____________________________ 

 
      Employee ID #                                                           Employed by

__________________________________________________________________________________  
Step 2:  Tell us what information may be used or disclosed:

 FORMCHECKBOX 
     Whether or not the employee contacted EAP, including dates of contact;          


 FORMCHECKBOX 
     Participation or non-participation in the EAP-recommended plan of action;
 FORMCHECKBOX 
     Other: _______________________________________________________________________
Step 3:  Tell us who you are authorizing to use or disclose your information:
     7.  ValueOptions® Employee Assistance Program (EAP) and Contracted Counselors
__________________________________________________________________________________
Step 4:  Tell us who you are authorizing to receive your information:

     8.  _____________________________________________________________________________

    9. OPTIONAL:  authorization termination date:  ___ ___/ ___ ___/ ___ ___ ___ ___
Step 5:  Complete and sign this authorization for alcohol and/or drug abuse records:
     I acknowledge that information to be used or disclosed as a result of this Authorization may  include records that are protected by other federal and/or state laws applicable to substance abuse.  I SPECIFICALLY AUTHORIZE THE RELEASE OF CONFIDENTIAL INFORMATION RELATING TO DRUG AND/OR ALCOHOL ABUSE.  The recipient of drug and/or alcohol abuse information disclosed as a result of this Authorization will need my further written authorization to re-disclose this information.  42 CFR §2.32 restricts any use of this information to criminally investigate or prosecute any alcohol or drug abuse patient. 

10. ________________________________________                ___ ___/ ___ ___/ ___ ___ ___ ___

      Employee Signature                                                                Month     Day         Year
Step 6:  Complete your acknowledgement that You understand that:
· You have the right to review the information that is being used or disclosed;
· You do not have to complete this authorization and your refusal will not affect your benefits unless this authorization is necessary to determine your benefits;

· The information used or disclosed by this authorization may be at risk for re-disclosure by the recipient and no longer protected by federal privacy laws;

· You have a right to revoke this authorization at any time, except to the extent that ValueOptions® has already acted in reliance on it, by completing and sending to ValueOptions® a “Revocation of Authorization” Form, which may be obtained from ValueOptions®;

· Your revocation will be effective immediately upon receipt by ValueOptions®, but will not affect actions taken on the basis of this Authorization;

· You have a right to receive a copy of this signed authorization; and

· A statutory privilege for confidential communications between a patient and a licensed psychologist exists.  (For New Jersey residents only)
11.  ____________________________________________________   ____________________

       Employee signature



                            
             Date and Time
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INSTRUCTIONS FOR AUTHORIZATION COMPLETION

1. Please PRINT information in pen so it is easy to read.

2. Do not skip any steps. Fill all information in as completely as possible.

3. Step 2: The following are examples of what may be filled in where the form says “Only the following records or types of health information”: Other:
· Results of drug and/or alcohol screens
· Treatment plan
· Aftercare plan
· Specific information regarding noncompliance (e.g., nonattendance at aftercare meetings, missed appointments with treating provider, etc.)
4. You must sign and date #10 and #11.

    QUESTIONS:  Call your EAP Care Manager if you have any questions or concerns regarding this authorization form.
Attachment B to Policy H301, Management Consultation/Management Referral

Date of Last Revision:  11/2/09

