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  Consent to the 
(First Name, Last Name - Please Print)  (Date of Birth)  

rses Assistance Program (ISNAP) to release and/or exchange information  
edical record with:  

(Full Name of Person or Facility, Please Print) 

ions specified below:  (Specific Type of Information to be disclosed) 
ent Evaluation(s) Treatment Summary 

charge Information Laboratory Reports 
ychological Evaluation Progress Notes 
erly Reports Summary of Compliance 
f ALL Medical Records Specific Information (Assessment) 

ISCLOSURE:  ISNAP may use the information and records disclosed to determine my status in 
articipate in, or am dismissed from ISNAP, further disclosure to the Indiana Attorney General’s Office/Indiana 
 (ISBN) is authorized.  If further disclosure occurs, the Attorney General’s Office may use the information and 

to administer and enforce the laws of Indiana. The purpose for such disclosure is: 
essment Treatment Planning Medication Management 
 Monitoring Work Site Monitoring Coordination of Treatment 

R EXPIRATION OF AUTHORIZATION:  By sending a written revocation, I may revoke this 
e, except to the extent that action has already been taken in reliance on this authorization.  Unless expressly 
thorization expires on the date that this file is closed with ISNAP. 

 
E DISEASES:  This release includes, if applicable, information about serious communicable diseases 

ncludes AIDS, AIDS Related Complex, and HIV Infection), Tuberculosis, Hepatitis B and C, Venereal 
 and drug abuse records protected under Code 42 of the Federal Regulations, Part II. 

 
W:  This information released is subject to the provisions of Indiana State Regulations (IC 16-39-16) AND 

ules (42 CFR Part II). 
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