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 Consent for Release of Information  
 & Authorization to refer to Community Resources 

In order to provide better services to you and your family, this program would like your permission to 
connect you with other community resources that may be available to you. By signing this consent 
form, you allow us to provide you with the best possible service by sharing your information with the 
Lassen County Home Visiting Collaborative. 

Servicing Agency Information: 

Name of Program: _________________________________________________________________________ 

Name of Representative from Program: ______________________________________________________ 

Client Information: 

Last Name: __________________________ First Name: ______________________ Middle Initial ______ 

Address: ________________________________________________________________________________ 

City: ______________________________________________ State: ____________ Zip: _______________ 

Telephone Number: (_____)________________________ Date of Birth: ___________________________ 

Legal Status:   Minor with Parent or legal guardian    Ward of Juvenile Court 

Does parent retain educational rights? _______ If not, who does? ______________________________ 

I authorize the following programs to share my information so that I can receive better 
service. (Please initial the programs you authorize). 

 Lassen County Office of Education 

 Public Health Department 

 Lassen WORKS 

 Lassen Oral Health Program 

 Pathways to Child & Family Excellence 

 Sierra Cascade Family Opportunities 

 Women Infant Child 

 Wrap Around 

 Lassen Intervention 

 Lassen Wellness Center 

 Northeastern Rural Health Clinics 

 Lassen Indian Health Center 

 Acorns to Oak Trees 

 Lassen Union High School 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 
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You will know in advance when we are making a referral on your behalf. Our program will only 
voluntarily release your name, phone number, address, and family needs/family plan to the community 
partners named above. Medical information, financial information and social history are only released 
to providers who are directly linked to those services. To protect your confidentiality, your information 
will not be shared with non-essential persons and will be stored in a secure area.  

Purpose/Limitation of requested use or disclosure (initial). 

Client Request  Continuum of Care Limitation Other 

Please describe limitations/other if initialed: 

________________________________________________________________________________________ 
This authorization shall remain effective until ____/____/________ or until revoked in writing 
prior to that date (not to exceed two years). 

I understand that I have a right to receive a copy of this authorization upon request. A copy of this 
authorization (has /has not) been requested. A photocopy of this authorization is as valid as the 
original. 

I understand I have the right to revoke this authorization. I understand if I revoke this authorization, I 
may do so in writing and submit it to the following address, or I may request assistance where I receive 
services: 

Ronda Hall - 1445 Paul Bunyan Rd, Susanville, CA 96130 - RHall@co.lassen.ca.us 

I understand the revocation will not apply to information already released based on this authorization. 
If l have authorized the disclosure of my health information to someone who is not legally required to 
keep it confidential, I understand it may be re-disclosed and no longer protected, but any alcohol 
and/or drug treatment records cannot be re-disclosed without my written consent unless otherwise 
provided for by 42 CFR Part 2 and 45 CFR parts 160 and 164. I understand authorizing the disclosure 
of this health information is voluntary. I can refuse to sign this authorization. I do not need to sign this 
form to assure treatment or payment, enrollment, or eligibility for benefits. I understand I may inspect 
or obtain a copy of the information to be used or disclosed. I have the right to receive a copy of this 
authorization. 

Signature of Client or Legal Representative 

I hereby authorize the use and disclosure of my information in accordance with the information entered 
above for the purposes described in this form. I understand this does not authorize the recipient of 
this disclosed information to further use or disclose this information, except as allowed or required by 
law. I further understand information released then becomes the responsibility of the recipient and is 
no longer under the protection of the releasing entity. 

 ________________________  ______________________________   ____________ 
     Print Name            Signature of Parent or Guardian          Date 

     ________________________        _____________________________     ____________ 
     Witness         Title/Department        Date 
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Request for Referral Form       Date:  

** One Form Per Individual** 

 

 

 

SERVICING AGENCY/FACILITY INFORMATION 

SERVICING AGENCY NAME: EMPLOYEE NAME: 

EMAIL ADDRESS: PHONE: 

REASON FOR REFERRAL REQUEST: 
 

ADULT/CAREGIVER/LEGAL GUARDIAN INFORMATION 

FULL (LEGAL) NAME EMAIL ADDRESS:  
 

PRIMARY PHONE BEST TIME TO CALL DOB: AGE: 

RACE 
� WHITE  
� BLACK OR AFRICAN AMERICAN  
� AMERICAN INDIAN OR ALASKA  
� ASIAN  
� NATIVE HAWAIIAN OR OTHER PACIFIC 

ISLANDER  
       MULTIRACIAL 

PRIMARY LANGUAGE: 
� ENGLISH 
� SPANISH 
� OTHER (SPECIFY) 

  _________________ 
ETHNICITY 
� HISPANIC OR LATINO OR SPANISH ORIGIN 
� NON-HISPANIC OR LATINO OR SPANISH ORIGIN 

 

DEPENDANT INFORMATION 

FULL (LEGAL) NAME: DOB:  AGE: 

RACE 
� WHITE  
� BLACK OR AFRICAN AMERICAN  
� AMERICAN INDIAN OR ALASKA  
� ASIAN  
� NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER  
� MULTIRACIAL 

PRIMARY LANGUAGE: 
� ENGLISH 
� SPANISH 
� OTHER (SPECIFY) 

  _________________ 
 

ETHNICITY 
� HISPANIC OR LATINO OR SPANISH ORIGIN 
� NON-HISPANIC OR LATINO OR SPANISH ORIGIN OTHER 

(SPECIFY) 
  _________________ 

RELATIONSHIP TO DEPENDANT: 
� PARENT 
� GRANDPARENT 
� FOSTER PARENT 
� OTHER ____________________ 
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**Learn about Partner Services at https://www.lassenlinks.org/partners** 

PARTNER RECEIVING THE REFERRAL 

REFFERED TO LASSEN LINKS TIER 1 

PARTNER 
INITIATED 

DATE 
COMPLETED 

DATE 
REFFERED TO LASSEN LINKS 

TIER 1 PARTNER 
INITIATED 

DATE 
COMPLETED 

DATE 

� PUBLIC HEALTH DEPARTMENT 
o LASSEN H.E.A.R.T.S. 
o MCAH 
o ORAL HEALTH PROG. 

� SIERRA CASCADE FAMILY 
OPPORTUNITIES 

� PATHWAYS TO CHILD AND 
FAMILY EXCELLENCE 

� LASSEN CO OFFICE OF ED 
o SPECIAL EDUCATION 
o CHILDCARE 
o PRESCHOOL 

� LASSEN WORKS 
� WIC 
� WRAP 
� LASSEN INTERVENTION 
� LASSEN WELLNESS CENTER 
� NORTHEASTERN RURAL HEALTH 

CLINCS 
� LASSEN INDIAN HEALTH CENTER 
� ACORNS TO OAK TREES 

  � LASSEN UNION HIGH 
SCHOOL 

�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
�  
 

  

DISPOSITION/STATUS OF REFERRAL 

DATE NAME NOTES 

DATE NAME NOTES 

DATE NAME NOTES 

DATE NAME NOTES 

DATE NAME NOTES 

DATE NAME NOTES 

REFERRAL(S) DATE: � COMPLETED 
� CLOSED 

 

� RELOCATED 
� UNABLE TO CONTACT (INVALID INFORMATION) 
� OTHER (SPECIFY) ___________________ 

 

https://www.lassenlinks.org/partners**
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