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HEALTH CARE




CONSENT FOR CHILD MEDICAL EVALUATION-DSS

AUTHORIZATION FOR RELEASE OF EVALUATION

A. Name of Child: _______________________________________Date of Birth:______________

(First)

(Middle)

(Last)

B. A Child Medical Evaluation is a component of child protective services investigations and is used in making decisions regarding allegations of child abuse or neglect. The referral is made by authority of (check one):

( )
Parent

( )
Legal Guardian

( )
DSS Director:
under Order for Nonsecure Custody or when acting as temporary guardian of child (G.S. 35A-1220). 

 ( ) 
Judge’s Order:
   in accordance with G.S. 7A-647(3) when a court order authorized this 

evaluation (court order attached).

C. I hereby authorize ________________________________________________to perform:

(Name of Examiner)

( )
A medical evaluation, including diagnostic studies and photographs, on the above named child.

( ) 
A mental health evaluation, including diagnostic studies, on the above named child.

Furthermore, I authorize The University of North Carolina Health Care System to release the findings of the evaluation(s), which may include both medical and mental health information, to the county department of social services, the Child Medical Evaluation Program, and any agency or individual deemed necessary by the county department of social services. 

____________________________________________________________________________________

Signature of parent/guardian


Date


Nature of authority to consent  

(i.e., parent, guardian, custodian)

D. I authorize the staff at The University of North Carolina Health Care System to use the diagnostic studies, video tapes and/or photographs for teaching purposes.  I understand I do not have to allow the use of the diagnostic studies, video tapes and/or photographs for teaching purposes and, if I do not wish to give permission that this will not affect my child’s care at The University of North Carolina Health Care System.

I understand that this permission will remain valid until revoked by me, and that I can do that at any time. 

____________________________________________________________________________________

Signature of parent/guardian


Date


Nature of authority to consent  

(i.e., parent, guardian, custodian)

E. FOR DSS PURPOSES: The provider is authorized to claim reimbursement in accordance with the Purchase of Service Contract for the following services provided to the child named above:

1) Date Case Opened for Service Code 212:________________________

2) Open for Medicaid? Yes____
No_____
Medicaid #:________________

3) SIS ID#_______________________________________________________

4) County Case #:_________________________________________________

5) Purchase Program ID#____________________00161__________________

_______________________________________ County Department of Social Services

Social Worker:_________________________
Telephone:____________________

Signature of authorized county representative:__________________________________

Date:________________________________

I understand that:

· I may revoke this Authorization at any time:

· the revocation will not apply to information that has already been released in response to this Authorization.

· I must revoke this Authorization in writing.   The procedure for revoking this Authorization is to present my written revocation to the Examiner or the Child Medical Evaluation Clinic.

· I may refuse to sign this Authorization:

· UNC Health Care System will not condition my treatment, any payment, enrollment in a health plan, or eligibility for benefits on receiving my signature on this Authorization.

· a fee may be charged for copying the protected health information.

I have been informed and understand that information disclosed pursuant to this Authorization may be subject to redisclosure by a recipient of such information.  It is possible that once disclosed, the privacy of the information may no longer be protected under federal medical privacy law. 

Unless otherwise revoked, this Authorization will expire on the following date, event, or condition:___________________________________________________.  If I fail to specify an expiration date or event or condition, this Authorization will expire automatically in ninety (90) days from the date of signature.

I have read and understand the information in this Authorization form.

	Signature of Patient:



	Printed Name:


	Date:


OR

	Signature of 

Authorized Representative:

	Printed Name:


	Date:

	Please explain Representative’s authority to act on the behalf of the Patient:   

___________________________________________________________________________

___________________________________________________________________________




