Catholic Charities Indianapolis (CCI)
Authorization for Use/Disclosure of Information and Consent/Use of Photographs and Audio/Video Images
Purpose of Request:

Catholic Charities Indianapolis (CCI) is always pleased when clients are willing to communicate the stories, experiences, and information about their service received at CCI.  Sharing your story can help others who are interested in knowing more about the client services provided by CCI and can help CCI promote its mission of service.

CCI respects the privacy of our clients, visitors, and staff.  Ensuring that protected health information is kept confidential is among our highest priorities.  CCI seeks your permission to use your information and your consent to allow us to take and use audio/video/photographic material of you in CCI internal and external communications, including general interest publications, and distribute such materials online, in print, and in social media (such as Facebook.)

To ensure that CCI is acting in accordance with your wishes, and using your personal information with your authorization, we ask you to fill out and sign this form.  CCI will keep a copy of your written permission on file.

Client Identification
Printed Name:_________________________________________________________________________ Date of Birth:______________________

Address:__________________________________________________________________________Telephone:____________________________
Email: ________________________________________________ 

Program:   Adult Day Services     Caregiver Support       Counseling      Crisis Office     Development    Holy Family Shelter  
                    Immigration     NYO      Refugee      RSVP     Senior Companions   St. Elizabeth/Coleman     School Social Work          
Information to Be Released – Covering the Periods of Service 
From (date)
to (date)
Payments to CCI
This marketing activity involves direct or indirect compensation/payment from a third party to the facility for this use of protected health information. Check   Yes No 
Authorization for Use and Disclosure of Information

I give my permission for CCI to use my or my child’s name and share details of my or his/her service and experience as a client in communications produced by or on behalf of CCI, and consent to take and make use of my and/or my child’s audio/video/photographic images in publications produced by or on behalf of CCI.  This permission extends both to electronic versions on the CCI websites and other internet/electronic applications as well as to printed, filmed, and taped versions.

I give my permission for CCI to release my or my child’s name and details of services to the news and electronic media including, but not limited to, internet/online publications, TV, radio, newspapers and/or magazines, and allow the news media to make images (digital, video, or otherwise) of me or my child for purposes of illustrating my services and experience as a client of CCI.

I specifically authorize the release of information pertaining to alcohol, drug, and/or substance abuse, diagnosis, or treatment.

I specifically authorize the release of information pertaining to mental health diagnosis or treatment.

I specifically authorize the release of information pertinent to HIV/AIDS test results.  

Expiration & Right to Revoke Authorization  

I understand that I may revoke or withdraw this permission at any time to prohibit future use of my information.   To do so, I must send written notice to the CCI Privacy Officer at Catholic Charities Indianapolis Inc., 1400 N. Meridian St, Indianapolis, IN  46202-2305.  I understand that CCI, as well as other persons or entities, will retain copies of any electronic or printed communications produced pursuant to this authorization and shall retain these versions forever. Any revocation of this authorization will only extend to the exclusion of my information from future versions of communications within CCI’s control.  If previously authorized, upon revocation, CCI shall no longer share my information to the news and electronic media.  If not revoked/withdrawn by me, this authorization expires three (3) years from the date that I sign it, and CCI shall treat information as if I revoked the authorization upon expiration. 
Re-disclosure
I understand the information disclosed by this Authorization may be subject to re-disclosure by anyone receiving it, and the information disclosed will no longer be protected by the Health Insurance Portability and Accountability Act of 1996. To the extent permitted by law, CCI and its personnel are hereby released from any legal responsibility or liability for disclosure of the above information as indicated and authorized herein.
The information authorized for release may include records that may indicate the presence of a communicable disease or non-communicable disease.
Signature of Patient or Personal Representative Who May Request Disclosure
I am not required to sign this authorization.  CCI does not condition treatment, payment, benefit eligibility, or enrollment activities on the signing of this form.  I can request a copy of this authorization be mailed to me.  I understand that I will not be entitled to any payment or other form of remuneration as a result of any use of any information and audio/video/photographic material. I authorize CCI to use and disclose the protected health information specified above for the purposed set forth above.
I agree to the terms of the Authorization for Use and Disclosure of Health Information.
Signed
Date
Name and Relationship of legal representative to client (e.g. parent, guardian)  
_________________________________________________
Identity verified by CCI representative (signature)  
 
