
APPENDIX M
	
Authorization for Limited Release of Mental Health Information
for Purposes of Determining Public Safety Qualification

	Patient’s Full Name



	Health Record Number or Last 4 Digits of Social Security Number




Dear Mental Health Treatment Provider:

Your current or former patient named above is a job applicant for a public safety position.  As a condition of employment, the applicant must pass a psychological evaluation to determine whether he or she meets the qualification standards.  To accomplish this, it is necessary for me to learn a limited amount of information about the applicant’s functioning during the period in which he or she was your patient.

On the following page, you will find a form signed by your patient authorizing you to complete the attached two-page questionnaire and to provide the requested information. 

Please fax the completed form to me within 14 days of the above date.  Delays may result in the employer withdrawing the applicant’s conditional offer of employment.  If you have any questions or are unable to provide the requested information within 14 days, please call me.  

Sincerely,



   Name and signature of Psychologist
  
   License number




Instructions to Applicant:  
1. Fill in your name and health care record number (or last five digits of your Social Security Number) at the top of this page and at the top of page 3.
2. Fill in all information requested on page 2 (“Authorization” form) and sign at the bottom.  
3. Provide this form immediately to each doctor or other professional who has provided you with mental health treatment or evaluation (including prescription medication for mental health purposes) within the past 24 months or as instructed by the hiring agency or [PSYCHOLOGICAL EVALUATOR’S NAME].




	Authorization for Limited Release of Mental Health Information for Purposes of Determining Qualification for Employment in a Public Safety Position

	Patient/Applicant Information

	Name
	Nickname/Maiden Name/Alias/Other

	Health Record Number or Last 4 Digits of SSN


	Address


	City

	State
	Zip



	Phone
	Email
	Date of Birth (Mo/Day/Yr)


	I voluntarily authorize:

	Name and Title of Treating Mental Health Care Provider

	Phone Number
	Fax Number

	Agency/Department


	Address	
	City
	State
	Zip

	To release my medical/mental health information to:    (psychologist’s contact information/mailing address)

	Name of Psychologist
	Phone Number
	Fax Number

	Address
	City
	State
	Zip

	The information contained in the records will be used for the purpose of determining my psychological qualification for employment in a public safety position.
The information to be released includes:  [please initial checked box(es)]
_____ |_|	Mental health information
_____ |_|	Records concerning drug or alcohol abuse, dependence, or treatment


	






	The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA, Title II, from requesting or requiring genetic information of an individual of family member of the individual except as specifically allowed by this law. To comply with this law, we are asking that you not provide any genetic information when responding to any request for medical information. “Genetic information,” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.
	

	
I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure and no longer be protected under federal law.  However, I also understand that federal or state law may restrict redisclosure of drug/alcohol diagnosis, treatment or referral information, and mental health information.

I hereby authorize the above-named mental health care provider and/or agency to provide full and complete answers to the questions on this form and to release any and all information deemed by the provider and/or agency to be relevant to this limited request to [Psychologist’s Name].  I understand and agree that any information or opinions provided by my mental health care provider and/or agency will be considered along with other data in determining my psychological qualification for public safety employment.  

I hereby release my treating mental health care provider, [Psychologist’s Name], and their respective agents, officers, and employees from all liability or damage claims which may result from the provision or use of this information in determining my psychological qualification for employment. 

This authorization may be revoked at any time.  The only exception is when action has been taken in reliance on the authorization.  Unless revoked earlier, this consent will expire 180 days from the date of signing or shall remain in effect for the period reasonably needed to complete the request.  Under federal law, no covered entity may condition treatment, payment, enrollment or eligibility for benefits on whether the individual signs this authorization.  

	Patient/Applicant Signature
	Patient/Applicant Printed Name
	Date



	
Patient’s Full Name


	Health Record Number or Last 4 Digits of SSN



	Employment Position
	Agency Employed At

	SECTION 1:  TO BE COMPLETED BY TREATING MENTAL HEALTH CARE PROVIDER

	Please return the following two (2) pages to [Psychologist’s Name] within 14 days.



	Mental Health Care Provider’s Full Name
	Licensed as (physician, psychologist, LCSW, LPC, etc.)
	License Number
	State

	Time period over which you provided treatment (first and most recent contact)
	Total number of contacts

	1.	Did his/her psychological condition substantially limit a major life activity such as walking, talking, sleeping, caring for oneself, 
learning, concentrating, interacting with others, or performing manual tasks?  If yes, note on the next page whether the limitation 
resolved and the duration of the limitation.	|_| Yes	|_| No

	2.	Did his/her psychological condition result in any substantial impairment in his/her ability to perform the essential functions of his/her
job at the time?  If yes, note on next page whether the impairment resolved during treatment and the duration of the impairment.	|_| Yes	|_| No

	3.	Did treatment or evaluation reveal or involve alleged or actual violence, assault, stalking or harassment by the patient directed against 
a spouse or romantic/domestic partner?	|_| Yes	|_| No

	4.	Did treatment or evaluation reveal or involve alleged or actual behavior by the patient that caused physical harm to someone other 
than a spouse or romantic/domestic partner?	|_| Yes	|_| No

	5.	Did treatment or evaluation reveal or involve alleged or actual threats or intimidating statements, letters, phone calls, or stalking 
directed at someone other than a spouse or romantic/domestic partner?	|_| Yes	|_| No

	6.	Did treatment or evaluation reveal or involve alleged or actual sexual abuse or misconduct by the patient?	|_| Yes	|_| No

	7.	Did treatment or evaluation reveal or involve suicidal or self-injuring thoughts, gestures, or attempts?	|_| Yes	|_| No

	8.	Did treatment or evaluation reveal or involve substance abuse or dependence?	|_| Yes	|_| No

	9.	Did treatment or evaluation reveal or involve illegal drug use?	|_| Yes	|_| No

	10.	Did treatment or evaluation reveal or involve inpatient mental health treatment?	|_| Yes	|_| No

	11.	Did treatment or evaluation reveal or involve treatment by any other mental health care providers?	|_| Yes	|_| No

	12.	Did treatment or evaluation reveal or involve the use of prescription medication for purposes of controlling, alleviating, or reducing 
mental health symptoms?	|_| Yes	|_| No

	13.	Was treatment or evaluation mandated by an employer, court or other third party?	|_| Yes	|_| No

	14.	Did treatment or evaluation reveal or involve any substantial deficits or impairments in impulse control?	|_| Yes	|_| No

	15.	Did treatment or evaluation reveal or involve a mental disorder (Axis I or II) listed in the DSM version in use at the time of service? 	|_| Yes	|_| No

	If you answered YES to any of the above, please provide explanation(s) on the next page.

	
Patient’s Full Name


	Patient’s Health Care Record Number or Last 4 Digits of SSN



	Employment Position
	Agency Employed At

	SECTION 2:  TO BE COMPLETED BY TREATING MENTAL HEALTH CARE PROVIDER

	Please provide explanation(s) for any items answered Yes on the previous page.  Please include the question number associated with your explanation.  You may attach a letter and/or records if you prefer.

	
































I attest that the information provided in Sections 1 and 2 above is accurate to the best of my knowledge.


	
	
	
	
	

	Treating Mental Health Provider’s Signature
	
	Treating Mental Health Provider’s Printed Name
	
	Date




		

		PLEASE RETURN THESE LAST TWO PAGES WITHIN FOURTEEN (14) DAYS TO:
			
			[Name of psychologist]
		
		Fax: [Fax # if confidentiality can be maintained]

		Or mail to:

		[Mailing address]
	

Please call [psychologist] at [phone number] for questions or if you are unable to return this form within the time requested.
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