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HCRR CONSENT FORM
 By signing this form you are giving permission for DSHS and AAA to use and share confidential information about you with the Home Care Referral Registry for purposes of using the Referral Registry.
The confidential information that will be shared will only be that information essential to generating a referral list of potential providers through the referral registry.  That information is:
· Verification of program eligibility
This consent is valid for one year from the date of signature.

	Signature


	Date


	Agency contact/Witness


	Date

	Parent or other representative signature


	Telephone number
	Date

	If I am not the subject of the records, I am authorized to sign because I am the:
□ Parent   □  Personal representative    □  Legal guardian   □  Other:
I may revoke or withdraw the consent at anytime in writing, but that will not affect any information already shared.

A copy of this form is valid to give my permission to share information.
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