
Release of Information for Collaboration 
Between the WRAP Program and Lawrence Public Schools 

 
 

During my child’s attendance at ___________________________, they will participate in the WRAP 
program.  In order to make sure that your child gets all the support he/she needs, we may need to share 
information on your son, daughter and/or family with school staff.  This information may be needed to 
coordinate services for your child and help him/her improve functioning and accomplish his/her academic 
or therapeutic goals. 
 
I, ______________________________ hereby consent to and authorize the Bert Nash WRAP Program to, 
as indicated,  
  ⁭release to ⁭exchange orally 
 
information derived exclusively from the WRAP program to, staff from  
 
___________________________________, _________________________. 
   School name   Address  
 
I understand that only the following checked information may be released: 

_____Presence in treatment 
_____Psychological tests, assessments and evaluations 
_____Session information including behavior records, family information, goals and progress. 
_____Diagnosis  
_____Medication information 
_____Other:___________________________________ as specified.  

 
______ Guardian Initials 
 
READ CAREFULLY:  I understand that my medical/behavioral health records are confidential. I 
further understand that by signing this authorization, I am allowing releases of information to the 
agency or person specified above.  Drug and/or alcohol abuse information records are specifically 
protected by federal regulations. (42CFR Part 2). By signing this authorization, I am allowing the release of 
all records above including any drug and/or alcohol information to the agency or person specified above.  
Federal regulations prohibit the recipient of the information from making further disclosure without the 
specific, written consent of the responsible person, or as otherwise permitted by law or regulation.  This 
consent may be revoked at any time except to the extent that action has already been taken.  This 
authorization will expire on ______________.  (If left blank, this authorization automatically expire when 
the child transfers schools)  This authorization to release information is subject to the following  
restrictions:  
______________________________________________________________________________________ 
_____________________________________________________________________________ 
 
_____________________________________________  _________________________ 
WRAP Participant       Date 
 
_______________________________ __________________ __________________________ 
Parent/Guardian/Legal Representative  Relationship    Date 
 
______________________________________________  ___________________________ 

Witness        Date 
 
 
 
 



 
HIPAA Privacy Compliance 

 
It is the policy of Bert Nash Community Mental Health Center to protect the privacy of  
client information and to assure that the disclosure of all such information, whether  
written, verbal, or electronic (including faxes), is conducted in compliance with all  
federal and state laws governing confidentiality.  All staff members, medical staff,  
students, interns, volunteers, or other individuals having access to client information  
have responsibility to protect and preserve confidentiality for all clients.  Client  
information is defined as any written, electronic or verbal information about 
current or former clients that is personal and private in nature, including his or  
her existence in treatment.    
 
Center personnel will hold confidential all information obtained about clients related to 
their assessment, care, and treatment, and shall not divulge it without the client's 
authorization unless it is allowed by law (refer to Appendix B for K.S.A., 65.5603 
Exceptions to Confidentiality).  Authorization to release client information constitutes a 
signed written consent from the client or legal representative to view the clinical record 
or to obtain copies of the record; signed court order; or meeting the statutory requirement 
for protection of persons from harm.  (see exceptions in KSA 65-5603 attached to Policy 
on Confidentiality) 
 
Minimum Necessary Rule (HIPAA Privacy Regulation) 
• HIPAA and State regulations require the minimum amount of disclosure 

necessary to meet the purpose of the request 
• Conversations about clients should not take place in public areas 
• Paper documents should not be left out in the clients view 
• The only time we release all records is at the client request or if it is clinically 

necessary, and it must be documented  
• If a client feels their Privacy rights have been violated, they have the right to file a 

complaint to the Office of Civil Rights.  If enough complaints are filed, we will be 
audited for a compliance review. 

• Civil or criminal charges can occur (Fines of $25,000 for multiple violations 
within one year; Fines of $250,000 and imprisonment up to ten years for 
intentional misuse of patient information) 

 
 
 
 
 
 


