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Description automatically generated]MACOMB COUNTY COMMUNITY MENTAL HEALTHExhibit 2

Media Authorization to Use and Disclose Confidential Information
	[bookmark: _Hlk205461959]IDENTIFYING INFORMATION

	Name
	[bookmark: Text8][bookmark: Text9]          
	Case #
	[bookmark: Text11]     
	DOB
	[bookmark: Text6][bookmark: Text3]          



I hereby authorize Macomb County Community Mental Health (MCCMH) to use and/or disclose my confidential information as follows:

	[bookmark: _Hlk205463663]PERSONS/ENTITIES OR CLASS OF PERSONS/ENTITIES TO RECEIVE INFORMATION



	[bookmark: _Hlk204691495]General Public
	
	N/A
	
	N/A
	
	N/A
	
	N/A

	Name
	
	Address
	
	City
	
	State
	
	Zip

	Website Visitors
	
	N/A
	
	N/A
	
	N/A
	
	N/A

	Name
	
	Address
	
	City
	
	State
	
	Zip

	Media Representatives
	
	N/A
	
	N/A
	
	N/A
	
	N/A

	Name
	
	Address
	
	City
	
	State
	
	Zip



	[bookmark: _Hlk205464847]SPECIFIC INFORMATION TO BE USED OR DISCLOSED



Check all that apply:  
	Personal Identifying Information:

	
	☐ Full Name ☐ First Name Only ☐ Last Name Only ☐ Initials 
☐ Email ☐ Social Media Handle



	Demographics:

	
	☐ Age ☐ Household Income ☐ County of Residence 
☐ Employment ☐ Marital Status ☐ Education ☐ Insurance



	Service Information:
	
	☐ Type of Services Received  ☐ Provider Information
☐ Service Enrollment/Receipt Duration ☐ Service Satisfaction



	Media:

	
	☐ Photo ☐ Video ☐ Sound Recording ☐ Quote 
☐ Testimonial ☐ A Piece of Writing



	☐Other:

	
	Describe:
	[bookmark: Text13][bookmark: Text12]          

	[bookmark: _Hlk204692220]
I understand that the information, records and/or recordings to be used and/or disclosed may contain information on: behavioral/mental health care, general medical care, counseling; alcohol and substance use disorder information, human immunodeficiency virus (HIV) or acquired immunodeficiency syndrome (AIDS) or AIDS related complex (ARC), as applicable; communicable diseases or infections, including sexually transmitted diseases, venereal diseases, tuberculosis and hepatitis, as applicable; demographic information, as applicable; and treatment received by other health care providers, as applicable; or information that can be informed from the content.



Please Note: The release of information regarding Abortion, alcohol and substance use disorder treatment, HIV/AIDS, AIDS Related Complex/Other Serious Communicable Disease, or psychotherapy notes (if any) requires separate authorization forms.

	I PROHIBIT THE RELEASE OF THE FOLLOWING SPECIFIC TYPE OF INFORMATION:



	Describe:


	
	Date of Birth, Social Security Number, Address

	
	
	[bookmark: Text19]     

	
	
	[bookmark: Text20]     

	
	
	[bookmark: Text18]     




	[bookmark: Text15]     
	
	[bookmark: Text16] 


Authorized Individual’s Initials	                   Date:



	[bookmark: _Hlk205465034][bookmark: _Hlk205464970]PURPOSE FOR USE AND/OR DISCLOSURE

	
To use, reproduce, distribute, and disclose in newsletters, printed publications, multimedia 

	presentations, websites, and social media for educational and/or training purposes as requested by 

	the individual, which may also affect MCCMH’s marketing, service recognition, or public relations.



	[bookmark: _Hlk205465014]REMUNERATION



☒ (Check if Applicable): MCCMH may receive direct or indirect remuneration because of the use and/or disclosure of confidential information authorized by this form.

	EXPIRATION



This authorization will expire (complete one): 

	☐ List Date
	
	[bookmark: Text21]     



	☐ List Event
	
	[bookmark: Text22]     


If a date or event is not listed, this authorization will expire 1 year from the date of signature.

	ACKNOWLEDGEMENT OF RIGHTS



I understand that by signing below, I am authorizing the use and release of my confidential information as described above for the purposes listed. I understand that confidential information authorized for use and disclosure may become searchable on the internet and any information disclosed may be used and redisclosed further, which is protected by Federal or State law. 

I understand that this authorization is voluntary and my treatment, payment, or eligibility for benefits will not be affected if I do not sign this authorization. I understand that I can revoke (“take back”) my authorization at any time by notifying MCCMH in writing and submitting to the following address:  Macomb County Community Mental Health, Attn: Compliance; 19800 Hall Rd., Clinton Twp., MI 48038.

I understand that a request to revoke my authorization will not apply to the extent MCCMH has already taken action relying on my authorization. I understand that I have a right to receive a copy of this authorization after it is signed.

[bookmark: _Hlk205554514]I understand that my chemical dependency, drug, and/or alcohol treatment records are protected under the Federal regulations governing Confidentiality and Drug Abuse Patient Records, 42 CFR, Part 2, and the Health Insurance Portability and Accountability Act of 1996 (“HIPAA:”), 45 CFR Parts 160 & 164, and the Michigan Mental Health Code MCL 330.1001 et seq. and cannot be disclosed without my authorization unless otherwise provided by these regulations. Any alcohol and substance use disorder information disclosed in these records is protected by Federal confidentiality rules (42 CFR Part 2). 42 CFR Part 2 prohibits unauthorized disclosure of these records.
	[bookmark: Text23]     
	
	[bookmark: Text24]     


[bookmark: _Hlk204686228]Parent/Guardian/Authorized Representative
	[bookmark: Text25]     
	
	[bookmark: Text26]     
	
	[bookmark: Text27]     
	
	[bookmark: Text28]     


Print Name			Sign Name			Relationship 			Date
Witness
	[bookmark: Text29]     
	
	[bookmark: Text30]     
	
	[bookmark: Text31]     
	
	[bookmark: Text32]     


Print Name			Sign Name			Relationship 			Date
Signature of Individual									Date
	In the event the Individual is deceased, legally incapacitated or developmentally disabled, the authorized representative must provide proof of authority, i.e., court certified letters of authority, valid subpoena or court order, valid power of attorney, valid patient advocate designation. References “I” or “my” include the individual from whom the signing party is authorized to sign. “My confidential information” refers to the confidential information of the Individual enrolled with MCCMH.
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