
IN THE CIRCUIT COURT FOR THE STATE OF OREGON
FOR THE COUNTY OF JACKSON
 



State of Oregon 					Case Number: _______________
	Plaintiff

v.	CONSENT FOR RELEASE OF INFORMATION
							(Aid & Assist Staffing Review)

_______________________
	Defendant 

							
CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

[bookmark: Text4]By signing this form, I, 	(FULL LEGAL NAME OF DEFENDANT) or my authorized representative, consent to and authorize the Aid and Assist Staffing Participant (“Program”) and the following individuals and entities:

□ Judge Lisa Greif and/or Judge Laura Cromwell, the judges who preside over this Program. 
[bookmark: _Hlk527444114]□ Jackson County Mental Health, including all employees of the treatment provider that are assigned to the program team in connection with my participation in this Program.	
□ Oregon State Hospital, including all employees of the treatment provider that are assigned to the program team in connection with my participation in this Program.	
□ Andrew Davis, Jackson County Sheriff Department, assigned to the program team in connection with my participation in this Program.	
□ Clint “CB” Mooney, Options Program, assigned to the program team in connection with my participation in this Program.	
□ Columbia Care, including all employees of the treatment provider that are assigned to the program team in connection with my participation in this Program.	
 □ (Name of assigned criminal defense attorney), the defense attorney assigned to the program team in connection with my participation in this Program.
□ (Name of deputy district attorney), the deputy district attorney assigned to the program team in connection with my participation in this Program.	
□ (Name of probation officer), the probation officer assigned to the program team in connection with my participation in this Program.
[bookmark: _Hlk527015401]□ (Other aid & assist team member), the (insert position here) assigned to the program team in connection with my participation in this Program.	
to disclose my information and communicate with one another regarding my eligibility and/or acceptability for the Program, to monitor my progress in and compliance with substance abuse and/or mental health treatment services, and to monitor my compliance with Program requirements and directives. This includes sharing with each other my assessment results, diagnostic conclusions, prescribed medications, unprescribed substance use, screening results, referrals to treatment and other services, treatment attendance records, progress in treatment, compliance with treatment, and compliance with Program requirements and directives. My information may also be disclosed in connection with an audit or evaluation of the performance of the Program and to determine whether the Program is following best practices such as the Oregon Specialty Court Standards.
I understand that my alcohol, drug, and/or mental health treatment records are protected under applicable state and federal law and regulations including, without limitation, ORS 3.450, the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), and 45 C.F.R. Parts. 160 & 164. 
I understand that I have no legal right to participate in the Program and that this consent is required to participate in this Program. This consent form is used to obtain information to assess my compliance and progress toward achieving the Program’s objectives. The Program is separate from treatment programs and other services I may receive while in the Program. 
I understand that my treatment provider may not condition treatment, payment, enrollment, or eligibility for the treatment provider’s benefits on the provision of this consent. 
If I sign this consent my information will be disclosed to the people or programs listed on this form. The information disclosed to an entity covered under the HIPAA Privacy Rules may only be redisclosed with my written authorization or under other provisions of the HIPAA Privacy Rules. Information disclosed pursuant to this authorization may no longer be protected by the HIPAA Privacy Rules if it is disclosed to people or programs that are not subject to the HIPAA Privacy Rules. For example, the judge and attorneys who receive the information are not subject to the HIPAA Privacy Rules. However, the other federal regulations that protect my information will continue to apply. Information disclosed to a person or entity not covered by the HIPPA Privacy Rules may only redisclose my records with my written authorization or under other provisions of the federal regulations.
Identifying information including treatment status and compliance with Program requirements may be disclosed in the normal course of court proceedings open to the public and recorded in court data information systems available to the public, and I hereby authorize such disclosure. I understand that it is possible that an observer could make the connection between program participation and substance abuse and/or mental health treatment. I understand that information disclosed during court proceedings will no longer be protected by the HIPAA Privacy Rules.  
I understand that my treatment records and other treatment related information cannot be used to investigate, initiate, or substantiate criminal charges against me. However, federal laws and regulations do not protect information related to the commission of a crime, or any threat to commit a crime, while on Program premises or against Program personnel. Additionally, federal laws and regulations do not protect information related to suspected child abuse or neglect from being reported under state law to appropriate state or local authorities.
I understand that I may revoke this consent at any time. I understand that this consent agreement is a condition of the Program and if I revoke my consent I will be terminated from the Program. Revoking my consent will not affect any information that was previously disclosed.
This consent will expire upon my completion of, or separation from, the Program.

Any violation of federal law and regulations is a crime and suspected violations may be reported to the U.S. Attorney for Oregon (see https://www.justice.gov/usao-or/our-locations) or the Substance Abuse and Mental Health Services Administration (SAMHSA)( see https://www.samhsa.gov/about-us/contact-us).

I have read and understand the contents of this consent. I fully understand my rights and I am signing this consent voluntarily. I understand that, by signing this consent form, I am authorizing disclosure of my protected health information, as outlined above, to the persons and/or entities listed on this form. I further understand that this consent will be in effect for the duration of time I am in the Program. I am not under the influence of drugs or alcohol. 
[bookmark: _Hlk525829756][bookmark: _Hlk526954800]
Printed Name:  								    	

Signature:  									Date: 			

Parent/Guardian Name: 							  
  	
Parent/Guardian Signature:  							Date: 			

Witness Name: 			_________		 	Position: 			 
	 
Witness Signature:  								Date: 			






Jackson County Circuit Court
Aid & Assist Staffing Referral
 
Form to be completed prior to scheduling an Aid & Assist Staffing Session
Submit with signed Consent Form in efile 


Defendant’s Name:  _____________________________DOB: __________________
Case Number(s): ________________________________________________________________
Charges: __________________________________________________________________
__________________________________________________________________
Defense Attorney:  _________________ Email: _____________________________
Phone number: ____________________________
Deputy District Attorney:  ____________________ Email: ______________________
Phone number: ____________________________
Is the Defendant currently on probation and/or parole?    YES / NO	
Is the Defendant in custody?     YES / NO 
List any Evaluations and/or Records provided: __________________________________________________________________
__________________________________________________________________
Please list any known mental health treatment that the Defendant has received in the community: ________									
____________________________________________________________		

Date Submitted: _____________		By: _______________________________
												
Please send to the following parties:  Judicial Assistant for Judge Greif: Melissa Wells (Melissa.Wells@ojd.state.or.us) Proceeding DDA: Ben Lull lullbd@jacksoncounty.org and assigned defense counsel if he/she is not making the referral. 
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