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COMMONWEALTH of VIRGINIA
Department for the Aging

Julie Christopher, Commissioner

MEMORANDUM

TO: Executive Directors
Area Agencies on Aging

FROM: Molly Huffstetler
DATE: August 28, 2007
SUBJECT: Universal Authorization Form Revised 7/07

The Virginia Department for the Aging continues to seek opportunities to streamline
efforts among service providers. Several months ago you will recall receiving the
Universal Authorization Form originally approved by the Office of the Attorney General
in November 2006. This form allows for the sharing of information among service
providers, much inline with the concept of No Wrong Door.

As the No Wrong Door initiative continues to move forward, the Virginia Department for
the Aging made recommendations to the Office of the Attorney General to amend the
Universal Authorization Form. These recommendations were adopted, implemented,
and approved July 3, 2007. As you will see, there is very little change to the form, but
the new language clarifies that client information can be shared in both paper and
electronic formats, and acknowledges that No Wrong Door has partners that are not
service providers.

We request that you replace the original Universal Authorization Form with the revised
edition that is attached. Please contact Molly Huffstetler with any questions concerning
this change.
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COMMONWEALTH OF VIRGINIA
UNIFORM AUTHORIZATION TO USE AND EXCHANGE INFORMATION
I understand that different agencies provide different services and benefits. Each agency must have specific information to provide

services and benefits. By signing this form, | allow agencies to use and exchange certain information about me, including information in
an electronic database, so it will be easier for them to work together efficiently to provide or coordinate these services or benefits.

I, , am signing this form for
(FULL PRINTED NAME OF CONSENTING PERSON OR PERSONS)

(FULL PRINTED NAME OF CLIENT)

(CLIENT’S ADDRESS) (CLIENT’S BIRTH DATE) (CLIENT’S SSN — OPTIONAL)

My relationship to the client is: []Self [JParent [IPower of Attorney [JGuardian
[]Other Legally Authorized Representative

I want the following confidential information (except drug or alcohol abuse diagnoses or treatment information) about the client to be
exchanged:

Yes No Yes No Yes No
[1 [] Assessment Information ] [ Medical Diagnosis [1 [ Educational Records
] [ Financial Information [] [ Mental Health Diagnosis ] [ Psychiatric Records
[[1 [ Benefits/Services Needed, [1 [ Medical Records [1 [ Criminal Justice Records
Planned, and/or Received [ [ Psychological Records (1 [ Employment Records
[ [1 All of the Above

Other Information (write in):
I want

(NAME AND ADDRESS OF REFERRING AGENCY AND STAFF CONTACT PERSON)
and the following entities to be able to use and exchange this information among themselves:

Yes No Identify By Name

] [] GetCare/Senior Navigator Area Agencies on Aging

] [[] DMHMRSAS Community Services Boards

Il [] Dept. of Medical Assistance Services Dept. of Social Services
Home Health Agencies

] ] DRS Hospices

Other: Hospitals

Local Health Departments
Nursing Facilities

Physicians
I want this information to be exchanged ONLY for the following purpose(s):
[] Service Coordination and Treatment Planning L] Eligibility Determination
[] Other:
I want this information to be shared by the following means: (check all that apply)
] Written Information ~ [] In Meetings or By Phone [] Computerized Data [ ] Fax
I want to share additional information received after this authorization is signed: [1 Yes [] No

This authorization is effective:

(DATE)

This authorization is good until: [] My service case is closed. [] Other:

I can withdraw this authorization at any time by telling the referring agency. The listed agencies must stop sharing information after they know
my authorization has been withdrawn. | have the right to know what information about me has been shared, and why, when, and with whom it
was shared. If I ask, each agency will show me this information. | want all agencies to accept a copy of this form as valid consent to share
information. If I do not sign this form, information will not be shared and | will have to contact each agency individually to give
information about me that is needed. However, | understand that treatment and services cannot be conditioned upon whether 1 sign this
authorization. There is a potential for information disclosed pursuant to this authorization to be re-disclosed by the recipient and not be subject to
the HIPAA Privacy Rule.

Signature(s): Date:
(AUTHORIZING PERSON OR PERSONS)

Person Explaining Form:

(Name) (Address) (Phone Number)

Witness (If Required):

(Signature) (Address) (Phone Number)
Approved by the Attorney General’s Office 7/3/07 Page 1 of 2



COMMONWEALTH OF VIRGINIA
UNIFORM AUTHORIZATION TO USE AND EXCHANGE INFORMATION

Full Printed Name of Client:

FOR AGENCY USE ONLY

AUTHORIZATION HAS BEEN:

] Revoked in entirety
] Partially revoked as follows:

NOTIFICATION THAT AUTHORIZATION WAS REVOKED WAS BY:

[] Letter (Attach Copy) [] Telephone ] InPerson

DATE REQUEST RECEIVED:

AGENCY REPRESENTATIVE RECEIVING REQUEST:

(AGENCY REPRESENTATIVES FULL NAME AND TITLE)

(AGENCY ADDRESS) (PHONE NUMBER)

Approved by the Attorney General’s Office 7/3/07
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