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Caurorrth

Change of HIE Sharing Status

Effective Date of Status Change:

Please use this form only if you wish to change your current status to allow or restrict Health Information
Exchange (HIE) sharing with clinicians who have a test or treatment relationship with you.

(MM/DD/YYYY)

Select one of the following options below:

Exchange (HIE).

[1 OPT-OUT: | DO NOT AGREE to have my personal health information shared in the Health Information

[J OPT-IN: | NOW AGREE to have my personal health information shared in the Health Information Exchange
(HIE). This may include relevant health information recorded prior to today's date.

Acknowledgements and Signatures

Signature of Client*: Name of Client: Date:
Signature of Responsible Adult*™: Relationship to Client: Date:
Signature of Witness / Interpreter**: Language Interpreted: Date:

* Minor Client: A minor client receiving services under his/her own signature must have the signed Consent of Minor form on file in the clinical

record.

** Responsible Adult: Guardian, Conservator, or Parent of minor when required by law.
*** Witness/Interpreter: Person who witnessed the signing of the form (staff or other) OR interpreted this form into another language for the

client.

This confidential information is provided to you in accord with State and Federal laws and
regulations including but not limited to applicable Welfare and Institutions code, Civil Code
and HIPAA Privacy Standards. Duplication of this information for further disclosure is
prohibited without prior written authorization of the client/authorized representative to
whom it pertains unless otherwise permitted by law. Destruction of this information is
required after the stated purpose of the original request is fulfilled.

Name: ID#:

Agency: Provider #:
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