STATE OF CAUIFORNIA - HEALTH AND WELFARE AGENCY PETE WHSON, Governor

DEPARTMENT OF HEALTH SERVICES

7147744 P STREET
P.O. BOX 942732
SACRAMENTO, CA 942347320

April 30, 1991

TO: All County Welfare Directors Letter No.:9j-40
All County Administrative Officers

SUBJECT: FORM MC 220 (12/90), AUTHORIZATION FOR RELEASE OF MEDICAL
-INFORMATION

FORM MC 220A (8/90), AUTHORIZATION FOR RELEASE OF MEDICAL
INFORMATION--AIDS

REFERENCE: Electronic Mail System (EMC2?) Message Number DHS 90094

The purpose of this All County Welfare Director’s Letter is to inform you
that both forms MC 220, Authorization for Release of Medical Information and
MC 220A, Authorization of Release of Medical Information--Aids have now been
revised (a copy of the revised MC 220 and MC 220A is enclosed).

In the past, the medical community, as well as, various Spanish organizations
have expressed concerns reparding the format of the previous MC 220 (10/86)
and MC 220A (3/89). The previous forms had an English version on one side
and the Spanish version on the reverse side. However, the instruction stated
that the English side wust be completed and signed by all applicants. This
created a problem for the Spanish speaking population. They were
uncomfortable about signing on the English side which they could not read.
On the other hand, if a Spanish speaking person was allowed to sign on the
Spanish side, some medical providers would not release the information
claiming their inability to read Spanish.

In order to alleviate the confusion, the forms were revised to have the
English and the Spanish interpretation written side by side on the same page.
We feel that the revised form is more concise and easier to understand. The
revised forms should be satisfactory to both the English and Spanish speaking
population.

This 1is also a reminder that a signed MC 220 or MC 220A (where appropriate)
is required for each treatment source or agency that is listed in the MC 223
with the exception of Social Security. All areas of the MC 220 and MC 2204
must be completed by the applicant or his/her representative. Disability
Evaluation Division will return any incomplete applications.






-1ate ol Calfornia - Heamn ano Wellara Agency

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
AUTORIZACION PARA PROPORCIONAR INFORMACION MEDICA

Name of Applicant/Nombre del Solicitante

Casanmeat of Healn Servcos

Social Security NumberiNumero del Sequro Social

1.D. Numbeid/Numero de Identificacion

(Hospital, Clinic, VA, or WCABY (Hospital. Clinica, Administracién de Vetaranos, o WCAB;} -

| authorize

Autarizo a

1o disclose my medical tecords or cther information for the period beginning and ending

gue revels mis antecedentas medicos U olra informacion sobre ef pariodo de Date/Facha a DatesFocha

‘0 the state agency that will roview my application for disability banefits under the Social Security Act.
a la dependencia estatal que revisara mi solicitud para benslicios por incapacidad bajo la Ley del Seguro Social.

[ autharize a private pholocopy company to photocapy such medical
records as are needed as evidence in determining my eligibility for
such benelits. | have been informed that the private photocepy
company will not release any information about me 10 any parsan or
agency other than the state agency indicated above.

This consent can be withdrawn at anytime; however, it will remain
valid for any action taken prior to the request being withdrawn. The
duraticn of this consent shall not be any longer than is reasonably
necessary 10 accomplish the purpose for which it was given, i.e., the
linal determination ol my application for disability benefits ( including
the appeals process). This consant will then automalically expire
without any written request.

| consant to tho reloase of tho results of any alcohol and/or drug
abuse treatment, and/cr psychiatric recordas undar tha samae
conditions as outlined above. | understand that such infcrmation
cannot be released without my specific consent, except in speciai
circumstances.

| have read the above and {ully understand its contents in @s antirety
and have asked gquestions abcut anything that was not clear to ma
and am satisfied with the answers | have received. | understand
that { hava the right to receive a copy of this authorization on
roguast,

Autorizo a un negocio privada de fotocopiada para que saque copias
totostalicas de los antacedentes médicos quse sean necesarios
presentar como pruebas para determinar mi elegibilidad para 1ales
beneficios.  Se me informo que el negocio privado de fotocopiadd na
divulgara ningura informacién mia a ninguna persona o dependencia
que no sea la dependencia estatal que se indica arriba.

Este consentimiento puede sar retirado en cualguier momenio; sin
embargo, permanecera en viger con respecta a cualquier acgion que se
haya ejercitado antes gue se retirara la peticion, La vigencia da esta
paticion, no durard mas que lo razonablemente necesario para Hevar a
cabo el asunto para el cual sa dio; esto es, la determinacion final de mi
soliatud para beneficios de incapacidad (incluyendo el procedimienta
de apelaciones}. Entonces, este consentimiento expirara
autamaticamente sin pedirlo por escrito .

Autorizo que los rasultados de Ja prueba para detectar los tratamiontos
relacionades con el abuso del aicohol y/o drogas, y ios expedientes
siguiatricos para gue sean proporcionados bajo las mismas condiciones
que se indican arriba. Entiendo que tal infermacidn no puede

proporcionarse a menos que dé mi consentimiento expreso, exceplo en
circunstancias especiales,

Ha lelda y entiendo perfectaments la informacién que aparece arriba.
He hecho preguntas sobra dudas que tenia y estoy satisfecho con las
aclaraciones que me proporcionaron. Entiendo que tengo sl derecho
da racibir una copia da esta autonizacion, si asi lo deseo.

Signawre of ApplicanvFirma del Solicnanta

BaesFecha
Signature of Parson Acting In Behalf!Firma de 13 Persona que io Representa Date/Fecha
T - T Stroat Asdrasw Direcoon
City/Civdad ZIP Codeslona Postal Telephone! Teiétono

To Whem it May Cancern: Medical reports released to the state's
Disability Evaiuation pragram become part of the applicant's lile
subject to the provisions of the Fedaral Privacy Act of 1974 which
provides that, upon request, an applicant may have access to those
records. A condition of access to madical records is that, at the
time access is reguested, the applicant must designate a
rapresantative to receive, review, and discuss them with the
applicant. It is recommended, but naot required, that the
representative be a physician or other health sarvice professional.

MC 220 EnglistvSpanish (12/90)

A Quien Corresponda: Los expedientes médicos proporcianados
por el programa estatal de Evaluacion de Incapacidades (Disability
Evaluation) forman parte del expedients del solicitante de acuerdo a
lo estipulado por ¢l Acta Federal de Confidencialidad de 1974 que
establece que el solicitante puede tenar acceso a esos expediantes
si asl lo solicita. Una condicién para obtenar acceso a los
expadientes médicos sard que, al hacerse la solicitud, el solicitane
debe nombrar a un representante para que los reciba, examine, y k
repase con ol solicitante. Es recomendable, pero no obligatorio,
que el representante sea un médico u otro profesional en el ramao
de la salud.
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T e of Caldomia - Heafth ana Waltars Agency

Zioanment of Heasn Serv

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION - AIDS
AUTORIZACION PAARA PROPORCIONAR INFORMA CION MEDICA — SIDA (AIDS)

Nams of ApplicanvNombre del Solicitante

Zocial Sscunty NumberNimero del Seguro Scaial

1.0, Mumber/Nomero de identificacion

tHospual, Clinie, VA, or WCABY(Haspial, Cilica, Admmisracisa da Yetesanos. o WCAB)

! authorize
Autorizo a

12 disciose my meaical records or othar intarmation for the perica begmning
TUug revels Mis anteceaentes Moacos U OIrd NONTACoN SODIa &l 0anodo de

tn tha siate agency that witl review my aopiicanen jor disability benelds under the Sociat S

_ ond ending

& DaierFecna

CaesFecha

Securty Act.

a4 13 Gepenaancia astatal Que revisara M1 sodcitisd para henaiios pos incapackdad tap la Lay aef Seguro Socid.

| autharize a private pholacopy company 1o photocopy such medical
recoras as are needed as evidence in delermining my elgibility for
sucn beneiits. | have oeen inviormed that the private ohotocopy
~ampany will not refease any informanon apoul me 1o ANy Parsan or
zgency otner than the state agency indicalcd abave.

This consent can be withdrawn at anylime:; howavar, it will remain
vaiid for any action 1aken pror to the request being withdrawn. The

auralion of this consent shall not te any longer than is reasonaoly.

nacessary to accomplish the purpose for wnich # was given. i.e., the
final determinaton of my application for disability bensfits { including
tne appeals process). This consent will then auwtomatically expire
without any writtan reqguest.

! consent to the reiease of the resuils ¢f the human
immunodeticiency virus (HIV) anubody test and any othar indicators
of immune status ana mearcal records and informaton partaining 1o
the treatment of AIDS or ARC {AIDS-related complex), alcahol
andfor drug abuse treatment, and/or psychiatric records under the
same conditions as outlined above. | undarstang that such
information cannot be released without my speaciiic consent, axcept
in special crrcumstances.

| have read the above and fully understand its contants In its entirety
and have asked quastions about anything that was not claar to me
and am satisfiad with the answers | have received. | understand
that | have the right to recsive a copy of this authorization on
request.

Aulorizo a un negocio privado de fotocapiado para que saque copia:
otostaticas de los antecedentes medicos que sean necesaria prasenia
LOmMO pruabas para determinar mr elegibilidad para 1aies beneficios. Se
ma nformo aue el negocio privado de fotocooiado no cwulgara ninguni
iNformacion qua a MNgUNa pPersona o0 aependencid QUe N s8a i
cependencia esiatal guae se indica arnba.

Ests consentimianto pusde ser retitado en cuaiquier momento: sir
embargo, permanecera en vigor con respecto a cualquier acaon gue se
haya ejrataca antes que se relirara Ja peticion. La wgencia de ests
Feucian. no durara mas que 1o razonabiements necesano para itevar a
Cabo et asunto para el cual se cio: esta es, ta determunacion finat de my
solicitud para beneficios de incapacidad (incluyendo ei procsairmiento
de apalaciones). Entonces, gste consentimianto axgirara
aulcmaticamante sin pedirio por escrio .

Autarize qua los resultados de la prueba para detectar los anticuerpos
del virus de inmunodeficiencia humana (VIH) (HIV - human inmuno-
c‘encrency virus), cualesquier olros agentes infeccciosos de
inmmumidag, antecsdentas medicos, informacion ralacianada con af
ratameinta del SIDA (A/DS) o de la conaicién o compieio ralacionada at
SIDA [CRS) (ARC - AIDS-related complex), ratamientos ralacionados
cen of abuse del alcobol y/a drogas, y los expedientes siquidtricos para
nue sean proporcionados bajo las mismas condiciones qus se indican
arrba. Entiendo gue tal informacion no puede proporcionarse a menos

que dé mi consentimienta expreso, exceplo en circunstancias
aspeciales.

He lslde y entiendo perfectarnente la informacion que aparecs arriba,
He hecho preguntas sobre dudas que tenia y estoy satisfecho con las
adlaracionas que me pmpom;onaron, Entiando gue tengo al derecho
da recibir una copta de esta autorizacion, si asi lo deseo,

Signature ol Appicanvrirma wel Soliciante

Datesrecha

E,rgnammbl Person J{cunq 1n Hehallf Fima ce ia Peesona que kb Hepresenta

T DawiFecna

T Slreet AGdross Direcoon

vwy.'Cmdi'd

To Whom it May Concera: Meadical reonds relnased to the stite’s
Ulsabdity Cvaluation program become part of tha apphcant's f;i(;
subjact 1o the provisions of the Federal Privacy Act ot 1974 which
providas that, upon reouest, an appheant may have seeons o thone
rocords. A comdition of aceess 1o medscal recordys s that, at the
Me accoess is requosted, the applicant must desigridte a
_presamiative to receive, review, and discuss them with the
applicant. 1 is recommended, but not raquirad, that the
representative be a physician or other heaith sarvice professional,

MC 220A EnglistySpanish (8/60)

Z\P Cogellona Posia

Telephoner fetd fono

A Quien Corresoonda: Los expedisntes meédicos oroocorcianados
por el programa estatal de Evaluacon da Incapacidades (Disability
Evaluation) forman pane daf oxpediente det solicitanto da acuatdo a
lr astioulado por el Acta Faderal de Confidencialidad deo 1974 que
vstablece que ol solicitants puede.tener 2ccesc a 505 expedientes
si asi io solicita] Una condicidn para obtenar accesog a los
expedientes medicos sera qus, al hacerse la solicitud, el solficitante
debe nombrar a un representanta para que los reciba, examine, y lo
repase con el solictante. Es recomendable, pero no oblfigatoria,

que &l represantante sea un medico u otro profesionista an el ramo
de la salud.





