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Michigan Department of Corrections
Consent to Share Behavioral Health Information FAQ


What is a Consent to Share Behavioral Health Information?
Under the Federal Health Insurance Portability and Accountability Act (HIPAA) and the Michigan Mental Health Code, covered entities may share most types of health information for purposes of payment, treatment, and coordination of care. However, other federal and Michigan laws require that providers receive specialized consent to share the following types of health information: information about behavioral health or mental health services that are provided by the Michigan Department of Health and Human Services, a Community Mental Health Service provider, or an entity under contract with the Michigan Department of Health and Human Services or a Community Mental Health Service provider, referrals and treatment for a substance use disorder.
The Michigan Department of Health and Human Services has created MDHHS-5515 for sharing these types of information, as required under Public Act 129 of 2014. For more information about this form, see www.michigan.gov/bhconsent.


What is 42 CFR Part 2?
42 CFR Part 2 are Federal Regulations governing the confidentiality of drug and alcohol abuse treatment records. For entities to coordinate with each other and disclose information, a signed consent form must be obtained from the person served.


Who signs the Consent to Share Behavioral Health Information if the person has a guardian?
The guardian must sign the consent, and we also ask for the person served to sign, as well.

What type of signatures can be accepted?
The consent must be signed with a physical signature, an electronic signature obtained through a digital signature pad, or an electronic signature that was obtained/verified by an electronic agreement system (i.e. DocuSign).    Signatures that were added through a font (i.e. Word Document) cannot be accepted. 


Which sections of the MDHHS-5515 Consent to Share Behavioral Health Information need to be filled out?

Section 1: Complete the full “About You” section regarding the person, whose information is supposed to be disclosed. 
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Section 2: PIHP use only – Does not need to be completed. 
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Section 3A: Includes the names of entities, which can communicate with each other regarding the individual. If the person is in a residential treatment setting, prison, jail, etc., additional entities can be added. 
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Section 3B: Select what information can be shared amongst the providers listed in section 3A.
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Section 4: Select what information can be shared. Enter a date, event or condition for end of release. If a date is not entered, then the release of information will not expire.  [image: ]


















Section 5: This section outlines how the information that is shared will be used and must be signed by the individual to be considered a valid release. 
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Signature Section: Once all sections have been completed, the individual, parent (if person is a minor), or Guardian selects their relationship to person giving consent and then signs/dates. 
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Section 6: If the individual previously had given consent for information to be shared and they wish to withdraw that consent, this section would be signed.
[image: ]

Section 7: Remainder of release should only be completed by Health Care Provider 
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B. Sharing Information Electronically

Health information exchanges or networks share records back and forth electronically, This type of

sharing helps the people involved in your health care. It helps them provide better, faster, safer, and

more complete care for you. Your health care provider and health plan may have already listed these

organizations below.

Choose only one option:

[J Share my information through the organizations listed below. This information will be shared (not
shared) with the individuals and organizations listed under Section 3a.

[] Do not share my information through the organizations listed below.

[ Share my information through the organizations listed below with all of my past, current, and future
treating providers. If | choose this option, | can request a list of providers who have seen my
records.

For Health Care Provider or Health Plan Use Only.

I;lstpglé health information exchanges or networks: Micigan Healt Information

torms Network

3. 4.

5. 6.
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SECTION 7 - FOR HEALTH CARE PROVIDER OR HEALTH PLAN USE ONLY
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SECTION 6 - TAKE AWAY YOUR CONSENT, WHO CAN NO LONGER SEE YOUR INFORMATION

I'no longer want to share my records with those listed above. | understand any information already
shared because of past approval cannot be taken back.
State your relationship to the person withdrawing consent, then sign and date.

[ Self

[ Parent (print name)

[] Guardian (print name)

[] Authorized Representative (print name)

Signature Date

N
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SECTION 4 - WHAT INFORMATION YOU WANT TO SHARE

Choose one option:
[ Share all my behavioral health and substance use disorder records. This does not include
“psychotherapy notes and/or substance use disorder counseling notes.”

[ Share only the types of behavioral health and/or substance use disorder records listed above. For
example, what | am being treated for, my medications, lab resuits, etc.

Types of Records

1. 2.

3. 4.

5. 6.
MDHHS-5515 (Rev. 9-25) Previous edition obsolete. 2

The expiration date, event, or condition for Sections 3 and 4:
This signature is good for one year from the date signed. | can choose an earlier date to terminate this
consent or have it end after the event or condition listed below.

Date, event, or condition
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SECTION 1 - ABOUT YOU

Name (First, Middle Initial and Last) Date of Birth
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SECTION 3 - WHO CAN SEE YOUR INFORMATION AND HOW THEY CAN SHARE IT

A. Let us know who can see and share your behavioral health and substance use disorder records. You
should list the specific names of health care providers, health plans, family members, or others. They
can only share your records with people or organizations listed below.

[ Health Plan - )-
muni
Health Network

1. All Oakland Community Health Network PIHP 2. Pontiac Parole

Contracted Providers Office
3. Pontiac Probation 4. Troy Probation

Office Office
5.The Rise 6.

Center
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[ Self

[J Parent (print name)

[] Guardian (print name)

[] Authorized Representative (print name)

N
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SECTION 2 - TREATMENT, PAYMENT, AND HEALTHCARE OPERATIONS (TPO)

‘Sharing information between individuals and organizations.

Consent for All Future Uses for Treatment, Payment, and Health Care Operations

[J Share all behavioral health and substance use disorder information with all my treating providers,
health plans, third-party payers, and people helping to operate this program for treatment, payment,
and health care operations.

Expiration for TPO consent: Unless otherwise specified below, this consent does not expire.
[ This consent expires (optional)

When providing a consent for treatment, payment, and health care operations there is the potential for the
records used or disclosed pursuant to the consent to be subject to redisclosure by the recipient and no
longer protected by 42 CFR Part 2.

If you do not consent to sharing for treatment, payment, and health care operations the consequences, if
any; are
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SECTION 5 - YOUR CONSENT AND SIGNATURE

Read the statements below, then sign and date the form.

By signing this form below, | understand:

« | am giving consent to share my behavioral health and/or substance use disorder records. This
includes referrals and services for alcohol and substance use disorders and/or other information may
also be shared.

« My records may be shared with the people or organizations as described above.

e« Other types of my health information may be shared along with my behavioral health and substance
use disorder records. Under existing laws, my health care provider and health plan do not need my
consent to share most types of my health information to treat me, coordinate my care or get paid for
care.

« This form does not give my consent to share “psychotherapy notes and/or with substance use
disorder counseling notes.”

« | can remove my consent to share behavioral health and substance use disorder records at any time. |
understand that any records already shared because of past approval cannot be taken back. | should
tell all individuals and organizations listed on this form if | remove my consent.

* | have read this form or it has been read to me in a language | can understand. My questions about
this form have been answered. | can have a copy of this form.




