DD-163-FF (5-07)
ARIZONA DEPARTMENT OF ECONOMIC SECURITY


Division of Developmental Disabilities

GENERAL CONSENT AND AUTHORIZATION

I,
     
, certify that I am the


(Full name of the legally responsible person)


     
of
     

(Relationship to the client)

(Full name of client)

and I consent to the following for  FORMCHECKBOX 
 him/ FORMCHECKBOX 
 her for a period not to exceed 12 months from the date of my signature below:

(Check (x) and initial all that apply)
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
 Necessary emergency treatment(s).

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
 Routine medical care.

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
 Routine dental care.

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
 Use of sedation/restraint when prescribed by a physician for medical/dental purposes.

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
 Necessary educational, vocational, and therapeutic evaluations/assessments with the exception(s) of:



      

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
 Participation in routine recreational/leisure activities.

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
 Administration of over-the-counter medicines and ongoing medications (prescribed by a physician or dentist and not to exceed the maximum dosage), except for:



      

Release of the following information checked (x) “yes”:

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
Medical records

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
Educational

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
Social

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
Psychological

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
Financial

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
   
Other
     

For those categories where I have checked “No”, my signature is required prior to the occurrence of such events or the release of any information.

The preceding has been explained to me and I certify that I understand it fully. I also understand that my consent may be withdrawn at any time by my written notification to the Department of Economic Security, Division of Developmental Disabilities.



     

(Client’s signature – if applicable)

(Date)



     

(Responsible person’s signature)

(Date)



     

(DDD case manager/designee’s signature)

(Date)

     

(Print DDD case manager/designee’s name and title)

Equal Opportunity Employer/Program ( Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact the Division of Developmental Disabilities ADA Coordinator at 602 542-6825; TTY/TDD Services: 7-1-1.

