MINORS DIVERSION PROGRAM ——
APPLICATION .
(1% Offense) | Aigner
.. Blattenberger
____DeAntonio
— Dunio
Name: Jones
Miller .
Address: Phone: ( ) ___ Transfer in
Cell:  { )
(Permanent Address if college student)
Date of Birth: Driver’s License Number: -
(state) (number)
Date of Arrest. Arresting Police Department: PBT:
Program Site: (check reaueslred sife) Location

You will be contacted by the selected site.

0 Blair Drug and Alcohol Partnerships $50.00 Blair Drug and Alcohol Partnerships

814-381-0921 3001 Fairway Drive, Suite D
1 — 6kr Saturday session Altoona, PA 16602
(Fairway Centre, beside DEP)
0 Penn State Altoona $225.00-  Sheetz Family Health Center
(PSU students only) $300.00

814-949-5540

o Varies Call 814-381-0921 for site availability
(Other County)

The decision fo admit to the Minors Diversion Program is at the sole discretion of this MDJ

Requirements:
Complete all program requirements within 90 days
Provide course completion to the Magisterial District Judge
Upon 21yrs. you may request expungement from PennDOT (Title 18 §9122)

MDJ Signature : Date

Mail fo: Blair Drug and Alcohol Partnerships
3001 Fairway Drive, Suite D

Altoona, PA 16602

FAX: 814- 381-0922

* Pleqse atrach copy of citation

Comments:

02/11/2020




Blair County Drug and Alcohol Program, Ine,
PATIENT CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

I authorize
(NAME OF PATIENT)

Blair County Drug and Alcohol Propram. Inc.
{(NAME OR GENERAL DESIGNATION OF PROGRAM MAKING DISCLOSURE)

to disclose to: DUI Program Application - check all that apply:
{NAME OF PERSON OR ORGANIZATION TO WHICH DISCLOSURE IS TO BE MADE)

® Blair County Probation and Parole B Blair County District Attorney Office

® Blair County Judges # Blair County Public Defender’s Office

(4 Other: @ Blair County Specialty Court Coordinator

the following information: (NATURE OF THE INFORMATION, AS LIMITED AS POSSIBLE) Please check the appropriate box(s)
ASAM Summary Psychosocial/Diagnostic Summary
Progress on Objectives Liability Information and Funding
Medical Information Preliminary Diagnosis

}{ Attendance in Services \,( Summary of Progress in services
Frequency of relapse and prognosis Fmergency Confact
Legal System {(Type of program/summary of Other: specify
progress, Type/Frequency of relapse and prognosis)

The purpose of the disclosure (as specific as possible) authorized herein is to; Check one or both:
Coordination of Care Other: This section must be completed with specific
reason if checked:

irars DINCYIor
Program Keguirermarts
I understand that my records are protected under the Federal regulations governing Confidentiality of Alcohol and
Drug Abuse Patient Records, 42 CFR Part 2, and cannot be disclosed without my written consent unless otherwise
provided for in the regulations. I also understand that I may revoke this consent at any time except to the extent that
action has been taken in reliance on it, and that in any event this consent expires automatically as follows:

(SPECIFICATION OF THE DATE, EVENT, OR CONDITION UPON WHICH THIS CONSENT EXPIRES)

{Date) {Print Name) (Signature of Participant)

{Date) (Print Name) (Signature of Parent, Guardian or Authorized Rep. when required)

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR
Part 2). The Federal rules prohibit you from making any further disclosure of this information unless further
disclosure is expressly permitted by the written consent of the person to whom it perfains or as otherwise
permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT
sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or
prosecute any alcohol or drug abuse patient.

I have been offered and (] accepted [T refused a copy of this form.

Confidentiality Policy-Release of Information Form version 2.15.23



