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I, ____________________________________________, authorize Maine EMS and the EMS agency providing care to me today, to release my First name, Last name, Age, location information, and phone number to the Maine OPTIONS Program. 

The purpose of this is to link individuals with substance use disorder (SUD) with community-based resources for SUD treatment options; reducing the likelihood of return to use and supporting the road toward recovery. The OPTIONS program will provide overdose response, assessment, behavioral health crisis de-escalation, referral to community treatment modules, system navigation, short-term counseling interventions, increase recovery capital, and aid in completion of the State’s Medicaid program application for uninsured population. 

This consent is subject to revocation at any time except to the extent that Maine EMS or the EMS agency identified in this consent has already acted in reliance on it. Acting in reliance includes the provision of treatment services in reliance on a valid consent to disclose information to a third-party payer.

If not revoked before, this consent will expire 30 days after the signature date.

I also understand that any disclosure made is bound by Part 2 of Title 42 of the Code of Federal Regulations governing confidentiality of substance use disorder patient records. 




_______________________________________________________    ______ / ______ / ___________
Signature   								Date
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