
SUPERIOR COURT OF CALIFORNIA, COUNTY OF RIVERSIDE 
                                                                                                                                                                                                         RI-CR004 

 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 
MENTAL HEALTH COURT REFERRAL 

 

 
The purpose of this consent form is to allow the disclosure of information among the agencies listed below.  
This information includes any and all Mental Health, Substance Abuse, Psychological, or Medical Treatment 
including HIV or other records and information concerning my admission, diagnosis, psychological history, 
treatment, and discharge, unless limited below.  All information may be communicated verbally and or in writing.
 
I,  , hereby consent to communication among the following parties 
                                  (NAME OF DEFENDANT)  
checked below.  My date of birth is  My case number is  
 
  Riverside County Public Defender’s Office 
  Defense Attorney:  
  Riverside County Department of Mental Health 
  Superior Court of California, Riverside County 
  Riverside County Probation Department 
    
  
 

 
 

 

  
 

 
 

(OTHER AGENCY/IES) 

   (COMMUNICATION WITH FAMILY MEMBER LISTED ABOVE) 

 
A limited release is authorized to provide my psychiatric diagnosis, treatment recommendations,  
probation terms, progress in treatment and  to the  
Riverside County District Attorney.                                                     

 
I understand that this consent will remain in effect and cannot be revoked by me until:   
                                                                                                                                                                                                                                                              (ONE YEAR FROM DATE OF SIGNATURE) 

 There has been a formal and effective termination or revocation of probation, parole or other  
 proceedings under which I was mandated to treatment, or    .

  
 

(SPECIFY OTHER TIME WHEN CONSENT CAN BE REVOKED AND/OR EXPIRED) 

 
I further understand that any disclosure made is bound by Title 42 of the Code of Federal Regulations 
governing confidentiality of Alcohol and Drug Abuse, and of Mental Health patient records, 
and the recipients of this information may disclose it only in connection with their official duties. 
 
    
                 (DATE)                   (SIGNATURE OF DEFENDANT/PARTICIPANT) 

 
  
 (SIGNATURE OF PARENT, GUARDIAN, OR AUTHORIZED REPRESENTATIVE, IF REQUIRED) 
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