
Oregon Behavioral Health Support Program
Consent and Release of Information
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After carefully reading 
over the consent 

form, please enter the 
consumer/member’s 

legal first and last 
name, date of birth 

and Medicaid ID 
number (If applicable)

Please write legibly if 
completing by hand
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Consumer/member 
signature is required 

if there is no 
representative

Legal representative 
signature is required (if 
applicable) and must be 

sent with supporting 
documentation (i.e., 

Power of Attorney, Legal 
Guardianship)
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This form is 
optional. 

If you would like to 
have any Protected 
Health Information 
(PHI) shared with 
another agency, 

individual, or family 
member, please 

complete this form. 

Consumer’s 
Legal first and 

last name

Please mark what 
PHI you would like 
to disclose to the 

person or 
organization listed 

above.

If you want Comagine
Health to only disclose 
information for specific 
dates or event, please 
indicate those dates 

here.
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Initial for Comagine
Health to share 

specific types of PHI

Consumer or 
Consumer/ member 

representative 
signature is required 
if form is completed



Once the form is complete, please 
submit by email, fax, or mail.

Email: ORBHSupport@comagine.org
Fax: 877-575-8309
Mail: 650 NE Holladay St. Suite 1700, Portland, OR 97232

mailto:ORBHSupport@comagine.org
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