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  ORANGE COUNTY PROBLEM SOLVING COURT REFERRAL FORM 
Adult Drug Court: Suite 325, P: (407) 836-0419, F: (407) 836-0528 Email: drugctreferral@ocnjcc.org 

Veterans Treatment Court: Suite 510 P: (407) 836-0651 Email: veteranscourt@ocnjcc.org  
Mental Health Court: Suite 510 P: (407) 836-0578 Email: ctdclv1@ocnjcc.org  

 
DATE: __________  DIV. __________  Program: ADC____   VTC ____ MHC____      
 

REFERRAL TYPE: (Track I) Diversion ____    (Track II) Post Plea ____    (Track III) VOP ____    Transfer IN / OUT  
 

REFERRED BY:  Public Defender ____    Private Counsel ____   Judiciary ____   State Attorney ____   Other ____ 

 
 

Defense Attorney Name: _______________________________________ Phone: (_____) ________________________ 
 

Assistant State Attorney Name: ________________________________________________________________________  
 

CLIENT INFORMATION:   
 

Name: ________________________________________, _____________________________________, ____________   
 Last       First      Middle Initial 
 

A/K/A: ____________________________________________________________________  
 

Street Address (please indicate if the defendant is homeless): ______________________________________________ 
_________________________________________________________________________________________________ 
 

City: ________________________________________ State: __________________ Zip Code: _____________________ 
 

Race: B/W/Other: ________________     Gender:   Male / Female      DOB: _____/______/_______   
                 

Primary Phone #: (_______) ______________________ Secondary Phone #: (_______) ___________________________ 
 

SSN: _______ - ________ - ______  
 

Has the defendant ever served in the United States Armed Forces? Yes / No 
 

Is the defendant currently in jail? Yes / No 
 

CASE INFORMATION: 
 

Case No.: __________________________________________________________________________________________ 
 

Charge(s): _________________________________________________________________________________________ 
 

Notes: ____________________________________________________________________________________________ 
 

 
DO NOT WRITE BELOW THIS SECTION (PROBLEM SOLVING COURT OFFICIAL USE ONLY) 

 
CRIMINAL HISTORY CHECK: VERIFIED BY: ______ NOTES: ________________________________________________  
 
STATE ATTRORNEY’S OFFICE REVIEW: 
SAO Reviewed for: DIVERSION _____________    POST PLEA ____________     VIOLATION OF PROBATION ___________ 
SAO review:  APPROVED / DENIED      or INCOMPLETE                    Sentencing Score: ______________ 
SAO Comments:  ___________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
PROBLEM SOLVING COURT PROGRAM OFFICE FINAL REVIEW: 
PSCPO Review:  APPROVED ______       DENIED/ REASON: ___________________________________________________ 

mailto:drugctreferral@ocnjcc.org
mailto:veteranscourt@ocnjcc.org
mailto:ctdclv1@ocnjcc.org
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LAST 4 SSNLAST NAME- FIRST NAME- MIDDLE INITIAL

PRIVACY ACT INFORMATION: The execution of this form does not authorize the release of information other than that specifically described below. The 
information requested on this form is solicited under Title 38 U.S.C. The form authorizes release of information in accordance with the Health Insurance Portability 
and Accountability Act, 45 CFR Parts 160 and 164; 5 U.S.C. 552a; and 38 U.S.C. 5701 and 7332 that you specify. Your disclosure of the information requested on 
this form is voluntary. However, if the information including the last four of your Social Security Number (SSN) and Date of Birth (used to locate records for 
release) is not furnished completely and accurately, VA will be unable to comply with the request. The Veterans Health Administration may not condition treatment, 
payment, enrollment or eligibility on signing the authorization. VA may disclose the information that you put on the form as permitted by law. VHA may make a 
“routine use” disclosure of the information as outlined in the Privacy Act system of records notices identified as 24VA10P2 “Patient Medical Record – VA” and in 
accordance with the VHA Notice of Privacy Practices. VA may also use this information to identify Veterans and persons claiming or receiving VA benefits and 
their records, and for other purposes authorized or required by law.

REQUEST FOR AND AUTHORIZATION TO 
RELEASE HEALTH INFORMATION

HEALTH SUMMARY (Prior 2 Years)

OTHER (Describe):

LIST OF ACTIVE MEDICATIONS

RADIOLOGY REPORTS (Name & Date):

DATE RANGE:

SPECIFIC TESTS (Name & Date): 

LAB RESULTS:

OPERATIVE/CLINICAL PROCEDURES (Name & Date):

DATE RANGE:  

SPECIFIC PROVIDERS (Name & Date Range):

SPECIFIC CLINICS (Name & Date Range):

PROGRESS NOTES: 

 INPATIENT DISCHARGE SUMMARY (Dates):  

TO: DEPARTMENT OF VETERANS AFFAIRS (Name and Address of VA Health Care Facility)

NAME AND ADDRESS OF ORGANIZATION, INDIVIDUAL, OR TITLE OF INDIVIDUAL TO WHOM INFORMATION IS TO BE RELEASED

DATE OF BIRTH

DESCRIPTION OF INFORMATION REQUESTED

I request and authorize Department of Veterans Affairs to release the information specified below to the organization, or individual named on this 
request. I understand that the information to be released includes information regarding the following condition(s):

VETERAN'S REQUEST

DRUG ABUSE

ALCOHOLISM OR ALCOHOL ABUSE

SICKLE CELL ANEMIA

TESTING FOR OR INFECTION WITH HUMAN IMMUNODEFICIENCY VIRUS (HIV)

PURPOSE(S) OR NEED 

TREATMENT OTHER (Specify below)LEGALBENEFITS

Information is to be used by the individual for:

Check applicable box(es) and state the extent or nature of information to be provided:

Orlando VA Medical Center 
13800 Veterans Way 
Orlando, FL 32827

Orange County Veterans Treatment Court (9th Judicial Circuit, 425 N. Orange Ave, 
Orlando, FL 32801), including all affiliated individuals and agencies. 
Veteran agrees to additional guests of the court ______ Yes or ______ No

All drug screens past and future as deemed relevant by the court

Information pertaining to VA eligibility, psychiatric and substance

abuse treatment records, past and future, related to court-directed treatment



DATE (mm/dd/yyyy)PATIENT SIGNATURE (Sign in ink)

UNDER THE FOLLOWING CONDITION(S):

EXPIRATION

UPON SATISFACTION OF THE NEED FOR DISCLOSURE

ON

AUTHORIZATION

I certify that this request has been made freely, voluntarily and without coercion and that the information given above is accurate and complete to the best of my 
knowledge.  I understand that I will receive a copy of this form after I sign it.   I may revoke this authorization in writing, at any time except to the extent that 
action has already been taken to comply with it.  Written revocation is effective upon receipt by the Release of Information Unit at the facility housing records.   
Any disclosure of information carries with it the potential for unauthorized redisclosure, and the information may not be protected by federal confidentiality rules. 

I understand that the VA health care provider’s opinions and statements are not official VA decisions regarding whether I will receive other VA benefits or, if I 
receive VA benefits, their amount.  They may, however, be considered with other evidence when these decisions are made at a VA Regional Office that specializes 
in benefit decisions.   

Without my express revocation, the authorization will automatically expire.

(enter a future date other than date signed by patient)

DATE (mm/dd/yyyy)LEGAL REPRESENTATIVE SIGNATURE (if applicable) (Sign in ink)

PRINT NAME OF LEGAL REPRESENTATIVE RELATIONSHIP TO PATIENT

FOR VA USE ONLY
TYPE AND EXTENT OF MATERIAL RELEASED

DATE RELEASED RELEASED BY:

LAST 4 SSNLAST NAME- FIRST NAME- MIDDLE INITIAL DATE OF BIRTH

VA FORM 10-5345, JUN 2017 Page 2 of 2

30 days after resolution of legal/court-related issues

Veterans Justice Outreach (VJO) Specialist will provide summary of progress via 
written, verbal, and secured electronic communication that is required by court for 
monitoring of patient progress in treatment and compliance with legal conditions of 
Veterans Treatment Court participation, inclusive of all relevant medical record 
information both past and future. Information will include but may not be limited to: 
diagnoses (medical, mental health,and substance/alcohol),relevant labs, progress in 
treatment programming, developmental, social, financial, and military data as deemed 
relevant by designated court team and as permitted by authorization. Information will 
be shared at regular intervals as needed by the Court Team to adequately assess 
progress of Veteran and compliance with court and probation guidelines. The 
authorization will expire upon Veteran discharge or successful completion of court 
program. Medical record information is subject to review in open court docket. 
 
DATE RELEASED 
RELEASED BY 
VA FORM
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REQUEST PERTAINING TO MILITARY RECORDS
Requests from veterans or deceased veteranrs next-of-kin may be submitted online by using eVetRecs at http://www.archives,gov/veterans/military-service-records/

Toensurethebestpossibleservice,pleasethoroughlyreviewtheaccompanyinginstructionsbetbrefillingoutthisform. PLEASEPRINTLEGIBLYORTYPEBELOW.

SECTION I― INFORⅣIAT10N NEEDED TO LOCATE RECORDSrFz′ ″′s力 αs″
“

cカ

1.NAⅣIE USED DURINC SERVICE(last,flrst,詢 ‖middlc) 4.PLACE OF BIRTH

5.SERVICE,PAST AND PRESENT rFο ′α″リルσ′ll`″
`cOガ

ss′αrcク
, il is important that ALL semice.be shown below.)

BRANCH OF SERVICE SERVICE NUMBER
(If unknOwn,、 vTite``unkno、 vm

a.ACTⅣ E

b RESERVE

STATE
NAT10NAL
GUARD

IS THIS PERSON DECEASED? L] NO YES - MUST provide Date of Death dveteran is deceased:

DID THIS PERSON RETIRE FROM MILITARY SERVICE? E]NO  E]YES

E群翼 :D IRE:頷LDI° FF℃ER卜NuST

2.SOCIAL SECURITY# 3.DATE OF BIRTH

SECT10N II― INFORMAT10N AND/OR DOCUMENTS REQUESTED

I. CHECK THE ITEM(S) YOU ARE REQTIESTING:

E ,, Form 214 or equivalent. Year(s) in which fbrm(s) issued to veteran

This form contains information normally needed to veriry military service. A copy may be sent to the veteran, the deceased veteran's next-of-kin, or other
personsororganizations,ifauthorizedinSectionlll,below. AnUNDELf,TEDDD2l4isordinarilyrequiredtodetermineeligibilityforbenefits. Ifyou
request a DELETED copy, the following items will be blacked out: authority for separation, reason for separation, reenlistment eligibility code, separarion
(SPD/SPN) code, and, for separations after June 30, 1979, character olseparation and dates oftime lost.

An IJNDELETED copy will be sent UNLESS YOU SPECIFY A DELETED COPY by checking this box: ! I want a DELETED copy.

□ Medical Records Includes Service Treatment Records, Health (outpatient) and Dental Records. IF HOSPITALIZED (inpatient) the FACILITY NAME and
DATE (month and year) for EAC H admission MUST be provided

I-l o,n., (specifl):

2, PURPOSE: (Providing information about the purpose ofthe request is strictly voluntary; however, it may help to provide the best possible response and may
result in a faster reply. Information provided will in no way be used to make a decision to deny the request.)

E Benefits (explain) [ Employment n VA Loan Programs fl Medical I Genealogy E Correction D Personal ! Other (explain)

Explain here

SECTION IH― RETURN ADDRESS AND SIGNATURE

1.REQUESTER NAⅣ IE:

2□
1鴛盤

MЫTARY SERVCE MEMBER OR VETERAN mC面 ncd h scdbn

□棚″
C翌

1が現:;職ぶ1淋■1)°
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3.SEND INFORMAT10N/DOCUMENTS TO:
rPルαs′ ″r滋′ο″収ρι シο′′′777イ 0″ αεεο777pα″ッJ77g,ぉ rr“ι″ο″sノ

ORANGE COUNTY VETERANS COURT OFFICE

Namc

425 N. ORANGE AVE

I am the VETERAN'S LEGAL GUARDIAN (MUST submit copy of Court
Appointment) or AUTHORIZED REPRESENTATTV9 (MUST submit copy of
Autlrorization Letlet u Power ofAttorney)
OTHER

(Spec{y type ofOther)

4. AUTHORIZATION SIGNATURE: I declare (or certify, verify, or
state) under penalty ofperjury under the laws ofthe United States of
America that the information in this Section III is true and correct and
that I authorize the release of the requested information. (See items 2a or
3a on accompanying instruclion sheet. l'rithout the Aulhori:alion Signature
ofthe veteran, nextof-kin ofdeceased veteran, veleran's legal guardian.
aulhori:ed government agenl, or other aulhori:ed representative, only
limited information can be released unless the requesl is archival. No
signature is required ifthe request iffor archival records. )

□

Strcct

ORLAND0 FL

Apt

3280■

City Zip Code

* This form is available at i//p:/ht'ww.archives.gov/veterans/militaryt-service-
records/standard-fon* I80.htntl on the National Archives and

Records Administration (NARA) web site. *

Signature Required‐ Do not p● nt

(407) 836-0651
Date

(407) 835-5074
Daytime phone

vete ranscou rt@ocn j cc . o rg
Email address

Fax Numher
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