
  

 

 

 

  

माच� 2024  

 

खराब चालक पुनस्था�पना काय�क्रम 
गोपनीय जानकारी जारी गन� अनुमित  

फोन: 802-651-1574   �ा�: 866-272-7989   इमेल: AHS.VDHIDRP@vermont.gov  
थप जानकारीका लािग HealthVermont.gov/IDRP मा जानुहोस्  

 
 

 
 
 

म, _________________________________________, ज� िमित ____ /____ /____, भएकोले िन� कुराह�का लािग अनुमित प्रदान गछु� :  

• खराब चालक पुनस्था�पना काय�क्रम (IDRP),   
• भम�� मोटर वाहन िवभाग (DMV), 
• लागू �ने भएमा भम�� िड���� वा सुपे�रयर (उ�) अदालत(ह�), 
• प्रोबेसन वा पेरोल (लागू �ने भएमा) सिहत भम�� सुधार िवभाग, 
• अदालत डाइभस�न र/वा िकशोर मिदरा सुर�ा काय�क्रम (लागू �ने भएमा) 

स�ार गन� र मेरो IDRP नामा�न, �स्थित र IDRP िश�ा/उपचार काय�क्रमको समापनका त�ह�का बारेमा एकअका�को जानकारी खुलासा गन� । 
खुलासा ग�रएको जानकारीको मात्रा उ�े� पूरा गन� आव�क पन� �ूनतम मात्रा �नेछ । यस जानकारीमा िन� कुराह� िनधा�रण गन� उ�े�का 
लािग लागूपदाथ� दु��सनको उपचारस��ी जानकारी समावेश �न स�ेछ: 

• मेरा ड� ाइिभङ िवशेषािधकारह�को पुनस्था�पनाका लािग आव�कताह� पूरा भएको र/वा  
• मेरो प्रोबेसन/पेरोलका सत�ह� पालना गरेको र/वा 
• अ�: ________________________________________________________________ 

कृपया IDRP ले तपाईंको IDRP को प्रगितका बारेमा जानकारी खुलाउन वा साझा गन� स�े कुनै पिन अित�र� संस्था वा ��� चयन गनु�होस् । 
यसमा जीवनसाथी, प�रवारको सद�, अटन�, परामश�दाता वा अक� रा�को DMV �न स�ेछन् । IDRP ले िल�खत अनुमितिबना कसैसँग पिन 
तपाईंको IDRP नामा�न/समापनका बारेमा छलफल गन� छैन वा अक� रा�लाई पूरा भएको प्रमाण पठाउने छैन ।  

• जीवनसाथी/प�रवारको सद�/साथी (अिनवाय� �पमा नाम(ह�) सूचीब� गनु�पछ� ): _______________________________________ 
___________________________________________________________________________________ 

• अटन� (अिनवाय� �पमा नाम सूचीब� गनु�पछ� ): _____________________________________________________________ 
• परामश�दाता/उपचार प्रदायक: _________________________________________________________ 
• अ� ��क्�(ह�): _____________________________________________________________________ 
• भम��बािहरको मोटर वाहन िवभाग(ह�):  

रा�: ______________________________________________________________________________ 
ठेगाना: ____________________________________________________________________________ 
�ा�/इमेल: __________________________________________________________________________ 

म IDRP लाई इमेलमाफ� त मसँग स�ार गन� अनुमित िदन्छु र यी स�ारह�लाई सुरि�त वा गोपनीय रा�खने �ारे�ी गन� सिकँदैन भ�े कुरा 
बुझ्दछु । 

 
इमेल ठेगाना: ____________________________________________________ 
 

यस फाराममा ह�ा�र गरेर म िन� कुराह� बुझ्दछु: मेरो मिदरा र/वा लागूपदाथ� उपचारका रेकड�ह� लागूपदाथ� दु��सन िवकार भएका िबरामीका रेकड�ह�को 
गोपनीयता, 42 C.F.R. भाग 2 र सन् 1996 को  हे� इ�ुरे� पोटा�िबिलटी ए� एकाउ��िबिलटी ए� (“HIPAA”) (�ा� बीमा संवहनीयता तथा जवाफदेिहता ऐन), 
45 C.F.R. Pts. 160 तथा 164 लाई िनयमन गन� संघीय िनयमह�अ�ग�त संर�ण ग�रन्छ र िनयमह��ारा अ� त�रकाले अनुमित िदएको नभएस� मेरो िल�खत 
सहमितिबना खुलासा गन� सिकँदैन । IDRP ले मेरो जानकारीको सुर�ा गन�छ तर यस सहमितअनुसार खुलासा ग�रएको जानकारी प्रा�कता��ारा पुनः  खुलासा गन� 
स�ावना रहन्छ । यसमा िनभ�र रहेर पिहले नै खुलासा ग�रएको हदबाहेक IDRP लाई स�क�  गरेर मैले जुनसुकै बेला पिन सहमितलाई र� गन� स�ेछु । यिद यस 
सहमितलाई अगािड नै र� ग�रएन भने म प्रोबेसन/पेरोलबाट �रहा भएपिछ र/वा मेरा ड� ाइिभङ िवशेषािधकारह� पुनस्था�पना भएपिछ यो �तः  समा� �न्छ । IDRP 
मा भाग िलनका लािग मैले यस फाराममा ह�ा�र गन� आव�क छैन तर मैले यस फाराममा ह�ा�र गरेन भने IDRP ले DMV वा अ� कुनै प�सँग काय�क्रम पूरा 
भएको जानकारी साझा गन� स�ैन । 

 
  

सद�को ह�ा�र: _______________________________________ िमित: ____________________ 

Nepali 
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Impaired Driver Rehabilitation Program 
Release of Confidential Information  

Phone: 802-651-1574   Fax: 866-272-7989   Email: AHS.VDHIDRP@vermont.gov  
For more information, visit HealthVermont.gov/IDRP  

 
 

 
 
 

I, _________________________________________, with date of birth ____ /____ /____, authorize:  

• The Impaired Driver Rehabilitation Program (IDRP),   
• The Vermont Department of Motor Vehicles (DMV), 
• Applicable Vermont District or Superior Court(s), 
• The Vermont Department of Corrections, including Probation & Parole (if applicable), 
• Court Diversion and/or Teen Alcohol Safety Program (if applicable) 

to communicate with and disclose to one another information about the facts of my IDRP enrollment, status, and 
completion of the IDRP education/treatment program. The amount of information disclosed will be the minimum 
amount necessary to satisfy the purpose. This information may include substance use treatment information for the 
purpose of determining: 

• Completion of requirements for the reinstatement of my driving privileges, and/or  
• Compliance with the conditions of my probation/parole, and/or 
• Other: ________________________________________________________________ 

Please select any additional organizations or people to which IDRP may disclose or share information about your 
IDRP progress. This might include a spouse, family member, attorney, counselor, or another State’s DMV. IDRP will 
not discuss your IDRP enrollment/completion with anyone or send proof of completion to another State without 
written authorization.  

• Spouse/Family Member/Friend (must list name(s)): _______________________________________ 
___________________________________________________________________________________ 

• Attorney (must list name): _____________________________________________________________ 
• Counselor/Treatment Provider: _________________________________________________________ 
• Other person(s): _____________________________________________________________________ 
• Department(s) of Motor Vehicles outside Vermont:  

State: ______________________________________________________________________________ 
Address: ____________________________________________________________________________ 
Fax/Email: __________________________________________________________________________ 

I authorize the IDRP to communicate with me via email and understand that these communications cannot 
be guaranteed as secure or confidential. 

 
Email address: ____________________________________________________ 
 

By signing this form, I understand: my alcohol and/or drug treatment records are protected under the federal regulations governing 
Confidentiality of Substance Use Disorder Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and 
Accountability Act of 1996 (“HIPAA”), 45 C.F.R. Pts. 160 & 164 and cannot be disclosed without my written consent unless 
otherwise allowed by the regulations. IDRP will protect my information but there is the potential for information disclosed pursuant 
to this consent to be redisclosed by the recipient. I may revoke this consent at any time by contacting IDRP except to the extent it 
was already relied on. If not sooner revoked this consent expires automatically upon my release from probation/parole and/or 
upon reinstatement of my driving privileges. I am not required to sign this form to participate in IDRP but if I do not sign this form 
IDRP cannot share program completion information with DMV or any other party. 

 
Participant Signature: _______________________________________ Date: ____________________ 
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