[Agency Letterhead]

I, _________________________________________________ hereby give authorization for [Central Registration Agency Name] on behalf of the [State] Central Registry to notify me in the event my treatment facility is closed due to a disaster or other event that would limit my access to Medication Assisted Treatment (MAT) services. The notification will come via email and/or cellular text message, based on the information I have provided to my treatment center. The message will state: 
Subject: 911 Emergency Closure Notification Message: Name of the treatment center, closure date, closure time and expected re-opening date (if possible). 
I understand the message will not include any information that will identify me as a patient of the treatment center or include any medication information. I understand that I can decline to have the Central Registry to notify me without having any negative impact on my treatment. I further understand that this authorization may be revoked at any time I choose without having any impact on my treatment.
[bookmark: _GoBack]My Current Cell Phone Number: ___________________________________
My Current Cell Phone Carrier: ____________________________________
My Current Email Address: _______________________________________
My Emergency Contact is: ________________________________________
Signed: _______________________________________________________
Date: _________________________________________________________
Witness: ______________________________________________________
Date: _________________________________________________________
