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Authorization to Use and Disclose Health Care Information


I, _____________________________________________________ hereby authorize



(Client/Legally Authorized Representative)

Benny R. Martin, Ph.D., to mutually disclose with the third party the following information concerning me (describe the information to be used/disclosed):


All Health Information, both oral and written, including clinical records, created or received by him.  This information may include, if applicable:

· Information about mental health diagnosis or treatment including psychotherapy notes.

· Information about diagnosis or treatment for alcohol or drug abuse.

· Information about HIV/AIDS Testing or Treatment (including the fact that an HIV test was ordered, performed or reported, regardless of whether the results of such tests were positive or negative).

· Information about diagnosis or treatment of Sexually Transmitted Disease(s).


All Health Information as described in the preceding checkbox, excluding the following: ________________________________________________________________________________________________


Specific Health Information including only: ________________________________________________________________________________________________

Third party:


Name ________________________________________________________




Address ______________________________________________________





Institutional Affiliation ____________________________________________



Purpose of Disclosure: _________________________________________________________________
This Authorization, in accordance with  State Law expires in 90 days and may be cancelled or revoked at any time except to the extent it has already been relied upon by this clinician, and unless earlier revoked by written notice given to this clinician.  This authorization shall expire upon the following date or event:  _________________

_____________________________________________________________________________________________________________________


Other:
· I understand that once the information is used or disclosed pursuant to this Authorization, the information may be subject to re-disclosure and no longer protected.

· My cancellation or refusal to sign this Authorization will not affect the commencement, continuation, or quality of the treatment of me.  Once the clinician discloses the information, he has no control over it.  The recipient might re-disclose it.  Privacy laws may no longer protect it.

· I hereby release the clinician from any and all legal liability that may arise from release of information as set forth in this Authorization.

___________________________________________
_______________
_________________
Signature of Client or legally authorized representative
Date
Time

________________________________________________________________________________
Relationship if signed on behalf of the Client by parent, legal guardian, personal representative, etc.
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