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RELEASE/OBTAIN AUTHORIZATION FORM FOR PROTECTED HEALTH INFORMATION
I, ___________________________________________ hereby authorize the Stress & Trauma Treatment Center 
        (Name of Consumer or Personal Representative) 	

to release/obtain the information listed below to/from:______________________________________________
			(Name of Person/Agency to Receive/Release  Information)

	__________________________________________________________________________________________
(Street Address)				(City)			(State)				(Zip)
from the designated record set of ___________________________________whose birth date is _____________ 
					(Consumer’s Name)
[bookmark: _heading=h.gjdgxs]and whose address is _________________________________________________________________________.
The following information shall be released/obtained (check all applicable):
	☐ Entire medical record
☐ Mental health treatment records (diagnosis, psychiatric/psychological evaluations, history, physical, discharge/closure summary, progress notes.)
	☐ Alcohol or other drug treatment records
	☐ Probation information 
	☐ County Judicial information (probation, legal charges, requirements and conditions, appointments, 
              compliance.)    
	☐ Other: _________________________________________________________________________
The purpose of this authorization is:
	☐ At the request of the individual or personal representative
I understand that I have the right to revoke this authorization by giving written notice to the Stress and Trauma Treatment Center.  I understand that if the Center has already used or released my health information in reliance on this authorization, that I cannot revoke the authorization. 
I understand that the Center may not condition treatment, payment, enrollment or eligibility for benefits on my signing this authorization, unless I am to receive health care solely for the purpose of creating protected health information to be disclosed to a third party or as otherwise authorized by law.  This release of information will expire exactly 12 months from the date of signature.
Consumer Signature (12 or older): _____________________________ 	 Date: _________________________
Legal Guardian Signature:____________________________________	 Date: _________________________
Witness Signature: __________________________________________	 Date: _________________________


	Phone: 618.252.9036
	help@stressandtrauma.org 
	Fax: 618.216.9993
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