AUTHORIZATION TO ALLOW FOR RELEASE OF INFORMATION

I, __________________________________________________  (D.O.B.) __________________
authorize ______________________ to disclose the following information from my client record to: 

________________________________________________________________________________


   The following information may be released: 


1.  Assessment Results (Treatment Recommendations) 6.  Presence in treatment; record of attendance
2.  Diagnostic summary

                                      7.  Treatment Plan and summary of treatment
3.  Brief description of progress; prognosis
            8.  Discharge summary and Aftercare Plan


4.  Results of Tests



            8.  Appointment/Scheduling needs


5.  Psychiatric Records



          10.  Other (Specify): ______________________
This information will be disclosed for the purpose noted below:

1.  Coordination of treatment with other professionals


2.  Report to referral source


3.  Funding and monitoring to obtain insurance or other benefits

  4.  Coordination of services with attorneys


5.  Coordination of treatment with family/concerned persons

 


7.  Other (Specify) __________________________________________________________________

I understand that my medical records are protected under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires (choose one) :  ____ 6 months after discharge or  ____ on (date) _______________ 
I understand that I am entitled to receive a copy of this consent form if I want a copy of it.         
Accepted______   Refused_______

       Signature of Client 
              Date

            Signature of Witness
             Date


