D-BHDD

Georgia Department of Behavioral Health & Name of Individual/Consumer/Patient/Applicant
Developmental Disabilities

Date of Birth AND/OR Social Security Number

AUTHORIZATION FOR RELEASE OF INFORMATION - STANDARD REQUEST

I hereby authorize the disclosure of records/information

From:

To:

Initials

Initials

Initials

Initials

The above disclosure of information is for the purpose of:

(Name of health care provider holding the information - releasing agency)

(Address) (Phone/Fax)

(Name of Person or Agency to whom information should be given - requesting agency)

(Address) (Phone/Fax)

I authorize the following information from my records (and any specific portion thereof):

I authorize the disclosure of alcohol or drug abuse information, if any. (Please see paragraph 2 below). If  am a minor,
my parent/guardian/court-ordered custodian and I BOTH must initial here in order for this information to be released.

| authorize the disclosure of information, if any, concerning testing for HIV (Human Immunodeficiency Virus)
and/or treatment for HIV or AIDS (Acquired Immune Deficiency Syndrome) and any related conditions.

| understand that the information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and
no longer protected by federal privacy regulations or other applicable state or federal laws (except as set forth in paragraph 2
below).

| understand that, pursuant to 42 C.F.R Part 2, alcohol and drug abuse records that | authorize to be disclosed pursuant to
this document may not be further re-disclosed without my written consent, except by a court order that complies with the
preconditions set forth at 42 C.F.R. 2.61 et seq., or the other limited circumstances specifically permitted by 42 C.F.R. Part 2.
Any individual that makes such a disclosure in violation of these provisions may be reported to the United States Attorney
and be subject to criminal penalties.

I understand that DBHDD or my healthcare provider will not condition my treatment, payment, or eligibility for any

applicable benefits on whether | provide authorization for the requested release of information.

| intend this document to be a valid authorization conforming to all requirements of the Privacy Rule and State law, and
understand that my authorization will remain in effect for: (PLEASE CHECK ONE)

[]one (1) year OR [] the period necessary to complete all transactions on matters related to services provided to me.

I understand that unless otherwise limited by state or federal regulation, and except to the extent that action has been
taken based upon it, I may revoke this authorization at any time as shown in the space below.

Signature of Individual/Consumer/Patient/Applicant Print Name Date

OR Signature of other person authorized to sign for Individual (check one): Print Name Date
O pParent (] Guardian L Court-appointed Custodian of Minor
O Agent designated by Individual’s advance directive
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USE THIS SPACE ONLY IF AUTHORIZATION IS WITHDRAWN
I hereby revoke this authorization, and will send written notice of my withdrawal of this authorization to the staff of the healthcare provider
who is providing services to me, OR to DBHDDs Privacy Officer at 2 Peachtree St. NW, Suite 22.250 Atlanta, GA 30303-3142.

Date this authorization is revoked Signature of Individual or Legally Authorized Representative

Complaints and Additional Information: All complaints may be made to DBHDD and to the United States Secretary of Health and
Human Services if you believe your privacy rights have been violated. You may file a complaint in writing with your DBHDD facility or
program, or with your treatment provider or services provider under contract or agreement with DBHDD’s Office of Constituent Services
which maintains your protected health information at telephone (888) 785-6954, fax number (770) 408-5439, by mail to 2 Peachtree
Street, NW, Suite 24-473 Atlanta, Georgia 30303, or email http://dbhdd.georgia.gov/office-constituent-services. You must state the
basis for your complaint. Neither the facility, the provider, nor DBHDD will retaliate against you for filing a complaint. You may also
obtain additional information about privacy practices from this contact person.

You may also contact DBHDD's Privacy Officer by telephone at (404) 657-2282, fax number (404) 657-2173, or by mail to 2
Peachtree Street NW, Room 22.250, Atlanta Georgia, 30303-3142, for further information about the complaint process or about this
notice.

Signature of Individual or Legally Authorized Person Date

NOTICE OF NONDISCRIMINATION: The Georgia Department of Behavioral Health and Developmental Disabilities (DBHDD)
complies with applicable federal civil rights laws and does not discriminate based on race, color, national origin, age, disability, or sex.
DBHDD does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. DBHDD
provides free aids and services to people with disabilities to communicate effectively with us, such as: Qualified Sign Language
Interpreters; and written information in other formats (large print, audio, accessible electronic formats, other formats). DBHDD
provides free language services to people whose primary language is not English, such as: Qualified Interpreters; and information
written in other languages. If you need these services, contact Constituent Services at 404-657-5964 or 888-785-6954.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
(404.657.5964 or 888.785.6954)

Y- G@: TOT AU 9T GO Tad. 5 Tol UG SUUHG T T HIN-T U5 Tl YdoTY SUT, ¢
B | (404.657.5964 or 888.785.6954)
CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngon ngir mién phi danh cho ban. Goi s& (404.657.5964 or
888.785.6954)

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele (404.657.5964 or
888.785.6954)

FO: SR 0 E AIBSIA = B2, o0 X MH|AE FRE0|&5HA = QUESLICE. (404.657.5964 or
888.785.6954)
tHo 2 H3lsl FH AL,

BHUMAHMUE: Ecnu Bbl roBOpuTE Ha PYCCKOM fi3blKe, TO BAMAOCTYMHbI OecnnaTtHble yenyru nepeBoaa. 3BoHUTE
(404.657.5964 or 888.785.6954).

IR NMRBERERPY, BLURBEERESIERE, FEEE404.657.5964 or 888.785.6954).
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http://dbhdd.georgia.gov/office-constituent-services

888.785.6954) or (404.657.5964a) b 3 . Claally &l A o 4y il Baclusall ladd Gl (Aall) JS3) Guaati i€ 13); Al gala

©Y oll: B dl 9% Adlviladl sl dl [+ ol: s NI ASIY Ad ] dHIRI HI2 @ GUd L 8, §loi 52
(404.657.5964 or

) 888.785.6954).
ATENCAQO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para (404.657.5964 or
888.785.6954).

ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
(404.657.5964 or 888.785.6954).

888.785.6954) or (404.657.5964 s b, b Ladi (51 ()5 i gaa Al Clgouad (A58 oo K8 b ol 40 R0 4a o
pal A

MHFOH: PMTI4T 2% ATCE hUY OFCHP AC8F ECEFFT NIR ALINPFHHIEHPA: 0L Mh+AD: ¢4 LRAA
(404.657.5964 or 888.785.6954)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: (404.657.5964 or 888.785.6954)

AERR: BREZESNIGE. BHOEEXREZCAAWEEITET, (404.657.5964 or
888.785.6954)F T, HEEFICTIERK SN,
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