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participant RELEASE OF INFORMATION


NORTH DAKOTA AUTHORIZATION FOR RELEASE OF INFORMATION
Including 42 CFR Part 2 & HIPAA Compliance


Participant Name: ____________________________________ DOB: _______________
 Address: __________________________________________ Phone: _____________

 I authorize: _____________________________________________________________ 
(Name of Program/Agency Disclosing Information) 


To release information to:__________________________________________________ 
(Name of Person/Entity Receiving Information) 


Address/Phone/Fax/Email: ________________________________________________ 


Purpose of Disclosure (circle one or describe): 
■ Continuity of Care ■ Legal ■ Insurance ■ Personal Use ■ Other: ____________ 


Information to be Released (circle all that apply): 
■ Assessment ■ Diagnosis ■ Treatment Plan ■ Progress Notes ■ Discharge Summary ■ Lab Results ■ Medication Records ■ Billing Information ■ Other: _______________


This authorization includes information protected under 42 CFR Part 2 (Confidentiality of Substance Use Disorder Patient Records) and HIPAA (45 CFR Parts 160 & 164). 


PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2). 


The Federal rules prohibit you from making any further disclosure unless expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. 

RIGHT TO REVOKE: I understand that I may revoke this authorization at any time by submitting a written revocation, except to the extent that action has already been taken in reliance on this authorization. 

EXPIRATION: This authorization will expire on (date/event): ______________________ 
If not specified, this authorization expires one (1) year from the date of signature. 

Participant Signature: ___________________________________ Date: ____________ 

Printed Name: _____________________________________________ 

Legal Representative (if applicable): __________________________ Date: _________ 

Authority of Representative: _______________________________________________ 

Witness Signature: ______________________________________ Date: ____________
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