Lisa Doyle, LLC counselor
CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION 
I, ______








________ (client name)

authorize Lisa Doyle to disclose information to the following individual or organization (LIST ONE ONLY)

LIST PERSON OR AGENCY NAME & NUMBER & RELATIONSHIP __________________________________
 _______________________________________________________________________________________________
     

To Request       and/or Disclose 

The following information in written/verbal form (INITIAL ALL THAT APPLY):
(the nature and amount of the information to be as limited as possible)

____ ALL INFORMATION LISTED BELOW

____My name and other identifying data
____Initial screening and presenting problems
____Psychiatric History/Assessment/Medications

____Substance Abuse/Mental Health Assessment results

____Summary of treatment plan, progress, significant events

____Attendance

____Emergency Contact                                                                    ____Other Be Specific _______________________________

___Social History

___Housing/Living Arrangements

___Urine-analysis results

___Admission/discharge dates

___Discharge plan and status
___Visitation Approval
___Legal History

The purpose of the disclosure authorized in this consent is to

 FORMCHECKBOX 
 Collateral Consultation



 FORMCHECKBOX 
 Other (Be Specify) __________________________
I understand that my status as an alcohol or drug abuse and/or mental health client with Lisa Doyle will be disclosed. 
I understand that my substance use disorder records are protected under federal law, including the federal regulations governing the confidentiality of substance use disorder patient records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 1996 “HIPAA”, 45 C.F.R. Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for by the regulations. 
I also understand that I may revoke this consent verbally or writing (preferred) at any time except to the extent that action has been taken in reliance on it. Unless I revoke my consent earlier, this consent will expire as follows (whichever occurs first):
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(1)DATE:

One year from the date signed




  
OR

(2)EVENT:

6 months from the date I stop receiving services from Lisa Doyle  
OR

(3)CONDITION:
When the purpose of the consent has been fulfilled.
	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 of this record unless further disclosure is expressly permitted in this record or, is otherwise permitted by 42 CFR part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose (see 2.31). The federal rules restrict any use of the information to investigate or prosecute with regard to a crime any patient with a substance use disorder, expect as provided at 2.12(c)(5) and 2.65.


	


THE UNDERSIGNED DOES HEREBY AGREE TO STATED TERMS.
______________________________________
_____________________________________
Client Signature
            
        

 Date
Parent/Guardian Signature

           Date

Date Revoked: ____________ Staff Initials ________
