Hinge Point Youth Homes
Release of Information

Client Information
Client Name: ______________________________   Date of Birth: ______________________
Mailing Address: _________________________________ Telephone: __________________

Requester Information
Requester Name (if different from client): __________________________________________

Authorization
I authorize the following individual, organization or business, Prosper DDA, Pocatello Children’s Clinic, Just for Kids Urgent Care, Portneuf Valley Family Center, Portneuf Valley Medical Center (hospital) Tooth Town Dental, Walmart Optometry, Ryan Brown Consulting, Magellan Behavioral Health, _____________________________________________________________,
____________________________________________________________________________.

To disclose my confidential information to the following individual, organization or business, 
Hinge Point Youth Homes, _____________________________________________________.

Information to be disclosed: Any items relevant to the client’s treatment, care, health and/or safety, _____________________________________________________________________. 

Authorization Expiration
This authorization will expire in 12 months from the date signed unless another date is specified here: ___________________________

I understand that my signature allows for the sharing of confidential client information. I understand that shared information will be for the sole purpose of treatment, care and accessing necessary resources and services. I understand that I can revoke this authorization at any time, however revoking this authorization cannot undo actions taken by the authorized individuals, organizations or businesses.

Signature _________________________________			Date ___________________
Relationship to client ______________________________
