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AUTHORIZATION FOR RELEASE OF INFORMATION

Client Name:  _________________________________________	Date:  _____________________________

Date of Birth:  ______________________

Information to be Released to (Full Name and Address of Facility and/or Individual):

__________________________________________________________________________________________

__________________________________________________________________________________________

I, _______________________________________________________________________ hereby authorize
					[Name of Client]
__________________________________________________________________________________________
				[Full name and address of Facility/Doctor/Psychotherapist]

to release my Medical Records including any psychiatric, alcohol, or drug abuse information contained.  Limited to the following:

_____ Discharge				_____ Progress notes
_____ Admitting history			_____ Billing information
_____ Psychological testing			_____ Other:  _________________________________________

This information is needed for:  _______________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

This authorization is subject to revocation at any time except to the extent that action has been taken in reliance thereon.  I understand there are laws and regulations governing the confidentiality of my medical records and data concerning my treatment; specifically, N.C. General Statute 122 and, if drug and alcohol related, federal regulations (42 CFR Part 2).  I further understand the data cannot be disclosed without my written consent unless provided for in the regulations.  The information disclosed may not be further disclosed or used for any purpose other than as stated in this authorization.

This authorization is valid until (date, event, or condition of expiration):  ____________________________


Client Signature:  _____________________________________________	Date:  _____________________

Parent/Guardian/Conservator: __________________________________	Date:  _____________________
