THE UTAH HOUSE
Request for Release of Information
Client Authorization for Communication with Primary Care Provider and Psychiatrist
Client Name: ____________________________________
Date of Birth: ____________
Phone Number: __________________
Address: ___________________________________________________________
I hereby authorize The Utah House to:
☐ Release to  ☐ Obtain from  ☐ Exchange with
the following individuals/entities:
1. Primary Care Provider
Name: ____________________________________
Facility/Practice Name: ____________________________________
Phone: ______________________ Fax: ______________________
Address: ___________________________________________________________
2. Psychiatrist
Name: ____________________________________
Facility/Practice Name: ____________________________________
Phone: ______________________ Fax: ______________________
Address: ___________________________________________________________
Information to be Disclosed (Check all that apply):
☐ Treatment summary and progress
☐ Medication history and current prescriptions
☐ Psychiatric evaluations
☐ Medical records relevant to mental health treatment
☐ Lab results related to medication or behavioral health
☐ Coordination of care and recommendations
☐ Other (please specify): _____________________________________________
Purpose of Disclosure:
☐ Continuity of care
☐ Coordination of psychiatric and medical treatment
☐ Case management
☐ Other: _______________________________________________________

Expiration Date of Authorization:
This authorization is valid until:
☐ 1 year from the date signed ☐ Other (specify): ___________________________

Client Rights and Acknowledgments:
· I understand that I may revoke this authorization at any time in writing.
· I understand that my treatment at The Utah House will not be conditioned on signing this release.
· I understand that information disclosed may no longer be protected by federal confidentiality laws if redisclosed by the recipient.
· I have the right to receive a copy of this signed authorization.

Signature of Client (or Legal Guardian): _______________________________
Date: _______________________
If signed by Legal Guardian or Representative:
Name: ____________________________
Relationship to Client: _____________________
Legal Authority (e.g., POA, court order): _____________________
Witness/Staff Signature (optional): ___________________________
Date: _______________________

