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33 – 6th Street South, Unit 202, St. Petersburg, FL 33701  (727) 826-6807

Authorization to Release/Receive/Exchange Protected Health Information (PHI)


Patient Name:______________________________DOB:________________SSN:__________________

Annette Reiter, M.A., LMFT (hereafter known as ADR), adheres to and is governed by all State and Federal regulations relative to your legal right to privilege and the confidentiality of records and other privileged information. Therefore, your records and other privileged communication will not be released other than under this authorization. The purpose of this consent, release/receive/exchange information, is to provide comprehensive psychotherapeutic services to you. In order to provide you with this service, we may need to communicate with other community providers, agencies and organizations. 

A general medical authorization to release psychological, HIV and alcohol and other drug information is invalid according to Florida Statues 394.459, 381.004, 396.112, 397.053 and/or 90.503 and Federal Regulation 42CFR, Part 2. Your records will not be released without this waiver, except under the following circumstances: in the event of a valid emergency, upon receipt of a Court Order, or upon receipt of a request which may be governed by other Florida Statutes, such as Workers Compensation, Vocational Rehabilitation, etc. When exchanging information in cases where the patient is involved in treatment with other agencies/providers to assist in coordinating treatment, this authorization may include verbal as well as written communication.

I (patient’s name) _______________________________ authorize ADR to release information to, receive information from or exchange information with the following providers, persons, agencies, or institutions. Only one request (entry) per authorization and please include their complete name, address and phone number.

Purpose or Need for Information:___________________________________________________________________

___Attorney___________________________________________________________________________________

___Family Member_______________________________________________(Relationship)____________________

___Healthcare Provider__________________________________________________________________________

___Hospital____________________________________________________________________________________

___Psychiatrist_________________________________________________________________________________

___Psychologist________________________________________________________________________________

___Psychotherapist_____________________________________________________________________________

___Social Security Admin_________________________________________________________________________

___Voc. Rehab_________________________________________________________________________________

		___Treatment Plan			___Discharge Summary
		___Psychosocial History			___Psychological Inventory Results
		___HIV/AIDS Records			___Alcohol and/or Other Drug Information
		___Psychotherapy Notes			___Mental Status Exams
		___Patient Health History			___Closing Summary
		___Email Correspondence			___Other
		
I certify that I have given my consent freely, voluntarily and without coercion. Re-disclosure of this information without my further written permission is strictly prohibited by Federal Regulations, which provide penalties if violated. This consent will expire upon satisfaction of the need for disclosure, not to exceed 1 year after the date upon which it is signed. I may revoke this authorization at any time, providing I notify ADR in writing. However, such a written revocation of this release will have NO effect on any action previously taken.

Patient Signature_______________________________________________________		Date____________________

Patient Name (Print)_____________________________________________________		Date____________________

Parent/Guardian Signature________________________________________________		Date____________________

Clinical Signature____________________________     License Number____________		Date____________________
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