
Date: 

Client Name: 

AUTHORIZATION FOR RELEASE OF 
HEALTH INFORMATION 

I authorize Cynthia Rose and the 
person/entity named below to release my 
protected information described in this 
release to/from each other for the 
purposes described in this release.  

_______________________  
Name of insurance company, person, 
organization or facility to receive health 
information  

___________________ 
Street address: 

______________  
City 

________________  
State, Zip Code 

_______________  
Phone Number  

______________
Fax Number:  

____________
Email: 

The purpose of this release is for (check one or 
more):  

Health Insurance Billing/Authorization

- A



The information identified below and date/dates of service to be released: 

Type(s) of health information (check one or more):  

[ ] Presence in treatment. [ ] Prognosis/ Diagnosis  

[ ] Nature of project. [ ] Relapse/frequency of relapse. 

[ ] Brief description of progress. 

Other (Please specify) ____  

The following information will not be released unless you specifically 
authorize it by marking the relevant box(es) below:  

Information pertaining to drug and alcohol abuse, diagnosis or treatment
(§§42 C.F.R. §§2.34 and 2.35).

Information pertaining to mental health diagnosis or treatment (Welfare and
Institutions Code §§ 5328, et seq.)

EXPIRATION OF AUTHORIZATION 

Unless otherwise revoked, this Authorization expires (insert applicable date or 
event). If no date is indicated, the Authorization will expire 12 months after the date 
of my signing this form. 

   ________________________  ____________  
Print Name          Signature (Client, Parent, Guardian) 

   ___________________________________ ______________________    
(Date                         Time     Parent, Guardian, Conservator, (Patient  



Representative) 

Requested format: Paper Electronic 

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 

NOTICE 

-

 

 

PROHIBITION OF REDISCLOSURE: 



 

YOUR RIGHTS 

research-  

 

 

You are entitled to receive a copy of this authorization. 


