Tiffany Noonan, LICSW

Mindful Grove Counseling

204 Andover Street, Suite 403

Andover, MA 01810

978-272-9960

Authorization for Release, Use, and Disclosure of Information
Patient Name 





   Date of Birth 




I, ______________________​​​​​​​​​____________(Client) hereby authorize the release of information specified below to/from Tiffany Noonan, LICSW at Mindful Grove Counseling LLC and (Provider)                                                                                                                                         

(Provider Contact Information)                                                                                                          
RELEASE CONTENT

( Physical Exam/Health Records



( Clinical Treatment

( Treatment Records and Summaries


( Consults

( Psychological Tests




( Verbal/Telephone Communication

( Treatment Planning Information



( Email Communication
( Other 





( Substance Abuse/Treatment (I understand that all related information is protected under Federal and State law, 42CFR, Part 2, and I have the right to refuse release)












  
Client Signature
PURPOSE OF DISCLOSURE
( Coordination of Care     ( Referral     ( Payment    ( Other __________________________________
Data may be released in written, verbal, or electronic forms and may include copies of the following information: 
(Cross out any form of communication not authorized)
This doctrine of authorization of release has been explained to me and I understand the contents to be released, the need for the information, and that there are statutes and regulations protecting the confidentiality of authorized information.  I hereby acknowledge that this authorization is truly voluntary.  This consent is subject to revocation by written instructions of the undersigned at any time.  Further, I understand that this consent shall expire and must, if needed, be re-obtained twelve (12) months from the date below.
_______________________________


_____________________________
Client Name (Print)





Provider Signature
_______________________________


______________________________
Client/Guardian Signature




Date
CONFIDENTIAL

Anyone receiving this information must also treat this medical information as confidential and needs to follow all HIPAA guidelines. 

