Behavioral Health and Wellness Associates 
of Northern Virginia
[bookmark: _GoBack]4460 Brookfield Corporate Drive Suite H
Chantilly, VA 20151
(571) 261-8239 / Fax: (571) 933-6506

AUTHORIZATION TO RELEASE TREATMENT RECORDS
Client Name:_______________________________________ DOB:_______________________________
I, _____________________________, authorize _____________________________________________
To: _____send		_______receive		_____send and receive information from:
Name/Facility:_________________________________________________________________________
Address:_______________________   City:_____________________  State:______ Zip:______________
Phone:________________________	Fax:__________________________
Please INITIAL next to all that apply:
_____Treatment Information (Verbal)			_____Psychological Testing Results (Verbal)
_____Treatment Information (Written)			_____Psychological Reports (Written)
_____Entire record, Except Progress Notes		_____Psychotherapy Notes*
*A separate authorization, as defined by HIPAA, is required for Psychotherapy Notes
I understand that this information may be protected by Title 42 (Code of Federal Rules of Privacy of Individually Identifiable Health Information, Parts 160 and 164) and Title 45 (Federal Rules of Confidentiality of Alcohol and Drug Abuse Patient Records, Chapter 1, Part 2), plus applicable state laws.  I further understand the information disclosed to the recipient may not be protected under these guidelines if they are not a health care provider or covered by state or federal rules.  I understand that this authorization is voluntary, and I may revoke this consent at any time by providing written notice, and after one year this consent automatically expires.  I have been informed what information will be given, its purpose, and who will receive the information.  I understand that I have a right to receive a copy of this authorization. I understand that I have a right to refuse to sign this authorization.
Your Relationship to Client:  ______Parent/Legal Guardian	_____Client
			       ______Other:___________________________________________________
If you are the legal guardian or representative appointed by the court for the client, please attach a copy of your authorization to receive this protected health information.
Parent/Guardian/Client Signature:_______________________________	  Date:____________________
Witness Signature:____________________________________________  Date:____________________
