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AUTHORIZATION FOR RELEASE  & DISCLOSURE OF INFORMATION

Patient Name: ________________________________________________________
Birth Date: ______________________________
I hereby Request and Authorize Assessment and Counseling Services:  ___ to release to: 
___ to request from:

__________________________________________________________________________________________________

Name

__________________________________________________________________________________________________

Address





    City                                        State                   Zip
 

___________________________________________
__________________________________________
Phone





Fax
The following information: (check all that apply)

___ All Clinical Information

___ Letter Confirming Appointments

___ Therapy Notes


___ Treatment Plan

___ Psychological Evaluation

___ Other __________________________ 

For the purpose of:   ___Coordination of Care
     ___ Other: _________________________________________________

_______________________________________

__________________________
Signature of Patient                        



Date 
_______________________________________

________________________________________

Signature of Parent or Guardian (if applicable)
  
 Signature of Witness

This consent is subject to revocation at any time except to the extent that the program that is to make the disclosure has already taken action in reliance on it.  If not previously revoked, this consent will terminate upon Prohibition on redisclosure: This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.
Confidentially of Alcohol and Drug Abuse Records: The confidentiality of alcohol and drug abuse patient records maintained by this program is protected by Federal law and regulations.  Generally, the program may not say to a person outside of the program that a patient attends the program, or disclose any information identifying a patient as an alcohol or drug abuse unless: (1) The patient consents in writing; (2)  The disclosure is allowed by a court order; or (3)  The disclosure is made to medical personnel for research, audit, or program evaluation.
Violation of the Federal law and regulations by a program is a crime.  Suspected violations may be reported to appropriate authorities in accordance with Federal regulations.
Federal law and regulations do not protect any information about a crime committed by a patient either at the program or against any person who works for the program or about any threat to commit such a crime. Federal laws and regulations do not protect any information about suspected child abuse or neglect from being reported under State law to appropriate State or local authorities.  (See 42 U.S.C. 29 Odd-3 and 42 U.S.C. 290ee-3 for Federal laws and 42 CFR Part 2 for Federal regulations). (Approved by the office of Management and Budget under Control No. 0930-0099).
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