AUTHORIZATION FOR USE OR DISCLOSURE OF

PROTECTED HEALTH INFORMATION

Client’s name: ______________________________
     Client ID: __________________
Authorization initiated by: _________________________________________________
Name (client, provider or other)

Date of Birth: ______________

     Date authorization initiated: ____/____/____
Information to be Released:

___ Psychotherapy Notes and Content

___ Medical 

___ Educational

___ Legal
___ Other (describe): ____________________________________________

___ ALL as determined relevant to mental health as determined by therapist

Purpose of Disclosure: The reason I am authorizing release is (check all that apply):
___ Diagnosis & Treatment
___ Coordinate Care
___ Verbal updates

___ Psychological Evaluation
___ Ongoing Therapy
___ Other_______________
Person(s) Authorized to Make Disclosure: ____________________________________


Contact Information: __________________________________________________
· Receive Information


· Share Information

· Reveal Information
Person(s) Authorized to Receive Disclosure: _________________________________


Contact Information: __________________________________________________

· Receive Information


· Share Information

· Reveal Information
This Authorization expires on ____/____/____; or upon the occurrence of the
following event: _________________________________________
Authorization and Signature: I authorize the release of my confidential protected information, as described above. I understand that this authorization is voluntary, the information to be disclosed is protected by law, and the use/disclosure is to be made according to my directions. 
1. I understand that my records are protected under Federal and State statutes and cannot be disclosed without written consent unless otherwise provided for in the statutes.

2. I understand that I may revoke this consent, in writing, at any time except to the extent that action has already been taken relative to it.

3. I understand that my specific permission is required o release my health care information regarding testing, diagnosis or treatment for HIV (AIDS virus), communicable/sexually transmitted diseases, psychiatric diagnosis, mental health, drugs or alcohol treatment

4. I understand that a photocopy of this consent form shall have the same effect as the original.

Authorizing Signature: _________________________________ 
Date: _____________ 
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