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	AUTHORIZATION FOR RELEASE OF

CONFIDENTIAL HEALTH INFORMATION

Indicates REQUIRED for Validity


 Client Name: 
   SS# 
   DOB 
   Phone 

 I hereby request and authorize:
     


Name of  Holder of Information
Address
City
State
Zip

to release health information including psychiatric and alcohol and/or drug abuse information.  I understand that the information in my health record may include information relating to sexually transmitted disease, HIV or AIDS.  I understand that my records are protected under the Federal and State regulations governing the confidentiality and privacy of health information under 45 CFR, 42 CFR, Part 2 and F.S. 394 and 397 and cannot be disclosed without my written authorization unless provided for by the regulations.  Information may be disclosed to and used by the following:

	Agency / Person
	Address
	City / State
	Zip

	


	The Specific Information To Be Disclosed Is:


 FORMCHECKBOX 
 Discharge Summary 
 FORMCHECKBOX 
 Psychiatric Evaluation
 FORMCHECKBOX 
 Psychosocial Assessment
 FORMCHECKBOX 
 Treatment Plan

 FORMCHECKBOX 
 Labs

 FORMCHECKBOX 
 History & Physical 
 FORMCHECKBOX 
 Other : 


 Purpose of  the disclosure:  













 Type of Release:  _____ Written     _____ Verbal     _____Fax     _____Electronically

I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present my written revocation to the Health Information Services Department.  I understand that the revocation will not apply to information that has already been released in response to this authorization.  Unless otherwise revoked, this

 authorization will expire on the following date, event, or condition: 







 If I fail to specify an expiration date, event or condition, this authorization will expire automatically in one year.

I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I need not sign this form in order to assure treatment. 

I hereby release Personal Enrichment through Mental Health Services, Inc. from liability which may arise as a result of information disclosed under this authorization, should it be presumed that such information is later used to my detriment.


 Signature of Client 

 Date 
When applicable, Signature of:

Date

 FORMCHECKBOX 
 Parent       FORMCHECKBOX 
 Guardian        FORMCHECKBOX 
 Personal Representative  (Legal Papers Required) 

Signature of Witness

Date 
PROHIBITION ON REDISCLOSURE:  This information has been disclosed to you from records whose confidentiality is protected.  Any further redisclosure is strictly prohibited unless the patient provides specific written consent for the subsequent disclosure of this information.  Florida Law requires that any person, agency, or entity receiving information shall maintain such information as confidential and exempt from the provisions of the public records law.

FOR OFFICE USE ONLY:    Information Released by  __________________
  
Date 





Information Released: 


Original Release Form to be Filed in Client’s Chart


Yellow Copy to Client
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