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AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

1.Client Name: ______________________________________________ Date of Birth: _________________

Address: _________________________________________________________________________________

Telephone Number:________________________________________________________________________

2.  Select all of the following types of Authorization that apply. 

· Medical/Surgical/Dental Information

· Psychiatric Information


· Alcohol/Drug Abuse Information

3. This authorization allows Elena Pilato, MS, LMHC, NCC to:

· RELEASE copies of your record to (or discuss your information with) the Provider/Person/Facility below:

Name of Provider/Person/Facility:___________________________________________________

Address: ________________________________________________________________________

Telephone:_______________________________________ Fax: ___________________________
AND/OR
· Obtain copies of your record from (or discuss your information with) the Provider/Person/Facility below:

Name of Provider/Person/Facility:___________________________________________________

Address: ________________________________________________________________________

Telephone:_______________________________________ Fax: ___________________________
4. Purpose and Need for Release:
· Treatment

· Legal
· Insurance Coverage

· Personal

· Other: _________________________________________________________________________

 5. This Information May be Released By:

· Copy

· Fax

· Court Testimony

· Verbal Means

· Electronic Means

· Other: __________________________________________________________________________

6. I authorize the release of the following health information and/or medical records, if such information exists:

· Psychotherapy Notes ONLY: (IMPORTANT: If this authorization is for Psychotherapy Notes, you must not use it as an authorization for any other type of protected information.)

· Other (describe information in detail): ____________________________________________________
7. This information covers treatment period(s): Please select “all episodes” or indicate specific treatments, but not both)

· From ______________________________ to ___________________________________

· From ______________________________ to ___________________________________

· From ______________________________ to ___________________________________
· All episodes of care

8. Use/Disclosure Frequency: (check ONE)

· One Time Use/Disclosure: I hereby permit the one-time use or disclosure of this information described in Boxes 6 & 7 to the Provider/Person/Facility named in Box 3.  __________________________________________

Enter date when acted upon

· Periodic Use/Disclosure: I hereby permit the periodic use or disclosure of the information described in Boxes 6 & 7 to the Provider/Person/Facility named in Box 3 as often as necessary to fulfill the purpose identified above in Box 4.
This authorization will remain in effect until:

· Ninety (90) days after discharge from treatment 
OR 
· Other: ____________________________________________________________________________


(specify expiration date or expiration event)

If I fail to specify an expiration date/event, this authorization will expire 90 days from date of discharge.

9. I understand that:
· My right to healthcare treatment is not conditioned on this authorization.

· I may revoke this authorization at any time by submitting a written request to the address provided at the bottom of this form. I understand that the cancellation will not apply to information already released in response to this authorization.

· If the recipient is not a healthcare or medical insurance provider covered by the privacy regulations, I understand the information indicated above could be re-disclosed.

· Psychiatric and alcohol/drug treatment information is protected under Federal and State Regulations governing confidentiality of protected health information and cannot be disclosed without my written authorization unless otherwise provided for in the regulations. Further disclosure is prohibited by law.

· The release of HIV-related information requires additional authorization.

· There may be a charge for the requested records.

10. Signature of client: ________________________________________________ Date: _____________

11. Signature of legal client representative: __________________________________________________

Print Name: ________________________________________________________ Date: ______________

Contact Information: ____________________________________________________________________

Relationship to Client: ___________________________________________________________________

12. _______________________________________________________________       ________________


Witness of Signature (relationship to client)





Date
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