AUTHORIZATION TO USE OR DISCLOSE CONFIDENTIAL INFORMATION
________________________________________


XXX-XX-
   ____________________

Client Name

Social Security #       Medicaid #



(last 4 # only)            (if applicable)

________________________________________

____________________________________

________________________________________

Parent/Guardian/Custodian or other
Address

Authorized Legal Representative
________________________________________

____________________________________

Date of Birth

Parent/Guardian/Custodian or other



Authorized Legal Representative’s



Address (if different 
from client)

I.  AUTHORIZATION FOR RELEASE OF INFORMATION AND FOR REDISCLOSURE

I authorize Child & Adolescent Integrated Health/ Brigid Christianson LISW, RPT-S and the following individuals or agencies to exchange written, oral, and electronic information about my needs and the services I receive from:
Name/Agency:

This is a reciprocal release.  The information released or exchanged may include:

Evaluation/assessment, agency participation, plans and progress reporting, educational assessment, physical status (including vision & hearing), communication skills, cognitive skills, family and social data, health status (including medical, dental, nutrition), x-rays, charts, photographs.  Other (note exception or limits to this Authorization) _______________________________________________________________.

The purpose of this release is for the planning and delivery of services to me.  Other purposes include: _________________________________________.

OTHER PROVISIONS:


1.
This Authorization expires on _______________ (not to exceed one year); or, if no date 



is specified, this expiration will expire twelve months from the date it is signed.  OR, 



This Authorization expires on the following condition or event, specify:_____________




2.
This Authorization is in effect for any information already in existence and any information which may be generated during future service involvement during the period of this Authorization.


3.
I have the right to see and inspect this information (including, specifically, mental health 

information) at any time.


4.
I understand I may refuse to sign this Authorization or revoke this Authorization at any 



time.  My revocation shall be in writing.  If I revoke, the revocation will take effect on 



the day it is received by the entity from which disclosure is sought in writing.  Any 



information released before notice of my revocation is received shall not be considered 



an unauthorized disclosure.

5.
Child & Adolescent Integrated Health/ Brigid Christianson LISW, RPT-S does not require completion of this Authorization as a condition of evaluation or treatment.  However, when the requested evaluation or treatment is solely for the purpose of creating a medical report for a third party, then if the information is not disclosed then it may result in the cancellation of those services.


6.
I understand that the information disclosed based on this Authorization may be subject to 



redisclosure by the recipient and no longer protected.


7.
I authorize the release of information to include by FAX or e-mail (unencrypted).


8.
I have read this form, or it has been read and explained to me, and I have had the 



opportunity to ask questions, and I have received answers to my satisfaction.


9.
I have received a copy of this Authorization after it was signed by me.

I SPECIFICALLY AUTHORIZE AND CONSENT TO THE DISCLOSURE AND REDISCLOSURE DESCRIBED ABOVE.

Date:  ____________________

X________________________________________

Witness X___________________________________
Signature of Client (if age 18 or older) or


Dated:       ___________________________________
Client’s Parent, Guardian, Custodian or other

Authorized Legal Representative

Relationship to Client: ______________________

II.  SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION

PROTECTED BY STATE OR FEDERAL LAW CONCERNING MENTAL HEALTH,

SUBSTANCE ABUSE TREATMENT OR AIDS-RELATED INFORMATION
I acknowledge that information to be released may include information that is protected by Federal and/or State law applicable to substance abuse, mental health, and/or AIDS-related information.  I SPECIFICALLY AUTHORIZE the release of confidential information relating to: [Place “YES” or “NO” in ALL applicable boxes:]

__________
Substance Abuse (drug or alcohol) Information from: ____________________________________________.

__________
Mental Health Information from: ____________________________________________________________.

__________
AIDS-related information, diagnosis, and test results from: _______________________________________.

Date:  ____________________

X________________________________________


Witness X_____________________________
Signature of Client (if age 18 or older) or



Dated:  _____________________________
Client’s Parent, Guardian, Custodian or other

Authorized Legal Representative

Relationship to Client:  ______________________

Federal and/or State law specifically require that any disclosure or re-disclosure of substance abuse, alcohol, mental health, or AIDS-related information must be accompanied by the following written statement:

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.

See also Chapter 228 and Chapter 141(A) of the Iowa Code and other applicable la.
NOTE: PHOTOCOPY OF THIS SIGNED AUTHORIZATION SHALL BE AS EFFECTIVE AS THE ORIGINAL.
