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Consent to Release Information

Name:______________________________________________________________________________
Social Security Number: ___________________________ Date of Birth: _________________________
Home Address: _______________________________________________________________________
City:_______________________________ State:____________________ Zip Code:________________
Phone: (________)___________________________ Phone: (________)_________________________

I hereby authorize Loretta Macias, LPC Intern, LCDC, to release my confidential health information to the following and/or to receive said information from the following:
Name/Agency: __________________________________________Attention:______________________
Address: ____________________________________________________________________________ City:_______________________________ State:____________________ Zip Code:________________
Phone: (________)___________________________ Fax: (________)____________________________

I authorize the following information be released: (please check all that apply)
_____ All Treatment Records for specified dates of treatment as follows: __________________________
_____ Screening Results Report with summary of findings and recommendations
_____ Discharge Summary
_____ Continuing Care Plan
_____ Laboratory/Radiology Reports (includes Drug Screen, EKG, and other test results)
_____ Assessments (includes History and Physical, Bio-Psychosocial Assessment, Diagnostic Summary)
_____ SASSI Results
_____ Psychiatric/Psychological Testing (includes Psychiatric Evaluation, Beck, Millon, ADHD Screening)
_____ Master Treatment Plan and Treatment Plan Reviews
_____ Progress Notes (includes Physician, Clinical, and Nursing)
_____ Medications and Physician Orders
_____ Verbal reports of my history, progress and recommendations following treatment
_____ Other: ___________________________________________________________________

Description of the purpose for the disclosure: (check one)
_____ Continuum of Care _____ Personal Use _____ Legal Purposes ____Other: __________________

DISCLAIMER: I understand that information to be used or disclosed pursuant to this authorization form may include information relating to: (1) Acquired immunodeficiency syndrome (“AIDS”) or human immunodeficiency virus (“HIV”) infection; (2) treatment for drug and/or alcohol abuse; and/or (3) Mental or Behavioral Health or Psychiatric Care. 42 CFR Part 2: 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 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.
CONDITIONS: I certify that this request has been made freely, voluntarily and without coercion and that the information given above is accurate and to the best of my knowledge.
RE-DISCLOSURE: Federal law prohibits the person or organization to which disclosure is made from making any further disclosure of this information unless further disclosure is expressly permitted by written authorization of the person to whom it pertains or as otherwise permitted or required by law.
REVOCATION: I, the undersigned, understand that I may revoke this authorization at any time by notifying Loretta Macias in writing, except to the extent that action has been taken in reliance on it. I further understand and agree that this consent may not be verbally withdrawn.
PHOTOCOPY: A photocopy of this authorization is valid as an original.
EXPIRATION: This authorization will expire 180 days from the date of my signature, or as otherwise specified as follows:_______________________________

Signature: _____________________________________________ Date: _________________________



Revised: 7.25.11
