[bookmark: _GoBack]AUTHORIZATION FOR RELEASE

_________________________________                                _________________________________ 
Name                                                                                        S.S. No. / I.D. No
_________________________________                                _________________________________
Birth Date                                                                                 Dates of Treatment/Service

The undersigned hereby authorized the release of information from the Medical Record of the above-named individual (check appropriate box(s) :

      FROM						       TO
Life Designs / Betty Heck, LCSW, CADC                  _________________________________
1117 Springview Dr.                     ________              _________________________________
Louisville, KY  40219  270-234-6780          		 _________________________________
                                                                                    _________________________________
   
      TO                                                                                                 FROM
   
TYPE OF INFORMATION TO BE RELEASED:

         Admission Summary                     Progress Notes                Treatment Plans                         Laboratory Tests
         Psychological Eval.	               Psychiatric Eval.               History & Physical	           Discharge Summary 
  __   Drug, Abuse, Alcohol Abuse  __ Medication	         Psychosocial                       ___  Attendance                                           
        Treatment Notes/Information        Assessment                ___Progress                               __  Prognosis  
  __  Treatment Information which may include Human Immunodeficiency Virus (HIV), Acquired Immunodeficiency          
         Syndrome (AIDS), or Tests for HIV.
        Other (Specify)_____________________________________________________________________________________
______________________________________________________________________________________________________
  
PURPOSE FOR RELEASE: ____________________________________________________________________                                                                

<<  <<  <<  <<  <<  <<  >>  >>  >>  >>  >>  >>

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by Federal Law (42 U.S.C. § § 290dd-22.)  Federal Regulations (42 C.F.R. Part 2) prohibit you from making any further disclosure of this information without the specific written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R. Part 2.  The 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.  I am giving this consent voluntarily and have been informed of the specific type of information that has been requested and the benefits and disadvantages of releasing information that has been explained to me.  I also understand that the provision of services is not contingent on my decision concerning this release of information.  

<<  <<  <<  <<  <<  <<  >>  >>  >>  >>  >>  >>
TIME LIMITATION OF RELEASE:  This authorization expires in 60 days or _________________________.  This release is subject to revocation at any time except to the extent that the program which is to make the disclosure has already taken action in reliance on it.  


____________________________________________________                           _________ ___________________________________________
Signature of Client					     Date

__________________________________________                     ___________________________________________
Signature of Client’s Parent/Legal Guardian			     Date

__________________________________________                      ___________________________________________
Witness						                    Date
<<  <<  <<  <<  <<  <<  >>  >>  >>  >>  >>  >>
Revocation of Release:  _____________________                          ___________________________________________
                                                Date revoked			      Signature of client, parent, or guardian

*******************************************FOR OFFICIAL USE ONLY*****************************************
Specific information released:____________________________________________________________________________________
Date information released:_______________________________________________________________________________________
Signature of staff releasing information:____________________________________________________________________________
Free copy:          ____Yes       ____No         Charge:  $__________________	
