[image: image1.jpg]


  

Best® Counseling Services
Phone (707) 971-9120   FAX: (925) 978-4219

AUTHORIZATION FOR RELEASE OF INFORMATION
(HIPPA Compliant)

I, _____________________________________  authorize

       (Name of Person Signing Authorization)                        

______________________________________________________ to release health information

       (Name of person / Facility releasing information)

about ______________________________________________, _________________________.

              (Name of person whose information is being released)              (Date of Birth)

to:   _________                                                                                                          .
Information to Be Released

General Medical Information
 (


                Outpatient Clinic Records 
 (


History and Physical Exams
 (                                                 Admission Notes                 (
Progress Notes

 (                                                 Treatment Plans                   (
Consultations / Evaluations
 (                                                 Discharge Summary            (
Other (specify) _____________________________________________________________

The time period for the information above shall be from ______________  to  _____________.

Purpose of this Release:  _______________________________________________________

Notice:  Health service providers, facilities and plans are required by law to keep your health information confidential.  If you have authorized the disclosure of your or your minor child’s health information to someone who is not legally required to keep it confidential, it may no longer be protected by state of federal confidentiality laws.

My Rights:

I understand that this authorization is voluntary. 

I may revoke this authorization at any time prior to the release of information from the disclosing party.  Written revocation will not affect any action taken in reliance on this authorization before written revocation was received.

I am entitled to receive a copy of this authorization.

Expiration of Authorization:

Unless otherwise revoked, this Authorization expires ____________.  If no date is indicated, this Authorization will expire 12 months after the date of signing this form.  A copy of this authorization is valid as the original.  I have the right to receive a copy of this authorization.

Date___________________  Signature of Patient  / Parent ______________________________
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