
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

PATIENT’SNAME_________________________________________________

Iauthorize________________________and/or_________________________,and/or
  (NameofHMO)  (NameofBHO)

thefollowingperson/agency/group:

_________________________________________________________________________
Provider/Agency/GroupAddress  City  State ZIP

Todiscloseinformationandrecordsregardingmytreatment,medicaland/orbehavioral
healthconditiontothefollowingprofessionalperson/agency,physicianand/orfacility;

_________________________________________________________________________
Provider/Agency/GroupAddress  City StateZIP

Informationtobereleasedorexchangedinclude(checkallthatapply):

_______Historyandphysical

_______DischargeandSummary

_______BehavioralHealthTreatmentRecords

_______LaboratoryReports

_______PhysicalHealthTreatmentRecords

_______MedicationRecords

_______InformationonHIVorcommunicablediseasetreatment

_______Other(specify)______________________________________________

Theauthorizedpurpose(s)forthisreleaseare:

_______DiagnosisandTreatment

_______CoordinationofCare

_______InsurancePaymentPurposes

_______Other(specify)______________________________________________



IunderstandthatmyhealthandbehavioralhealthrecordsareprotectedfromdisclosureunderFederal
and/orstatelaw.Imayrevokethisauthorization.ThisauthorizationisvaliduntilIrevokeitor60
daysafterIhavecompletedtreatment,whicheverissooner.OnceIrevokethisauthorization,no
informationcanbereleasedexceptasauthorizedorallowedbylaw.Filecopyisconsideredequivalentto
theoriginal.

ThisauthorizationwasexplainedtomeasIsigneditofmyownfreewillon:

The______________dayof________________,20____.
  

_____________________________________________________________________________
SignatureofClientSignatureofWitness

______________________________________
SignatureofParent,Guardian,orAuthorizedRepresentative,ifrequired

NOTICEOFCLIENT’SREFUSALTORELEASEINFORMATION:

Ihavereviewedtheabovereleaseofinformationformandrefusetoauthorizereleaseofhealthand
behavioralhealthinformationtomentalhealthand/oralcoholand/ordrugabusetreatment
providersand/orphysicalhealthproviders.

Executedthis_______________dayof_______________________,20____.
  

_____________________________________________________________________________
SignatureofClientSignatureofWitness

______________________________________
SignatureofParent,Guardian,orAuthorizedRepresentative,ifrequired

______________________________________
TOPERSONRECEIVINGTHECONFIDENTIALINFORMATION:  PROHIBITIONOFREDISCLOSURE

Federalandstatelawprotectstheconfidentialityoftheinformationdisclosedtoyourelatedtothe
individual’salcoholanddrugabusetreatment.Federalregulations(42CFRPart2)prohibityoufrom
makinganyfurtherdisclosureofthisinformationunlessfurtherdisclosureisexpresslypermittedbythe
writtenconsentofthepersontowhomitpertains,orasotherwisepermittedbysuchregulations.
Disclosureislimitedtothepurposeandpersonsincludedontheauthorizationform.TheFederalrules
restrictanyuseoftheinformationtocriminallyinvestigateorprosecuteanyalcoholordrugabusepatient.
Statelawsmayalsoprotecttheconfidentialityoftheclient’srecords.

TOTHEINDIVIDUALFILLINGTHISOUT:
Youhavetherighttoaskusaboutthisform.Youalsohavetherighttoreviewtheinformationyougiveus
ontheform.(Thereareafewexceptions).Iftheinformationiswrong,youcanaskustocorrectit.The
HealthandHumanServicesCommissionhasamethodofaskingforcorrections.YoucanfinditinTitle1
oftheTexasAdministrativeCode,section351.17through351.23.Totalktosomeoneaboutthisformor
askforcorrections,pleasecontactNorthSTAR.YoucanwritetoNorthSTARat1199S.BeltlineRd.,
Coppell,Texas75019.YoucanalsocalltheNorthSTARHelplineat1-972-906-2500.

Thepersonsigningthisauthorizationisentitledtoacopy.


