AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

PATIENT’S NAME ________________________________________ Date of Birth:_________________

I authorize the following person:

Julie Sullivan, LMHC

917 NE 73rd St.   
Seattle, WA
      98115
(206)941-6209
Provider



 Address 
City 
State 
         ZIP
  Phone no.
to disclose information and records regarding treatment and/or behavioral

health condition to the following professional person/agency, physician and/or facility:

_________________________________________________________________________

Provider/Agency/Group

 
Address 

City 
State 

ZIP

Phone:  ___________________

Information to be released or exchanged include (check all that apply):

_______ Treatment information

_______ Diagnosis

_______ Other (specify) ______________________________________________

The authorized purpose(s) for this release are:

_______ Diagnosis and Treatment

_______ Coordination of Care

_______ Insurance Payment Purposes

_______ Other (specify) ______________________________________________

I understand that my health and behavioral health records are protected from disclosure under federal and/or state law.  This authorization is valid until I revoke it or 90 days after the date of my signature, whichever is sooner. I understand that I have the right to revoke this authorization, in writing, at any time by sending such notification to my provider’s office address.  Once I revoke this authorization, no information can be released except as authorized or allowed by law. File copy is considered equivalent to the original.  I understand that this provider may not condition therapy services upon my signing an authorization unless creating health information for a third party is the sole purpose of the services provided.
This authorization was explained to me as I signed it of my own free will on:

Date: __________________
____________________________________   _________________________________________

Signature of Client 




Signature of Witness

_______________________________________

Signature of Parent, Guardian, or Authorized Representative, if applicable, and nature of relationship.
TO PERSON RECEIVING THE CONFIDENTIAL INFORMATION: PROHIBITION OF REDISCLOSURE

Federal and state law protects the confidentiality of the information disclosed to you related to the individual’s treatment. Federal regulations (42 CFR Part 2) 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 such regulations.  Disclosure is limited to the purpose and persons included on the authorization form.   State laws may also protect the confidentiality of the client’s records.

TO THE INDIVIDUAL FILLING THIS OUT:

You have the right to ask us about this form. You also have the right to review the information you give us on the form. (There are a few exceptions). If the information is wrong, you can ask us to correct it.  The person signing this authorization is entitled to a copy.
