AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

I authorize staff of the ____________________________________Program to furnish information from its records, and receive information from other agencies’ records, as needed, for service and treatment to meet my needs.

This information may be shared with: 
_____________________________________________________Hospital, _______________________________________________________Clinic, _________________________________________Transitional Care Unit, ____________________________________________________Pharmacy,________________________________________________________Other.

This information may include any of the following:  name, address, birth date, social security number, physician and insurance information, service plan, diagnosis, medication information, assessment data, progress on goals, advance directive information, and other information as needed.

This authorization may be revoked by the undersigned upon written notice received by the provider and such revocation shall take effect from and after receipt by the provider.  However, any release made prior to the receipt of revocation shall be deemed valid.

Verbal Tennison given:


Yes

No

    (Circle)

____________________________________________      ______________

Signature of Client or Guardian




  Date

____________________________________________      ______________

Signature of Staff






  Date
