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Authorization for Release of Information





Name:__________________________________________     Date of Birth:_________    Soc. Sec. #:______________





I hereby authorize Paula J. Detjen, PLLC to __ receive from, __disclose to, __exchange with: 








(name/title of person/organization)








(address, city, state, and zip code)





protected health information about me.  The use or disclosure shall be limited to the information, persons, purposes, and timeframe described below.





INFORMATION TO BE USED OR DISCLOSED





	__ Discharge Summary			__ School IEP / Evaluation Summary Report


             __ Treatment Plan/Review		__ Mental Health Records


	__ Progress Notes			__ Health History/Current Status


	__ Testing Results			__ Other: ________________________________





PURPOSE OF THE REQUESTED USE OR DISCLOSURE





The protected health information may be used for each of the following purposes:


	__ At the request of the individual.	__ Continuity of Care


	__ On-going Coordination of Care	__ Other, as specified below


						_________________________________________


	 


EXPIRATION DATE





I understand that I may cancel this consent at any time prior to the information being released and that in any event this consent form expires automatically 365 days after signing.





PLEASE NOTE THE FOLLOWING





You may refuse to sign this authorization.  Your refusal will not affect your ability to obtain treatment or payment. 





________________________________________               ____________________________________    


Client’s (or Legal Representative’s) Printed Name			          Date





________________________________________               ____________________________________                                                                                      


Client’s (or Legal Representative’s) Signature		     Capacity or Authority of Legal Representative*	


                                                                                    *(may be requested to provide /attach verification of rep. status)











Federal Law “This information has been disclosed to you from records whose confidentiality is protected by Federal Law prohibits disclosing this material. Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general authorization for the release of medical or other information is not sufficient for this purpose.”  


















