CONSENT TO RELEASE INFORMATION

INES8TRUCTIONS

The individual cbtaining a release of information form from a client will review
the form with the client and insure that the person understands the content and
purposa of tha form.

‘ PREPARATION l

.

2.

The name, social security number, address, date of birth, and day phone
number of the person whose record you wish to have releasead appears here.

Complete with the name and address of the facility or physician releasing the
information.

Complete with the name and address of the facility or agency the information
is to be released to.'

This space is for the designation of the gpegific information being released;
i.e. the specific items of information being released must be named as such;
e.g., copy of nursing progress notes, physician notes, immunization forms,
madical history forms, atco.

The purpose for which the information is to be used is to be explained here
and must alsoc be gpecific.

Data, eavent, or condition at which point consent will automatically expire
(the time limit should be as brief as is possible with a periocd no longer
than 60 days being recommended, however, certain agencieas, facilities, or
unites may need a longer time allowance). This time limit ghould never be
mora than ona year. Oral revocation is effective. It is recommanded that
an attempt be made to obtain writtem revocatiom.

This space beara the representative’s signature. FORM SHALL BE COMPLETED
PRIOR TO SIGNATURE AND SHALL BE DATED.

The signature of the minor Patient/Client is applicable if the minor has
received treatment for substance abuse, venereal disease, pregnancy, abortion
or family planning. However, it is recommended that the minor’s slgnature
ba obtained in all cases, if possible.

Each signature ghall be witnessed by at least one (1) witness.

1L.unplrnt- consent form is required for each agancy/facility to which information
will be releasad.
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CONSENT TO RELEASE INFORMATION

Waiver of Confidentiality Form

All information that has besn gathered on an individual is personal and private, and you are not
required te releass this informatiom. Such information cannot be released without authorized
written permission, sxocespt as reguired by law,

I understand chat the information in the record of:

Hama: (1) Bogial Sscurity No.: (1)
Addzeas: (1) Dom: (1) Day Phona Mo.: (1]
Cley: (1) Beata: (1) Zip Code: (1)

is personal and privats. HOWEVER, I GIVE MY PERNTSSION FOR:

Mamer (2)

Addresa: (3]
Cikey: (3) Stata: ([2) 2ip Code: (2]

T@ RELEASE TO:

Mame: (3]
Adrasn: (3)
cieys (3) Stats: (3) Eip Codae: (3)

THE FOLLOWING SPECIFIC INFORMATION:

14)

Ky medical record or the above listed information is to be released for the specific purposes of:
(5]

I understand that my permission to release this information may be canceled at any time except whan
tha il:lfn.rl:fl:iﬂu b‘,r' already besn relsased. Ny permission to releass chis information will expire:
(&) -

The undersigned certifies that he/she is the parent/guardian/repressntative of the person listed
above and has the legal authorization to sign on behalf of the parson, whether by court order, or
by oparation of law.

(%) Wicneas Date (7]} Patient/Client Dates
(5] Witneas Data (8) Parent/Guardisn/Custodial |Dats
Agency

PLEASE ENCLOSE PICTURED IDENTIFICATION WITH YOUR REQUEST



