Inspired Thoughts Counseling Service LLC Release of Information

Name of Client: _____________________________				DOB:___/___/___
The following program is authorized to:    Disclose	           Receive	             X Exchange information
[bookmark: _GoBack]I, _______________________________ hereby authorize_____________________________________ to transmit as detailed above, my information to Inspired Thoughts Counseling Service LLC for the purpose of: 
☒ Treatment Coordination    ☒ Assessment Information for Treatment Planning
☒ Information for ongoing treatment     ☐ Other: (please specify)  __________________________________________________________________________________________________________________________________________________________________________
Type of Information to be Disclosed:
☒ All information contained in the chart    ☒ Attendance records   ☒ All Lab Results   
☐ Other: (please specify) __________________________________________________________________________________________________________________________________________________________________________
Amount of Information to be Disclosed:
☐ Most Recent Admission      ☐ Previous Three Months      ☐ All Information Contained in the Chart
☐ Other: (please specify)
__________________________________________________________________________________________________________________________________________________________________________
Client Signature/Date:___________________________________________                          ___/___/___
Signature of Staff Requesting Information/Date: _______________________________    ___/___/___
Revocation:  This authorization is subject to written revocation at any time except to the extent the program or person who is to make the disclosure has already acted in reliance on it.
This authorization expires: (please specify Date, Event, and /or Condition)_______________________
________________________________________________________________________________________________________
Prohibition against Re-Disclosures: This information has been disclosed to you from records protected by federal confidentiality rules.  The federal rules prohibit you from making any further disclosure of the information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R., Part2.  A general authorization for the release of medical or other information is not sufficient for this purpose.  The federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug abuse clients.  Drug abuse patients records are also protected under Heath Insurance Portability and Accountability Act of 1996 (HIPPA),45 C.F.R., parts 160 and 164.  (These conditions apply to every page disclosed and a copy of the authorization will accompany every disclosure).

