AUTHORIZATION TO USE OR DISCLOSE INFORMATION

Name of Student:_____________________________  DOB:_____________

I, ______________________________________, (Student/Parent/Guardian) authorize XXXXX (check all applicable)

(  ) receive from,     (  ) release to,     (  ) exchange information with, (  ) talk to
(Name and Address of Person/Organization to which release/exchange is to be made)
Use or Disclosed Information Limited to:

( IEP/IFSP and or Education Records

(  Psychosocial History/Diagnostic Assessment

(  Psychological Evaluation

(  Psychiatric Evaluation

(  Physical examinations or tests
(  Medication Information

(  Discharge Plan Summary

( Other _______________________________________________________

Purpose for Disclosure:

(  Coordinate Services

(  Eligibility for Services

(  Diagnosis and Treatment

(  Referral for Services

(  Other  ______________________________________________________

1. I understand that the information in my health record may include information about behavioral or mental health services and treatment for alcohol and drug abuse.

2. I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke the authorization, I must do so in writing.  I understand that the revocation will not apply to information that has already been released in response to the authorization.

3. The authorization will expire (insert date or event) __________________________________ if I fail to specify an expiration date or event, this authorization will expire one year from the date on which it was signed.

4. I understand that once the above information is disclosed, it may be re-disclosed by the recipient and the information may not be protected by federal privacy laws or regulations.

5. I understand authorizing the use or disclosure of the information identified above is voluntary.

6. The provider/facility will not condition treatment on whether I sign this authorization.

______________________________

_____________________________

Signature 





Date
Please send information to:

