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Authorization to Use and Disclose Protected Health Information

Unless revoked, this authorization will remain in effect agency-wide and program-wide for the duration of my treatment and thirty
days after discharge for coordination of care or until:

First and Last Name: Date of Birth:

1. Person/Organization to disclose information to

Phone: FAX: Address:

2. Information will be used on my behalf to both release and receive information for the following purposes:
I; Evaluation Review I_ Treatment referral
I; Coordination of Care I_ All of above

I; Treatment planning

In accordance with HIPAA 42CFR, please list any specific information you would like to disclose
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