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Savannah Carter, LPC 1504 North Main Street(  Meridian, ID 83642 (   435.229.7435
AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI)
Client Name:___________________________________________________
DOB:_______________________
Mailing Address:________________________________________________
Phone:______________________

I hereby authorize Savannah Carter, LPC to:

___ Release Information to:
___Obtain information from:

Agency/Individual Name:_________________________________________ Phone:_______________________

Address:______________________________________________________
                                 Fax no:_______________________

1. Information to be released: 
Service dates 
From:_____________
To:_______________

___All

___Psychiatric evaluation(s)

___Mental health assessment(s)

___Psychiatric/Mental health progress notes

___Lab reports

___Treatment plan

___Medication list

___Diagnoses

___Other______________________________________________________________________________________

2. Initial specific consent to release any and all records that may contain information pertaining to:

___Drug/Alcohol abuse/Treatment/Rehab   ___AIDS/HIV status  ___Psychiatric treatment

3. Purpose of disclosure

___Changing physicians/Providers

___Coordination of care

___Legal

___Insurance

___Consult/Second opinion

___School

___Disability/Benefits application

___Other___________________

I understand that authorizing the disclosure of my PHI is voluntary. I understand that this authorization will expire on________ or one (1) year after I have signed this release. I understand that I may revoke this authorization at any time by notifying Savannah Carter, LP
C. in writing and it will be effective on the date notified except to the extent action has already been taken in reliance upon it.
I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer be protected by Federal privacy regulations. My treatment and payment for my treatment will not be affected if I do not sign this form. I understand that I may see and copy the information described on this form if I ask for it. I understand that I will be charged a fee to receive a copy of requested records. There is no charge for medical records if copies are being sent to facilities for ongoing care or follow-up treatment. 

Notice to recipient of records: You may be receiving information that pertains to Drug Alcohol Abuse Treatment Rehabilitation. This information is protected by the following: Prohibition on redisclosure: This information has been disclosed to you from records whose confidentiality is protected by federal confidentiality rules (42 CFR Part 2) prohibiting you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse client. 

_____________________________________________________

________________________________

Client/Legal guardian/Authorized person signature             Date

Relationship to client

__________________________________

_____________________________________________

If other than client, print name


  Witness signature


Date

