AUTHORIZATION FOR RELEASE OF INFORMATION

I, __________________________________, whose date of birth is ____/____/____
     (Name of person whose information is being requested)
           (mm)   (dd) (yyyy)

authorize:

________________________________________________________________________

(Name of person/ agency being authorized to release information)

________________________________________________________________________
(Address of person/ agency being authorized to release information)

to release information to:

________________________________________________________________________

(Name of person/ agency being authorized to receive information)

________________________________________________________________________
(Address of person/ agency being authorized to receive information)


the following information: (Circle "Y" for "Yes" or "N" for "No" for each type of information)
Academic Records


Y  N

Diagnosis/ Presenting Problem
Y  N

Test Results


Y  N

Assessments/ Evaluations

Y  N

Medication Information

Y  N

Medical/ Dental Records

Y  N

Treatment Plans


Y  N

Behavioral Support Plan

Y  N

Progress Reports


Y  N

Discharge Summary/ Plan

Y  N

Drug and Alcohol Information
Y  N

Treatment Recommendations  
Y  N

Other (Specify):__________________________________________________________________________________
Means of release (Circle Yes or No): 
Written   Y   N
Verbal
Y   N
 Electronic (Fax/Email)    Y   N

Date upon which this authorization will expire: _____________________. 

(I understand that if I do not put a date, then this authorization will expire one year from the date it was signed below.)

* I understand that federal regulations (42 CFR part 2) prohibit the re-disclosure of drug and alcohol treatment information without my written consent or as allowed by the regulations. I understand that under Vermont statute, my health information can only be disclosed with my authorization or as mandated by an express provision of the law. For disclosure of information made to organizations outside the State of Vermont, all other health information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and no longer protected by this rule (Privacy Standards of the Health Insurance Portability and Accountability Act ( HIPAA) of 1996 )
** I understand that my treatment/support is not conditioned upon authorizing this disclosure. I understand I may revoke this authorization at any time except to the extent that the above listed agency making the disclosure has already acted in reliance on it. To do this I must contact the above listed person/agency authorized to release information in writing or report in person to the address listed to fill in the area below.

Authorized Signature: _______________________________________________________Date:________________

(Signature of person or Legal Custodian/ Guardian whose information is being requested)
------------------------------------------------------------------------------------------------------------------------------------------------

* Please sign below to revoke authorization.

I hereby revoke this authorization on _____________________ (Date) at ________________________ (Time). Do not release any further information under this authorization.

Signature: ___________________________________________

