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Cllent:

Actual Date:
Name of Reclplent:
Agency Staff:

rization to Release and/or Exchange Information
TR Yod [y f

$ 47

Clienl Social Securily Number (last four diglls)
Cllent Phone Number

), the undarsignad, hareby authorize OhioGuideslone and its subsidiary organizallong, Including A Ranewad Mind (colleclively "The Agency") o use or
disclose my personal health Informatlon and/er confldentlal Information as described below to:
Name of Reclplenl

Raclplant Phona

Recipient Fax

Recipient Address (Sireal)

Raclplent Cily, Stale Zip

1 furliher authoriza tha EXCHANGE of Information and for Lhe party idenlified as Retlplanl above to also disclase my personal healih informalion and/or
confidenlial information la the Agancy.

EIYes
D Na

Type of Information to ba Releasad/Exchanged:
O Mental Heallh AssessmenllevalualiohsD Trealmeant PlanTR/Trealmenl UpdatesD Progreas Notesl:lGeneral Medical Resords (axcepl
HIV/IAIDS ralalad dlagnosls and trealmf:nt)[::l Parlial Hospitalization Rewrdam HIV/AIDS Relatad Dlagnusls[:l Court Reporiss=1 Employmenl
RecordsL5enool RepontsiRacordsnEPMFEL] Discharge Summary I AtaoholDrug Assessment (Locy Aleahalirug Treatment Summaryl
Alcohol/Drug Treatmenl Flanl:l Alcohol/Drug Prograss Noles Alcohol/Drug Discharge Plan Urinalysis/Breathalyzer Resulls— Othar

If Other selected, specify:

A dala range for lhe time period to be released should be complated when racords are requested or when only limited informalion is to be releaged, (f
no dates are enterad, no Uma framea limltation will be applied.

Dale of Service to Release (FROM):
Dale of Service to Relaasa (TO):
Purpose for Disclosure: (REQUIRED)
{purpose for disclosure musl be compleled prior ta pracessing, a.g., conlinully of care, personal use, legal)

| underaland and acknawledge that Lhe requesled informalion may cantain Informallon ragarding physlcal and mental illness, HIV test results or
diagnosis, AIDS or AIDS ralaled condlllong, alcohol and/or drug dependence/abuse”, | alsa undarstand thal Informatlon used or disclosed according to
thlz aulhorization may be subject to re-digclosurs by Lhe raclplent and may no longer be protected.

1 undersland Lhat | may see and copy the informalion described an this form If raquasiad In wrifing. | alzo understand that lhe provider may not condilion
treatmenl, paymenl, enrollmant ar ellgibllity for benefits on whelher | sign this aulhorization. The heallh cara providers llsted above will not receive
financlal ar in-kind compensation in exchanga for using or disclosing my health care informalion.

| undersland | have a right to revoke lhis authorizatian (In willlng) at any time. | understand thal he revocation will nol apply to Infarmallon thal has
already bean released In response to Lhis authorizalion.

If not revoked, this authorlzation will expire one year from the date of signature or on the following dale, event or condltlon (if earlier) :
Evant of condilion for revocatian

| undersland there may be charges for ihe copying and relaase of Informallon and accept financial responsibilily for lhose charges. | understand and
agree Lhal a copy of Ihis aulharizatlon shall have (he same force and effect as the orlginal.

Cllant Slgnature:



Printed Name:
Date:

Parent/Legal
Guardian/Representative®*;

Printed Name:
Date:

“prahipition Agalnst Ra-Dlzclosure

This information hew been dlsclosed lo you from racords protected by federal confidentiality rules. The federal rules prahibit any furthar disclosure of this
information unless further disclosure ig expressly permiited by the wriften consent of the person fo whom it pertains or as otherwise permitied by 42
C.F.R. Pan 2. A general authorization for the release of medical or other information iz NOT sufficlent for this purpose. The federal rules restrict any use
of Information ko eriminally Invastigate or prosecute and alcohol or drug abuse client.,

** If other than cllent slghatura, a copy of lagal papemwork venifying the cliant personal representative MUST sceompany tha raquest unless otherwise on
file with provider (e.g., ¢ourt sppolptad guardlan, durahle pawer of attomey for healthcare, grandparent power of sitorney). Excaption: Parent signing for
cllent under the age of eighteen and the County agency holding sligtody.

Revocation of Authorizatlon Releasa of Informatlon

At the date and time noted balaw, | haraby ravake parmlsslon for The Agency to further release information to the above-noted reclplent, axcapt to the
axlent the program has already acled in reliance upon it.

Client/Parent/Legal
Guardian/Representative:

Revaocation Date:
Rev 816:





