Dec. 4. 2008 10:47AM No. 4513

“FOUNDATYON FOR A MBALTHY FUTIRE
COUNSELING DEPARTMENT RELEASE OF INFORMATION

BD:

Name;

I authorize to release clinical information pertaining to my

(Provider, Facility, EAP)

treatment or my child’s treatment consisting of the following:

Intake/Assessment Case Progress notes
Treatment Plan Psychiatry notes
Discharge For/Summary Medication log
Gther-(specify)-
To:  Name:
Address:
Telephone:

This release is for the purpose of

(Date)

The authorization shall expire on*

* If a date s not entered, authorizatlon shall expire one year after the signature date. This consent is subject to
revocatlon at any time, except that said revocation shall have no effect with respect to information which has already

been released in reliance upon this consent.

Patient/Guardian/Legally Authorized Representative Signature  Name Printed or Typed Date

Witness Signature Neme Printed or Typed Date

Thls information has been disclosed to you from records whose confldentlality is protected by federal law, Federal
Regulation (42 CFR-part 2) prohlblts you frem maldng any further disclosure of it without the specific written consent
of the person 1o whom it pertains, or as otherwise permitted by such regulations. A General Authorization for the
release of medical or other Information Is NOT sufficlent for this purpose.
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