  Life Solutions Psychotherapy
20 Arcampus Drive
Rochester, NY 14612
(585)225-9720

Fax: (585)225-6898                                            


	Authorization for Release of Behavioral Health and/or Medical Information 

	Patient Name:  
	
	Date of Birth: 
	


I authorize that the requested information may be     FORMCHECKBOX 
 released to      FORMCHECKBOX 
 received from:

	
	
	

	PRIMARY CARE PHYSICAN / INSURANCE COMPANY/ OTHER CONTACT NAME
	
	Contact Name for Organization/Facility/Program

	
	
	

	Address
	
	City, State  Zip Code

	(         )
	
	(         )
	

	Phone
	
	Fax
	


I authorize that the requested information may be     FORMCHECKBOX 
   released to     FORMCHECKBOX 
   received from

	       Life Solutions Psychotherapy 
	
	

	Contact Name
	
	

	20 Arcampus Drive  Rochester, New York 14612

	Program Address

	(585) 225-9720
	
	(585) 225-6898
	

	Phone
	
	Fax
	


PURPOSE OF THIS REQUEST: (Check one):
 FORMCHECKBOX 

Healthcare
 FORMCHECKBOX 

Insurance coverage
 FORMCHECKBOX 

Discharge Planning 

 FORMCHECKBOX 
  Housing     FORMCHECKBOX 
  Disability Determination     FORMCHECKBOX 
  Personal    FORMCHECKBOX 
   Other  ______________________________________________
TYPE OF INFORMATION AUTHORIZED:   FORMCHECKBOX 
  Drug/Alcohol Evaluation and/or Treatment    FORMCHECKBOX 
 Psychiatric Evaluation and /or Treatment






 FORMCHECKBOX 
  Medical Evaluation and/or Treatment
TYPE OF RECORDS REQUESTED:      FORMCHECKBOX 

Inpatient: date(s) __________________
 FORMCHECKBOX 
  Outpatient: date(s) _________________


                                           FORMCHECKBOX 
  Other:  date(s) _any and all records___________

SPECIFIC INFORMATION AUTHORIZED (select one or more as appropriate):

	 FORMCHECKBOX 
  Assessments
	 FORMCHECKBOX 
  Progress Notes
	 FORMCHECKBOX 
  Laboratory Test Results:  
	

	 FORMCHECKBOX 
  Diagnostic Impression
	 FORMCHECKBOX 
 Discharge Summary
	 FORMCHECKBOX 
  Diagnostic Test Results:  
	

	 FORMCHECKBOX 
  Treatment Plans
	 FORMCHECKBOX 
  Educational Information
	 FORMCHECKBOX 
  Other:  
	

	 FORMCHECKBOX 
  Treatment summary (include history/physical, laboratory tests & x-ray reports)
	

	 FORMCHECKBOX 
  Entire copy of the inpatient/outpatient record checked above.
	


One-time Use/Disclosure:  I authorize the one-time use or disclosure of the information described above to the 

person/ provider/organization/facility/program(s) identified.     My authorization will expire:
· When the requested information has been sent/received

 FORMCHECKBOX 
  90 Days from this date                            FORMCHECKBOX 
  Other: ___________________________________

Periodic Use/Disclosure:  I authorize the periodic use/disclosure of the information described above to the person/provider/organization/facility/program(s) identified as often as necessary to fulfill the purpose identified in this document.

My authorization will expire: 

 FORMCHECKBOX 

When I am no longer receiving services from ________________________________________

 FORMCHECKBOX 

One year from this date.       

 FORMCHECKBOX 
   Other:  ____________________________________

	I understand that:

· I do not have to sign this authorization and that my refusal to sign will not affect my abilities to obtain treatment.
· I may cancel this authorization at any time by submitting a written request to the Strong Health Program address above, except where a disclosure has already been made in reliance on my prior authorization.

· If the person or facility receiving this information is not a health care or medical insurance provider covered by privacy regulations, the information stated above could be redisclosed.

· If the authorized information is protected by Federal Confidentiality Rules 42CFR, Part 2, it may not be disclosed without my written consent unless otherwise provided for in the regulations.  

· Release of HIV-related information requires additional authorization. 

· If the medical record information is not sent to another care provider there may be a charge for the requested records.


               SIGNATURE of Patient or Representative 






  DATE_______________
Relationship to Patient (if requester is not the patient):  FORMCHECKBOX 
 Parent     FORMCHECKBOX 
  Legal Guardian   FORMCHECKBOX 
  Other _______________________
Patient or Representative has been provided a copy of this authorization:  ______________________________________________________

SBH Auth hard copy 4-03








Staff member providing copy

DOCTOR’S NAME ON 1ST RELEASE


INSURANCE CO. ON 2ND RELEASE 











