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Authorization for Release of Confidential Information

The consumer should be requested to complete/sign this form upon admission into the program and annually thereafter unless updates are required


	Client Name
	     
	Client Date of Birth
	     
	Client ID Number
	     

	Site / Program Name
	     

	Site / Program Address
	     




I authorize Merakey to:
	Obtain from:
	
	Release to:

	     
	
	     

	Phone Number
	     
	
	Phone Number
	     


The following information
(Must be complete and include specific type of information to be released as well as specific time frame during which the requested information can be released)
	 FORMCHECKBOX 

	Entire Record
	 FORMCHECKBOX 

	Progress Notes
	 FORMCHECKBOX 

	Social History

	 FORMCHECKBOX 

	Independent Education Plan
	 FORMCHECKBOX 

	Psychiatric Evaluation
	 FORMCHECKBOX 

	Treatment Discharge Summary

	 FORMCHECKBOX 

	Neurological Evaluation
	 FORMCHECKBOX 

	Psychological Evaluation
	 FORMCHECKBOX 

	Treatment Plan

	 FORMCHECKBOX 

	Past Psychiatric History
	 FORMCHECKBOX 

	Services Rendered Form
	 FORMCHECKBOX 

	Other  
	     

	For the timeframe from
	     
	to
	     


I authorize the release of this information for the following purposes:

	 FORMCHECKBOX 

	Payer audits and quality improvement reviews

	 FORMCHECKBOX 

	and/or
	     


I understand that:

1. My records are protected under state and federal laws governing confidential healthcare information, including the Health Insurance Portability and Accountability Act of 1996 as amended (HIPAA/HITECH).  These records cannot be released without my authorization unless otherwise provided by state and federal regulations.

2. I may revoke this Authorization at any time, in writing to the Director of the program from which I received treatment, or orally in the presence of two witnesses if I am unable to sign, except to the extent that Merakey has acted in reliance on this authorization.

3. I may refuse to sign this authorization.  If I do, Merakey may NOT condition my treatment or eligibility for benefits on my signing this authorization.

4. Information disclosed pursuant to this authorization may be subject to re-disclosure by a recipient of such information.  It is possible that once disclosed, the confidentiality of this information may no longer be protected by the state and federal privacy laws.
I acknowledge that I have been offered a copy of this Authorization for Release of Information form:
 No
 Yes

	Date Authorization Given
	     
	Date Authorization Expires
	     
	

	If I do not specify an expiration date, this authorization will expire one year from the date on which it is signed


	

	     
	     
	
	     
	

	Person if 14 years of age or older Signature
	Date
	
	Name (Print)
	
	

	     
	     
	
	     
	
	

	Staff Person Signature
	Date
	
	Staff Person Name (Print)
	
	

	     
	     
	
	     
	

	Legal Guardian / Personal Representative Signature
	Date
	
	Legal Guardian / Personal Representative Name (Print)
	

	Relationship to Client:    Personal Representative
 Legal Guardian      Parent            Self
                    


	The signature of two (2) Witnesses is required if the person is physically unable to sign but has given verbal consent

	     
	     
	
	     
	     
	

	Witness (1)
	Date
	
	Witness (2)
	Date
	

	     
	     
	
	     
	     
	

	Print Name 
	Date
	
	Print Name 
	Date
	


PROHIBITION ON REDISCLOSURE: Confidential health care information has been disclosed to you from records whose confidentiality is protected by State and Federal law.  Federal and State laws prohibit you from making any further disclosures 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 is NOT sufficient for this purpose.
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