authorization for releases OF INFORMATION







 is hereby granted my permission to release to 

(Name of agency, hospital, institution)


(Full name & address of person, institution, or agency)

such information as may be necessary regarding the services for:




(Print or type full name of client)

Purpose or need for information: 








Specific information to be released:
  







This consent expires on :









(Specify date, event, or condition after which this consent is no longer valid)

This consent to disclose information may be revoked by the client at any time except to the extent that action has been taken in reliance thereon.








Signature of Client or Responsible Party



Relationship to Client



 
Date Signed

NOTE: As required by Section 2.32 (a)


Prohibition on Redisclosure of patients and/or persons being identified as an individual who abused alcohol or drugs.  This information has been disclosed to you whose confidentiality is protected by Federal law.  Federal Regulations (42CRF Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for release of medical or other information is not sufficient for this purpose.








