Authorization for Release of Information

Patient's Name: Date of Birth: Social Security Number:;

l,the [ ]Client [ ]Parent [ ]Legal Guardian, hereby authorize Counseling Solutions of Alaska, LLC to:

(Check one per request) [ ] Obtain from: [ ]1Release to:
Person/Organization:
Address:
City/State/Zip:
Phone:
SPECIFIC Treatment Dates:
The Purpose of this Disclosure/Information (Initial your choices):
__ Continued Treatment Treatment Planning Personal Use Legal Use Other:
The following information (Initial each that applies):
_____Verbal Exchange of Information _____Medication Tracking Sheet ____History and Physical
___ Psychiatric Evaluation _____Attendance/Compliance/Appointments _____ Laboratory/Radiology Reports
__ Psychological Testing __ Physical Health Notes ____ Admission/Discharge Summaries
_____Psychiatric Notes ____ Treatment Plan __School Records
Mental Health Evaluation Mental Health Notes ____ Other:
Understand that the released information includes:
__Alcohol/ Substance Abuse Records __ Mental Health Records _ HIV Status

| authorize the use of a telefax (Fax) of this form as the original for the release or disclosure of the information requested. |

understand that authorizing the disclosure of this health information is voluntary. | can refuse to sign this authorization. | need not sign this
form in order to ensure treatment, payment, enrollment, or eligibility of benefits. | understand that | may inspect or copy the information to
be used or disclosed, as provided in CFR 164,524. | understand that any disclosure of information carries with it the potential for an un-
authorized re-disclosure and the information may not be protected by federal confidentiality rules.

I understand that | have a right to revoke this authorization at any time. | understand that if | revoke this authorization | must do so in writing
and present my written revocation to Counseling Solutions of Alaska, LLC’s Medical Records Clerk. | understand that the revocation will
not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Without a written
cancellation, this authorization will remain in effect for 1 year unless an earlier date or condition/event is specified here:

For Minors
Signature of Patient Date
Signature of Legal Guardian/Relationship Date
Signature of Witness Date Printed Name of Parent/Legal Guardian Date
CSA, LLC PROVIDERS MARK A BOX (Action to be Taken): For Office Use Only:
[ ]1Send for ROI [ ] Send ROI Only Date Send: By Whom:

[ ] Release CSA, LLC Records [ ] File ROI Only Unable to Process Due to:




ATTENTION

Prohibition on Redisclosure:

* This information has been disclosed to you from records whose
confidentiality is protected by federal law. Federal regulations
(42 CFR Part 2) prohibit you from making any further disclosure
of this information except with the specific written consent of the
person to whom it pertains.

* A general authorization for the release of medical records or
other information, if held by another party, is not sufficient for
this purpose. Federal regulations restrict any use of the
information to criminally investigate or prosecute any alcohol or
drug abuse patient.

* Federal regulations state that any person who violates any
provisions of this law shall be fined not more than $500, in the
case of a first offense, and not more than $5,000 in the case of
each subsequent offense.

Thank you.



