HEART AND SOUL COUNSELING

AUTHORIZATION FOR RELEASE OF INFORMATION

Request for Information Regarding: _________________________________  __________________________ _________________






(Client Name)


             (Date of Birth)
          (S.S. Number)

I hereby give permission for:
 FORMCHECKBOX 

Name _____________________________







Heart and Soul Counseling





933 High Street, Suite 120B






Worthington, OH 43085






614-432-3378

Check all that apply:
 FORMCHECKBOX 
 To release to

 FORMCHECKBOX 
 To secure from

___________________________________________________________________________________________________________

(Name of Person and/or Agency Releasing/Securing Information)

___________________________________________________________________________________________________________

(Street Address)



(City, State, Zip)


(Phone Number)


(Fax Number)

This authorization is effective for records from ___________ (date) through ___________ (date).  

I authorize the following information to be released:

 FORMCHECKBOX 

Diagnostic assessment report
 FORMCHECKBOX 

Psychiatric/psychological assessments and reports

 FORMCHECKBOX 

Report of current functioning
 FORMCHECKBOX 

Termination/discharge summary

 FORMCHECKBOX 

Individualized Service Plan
 FORMCHECKBOX 

Other (specify): 


 FORMCHECKBOX 

Medical Records (specify): 





 FORMCHECKBOX 

School Records (specify): 





This authorization includes release of records relating to (initial as applicable):

_____
Diagnoses and/or treatment for alcohol and/or drug abuse

_____
HIV test results

_____
AIDS diagnoses and/or treatment

_____
Diagnoses and/or treatment relating to other communicable diseases

Please indicate here exceptions or exclusions, if any, to information being released:

___________________________________________________________________________________________________________

This authorization for use/disclosure is for the following purpose: ________________________________________________________

My refusal to sign this authorization will not affect my ability to obtain treatment, payment, or enrollment in a health plan.   This authorization will remain effective for six months unless an earlier date or condition/event is specified here: ______________
However, I understand that I have the right to revoke this authorization, in writing, at any time, and that the revocation will be effective except to the extent that Heart and Soul Counseling  has already taken action in reliance on my authorization.  My written statement that I want to revoke my authorization should be delivered to Heart and Soul Counseling, 933 High Street, Suite 120-B, Worthington, OH 43085.
NOTE TO ACCOMPANY DISCLOSURES: This information has been disclosed to you from records whose confidentiality is protected from disclosure by State and Federal law.  ORC 5122.31, 45 CFR Part 2 and/or ORC 3701.243 prohibit you from making any further disclosure of it without the specific and informed release of the individual to whom it pertains, his/her authorized representative, or as otherwise permitted by law.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  

______________________________

_____________________________

________________

(client signature)




(printed name)




(date)

If this authorization has been signed or co-signed by a personal representative on behalf on an individual, his/her authority to act on behalf of the individual must be set forth here: ______________________________________________________________________

______________________________

_____________________________

________________

(parent/guardian signature)


(printed name)




(date)

10/19/2007
Heart and Soul Counseling

