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FAMILY SERVICE AND GUIDANCE CENTER                                        _____Process Release

325 Frazier Avenue Topeka KS  66606 
(785) 232-5005                                               _____Process Obtain

Authorization for Use and Disclosure of Protected Health Information
       _____File
_____________________________________________________________________          ___________________     ______________________________

Client Last Name

                          Client First Name 
     MI            DOB                                  SSN

I hereby authorize Family Service and Guidance Center, Inc. to release or obtain the following written documents:
Release   Obtain (Please check each applicable entry)
_______
  ______ Admission Evaluation Report


_______
  ______ Diagnosis Only Report



_______  ______ Treatment Plan(s) Report



_______  ______ Psychiatric Consultation Report

_______  ______ Psychological Evaluation Report


_______  ______ Discharge Summary Report
Release   Obtain (Please check each applicable entry)         
_______
  ______ Progress Review(s) Report
_______  ______ Hospitalization Screening Report
_______
 ______  Educational Report 
_______  ______ Medical Report 
_______
  ______ Other: ______________________________

_______
  ______ Other: ______________________________
I authorize the following form(s) of communication in order to coordinate treatment, allow discussion of treatment progress, and discuss relevant concerns or issues regarding client’s treatment including diagnosis.   (Please initial if applicable)       

     __________ Mail (Letter)                                          __________Electronic (Email)                                         __________Verbal (Face to Face or telephone)
RESTRICTIONS












The information indicated will be disclosed unless there are specific restrictions noted here: _____________________________________________
________________________________________________________________________________________________________________________
TO / FROM - NAME / AGENCY: _________________________________________________________________________________________
ADDRESS:   ___________________________________________________________________________________________________________
CITY, STATE, ZIP: ____________________________________________________________________________________________________
THE PURPOSE OR NEED FOR THE DISCLOSURE (Initial all that apply)           ________ Evaluation / Treatment Planning
    ________ Case Coordination
          
_______Legal Proceedings    _______School Placement
 ________Other__________________________________________________________________
EXPIRATION OF THE DISCLOSURE - I understand that this release will expire (Select One “X”):

___ On the following date: _____________________ (MM/DD/YY) Not to exceed one year from the signature date.  If the date is blank – will assume one year
___ Upon the following specific event, (Please describe.) _____________________________________________________________________________________.
 I understand that it is my responsibility to inform the FSGC Medical Records Clerk when the noted event is past.  Not to exceed one year from the signature date. 
I understand that enrollment, eligibility, payment, or treatment is not conditioned upon the execution of the authorization.  I understand that if the person or entity that receives the information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be re-disclosed and no longer protected by those regulations.  I understand that fees may be charged for preparing and sending copies of records.  I understand   that I may revoke this authorization at any time (except to the extent that action has been taken in reliance upon it) by providing verbal or written notice of revocation to FSGC 
______________________________________________________________________          
                                    ______________________
Client Signature if at Least 14 Years of Age





                                    Date 

__________________________________________________________
         ___________________________________________________
 Parent / Legal Guardian Printed Name / Relationship to Client
                         Parent / Legal Guardian Signature 

I have reviewed this document with the Client and/or Legal Guardian and have answered all questions asked of me to the best of my knowledge.





_______________________
_______________________________________________________________________________________________
Date


FSGC or Agency Staff Witness to Signature
*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 it without the specific written consent of the person to whom it pertains or except as otherwise permitted by such regulations

ROI.cw.0602/0803/ 0309 / 0909/1111             ** A photo static copy of this authorization shall be considered as valid as the original*

