	                        Rawlings Community Counseling

                                                       6807 Cody Street ~ Bonners Ferry, ID 83805

                                                       Office: 208-267-0900      Fax: 208-267-6100


AUTHORIZATION FOR THE RELEASE OF PROTECTED INFORMATION

____________________________________           _________                      ____________________        

Client Name                                                           DOB                               Date                                  

I hereby freely and voluntarily authorize ______RAWLINGS COMMUNITY COUNSELING___________

                                                             Name of Facility

Check one:   _____ Release or Disclose records of my health information to:

                  _____ Obtain records of my health information from:

Individual, Facility, Organization_________________________________________________

Address  ____________________________________________________________________
             ____________________________________________________________________                                                                      

             ____________________________________________________________________

Telephone Number  _______________________              Fax Number__________________________

The information to be disclosed includes:

 FORMCHECKBOX 
Discharge summary                           FORMCHECKBOX 
Psychiatric assessment                               FORMCHECKBOX 
 Consultation Reports

 FORMCHECKBOX 
Treatment/Program Plans                   FORMCHECKBOX 
 Psychological Testing                                FORMCHECKBOX 
 Medication Records

 FORMCHECKBOX 
Immunization Record                         FORMCHECKBOX 
Other In-House Clinical Assessments            FORMCHECKBOX 
Court/Probation Records

 FORMCHECKBOX 
History and Physical                           FORMCHECKBOX 
Substance Abuse Treatment Records           FORMCHECKBOX 
 Educational Records

 FORMCHECKBOX 
Laboratory Tests                                FORMCHECKBOX 
Verbal/Written Progress Updates 

Other (please specify):_________________________________________________________________________

The purpose for disclosing this information is:

 FORMCHECKBOX 
To assist in clinical treatment planning                    FORMCHECKBOX 
 to assist in educational placement                  FORMCHECKBOX 
 For personal use

 FORMCHECKBOX 
To assist in medical treatment planning                   FORMCHECKBOX 
 to co-ordinate discharge planning/placement

 FORMCHECKBOX 
To assist in obtaining payment                               FORMCHECKBOX 
 to keep the above informed
Other (please specify): __________________________________________________________________________

I understand that the provision of health care treatment to me/my child cannot be conditioned upon my agreement to sign an authorization for the disclosure or use of health information for purposes other than for treatment, payment and healthcare operations. I understand that the person I am authorizing to use or disclose this information is not being paid for doing so. I understand that if the person or entity that receives the information described above is not a health care provider or health plan covered by Federal Privacy regulations, the information may be re-disclosed and no longer protected by these regulations. However, the Federal Substance Abuse regulations prohibit recipients from re-disclosing information pertaining to substance abuse diagnosis or treatment without my authorization. These Federal rules also restrict any use of the information to criminally investigate or prosecute any recipient of alcohol or drug abuse treatment.

I understand that I have the right to revoke this authorization at any time by giving written notice to the facility, except to the extent that Ascent has already taken action in reliance on it; and that I have the right to inspect or copy any information that is to be disclosed under this authorization. This authorization will expire in 180 days or as otherwise specified:  ____________________.

Client Signature:___________________________________________________                   Date________________________

(Required for drug and alcohol treatment or over age 18)
Parent or Guardian:___________________________________________________                  Date_________________________

Witness:____________________________________________________________                  Date:________________________
[PP480-10/05]

