
AUTHORIZATION FOR 


THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
I, __________________________, do hereby authorize any physical or mental health provider, to disclose any and all protected health information in my file, including but not limited to psychotherapy notes, to the following persons:

1)

2)

3)

This information is to be provided at my request for their use in assisting me with health care decisions. This authorization shall remain in effect until revoked by me.
 I acknowledge that I have the right to revoke this authorization in writing at any time to the extent a provider has not taken action in reliance on this authorization.  I acknowledge the potential of redisclosure of my protected health information by the authorized recipients and that it will no longer be protected by the federal Privacy Rule. 

I further acknowledge that no treatment has been provided to me conditioned on my signing this authorization.  
Signed this ___ day of ____________, 20__
____________________________________________

Signature

____________________________________________

Printed name

Date of birth: _________________

Social Security Number: ____________________

Address: _________________________

Phone number: ____________________
