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AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI)
I understand that my treatment records are protected under the Health Insurance Portability and Accountability Act of 1996 (‘HIPAA’), 45 CFR, Parts 160 & 164 and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that I may revoke this consent at any time and that that any notice to revoke consent must be in writing. 
PATIENT NAME _______________________________________ Date of Birth _______________ Address (Mailing) __________________________________ Phone ____________________ 
                __________________________________ 
I authorize the meadows to use or disclose information from my mental health record, which may include information about psychiatric diagnosis and treatment to: 
Name: ________________________________________ Phone _________________________ 
Address:______________________________________________________________________
_____________________________________________________________________________ 


[bookmark: _GoBack]Client Signature:______________________________________ 
Date: _______________________

Witness: ____________________________________________

Date: _______________________ 
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