Telecare Corporation
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION 
CLINICAL /PSYCHIATRIC/ DRUG-ALCOHOL ABUSE

	LAST NAME
	FIRST NAME

	DATE OF BIRTH
	SOCIAL SECURITY #


I, authorize that my records/information be released from:
	INDIVIDUAL/ORGANIZATION           
	PHONE   

	ADDRESS:   
	CITY      
	STATE 
	ZIP 


I, authorize that my records/information be released to:
	INDIVIDUAL/ORGANIZATION          
	PHONE

	ADDRESS:   
	CITY
	STATE
	ZIP


 	A:  The following information:

· [bookmark: _GoBack]All health information pertaining to my medical history, mental or physical condition and treatment received; OR
· Only the following records or types of health information (including any dates):
_______________________________________________________________________________________
	_______________________________________________________________________________________
	_______________________________________________________________________________________
	_______________________________________________________________________________________

B:   I specifically authorize release of the following information (check as appropriate):

· Mental health treatment information ____________________ (initial)
· HIV test results_____________________________________ (initial)
· Alcohol/drug treatment information ______________________(initial)

C.  Purpose of requested use or disclosure:  

· Patient request  OR  Other:_________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
   Limitations, if any: __________ ___________________________________________________________________
     ___________________________________________________________________________________________
     ___________________________________________________________________________________________

D.  Expiration:  This expiration expires on (date):_____________________________________________________



E:  My Rights
· I may refuse to sign this authorization.  My refusal will not affect my ability to obtain treatment or payment or eligibility
· I may inspect or obtain a copy of the health information that I am being asked to allow the use or disclosure of.

· I may revoke this authorization at any time, but I must do so in writing and submit it to the following address;;
---------------------------------------------------------------------------------------------------------------------------------------------------------
Signature to Revocate: 
Signature: ____________________________________________________________________________________
               (Patient/legal representative)  If signed by a person other than the patient
   Date: __________________________________________ Time: _________________ _________AM / PM
My revocation will take effect upon receipt to the extent that otherwise have acted in reliance upon this authorization
· I have a right to receive a copy of this authorization
· Information disclosed pursuant to this authorization could be disclosed by the recipient.  Such disclosure is in some cases not prohibited by California law and many no longer be protected by federal confidentiality law (HIPAA).  However, California law prohits the person receiving any health information from making further disclosure of it unless another authorization for such disclosure is obtained from me or unless such disclosure is specifically required or permitted by law
_____________________________________________________________________________________________
F.  Signature

Date: __________________________________________ Time: _________________ _________AM / PM

Signature: ____________________________________________________________________________________
                  (Patient/legal representative)
If signed by a person other than the patient, indicate relationship: __________________________________________

Print name: ____________________________________________________________________________________
		(Legal representative)
____________________________________________________________________________________________
Minors:  If  a minor aged 12-18 has consented to the Drug/Alcohol Program treatment, as permitted under California law, ONLY the minor’s signature should be obtained.  If the parent/.guardian’s consent was required for treatment of the minor, federal regulation applicable to Drug/Alcohol Abuse Program records require the signature of BOTH the patient and the parent, guardian or other person authorized to act by State law in his/her behalf.  Intent for the purpose
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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