Delores Wilson Esq.

Jo Williamson
Chairperson

Presiclent/CEOQ
Board of Directors
Release of Information
I
Print Name P0B
Print Street Address City State Zip Code

give my permission to (JFK) to release the following specific information on me or my child,

Circle One
Print child’s name if under 14 years of age (MH only)

Type of information to be released: Client must initial all that applies

Psychiatric Evaluation/CBE/CBR Therapist Notes Doctor Notes

Medication Order Sheets Treatment Plans Intake Documentation

Discharge Documentation Other (Specify)
Requested dates of treatment

From To
To the following:
Print Name of Institstion or Intended Person(s)
Priat Address
The purpose of this authorization is
Specify
Note: The purpose for disclosure or release is at the request of the Individual.
This consent shall be in effect from to
Date Date (Not more than 1 yr.}

Client must initial the following:

I (we) understand that this authorization is voluntary and that my treatment, payment for
services, enrollment, or eligibility for benefits will not be affected if I do not sign this form.

I will be told the name, address and the date when the information will be sent.
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Release of Information

I have the right to revoke consent at any time by written or verbal request to my therapist,
case manager or doctor unless the disclosure has already been made. If a verbal request is
made, the staff is responsible to put such request in writing.

Within 5 days of the date of this authorization, | have the right to inspect all information
to be released. After such time, my information will be automatically sent out.

I understand that information from sources other than JFK will not be released.

I understand that there is a potential for the released information to be redisclosed by
the recipient.

I consent to release and disclosure of my confidential Drug & Alcohol related information.

I have accepted / declined a copy of this form.
Circle One

Please initial or mark N/A if not applicable:
[ consent to disclosure of my treatment summary if any, in relation to my drug, alcohol
abuse or dependency to medical personnel, government officials, judges and

probation/parole officers and 3 party payors. This is pursuant to 4 PA Code § 255.5.

I consent to release and disclosure of my Confidential HIV - related information,

Print Client Name

Signature of Client Date

Print Name of Parent/Guardian of Child under 14 years of age (MH only)

Signature of Parent/Guardian of Child under 14 years of age (MH only) Date

Print Witness Name - Date
Witness Signature Unit/Title

This information complies and remains in accordance with the Health Insurance Portability and
Accountability Act of 1996,

Revised October 2011



