AUTHORIZTION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION
_____________________________________________________

______________________________
Name of Patient/Previous Names







Birth Date/ Medical Record #

________________________________________________________________________________________________________________________

Street Address






City



State

Zip Code

____________________________________________________________

Current Telephone Number

This form authorizes The Stone Center for Counseling and Leadership to disclose [ X ] or obtain [X ] my medical records and protected health information  as described below to/from:

_______________________________________________Located at _____________________________________________________________
Name














______________________________________________________________








______________________________________________________________
For the purposes as described below






The Stone Center for Counseling 










       1106 Harding Place
Information to be disclosed/obtained:





                       Charlotte, NC 28204










Phone:  704-665-0065   Fax:  704-335-4001
[  ]
Entire Record







          
[  ]
Progress Notes from ___________ to ____________ (specify dates)

[  ]
Other ___________________________________________

For:

___  the following dates:  _______________________________  to  _________________________________________

___ The entire duration of my treatment 
____________  I also authorize the release of privileged information including but not limited to alcohol/drug abuse, AIDS/HIV status and testing, initial here         venereal disease, genetic testing, mental health issues, psychotherapist/social worker communications unless noted here: 

___________________________________________________________________________________________________________________ .
Purpose For Need of Disclosure:  (Check all that apply)

_____
Changing Physicians

_____ 
Personal


_____ 
Legal Investigation or Action

_____
Coordinate of Care/Consultation
Other: ____________________________________
Redisclosure:   I hereby release any and all legal responsibility or liability that may arise from this authorized disclosure of information.

Right to Revoke this Authorization:  I understand written notification is necessary to revoke this authorization.  To obtain information on how to withdraw my authorization or to receive a copy of my withdrawal, I may contact the medical records office.  I am aware that my withdrawal will not be effective as to uses and/or disclosures of my health information  that has already been made in reference to this authorization or other actions taken in reliance of this authorization.

Expiration Date:  This authorization is good until the following date(s) ______________________ or for 60 days from the date signed below.

I have had an opportunity to review and understand the content of this authorization form.  By signing this authorization, I am confirming that it accurately reflects my wishes.
SIGNATURE OF PATIENT/LEGAL REPRESENTATIVE: _________________________________________________ DATE: ___________








(if signed by other than patient, state relationship and authority to do so)

WITNESS TO SIGNATURE:______________________________________________________________________

