Authorization to Release of Information – Substance Use Treatment Records
I, __________________________________________ (patient name), ____/____/______  (date of birth),  authorize The [Clinic Name Here] to release my clinical information necessary to carry out the below stated purposes to:
· My insurance company, _____________________________________________ for purposes of payment.
· A laboratory of my choice _______________________________for purposes of conducting my tests; and
· A pharmacy of my choice __________________________for purpose of ordering prescription medication
Phone:
Phone:
Phone:
Phone:
Phone:

I understand that upon my request, I must be provided with a list of entities to which my information has been disclosed pursuant to the above designations.
I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it. Action in reliance on a valid consent includes disclosure of information to my insurance company.
This consent shall expire on the date on which I terminate my relationship with [Clinic Name Here], except that I consent to provide necessary information to my insurance company for any final treatment or services.
[bookmark: _GoBack]I understand that my records are protected under Federal regulations governing confidentiality of Alcohol and Drug Treatment Patient Records, 42 CFR Part 2, and cannot be disclosed under those regulations without my written consent unless otherwise provided for in the regulations and as provided in this consent form.
I understand that the [Clinic Name here] is part of a health system that uses an electronic medical record (EMR), and that records are contained in the EMR, which precludes [Clinic Name Here] from preventing disclosure for purposes of treatment and payment as provided above. I understand that if I do not wish to authorize disclosure for purposes of treatment and payment as provided above and in compliance with HIPAA, the [clinic name here] will provide me with referrals to other providers who are not part of a larger health system.

PATIENT PRINTED NAME				SIGNATURE OF PATIENT			DATE

PATIENT REPRESENTATIVE PRINTED NAME			SIGNATURE			DATE


