HIGH POINT 

& AFFILIATED ORGANIZATION

AUTHORIZATION TO OBTAIN / RELEASE MEDICAL RECORDS
Print Patient Name: ______________________________________________   Date of Birth: ________________

( OBTAIN    ( RELEASE

This consent is to be used for one-time obtain/release of records, not ongoing communications.

High Point & Affiliated Organizations (HPAO) is hereby granted permission to obtain information with and/or disclose information to: (Please print neatly, in space provided below, name of individual, agency, address and telephone/fax number)


________________________________________________________________________________________________

________________________________________________________________________________________________

_______________________________________________________________________________________________
1. The purpose or need for this request/disclosure is:

a) to coordinate treatment b) to facilitate admission c) to inform court/probation d) other (If other, please be specific below – print neatly)



2. The specific information to be requested/disclosed is:

	( Summary of Treatment
	( Discharge Narrative Summary

	( Bio-Psychosocial Evaluation
	( Discharge / Aftercare Plan

	( Participation in Treatment
	( Psychological Test Results

	( Length of Rx Data
	( Psychiatric Evaluation / Assessment

	( Rx Modality
	( methadone/suboxone information

	( HIV/AIDS information
	( alcohol/drug information

	( X-Ray
	_________________________________________

	( Laboratory
	( other (please be specific)

	( Physical Examination
	__________________________________________


3. I hereby acknowledge that I have read, or have had read to me, and fully understand, the above statements as they apply to me and do herein expressly and voluntarily consent to disclosure to the extent or nature stated above.  I further understand that I may revoke this consent at any time, except where disclosure has already been made, or upon occurrence of the event, the purpose for which this disclosure is hereby authorized. I also understand that I may not revoke this authorization if it is expressly contingent to an order of the court to which this clinic is a party in fact.
4. I further understand that my alcohol and/or drug treatment records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2 and the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), 45 C.F.R.  Pts. 160 & 164 and they cannot be disclosed without my written consent unless otherwise provided for in the regulations.  (I also understand that my record may contain information about infectious diseases including my HIV/AIDS status, venereal disease, or information relative to the diagnosis or treatment of my mental or emotional conditions).  All is to be shared with the same party.  I also understand that I may revoke this consent IN WRITING at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as indicated below or within one year of the date of my signature, whichever occurs sooner:


(Specify date, event, or condition upon which this consent expires – Print Neatly)

I understand that, generally, HPAO may not condition my treatment on whether I sign a consent form, except in certain limited circumstances in which I may be denied treatment if I do not sign a consent form.  For youth under the age of 18 in mental health treatment, medical record may be requested by parent/guardian without patient signature.  *Please note, signature is required by patients under the age of 18 for substance abuse treatment.
_____________________________________


____________________________

*Patient’s Signature





                  Date

_______________________________________________________


_________________________________________

 
Parent /Guardian Signature





Date
_____________________________________


____________________________

Witness Signature/Title





Date     
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