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     AUTHORIZATION TO USE AND DISCLOSE

   
            PROTECTED HEALTH INFORMATION
Client: ______________________________________ DOB: ___________SSN: _______________
(Full Legal Name)
Client: ______________________________________
                  (Former Name)
SECTION A:  I AUTHORIZE WILLAPA BEHAVIORAL HEALTH TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PHI) INITIALED BELOW TO:

_____________________________________________________________________________

Print Name of Person/Organization(s) receiving the information

Address: ___________________________________________________________________________________
Telephone: __________________________________ Fax: ___________________________________________
(  Send for records

( Release WBH records
       
( Sent for your Information only
             (File Only           



	Client

Initials
	Client

Initials

	 FORMCHECKBOX 
____   Intake Evaluation/Diagnosis
	 FORMCHECKBOX 
____ Discharge Summary

	 FORMCHECKBOX 
____   Psychiatric Evaluation
	 FORMCHECKBOX 
____ Alcohol/Drug Identity, diagnosis, prognosis, 
treatment by federally funded program

	 FORMCHECKBOX 
____  Medication Records

 FORMCHECKBOX 
____  Medical Treatment

 FORMCHECKBOX 
____  Lab Reports
	 FORMCHECKBOX 
____ HIV (Aids virus), sexually transmitted disease 
treatment identity, diagnosis, prognosis, 
treatment information.

	    FORMCHECKBOX 
____  Treatment Plan
	 FORMCHECKBOX 
____ Progress Notes: Psychiatrist, Nurse, Clinician, 
Group Notes

	
	 FORMCHECKBOX 
____ Other: _________________________________

	
	   


SECTION B: THE PURPOSE/NEED for the above information exchange is:

Client Initials
 FORMCHECKBOX 
____ To Plan/Coordinate Treatment, payment or Health Care Operations
 FORMCHECKBOX 
____ Employment Assistance

 FORMCHECKBOX 
____ Monitor LRA/Probation

 FORMCHECKBOX 
____ Legal

 FORMCHECKBOX 
____ Disclosure to a third party

 FORMCHECKBOX 
____ At the request of the client, who elects not to disclose purpose.  Note: This box may NOT be checked if the information to be used or disclosed pertains to alcohol or drug abuse identity, diagnosis, prognosis or treatment, OR if client is receiving health care solely for the purpose of creating information for disclosure of a third party.



 FORMCHECKBOX 
____ Other specific purpose(s) ______________________________________________________________
1 of 2
I understand that my PHI includes information collected from me or created by Willapa Behavioral Health (WBH), or information received by WBH from another health care provider, a health plan, my employer or a health care clearinghouse.  PHI may relate to my past, present or future physical or mental health or condition, the provision of my health care, or payment for my health care services.
SECTION C: Other Important Information.  I understand the following:

· WBH cannot guarantee that the Recipient of PHI will not redisclose my PHI to a third party.  The Recipient may not be subject to federal laws governing privacy of PHI.  However, if the disclosure consist of treatment information about a client in a federally assisted alcohol or drug abuse program, the recipient is prohibited under federal law from making any further disclosure of such information unless further disclosure is expressly by written Consent/Authorization of the client or as otherwise permitted under federal law governing Confidentiality of Alcohol and Drug Abuse Patient Records (CFR, Part 2)
· Except when I am (i) receiving research-related treatment or (ii) receiving health care solely for the purpose of creating information for disclosure to a third party, I may refuse to sign this Authorization and that y refusal to sign will not affect my ability to obtain treatment (or payment, if applicable) from Willapa Behavioral Health.
· I may revoke this Authorization in writing at any time, except that the revocation will not have any effect on any action taken by WBH in reliance on this Authorization before written notice of revocation is received by WBH.  I further understand that I must provide any NOTICE OF REVOCATION in writing to the Privacy Officer at WILLAPA BEHAVIORAL HEALTH.  I may request/obtain a Notice of Revocation Form from the receptionist and either picks it up or request mailing of the form.
· WBH may, directly or indirectly, receive remuneration from a third party in connection with the marketing activities undertaken by WBH.

I have received a copy of WBH’s NOTICE OF PRIVACY PRACTICES and I have had an opportunity to review the Notice prior to signing this Authorization.  I understand that the Notice is posted at the address(as) set forth at the top of this Authorization.  I have read and understand the terms of this Authorization.  I have had an opportunity to ask questions about the use or disclosure of my PHI.

Date or event that release expires (release is not to exceed 1 year from date of signature): __________________

__________________________________________
______________________________________________________

Client’s Signature

Date


Legal Representative


Date

__________________________________________ 
______________________________________________________
Client’s printed name




Legal Representative’s printed name
Organizations and Persons Covered by this
Authorization Form:
______________________________________________________








Relationship of representative to patient:
· Willapa Behavioral Health
· Willapa Behavioral Health’s clinical staff
(When a client is not competent to give consent, the signature of a parent, 






guardian, health care agent (proxy) or other representative is required) Verifying 






documentation must be in medical record.
I hereby revoke this consent to release information.

	Client’s Signature:
	
	Date Signed:
	


PO Box 65


South Bend, WA 98586


360-942-2303


fax 360-942-5312








2204 Pacific Ave. North


Long Beach, WA 98631


360-642-3787


 fax 360-642-2096
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OBTAIN RECORDS:


(From agency or person listed above)


     ____  ( Verbal	____ ( Written








RELEASE RECORDS:


(To agency or person listed above)


    ____  (    Verbal   ____  ( Written








