
LORA HOFFSTETTER & COUNSELING ASSOCIATES, LLC
77 MILFORD DR.SUITE 218 HUDSON, OHIO 44236 (330) 650-4423


Client Name: ___________________________       Date of Birth: ________________________


AUTHORIZATION FOR RELEASE AND/OR EXCHANGE OF INFORMATION


[bookmark: _GoBack]I hereby authorize ______________________________ to release or obtain my medical records for current treatment and/or continuity of care. I understand that this authorization is voluntary. I understand that if the person or entity authorized to receive the information is not a health plan or health care provider, the released information may no longer be protected by federal privacy regulations. 

Release to____				Obtain from____


Facility/Individual: ____________________________________________________________________
Address: ____________________________________________________________________________
Phone: _______________________________________ Fax: __________________________________

Release format Verbal:_____  Written:_____

Release the following information:
__Mental Health Assessment				__Diagnostic Testing Results
__Chemical Dependency Assessment			__Progress Notes
__Treatment Summary					__Treatment Plan
__Case Summary					__Termination Summary
__Other:____________________________________________________________________________


The information will be used for my current treatment and/or continuity of care. I understand that the medical records may contain information about drug or alcohol use and treatment, HIV status, psychotherapy notes, and hospitalization. 

I understand that this authorization will expire on the discharge/termination of my treatment.
I understand that I may revoke this authorization at any time by notifying Lora Hoffstetter & Counseling Associates, LLC in writing. 

Client Signature:_________________________________________ Date:________________________
	Or
Legal Guardian:__________________________________________ Date:_______________________

Witness:________________________________________________ Date:_______________________

