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AUTHORIZATION FOR USE OR DISCLOSURE OF INFORMATION

I hereby authorize

{Name of DR/Facility)

Address

Phone Fax

to release information/medical records

To:

() use the following protected health information
() disclose the following protected health information

This protected health information is to be used for or disclosed for the following purpose

This information to be used or disclosed is described by the following descriptors (such as date and type of service
and detail to be released)

This authorization shall remain in effect until:
() completion of treatment
() until the following date at which the authorization will expire

I have been informed that | have the right and may exercise that right in writing at any time to revoke this
authorization. | am in receipt of and understand my rights set forth in the notice of privacy practices.

According to Federal law, | do not give Atlantic Psychiatric Centers, Inc authorization to make the following
disclosures

| understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure by
the recipient and may no longer be protected by federal or state law.

| further understand that treatment, payment, enroliment or eligibility for benefits may not be conditioned on
obtaining this authorization if such conditioning is prohibited by the privacy rule or if conditioning is permitted by the
privacy rule, | have been informed of and understand the consequences of refusing to sign the authorization. the
statements included in this authorization are binding on Atlantic Psychiatric Centers, Inc

Patient or Personal representative:

Signature Date

Printed name ' DOB

Description of Personal representative's authority:

Witness: Date




