
Consent for the Release of Confidential Information

Effective ________________ I, ___________________________, herby authorize ______________________________ to:
          Agency Name 

Check as appropriate to the purpose of the release
[bookmark: Check14]|_| Release information contained in my record to the individual or organization listed below 
[bookmark: Check15]|_| Request information from the individual or organization listed below
[bookmark: Check16]|_| Exchange information with the individual or organization listed below on an ongoing basis for the duration of the terms of this release. 

1. Name of Person or Organization
_____________________________________________________________________________________
2. Specific Type of Information to be Disclosed
__________________________________________________________________________________________________________________________________________________________________________
3. The Purpose of Need for Such Disclosure
__________________________________________________________________________________________________________________________________________________________________________
· I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2, and cannot be disclosed without my written consent unless otherwise provided for in the regulations
· This information is released with the understanding that it not be re-released without my written permission, except as required by law.
· I understand that I may revoke this consent at any time except when action has already been taken to obtain information 
Date of Expiration of Consent: ____________________________________________________
			     		  (not to exceed 90-days for a one-time consent, or 1 year for the 
provision of ongoing services)

Date: ___________ 		Signature of Participant: _________________________________

Printed Name of Participant: ______________________________

Date: ___________ 		Signature of Parent/Guardian/Authorized Representative 
(when required) 
_____________________________________________________

Printed Name: _________________________________________

Date: ___________ 		Witness Signature: _____________________________________
Printed Name of Witness: ________________________________
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