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 Windstone Behavioral Health          

Authorization for Use and/or Disclosure of Protected Health Information.
Completion of this document authorizes the disclosure and use of health information about you.  Failure to provide all information requested may invalidate this authorization. 
Name of Patient:  ___________________________________________________________
Use and Disclosure of Health Information:
I hereby authorize (Practitioner) ______________________________ to release/disclose information to my Primary Care Provider (Name) _______________________________ and/or Medical/ Mental health Practitioner (Name) ______________________________ and/or other (Name) ________________________________________________________.
Description of Information to be Released: All health information pertaining to my medical history, mental or physical condition; OR only the following types of health information (limitations on use): _______________________________________________.
I specifically authorize the release of the following information (check as appropriate):

·  FORMCHECKBOX 
Mental health treatment information

·  FORMCHECKBOX 
HIV test results (use separate form)

·  FORMCHECKBOX 
Alcohol/Drug treatment information
Patient’s Rights:
· Right to a copy of this release: I acknowledge that I have a right to and have been given a copy of this authorization.  

· Right to inspect: I may inspect or obtain a copy of the health information that I am being asked to allow the use or disclosure of.

· Right of revocation:  I understand that I have the right to revoke this authorization at anytime, provided that my revocation is in writing sent to the following address: ____________________________________________________________________. 

· Right to refuse to sign: I understand that I do not have to sign this authorization and that my failure to sign this authorization will not affect my ability to obtain treatment, payment or benefits.
Purpose for the Record Request:
 FORMCHECKBOX 
 Patient’s request            FORMCHECKBOX 
 Coordination of Care        FORMCHECKBOX 
 Other: _____________________
Redisclosure:
Information disclosed pursuant to this authorization could be redisclosed by the recipient. In some cases such redisclosure is not prohibited by California law and may not be protected by HIPPA. However, in some instances, California law may prohibit redisclosure unless another authorization is obtained or unless such disclosure is specifically required by law. 
Signature:
Print Name: ________________________________________________________________ 

Patient’s Signature: ________________________________________Date: _____________
If signed by other than patient, indicate relationship: ________________________________

This authorization for release of Protected Health Information will expire either in one year from the date signed above or on__________________.  
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