
11/01/2000 21:29

	

9157824009

	

MARIE

	

PAGE 01

ALLIVIANE I NC.

Behavioral Health Solutions Since 1970
1 Barranca Dr. Sta. 800 El Pago, Texan 79935

Burinastr Mall Addre,$: P.O. Box 371710 El Fria;, Texas 79937-1710
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a$on. distrtbudon, or copying of this trermnftl is agt tly

proh

	

. If you have received the tax In error, please nodly the sender and shred all do imerttelioo #tach sd vhtt tY is trsnemtttaL

T henI You in advano0 for your ocernpWince,

PREVENTION INTERVENTION TREATMENT ADVOCACY

+t,4-1-,W-"-w -W"-M-4y -Vft

	

mow

	

A Uakad wA, are PO.W Pdlo"P4r,. Agancr



11101/2000 21:25

	

9157824009

	

MARIE

	

PAGE 02

CONSENT TO TREiTN.ENT

Date: Name:

CONSENT FOR TREATMENT INVOLVING MINOR:

If this consent is for treatment of a minor under Section 35.01, Texas Family Code, the following information must
be provided:

1)	Name of one or both parents, if known:

2)	Name of legally authorized representative of person, if appointed:

3)	Date on which treatment is to begin:

Based upon this explanation, I hereby consent to treatment at

(Name of fpcitity). I understand that I may withdraw this consent at any time, except to the extent that action has already

been made in reliance upon it. I understand that this consent will expire upon my discharge from.Aliviane Inc.

treatment and aftercare.

Client Signature

Parent/Guardian/Conservator Signature

Staff Signature

Reason individual is unwillinWunable to si

Date

Date

Date

revised 4/27/2W6
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Aliviane, Inc.. ,Y,,..
horization to Release Confiden

RedWasars
nce Information is disclosed pursuant to this signed authorization, I understand that the federal health privacy law (45 C.F.R, Put 964)

ng health information may not apply to the recipient of the Informstlon and, therefore, may not prohibit the recipient from redisclosinq
When Aliviane, Inc., discloses Substance Abuse Traatment Inforrnation protected by federal law (42 C.F. R, Part 2, we must i fprm the.

lent of the information that redleclosure Is prohibited except as permlttad or required by this law. The federal rules restrict any use of the-
nformetion to crirninaiiy investigate or prosecute any alcohol or drug abuse patient.

Revocation and Expiration
	understand that I have the right to revoke this authorization at any time except to the extent that the program is to make the disclosure has

lready taken action In reliance on It. If I want to rsvoks this authorization, I must do so in writing. If not revoked earlier, this authorization
pires automatically upon:

Date of Expiration:
Specific dare, event or condition that a orizatlor expires

otlce of Voluntary Signature: I un

	

tai I that I may refuse to sign this form. If I choose not to sign this form, I understand that Aliviane, Inc., cannot
enrollment in a health Mari, or eligibility for benefits based on my refusal to sign,

I have received a copy of this authorization.

This form implements the requirements for client authorization to use and disclose health information protected by the federal health privacy
law (45 C.F.R., Parts 160, 164) and federal drug and alcohol confidentiality law (42 C.F.R., Part 2) as well as FIIPAA requirements.

ny or refuse to provide treatment paynnen

tiro 6T Clih"r'itftl

ignature of Staff,_

ignature of legally responsible person or other personal representative
o act on behalf of client):

	

DYW.

Date:

pplicable, please provide explanation as to authority

Date:


