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PINE BELT }. NTAL HEALTHCARE RESOURGES Cased

Authd b Release / Obtain information

PART 1:
| heraby give my autl'lorizatioh for:

to:

i
m (AGENCY — ADDRESS)

TAGENGY HOIVIDUAL NAVE &/0R TITLE ~ ADDRESS)
PART 2: (Initial ALL that apply. You must complefifla separate authorization form for release of Psychotherapy notes.)

Release information to

that may be used/disclosed:

Indicate by initialing specific description of informa it
ords, indicate specific dates of sarvice needed:

Whet requesting copies 1|lf

From (month/day/year) To (month/day/year)

: Evaluations I§Summary of Contacts Admit/DC Summaries
Case Notes [EMedications Prescribed Lab Reports
Substance Abuse Records [8Diagnosis Doctor's Orders
Prognosis/ Recommendations {ETreatment Planning — ldentifying Information
Nurse's MAR I80ther

Habilitation/Service Plans/Plans of Cdill and Related Revisions
Psychotherapy notes* (This Is not a :‘ pound authorization. If thig line Is Inltialad, you may not inltial any other itam.
Relassa of psychotherapy notes may not be limbined with ather Information to be disclosad.)

Indicate specific purpose for use/disciosure:

\T'/ QO At the request of the Individual
Q Treatment Purpotes

{
Hi§ Billing purposes U Emergency Notification
(& Other

efits be made either to me or on my bahaif to Pine Belt Menta! Healthcare
ding physician services. | authorize any halder of medical information about
ation needed to determine these banefits or the benefits payable for related

| request that payment of authorlzed health insurance b |
Resources for any services fumished by that provider, fillu
me to release to my insurance camier af its agents any Jiib
services.

l understand that | may revoke this authorization at #n i
request to ravoke in writing to Phe Belt Mental Healthol n{li
axpire upon \ and cannot ba

(DATE)
{ understand that racords disdiosed may include HiYfiSest results, sexually transmitted diseases and/or alcoho! and drug abuse

records protected by Federal Confidentiality Rules 1‘ CFR Part 2. | understand that this authorization is voluntary and my refusal to
sign will not affact my ability to abtain treatment. | unde ‘|I| and that any disclosure of infarmation carries with it the potantiai for
redisclosure and may no longer be protected by federa 1

O I choose to recsive a copy of authori fion.

e excapt to the extent that action has been taken by providing a specific
Resources Privacy Officer. | further understand that this authorization wil

ewed without my written consent.

0 1 do not wish to receive a copy of awt iz ation.

P

Individual Receiving Services DN i Authorized Representative Date

Attach or include description of representative’s
authority to act for the individual, if applicable.

Witness/Credentials

U Request Records

Last Name First & Middle Kime Birth Date Social Security Number

NOTE TO PROGRAM RECEIVING THIS INFOR| ” TION REGARDING RE-DISCLOSURE:

THIS INFORMATION HAS BEEN DNSCLOSED TO YOU PR . RECORDS WHOSE CONFIDENTIALITY IS PROTECTED. STATE AND FEDERAL
i MAKING DISCLOSURE QF IT WITHOUT THE SPECIFIC WRITTEN CONSENT OF THE

(42R CFR, PART 2) REGULATIONS PROHIBIT YOU PR( |
PERSON TO WHOM IT PERTAINS, OR AS OTHERWISE PEIMITTED BY SUCH REGULATIONS. A GENERAL AUTHORIZATION FOR THE

RELEASE OF MEDICAL OR OTHER INFORMATION IS NOEIUFFICIENT FOR THIS PURPOSE.
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PINE BELT MENTAL HEALTHCARE RSOURCES | Neme:

Sorvi _ Case #:
Cansent for Services U INITIAL QO ANNUAL REVIEW

I
|

CONSENT FOR SERVICES 1_
.,l ; . ,
| am requesting sdrvices from Pine BellfMental Healthcare Resources. The information which | have

provided as a condition of my request i 'I e and complete to the best of my knowledge. | apply for and
consent to such psychiatric, psychologi@, consultation, counseling and/or other therapeutic services as
may be racommended by the professioli staff. | understand the clinical staff may discuss the services
being provided to me, and that | may 1 est the names of those invoived. | further understand that my
failure to comply with therapeutic ".."; endations of the professional staff may result in my being

discharged. 1 also understand that anly { parent or legal guardian can consent to treatment for a minor
child. | further undarstand that these se figes are voluntary and | may withdraw from treatment at anytime.

PARENTAL CONSENT: | understand tfd | will be expected to participate in my child's treatment services
at Pine Belt Mental Heatthcare Resourcelll lunderstand that | retain responsibility for my child while he/she
is in treatment at PBMHR and agree to r§ibond quickly to requests for assistance from staff or in the event
of an emergency situation. | understand d agree that should | be unable to respond to such a request,
PBMHR will take the necessary steps to Bolve the emergency situation. | understand that, in the cases of
divorced parents, by law the non~custod| parent has legal access to my child's clinical records of PBMHR
without the custodial parent’s consent, 3 :I

| HAVE BEEN INFORMED OF, UNDER ! AND, AND HAVE RECEIVED A WRITTEN COPY OF THE
ABOVE INFORMATION AND GIVE MY £ONSENT TO RECEIVE SERVICES FROM PINE BELT
MENTAL HEALTHCARE RESOURCBS

Individual Receiving Services {lhte Authorized Representative Date

Relationship to Individual

Witness/Credentials tite

Original to Medical Rel , ds  Pink—Client Yellow - Data Entry

DMH-CONSENT i I i 4104



