HENRICO AREA MENTAL HEALTH & DEVELOPMENTAL SERVICES

AUTHORIZATION FOR DISCLOSING AND/OR REQUESTING
PROTECTED HEALTH INFORMATION

SECTION 1 — INDIVIDUAL INFORMATION

Individual Date of Birth
Name: (DOB):

Individual Case Number:

SECTION 2 — AUTHORIZATION

Henrico Area Mental Health and Developmental Services is hereby authorized to (select one):

Request From

Disclose To

Request From and Disclose
To

SECTION 3 — NAME OF ENTITY AND/OR NAME OF SPECIFIC INDIVIDUAL

Name of Entity:
(provider, insurance
company, other entity)
AND/OR

Name of Specific
Individual:

Relationship to person served

(optional):
Address:
. . Fax
City / State / Zip: Phone: Number:
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Individual Case Number:

SECTION 4 — PURPOSE OF REQUEST AND/OR DISCLOSURE

[ Legal Proceedings — If this box is checked, no other purposes may be listed below.

| agree to the use and disclosure of my substance use disorder treatment records and
my other records as specified below to be used in the criminal, civil, legislative, or
administrative proceeding identified below.

Indicate Case No. or Investigation No. (if known) and description of legal
proceeding:

Or select all purposes that apply:

Assessment Coordination of care
Payment for HAMHDS services Emergency contact
Court-ordered Evaluation At request of Individual
Other,

specify:

SECTION 5 — DESCRIPTION OF INFORMATION TO REQUEST AND/OR DISCLOSE

Select all that apply:

Evaluation / Assessment Psychological Evaluation
Medication(s) Prescribed Treatment
General Physical Health Infectious Disease (AIDS, HIV, TB, Other)
Information related to an emergency Case Closing Summary
Financial Information Photographs, videotapes, digital or other
images
Other,
specify:
Approximate service From: To:
dates:
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Individual Case Number:

SECTION 6 — SUBSTANCE USE INFORMATION

(Disclosure must be limited to information necessary to carry out the stated purpose.) Select
one option:

This section does not apply to individual

All of my substance use information created by HAMHDS

All of my substance use information created by HAMHDS AND all of my substance use
information received from other treatment providers

None of my substance use information

OR — only the following specific substance use information (select all that apply):

Substance Use Diagnosis Medications for Substance Use

Lab Results related to Substance Use History of Substance Use

Participation in services for Substance Use

SECTION 7 — AUTHORIZATION EXPIRATION

This authorization is effective on the date signed and will expire (select one):

365 days after discharge from the agency

In 365 days from the date signed

SECTION 8 — YOUR RIGHTS AND CONSENT

1. As the person signing this authorization, | understand that | am giving my permission to the
above-named provider to use, disclose, and/or request confidential health care records until
the termination of this authorization. | understand this will include information added after the
authorization origination date and up until the authorization termination date.

2. | may refuse to sign this authorization. Treatment, payment, healthcare operations, or
eligibility are not conditional upon giving this authorization.

3. The original or a copy of this authorization and a notation concerning the persons or
agencies to whom disclosure was made shall be included with my original records.

4. | also understand | have the right to revoke this authorization at any time, but not retroactive
to information already released in accordance with the authorization and that my revocation is
not effective until delivered in writing to the person in possession of my records.
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Individual Case Number:

5. | understand that, upon my request, | must be provided a list of entities to which my
information has been disclosed.

6. There is a potential for any information disclosed pursuant to this authorization to be subject
to redisclosure by the recipient and, therefore, no longer protected by the provisions of the
HIPAA Privacy Rule. 42 CFR Part 2 prohibits unauthorized use or disclosure of these records
except as described in this form and the Privacy Notice.

7. | have been offered a copy of this form. It has been explained to me in a language |
understand.

SECTION 9 — INDIVIDUAL AUTHORIZING DISCLOSURE / REQUEST

Individual authorizing disclosure/request is (select one):

Person Served
Parent of Minor Child
Legal Guardian

Power of Attorney

Authorized Representative

If other than individual, name:

SECTION 10 — SIGNATURES

Individual Signature

Signature of Individual Date Signed

If signed by a representative — complete below

Personal Representative Relationship to Date
Signature_______ Individual Signed

(Parent of Minor - Legal Guardian - Power of Attorney - Authorized Representative)
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