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Healing Hearts    Restoring Hope








AUTHORIZATION FOR USE & DISCLOSURE OF PROTECTED HEALTH INFORMATION


Patient Name: ________________________________________________________  Date of Birth: _________________

Address: ___________________________________________________________________________________________

Primary Phone ( □  Home □ Cell): _____________________________________ Work Phone: ___________________

I, the undersigned patient or legal guardian, hereby authorize ______ verbal and/or _______ written information to be released by and to:                                                              (initial)                           (initial)

1. LIFEPOINTE COUNSELING, LLC                                                                          PHONE:  (314) 849-2120      
         Name of Releasing Facility/Provider	

      11166 Tesson Ferry Road, Suite 308; St. Louis, MO 63123                                            FAX:  (314) 729-1953
        Address
	
1. 						                                        					
         Name of Hospital/Clinician/Third Party					                Phone

						                                               					
Address                                                                                                                                                          Fax


1. 					                                                      						
         Name of Hospital/Clinician/Third Party					               Phone

						                                          					
Address                                                                                                                                                          Fax


Information to be released (please initial):
____	Psychiatric Evaluation	      ____	 Psychosocial		              ____ Discharge & Aftercare Plan
____	Medication Record    	      ____	 Psychological Testing		____ Progress Notes
____	H&P/Labwork		      ____	 Treatment Planning
____ 	Other (specify)  _______________________________________________________________________________

Release of information for the following purpose(s): 
Treatment/Consultation	  Patient Request      Billing or Claims         Attorney
Other (specify) __________________________________________________________________________

· I understand that the information released may be pertaining to: (Initial for release of the following information)
_____ Mental Health Information   _____ HIV/AIDs-related information  
_____ Substance Use Disorder records protected under 42 CFR Part 2
· I understand that this authorization is voluntary and that treatment by a LifePointe Counseling, LLC provider cannot be conditioned on the signing of this authorization. 
· I understand there may be a charge, payable in advance, for the copying and conveyance of records released.
· I understand that this authorization can be withdrawn by me in writing at any time.  I cannot, however, take exception to actions that have taken place before I withdrew my consent.
· I understand that substance use disorder records protected under 42 CFR Part 2 remain protected after disclosure. Federal law prohibits redisclosure of such records without my written consent or as otherwise permitted by law. Other health information disclosed under HIPAA may be subject to redisclosure by the recipient and may no longer be protected. LifePointe Counseling, LLC and its employees are released from liability only to the extent permitted by law.
· I understand that the information which is being released is from records whose confidentiality is protected by state and federal Law.
By signing below, I specifically authorize the release of any substance use disorder records protected under 42 CFR Part included within the information described above.

_______________________________________________________________________________	       ______________________
	Patient or Legal Representative (Description/Proof of authority to act for patient must be provided)     Date			

______________________________________________________________________________	        _______________________
Witness and Title								         Date
Expiration Date: This authorization will expire on the date specified here: __________ or upon completion of the purpose stated above; whichever occurs first. If no date is specified, this authorization will expire one (1) year from the date signed.
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