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47 West Pomfret Street 
      
Carlisle Pa 17013

       
TELEPHONE: (717) 258-0214








                                   
 FAX: (717) 258-3158

AUTHORIZATION FOR RELEASE OF INFORMATION
NAME:
 ___________________________________

 DOB:
___________________

This form authorizes Mock-Mays Associates to:                     □  Release   □ Receive   □  Exchanged 
the following information from my mental health, substance abuse, or medical records: 
                                    Initial                                                              Initial
_____ □ Diagnosis


_____ □ Assessment(s)  
_____ □ Treatment Recommendation
_____ □ Verbal 
_____ □ Discharge Summary 

_____ □  Client’s Progress
_____ □ Treatment Status

_____ □  Client’s prognosis 
_____ □ Relapse Status 

_____ □ Nature of Services 
_____ □ Progress notes


_____ □ other 
Special instructions or limitations: __________________________________________

This information shall be disclosed to or exchanged with and used by the following individual or organization: 
_____________________________________________                 ___________________________
                    Name:  (Provider/Organization):                                                       Reason for Release
Contact Information (address, phone, and fax) ______________________________________________




                        _______________________________________________
 
Statement of Understanding. I understand that I have the right to revoke this authorization at any time by providing written documentation to therapist. I understand that the revocation will not apply to information that has already been released in response to this authorization. I understand that authorizing the disclosure of this health information is voluntary and may contain information relating to behavioral or mental health services, and treatment for alcohol and drug abuse. Disclosure may include information obtained by therapist from other providers. I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure by the recipient and the re-disclosure may not be protected by federal confidentiality rules. I have a right to limit the information disclosed. 
My signature below acknowledges that I have read this form, understand its content and request that the above information be released as specified. Unless I revoke this authorization, it shall be valid until ___/____/____  
Signature of Client/Guardian ________________________________
Date _______
Signature of Client/Guardian_________________________________      Date _______
Signature of Provider _______________________________________
Date _______ 
Notice.  “This information has been disclosed to you from records protected by Federal confidentiality rules (42 CRF, part 2). The federal rules prohibit you from making any further disclosures of this information unless further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR, part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.” 
I have been offered a copy of this form and have:   □ accepted □ declined   ____ Initial 
SEZ 11/16




Please forward the records to: 

Mock-Mays Associates 47 West Pomfret Street, Carlisle Pa 17013

