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Nate Hooper, M.A.

Marriage and Family Therapist

5150 Sunrise Blvd., Suite H-1

916-397-3107

AUTHORIZATION TO USE OR RELEASE 

PROTECTED HEALTH INFORMATION

FOR THE RECIPIENT OF THE INFORMATION:

If any of the requested records contain information regarding alcohol or drug abuse treatment, it is protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit you from making any further disclosure of this information unless further use or disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the use or 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.

NOTE:  California Law also prohibits further disclosure of medical information, including alcohol or drug abuse treatment records and medical and/or mental health records, unless further use or disclosure is expressly permitted by obtaining a new written authorization for release of information from the person to whom the information pertains.
I hereby authorize Nate Hooper, M.A. to:

[image: image1.png]Obtain




(Check both if necessary)


Disclose

health information and records collected during the course of treatment of:

Client Name:  _______________________________
Date of Birth:  ___________



  Last

Middle

First
Address:____________________________


Phone: _________________

____________________________________

1. The information is to be obtained or disclosed to the following persons or organizations:

Person/Entity Name:____________________________________________________

Phone: _________________________________

Address____________________________


   ____________________________

2. Purpose

 At request of the client

 Other:_________________

3. The information to be obtained or disclosed includes only those items checked below, with respect to services provided on or around (insert dates of service): __________________.  If this is left blank, the treatment dates covered by this authorization are from the most recent pre-admission to discharge.  

I understand that this authorization extends to all or any part of the records/information designated below, which may include treatment for physical and mental illness, alcohol/drug abuse, HIV/AIDS test results or diagnoses.  The information to be obtained or disclosed includes:

____Discharge Summary 

____History and Physical Exam

____Psychiatric Evaluation

____Psychological Testing

____Treatment Plans

____Progress Notes

____Laboratory Data

____X-ray Report

____Consultation Reports

____Medication Records

____Assessments

____All Records

____Verbal Communication with: _______________________________________________________

This authorization is limited to only that information that I have requested above to be obtained or disclosed to the persons/entities named herein.  I hereby release Nate Hooper, M.A., from all legal responsibilities or liability that may arise from the use or disclosure of medical records and other health information in reliance on this authorization.

Expiration:  I understand that unless I revoke the authorization earlier, this authorization will automatically expire 180 days from the date this authorization is signed.

Minors:  I understand that minors over 14 years of age must sign the authorization along with their parent/guardian.

Signature________________________________________Date___________________

Client

Signature________________________________________Date___________________

Parent/Guardian (if needed)

Signature________________________________________Date___________________

Therapist
