RELEASE OF CONFIDENTIAL INFORMATION FORM

I, __________________________________________, DOB _____________
Do hereby authorize the staff and/or provider(s) of the NeuroHealth Center:
​ 
To Disclose To: ☐                To Obtain From: ☐
Agency/Name: _____________________________________________________

         Address:  _____________________________________________________



 _____________________________________________________

            Phone: ___________________________ Fax:______________________

INFORMATION TO BE DISCLOSED/REQUESTED (Check all that apply)
_____Medical History/Physical Exam


_____Physical Therapy Evaluation

_____Laboratory Testing Results



_____Behavioral Health Evaluation

_____Medications




_____Psychological Evaluation

_____CT/MRI Scans




_____Psychiatric Evaluation

_____Progress Notes




_____Treatment/After Plans

_____Prognosis/Description of Progress


_____Discharge Summary

_____Other _____________________________________________________________

PURPOSE OF DISCLOSURE

_____Medical/ Behavioral Health Management

_____Provide Ongoing Treatment / Aftercare Planning

_____Legal Communication

_____To Coordinate Treatment Effort with Family / Concerned Persons

_____Other _____________________________________________________________

_____Other _____________________________________________________________

I understand that my records are protected under Federal and State laws and cannot be disclosed without my written consent except as otherwise specified by law. I understand that by law I need not consent to the release of this information. However, I choose to do so willingly and voluntarily for the purpose specified above. I understand that I may revoke it at any time except to the extent of any action that has been taken prior to the revocation. 

Date, event, or condition upon
        1. _____On year from the date of patient’s signature; or
which this consent expires: 
        2.___________________________________________







        Specific date, event, condition
____________________________________

______________________


     Patient’s Signature



                  Date

____________________________________

______________________
                     NeuroHealth Staff



                  Date

