Patti Boro, MS, MFT

Marriage Family Therapist License #41722

Authorization for Use, Disclosure, or Exchange of Health Information

Completion of this document authorizes the disclosure and/or use of individually identifiable health information, as set forth below, consistent with California and Federal law concerning the privacy of such information. Failure to provide all information requested may invalidate this authorization.

· I, (name of client or guardian)____________________________________________

hereby authorize the use, disclosure, or exchange of health information as follows:
· Check only one:

a)___ my health information:
or 

b)___ health information for my dependent: ________________________________

· Check only one:

a)___ Use or disclosure only

Persons/Organizations authorized to use or disclose the information

______________________________________________________________________


Persons/Organizations authorized to receive the information


______________________________________________________________________

b)___ Exchange of Information

Persons/Organizations authorized to exchange information


______________________________________________________________________

· Purpose of requested use, disclosure, or exchange (“at the request of the client” is sufficient if client initiates the authorization)


______________________________________________________________________

· This authorization applies to the following information (select only one of the following)*

a)___ All health information pertaining to any medical history, mental or physical   

          condition, and treatment received, (optional) except:_______________________
b)___ Only the following records or types of health information (including any dates)



           ________________________________________________________________

c)___ Psychotherapy notes
*Note: this form shall not be used to release both psychotherapy notes and other types of health information. If this form is being used to authorize the release of psychotherapy notes, a separate form must be used to authorize release of any other health information.

Notice of Rights and Other Information:
I may refuse to sign this authorization.

I may revoke this authorization at any time. My revocation must be in writing, signed by me or on my behalf and delivered to Patti Boro, MFT. My revocation will be effective upon receipt but will not be effective to the extent that the therapist or others have acted in reliance upon this authorization.

I have a right to receive a copy of this authorization. (Under HIPPA, the client must be provided a copy of the authorization when it has been requested by a covered entity for its own uses and disclosures.)

I understand that, if my therapy is paid for by a third party, I must authorize the release of certain information (for example, session dates, diagnosis, and treatment plan) for purposes of payment.

California law prohibits the person receiving my health information from making further disclosure of it unless another authorization for such disclosure is obtained from me or unless such disclosure is specifically required or permitted by law. Information disclosed to persons outside the State of California, however, could be re-disclosed by the recipient and might no longer be protected by federal confidentiality law (HIPPA).


I may inspect or obtain a copy of the health information that I am being asked to use or disclose.

Date: __________________________ 

Signature: (client/parent/representative/legally responsible party)

____________________________________________________

If signed by someone other than the client, please state your legal relationship to the client:

____________________________________________________

Witness: ____________________________________________

*This authorization expires: ___________________________
