AUVTHORIZATION TO DISCLOSE HEALTHCARE INFORMATION

Instructions; Fillinthe appropriste juformetion Ineach applicable seclion, Sign, date, and retura the foro. Incomplete forms will be reurned to you
unprocessed. A separateauthorization st b completed for each request,

Patient Fafl Name: Date of Birth: PhoneMumbers, !
Adddress: . .
1 heveby authorize: refense informiation to: exchange information
NAME: Volunteer Comprehensive Traatment Conter NAME: ? :
; ; : T b
ADDRESS: 2347 Rossville Bivd, Chattanooga, TN 37408 ADDRESS: ;'E
PHONE: 423-265-3122 FAX: 423-265-2932 PHORE: Fax:

By signing below, I hefeb%; authorize Yolunteer Comprehensive Trea.tm%\t Center or agent, to discloss information conteined in the medical and
financfal record of the patient identified above, which Includes [nformation that may be stored in a paper an dfor other electronic format, However,
such notes may contain information on general medical care; alcohol and dn%abusetieahncni; Esycho!ogl cal and sovial werk counseling; huran
immunodeficlency vires (HIV) orscquired dmmone deficlency syndrorae (ADS), or AIDS refated complex. Including communicable diseases or
infections, sexugdi;' trausmitted disesyes, venereal diseases, tuberculosls and hepatitis; demographic (nformetion; end treatment xecajved at othey
health case facitides. - : ‘

Disologure shall be limited to the following specific information contained in my records andfor obteined during the courss of my dlegnoskes snd
freatment, . .

‘I'he following {nformntlon js requested: (patient® or legal guardian v items to be released).

« e

__Paychiatrio Bvaluation __Labazatory Reports ___Financlal Acconat fuformation.
__History & Physical __Immunization Records __ Other (specity) .
_ Practitioner Ocders _ Medlcalion Records i
__Practitionor Progress Notes __ TreatmentIndividualized Sesvice Plan Ny
__Discharge Summary _ Dlschaxge Instractions 1 i
1
The Purpose or Need foy Disclogure is: . ' '
_..To Transfer Client Care __To Aid in Trestment __Application for Provider Coverage ’
__Tor Follow Up Care _ PorDischarge Planuing _ Psychological Report ( ‘
__To Inform Family __To Update Medical Records _To Aid in financial account activity :
. Referval Sousce __Employer __Other (spucify)
__JogatCourt System

T understand that the information jn my health secord tnay include information xelating to soxually transmitted disease, mmunodeficlency syndrome )
_{AIDS), or human immuncdeficlency vinis (FIV). 1 may sléo include information about behavioral or mental health services, and teeatyent for alcohol

and drug abuse, Srate and federal i protect the following information, If this information applies 1o you, please () indicate if you wortd like this

information released/obiainsd (Inchuade daicy where apprepriate):

Alcohol, Brug, or Substance Abuse Records Yoy _ Do Dates:

HIV Testing apd Results Yoz __No Dates:
Mental Heslth Records Dates: _Yes _ Ne Dalesi
Digclosure Format (Papex/US Mail ox Fax i default If not marked.y: Specify “E-mail” or other Elécironio format™; ) ~:

. H

This authorization {s valid only ifreccived within 60 days of belng signed. This authorization will expire st the time of disclosure of requested information

oron ———~—— (date cannot ba mora than 365 days after date signed below), : '
= 1may revoke this authorization at any tlmie. Revocations to this suwthorization must be presented In writing. Revocation wall not spply to

information dizalosed prior to recelving a written revocation. iy

w lundeystand that joformation disclosed pursuant to this amforization way be subject to re-disolosure by the recipient, avd may 5o longorbe 13

proteoted by federal and state privaoy Jaws and regulations. ‘ :

o {understand that Vigfuhteer Comprehensive Treatment Center wiil not condftion vy treatment, payment, enroliment or eljgibillny forbeﬂaﬁt%
on whether I provide this suthodzation, .

By signing below ] acknowledgo that Lam aware of the confidentisl and/or priviteged nature of the juformation being diseloved, and understand the benefits.
snd/or dissdvantage of disclosing such information, | ereby release above Yolunteer Comprehensiye Treatment Centsg, its affiliates and s sgont and 1}
repeesentatives, (inoludiog collecdon agencles) form all logal liabiHties that may result fros the velease of this information according to this tequest. T also
expressly consent and authorize to be contacted by the phons number provided {cellular or residential) by any type of vofce method and by auto-dialer
teshnology for any petmissible purpose, '

Patlent or Authorized Represeptative Sigasture Date

Print Namc Relatfonship to Patient (if applicable).
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