[INSERT AGENCY NAME, ADDRESS AND CONTACT]
CONSENT TO RELEASE CONFIDENTIAL INFORMATION

I.D. #______________




NAME:  ______________________________________________
DATE: ____________ 




D.O.B.:   ______________________________________________
ADDRESS: _________________________________________________________________________________________
(Street Address/City/State/Zip Code)
I voluntarily authorize __________________________________________ to disclose information from my patient record 

to _____________________________________________ Pharmacy.
(Name of person or organization)
Please check information to be released:

· Intake and assessment information 

· Enrollment and Attendance
· Physical Examination Including Blood Work 

Other information (please specify):  ________________________________________________________________________
_______________________________________________________________________________________________________
Please specify purpose of release:

I fully understand that the specified information will be released by _____________________________ to the named person or organization for the use stated only to which I consent. I further understand that _____________________________ by this release of information, neither discloses nor intends to disclose the information other than as herein stated. I understand that I have no obligation whatsoever to disclose any information from my patient record, and I understand that I may revoke this consent at any time by notifying the [Insert appropriate staff member] verbally or in writing, and/or specifying a date, time, event or condition upon which my consent will expire without revocation, which I choose not to do.  
(Event or Condition)

I have had this form read and explained to me, and I understand its contents.  A copy of this consent form has been offered to me.

Patient accepted ________________

     


Patient refused ________________
                                                                                                               

Patient Signature






Date

                                                                                                              

Witness Signature






Date

This above consent shall automatically expire one (1) year from date of patient’s signature.
This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR, part 2).  The Federal rules prohibit you from making any further disclosure 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.
cc:  Patient

Revised June 2011

Urinalysis (Routine, Drug Screening, Pregnancy)


Progress Notes


Discharge Summary








