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AUTHORIZATION FOR RELEASE OF INFORMATION 
This information has been disclosed to you from records protected by federal confidentiality rules.  The federal rules prohibit you from making any further 

disclosures of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise 

permitted by 42 C.F.R., Part2. A general authorization for the Release of Medical of other information is not sufficient for this purpose. The federal rules restrict 

any use of information to criminally investigate or prosecute any alcohol or drug abuse client.  Violation of Federal law and regulations by a program is a 

crime. Suspected violations may be reported to the United States Attorney in the district where the violation occurs.

Charges for this request may apply. 

Person’s Full Name (please print) Date of Birth Social Security Number 

Other Family Member Date of Birth Social Security Number 

The following agency(ies) have my permission to exchange/give/receive/share/re-disclose information regarding service delivery planning for the 

purpose of securing, coordination, and /or providing services for the above named persons. I am aware that once this informat ion is released to 

another party, it may no longer be protected and is subject to disclosure by the recipient. This information MAY include treatment for drug and/or 

alcohol abuse, psychiatric treatment, HIV Antibody Test (test for AIDS virus) or AIDS related conditions.  (Please identify all agencies that apply): 

__________________________________________________ ______________________________________________________ 

__________________________________________________ _____________________________________________________ 

__________________________________________________ _____________________________________________________ 

The original copy of this form is on file at: ___________________________________________________________   Date and/or range of information to be released: 

_______________________________________________________  I authorize sharing of the following information if needed by the receiving agency to secure, coordinate, 

and provide services to the individual: (Circle yes or no and initial in the column prior to each type of information.)  

Circle One Initial 

YES   NO ______ Identifying Information: Name, Birth date, sex, race, address, and telephone number 

YES   NO ______ Social Security Number 

YES   NO ______ Case Information: Circle information that is to be shared. Cross out information that is NOT to be shared. 

Circle One Initial 

YES NO ______  HIV and AIDS related diagnosis and treatment 

YES NO ______  Other Medical Information: Circle information that is to be shared. Cross out information that is NOT to be shared. 

Circle One Initial 

YES NO ______  Financial Information: Public Assistance Eligibility and payment information provided for establishing eligibility including but not limited to pay 

  stubs, W2s and tax returns, and other financial information. 

I understand that the Authorization for Release of Information shall remain in effect for 180 days (60 days for hospitals) Initial _____from the date of my 

signature below unless I specify an earlier expiration date in this space______________.  I also understand that I may cancel this Authorization for Release of 

Information at any time by stating so in writing with the date and my signature and delivering it to________________. The revocation does not include any 

information that has been shared between the time that I gave permission to share information and the time that it was canceled.  

I understand that my signing or refusing to sign this Authorization will not affect public benefits or services that I, or the individuals named above, are eligible 

for. My signature below signifies my authorization for release of the information specified on this Form.  

This authorization expires on the_____ day of__________________, _______. 

Person’s Signature Date 

Signature of Authorized Representative Date 

Witness/Agency Representative Date 

If the above signature is not that of the client/patient, explanation will be provided below and documentary evidence of 

appropriate papers shall be required to accompany this authorization: 

_____________________________________________________________________________________________________________________________________________________________________________________________________________. 

Social History Ind. Education Plan (IEP) Grades and Attendance Other 

Treatment/Service History  Family Service Plan Vocational Assessments Other 

Home Study Transitional Plans Disability Information Other 

Immunizations Emergency Room Treatment Medications Prescribed Physical Exam Child Health 

Prenatal Women/Infant/Children(WIC) Physician Orders Pathology Reports Operative Reports 

Psych. Assessments Drug/Alcohol Abuse Treatment  Mental Health Treatment Consultation Final Diagnosis 

STD Drug/Alcohol Abuse Assessment  Mental Health Assessment Radiological Reports Laboratory Report 

If applicable, date of 
revocation: 
______________ 
(Revocation must be 
submitted in writing.) 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________
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TO ALL AGENCIES RECEIVING INFORMATION DISCLOSED AS A RESULT OF THIS SIGNED AUTHORIZATION 

1. If the records released include information of any diagnosis or treatment of drug or alcohol abuse, the following statement a pplies:

Information disclosed pursuant to this authorization has been disclosed to you from records whose confidentiality is protected by Federal law.  

Federal regulations (42 Cl-R Part 2) prohibit you from making any further disclosure of it without the specific written authorization of the person to 

whom it pertains, or as otherwise permitted by such regulations. A general authorization for the release or medical or other information is NOT 

sufficient for this  

purpose. 

2. If the records released include information of an HIV-related diagnosis or test results. the following statement applies:

This information has been disclosed to you from confidential records protected from disclosure by stale law. You shall make no further disclosure of 

this information without the specific, written, and informed release of the individual to whom it pertains, or as otherwise permitted by state law. A 

general authorization for the release of medical or other information is NOT sufficient for the purpose of the release of HIV Test results or diagnosis. 

3. The information has been disclosed to you from records protected by federal and/or stare confidentiality rules. Any further release of it is prohibited unless the 

further disclosure is expressly permitted by the person to whom it pertains, DYS in the case of youth records, or applicable federal and/or state laws.

USER CHECKLIST 

1. Explain that the Release is voluntary not mandatory. 
2. Explain tile purpose of the Release, which is to expedite services to

the person who will need services from more than one agency.
3. Explain that not signing it will not result in a refusal of services, but 

could result in a delay of services. 
4. Review all parts of the Release with the consumer and explain the

purpose of each part. 
5. Review the specific information noted in the Release, which the

person may authorize to be shared.

 Make it clear to the person that he/she can authorize release of 
all data listed for all family members or only some of tile data for
selected family members.

 Explain how person who decides to authorize release of only a
portion of the information makes this known by checking yes or
no for an entire category, such as Financial Information.

 Explain that person can authorize release of only a portion of
information in a category by crossing out information they do not
desire shared.

6. Inform the person that they can revoke the Release at any time for
any reason, by stating so in writing. Any agency receiving a
revocation is responsible for notifying other agencies listed on the
Release of the revocation and/or forwarding a copy of the 
revocation to those agencies. 

7. Explain that the Release is valid for only up to 180 days, unless
revoked sooner. Ensure the person understands that after the 
Release expires, agencies can no longer share information unless a
new Release is executed by the person. 

8. If the person whose records are to be released is a minor, ensure 
the parent or guardian understands the Release, completes it, and
signs. Without this process and signature, the Release is not valid. 
This does not apply when a minor, acting on his/her own initiative, 
has sought and received diagnosis and/or treatment for any STD, 
HIV, AIDS and/or drug or alcohol related condition. In these cases,
the release of any medical information relating to such diagnosis or
treatment can only be authorized by the minor who has sought and 
received such services. 

9. Ensure you review with the person the law stated on the Release
regarding HIV related diagnosis information, substance abuse, and 
diagnosis and treatment information. NOW, if the person believes 
completing the Release will expedite services to them, ask them to
complete it. 

10. Note if child abuse or neglect records are needed. They may only be
released with the written permission of the County Public Children's
Services Agency. 

11. Encourage the person to know what records are in his/her before 
authorizing the release. 

12. The agency obtaining the original signature is responsible for
maintaining the original Release in their agency records.

13. The agency obtaining the original signature is responsible for giving
a copy of the Release to the client. The client is responsible for
presenting the copy to other agency(ies) or informing agency(ies) 
where the original is on file. 

14. Explain that the release is valid for only up to 60 days for hospitals, 
unless revoked sooner. The user must initial by the 60 days and
cross out the 180 days total on the authorization. Ensure the person 
understands that after the Release expires, hospitals can no longer
share information unless a new Release is executed by the user. 

15. Explain to the client/patient that if the information to be released is 
someone different then who has signed the authorization, Than an 
explanation will be provided and documentary evidence of 
appropriate papers shall be required to accompany this 
authorization for the information to be released, 

16. Explain to the client/patient the circumstances under which
information may be re-disclosed without an authorization. (i.e, 
Privacy Statement.) 

This form must be signed and attached to the Authorization for Release of Information form. My signature below signifies that the form, its uses and 

my options for completing it were explained to me.  

Person’s Signature Date 

Signature of Authorized Representative Date 

Witness/Agency Representative Date 
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