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Authority to Obtain Information
	
Name of Patient/Client:  _____________________________________________________

Phone #:  ______________________      Date of Birth:  ___________________________

Social Security Number:  ____________________________________________________

Address:  ________________________________________________________________





I, ______________________________________________________, hereby authorize 
                                           (Name of Patient/Client)

______________________________________________________________________
(Name of Disclosing Agency)                     (Street)                                                       (City)            (State)           (Zip Code)

to disclose, release, or exchange ___________________________________________
                                                              (Kind and Amount of Information to be Disclosed)

to ____________________________________________________________________
             (Name of Organization/School)                                                            (Street)             (City)               (State)                 

___________________________________________________ for the specific purpose
   (Zip Code)                                             (Phone Number)

of ____________________________________________________________________
                     (Use or Specific Reason for Release of Information)


I understand that I may revoke this consent at any time except to the extent that action has been taken thereon.  I further understand that this consent will expire within six months from the date below unless revoked earlier and cannot be renewed without my written consent.

I have carefully read and understand the above, and do herein expressly and voluntarily authorize the disclosure of the above information about, or medical records of, my condition, including alcohol and/or drug treatment records to the agency listed above:

___________________________________________     ________________________
  (Signature of Patient/Client or Patient/Client Legal Guardian)                                            (Date)

___________________________________________     ________________________
  (Signature of Witness)                                                                                                         (Date)


This information has been disclosed to you from records whose confidentiality is protected.  Federal/State regulations prohibit you from making disclosure of it without specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for release of medical or other information is not sufficient for this purpose.
