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Authorization to Disclose Protected Health Information 

     For more information about Privacy and Confidentiality of records at CVCS, anyone may contact the CVCS Privacy Officer at 434-485-8881, or please visit www.cvcsb.org
	NAME OF CLIENT:       

	Name of:    FORMCHECKBOX 
 Parent,   FORMCHECKBOX 
 Legal Guardian, or  FORMCHECKBOX 
 Authorized Representative for an Adult:      

	DOB:      
	SSN:       
	CVCS ID #:      

	This authorization is Effective
on:       
        mm /  dd  /  yy
	This Authorization covers health  information 
	This authorization Expires
on:      
       mm /  dd  /  yy

	
	from the date:          

                             mm /  dd  /  yy                                       
	to the date:      
                        mm /  dd  /  yy                         
	

	1. I authorize the following person to DISCLOSE my protected health information:

	      

NAME OF PERSON or Designee to Disclose information                                                                                                                                                                                
	      

NAME of Agency / Covered Entity       
	      

TITLE (Relationship / Identification / Class of Persons)

	Full Address for Disclosing Party (# 1):      

	2. to the RECIPIENT:

	      

NAME OF PERSON or Designee to Receive information
	      

NAME of Agency / Covered Entity   
	     
TITLE (Relationship / Identification / Class of Persons)

	Full Address for Recipient (# 2):      

	3. Specify the Substance Use information to disclosed (Check all that apply)    
 FORMCHECKBOX 
 *Substance Use Treatment Information/Drug Screens     
 FORMCHECKBOX 
 *Co-Occurring Disorders/Treatment that includes Substance Use Treatment Information/Drug Screens     
* NOTICE:  The information approved for disclosure by this authorization may be protected by Federal Regulations (42 CFR Part 2) which prohibit a recipient from making any further disclosure of alcohol or substance abuse treatment information unless expressly permitted by written authorization of the person to whom it pertains or otherwise permitted by 42 CFR Part 2.  These Federal Regulations also restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.


	4. Specify the Other Health Information to be disclosed or exchanged(Check all that apply)   FORMCHECKBOX 
 Transportation / Accessibility Needs   FORMCHECKBOX 
 Financial / Billing 
 FORMCHECKBOX 
 Admission/Assessment   FORMCHECKBOX 
 Progress Notes   FORMCHECKBOX 
 Service Plan    FORMCHECKBOX 
 Diagnosis       FORMCHECKBOX 
 Lab Results     FORMCHECKBOX 
 History and Physical Report   FORMCHECKBOX 
 Psychiatric Evaluations   
 FORMCHECKBOX 
 Psychological Testing/Reports    FORMCHECKBOX 
 Discharge Summary    FORMCHECKBOX 
 Medication information    FORMCHECKBOX 
 Medical Information / Reports    FORMCHECKBOX 
 Dates and Types of Services Received
 FORMCHECKBOX 
 HIV+, AIDS information / status    FORMCHECKBOX 
 HBV, HCV information / status    FORMCHECKBOX 
 Other (Specify)      

	5. PURPOSE: I understand that this information will be used for the following: (Check all that apply) 

 FORMCHECKBOX 
 Evaluation / Treatment       FORMCHECKBOX 
 Legal Purposes       FORMCHECKBOX 
 Insurance / Billing Purposes       FORMCHECKBOX 
 Other (specify)      

	6. As the person signing this Authorization form, I understand that I am giving my permission to Central Virginia Community Services to disclose or use confidential health care records (protected health information) for me, or the individual named above.  

And, I understand that:
A. Information disclosed may include documents placed in the record after the signature / effective date, but prior to expiration date or revocation. 

B. I may refuse to sign this form, that treatment or payment will not be conditioned upon my willingness to sign this form, (unless the specific circumstances under which such conditioning is permitted by law are applicable and are set forth in this authorization), and I affirm that I have not been coerced or forced to sign this form.  

C. An original or copy of this authorization and a notation concerning the persons or agencies to which disclosure were made shall be included with my original health records, and that paper and electronic copies may be used to facilitate use or disclosure of the information.

D. Information disclosed under this authorization may be subject to redisclosure by the recipient and may no longer be protected to the same extent as such health information was protected by law while solely in the possession of the health care entity.

E. I have the right to revoke this authorization at any time, but not retroactive to information already disclosed in accordance with the authorization.  My revocation is not effective until delivered in writing to the person who is in possession of my records.

F. This authorization is automatically revoked upon termination of services or one year from the effective date of the authorization, whichever comes first.  If the named individual is a minor, and a parent or guardian signs this form, this authorization will become invalid when the individual reaches the age of 18 years.



	Signature of Individual Served: X                                                                                 Date:                /            /

	Signature of:   FORMCHECKBOX 
 Parent,   FORMCHECKBOX 
 Legal Guardian, or 

     FORMCHECKBOX 
 Authorized Representative for an Adult:                                                                                                       Date:                /            /

	Signature of Witness (if applicable):                                                                                                                      Date:                /            /

	 REVOCATION of AUTHORIZATION: THIS AUTHORIZATION FORM MAY BE REVOKED  AT ANY TIME BY COMPLETING THE FOLLOWING IN PERSON:

	Authorization revoked by (PRINT NAME):                                                                                                                                 Relationship:

	Signature of Person Revoking Authorization:                                                                                                                         Date:                /            /

	Provide the individual served with a Copy   Place the original or a copy in the service record   


  CVCS should retain the original authorization. **When this form is used for exchange of information between two covered entities, be certain that the other party will accept a copy or FAX of an authorization requesting disclosure. If another covered entity requires an original authorization, then an additional form will need to be completed to request the disclosure.




TO ATTENTION OF: 
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