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CAPS AUTHORIZATICHN FOR RELEASING/OBTAINING INFORMATION

Ln-ﬂ-"ﬁ
| agres to aMew CAPS to:  RELEASE TO: / GETAIN FROM:

(Name of person (including relationship to patient} or arganization authorized 1o retelve/release infarmation)

(Addrass) (Telephone)}
(Fiease specify the extent and nature of ipformation to be released or obtained))
Clinical Dizgnesis Progress Motes “Discharge Surnmary

(oS ———

&g‘l Psychiatrie Evaluation L_—Treatrnent Plan L o (1Y f A b s

The purpose of this releass is for; COMMUMICATION & CONTINUITY OF CARE

This authorization for releasing/ebraining the abave information ks to be in effett not to excesd one year
(Specify Date: et ) unless otherwise revoked.
4

| understand that my health care provider{s) need my specific consent to disclose information related to any of the

following.

1. Subttance Abuse Treatment: | (DO L~"DO NOT ) autherize disclosure of information which
refers {0 treatment or diagnosis of drug or alcoho! abuse.

2 Mental Haalth Records:

1RO _ Do NoT } authorize disclosure of information which refers to treatment or diagnasis of

mental heslth, o
1{no BO NOT ‘/rw(ant 16 raview such information before itis released. T understand that such
reviews must be supervised. -

3. HW fecords: | (DO IJ/DO/NDT ) autharize disclosure of Information which refers to HIV test

resuits, infection status, or treatment Informatisn,

} understand that L have the right te:

1. Oktain a copy of this authorization, and to review and copy any information prior to it being released.
Z Review my retords and refuse authorization to disclose all or some of the Information,
3. Revake this authorization by written notice to the heailth care provider ot any time, sxcept where the

health care provider has already acted upon the authorization.
| understand that such refusal or revocation may result in improper diagnasls or treatment,

{ further understand that Information used or disclosed pursuant to this authorization may be subject to
redisclosure by the recipient in the event the infarmation is further disclosed by the receiving party, it
may not be protetted under federal privacy reguiations,

O_Patient Slgnature: ' ‘ﬁate:

Parent/Guardian Signature: Date:

1 WU ILIRER IRl ordhnf b can VRO NAE NPy rer nn averreu anna
e B E T VR e e LD LTI E TR s ve o bk b BN BT R

Revoke Authorlzetion: | hereby revake this authorization for releasing/obtaining information.
Patient Signature: : Data:

Parent/Guardian Signature: Date:




