
        Cornerstone Behavioral Healthcare                Wabanaki, Division of Cornerstone 

Annual HIPAA - Signature Page 

08-31-17 AMC, 08-19-20 CLM, 12-07-22 CLM  Page 1 of 1 

 

Client Name: 
 

Client #: 

Any Changes to Opening Documentation?   ☐ No      ☐ Yes, see below: 

Client Name: 
 

Client Address: 

Contact Number: 
 

Guardian: 

Email Address: 

The family or household members, if any, with whom I direct Cornerstone Behavioral Healthcare to share my 
health care information, are the following:  (If not applicable, please note N/A) 
 

The information that Cornerstone Behavioral Healthcare may share with those persons consists of:     
 (If not applicable, please note N/A) 
 
 
I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE TO CORNERSTONE BEHAVIORAL HEALTHCARE FOR 
SERVICES IF IT IS SELF-PAY OR NOT COVERED BY MY INSURANCE, UNLESS I AM ALSO COVERED UNDER 
MAINECARE.  I ALSO UNDERSTAND THAT I AM PERSONALLY RESPONSIBLE FOR MISSED APPOINTMENTS IF I 
HAVE NOT NOTIFIED CORNERSTONE BEHAVIORAL 24 HOURS IN ADVANCE. I HEREBY AUTHORIZE CORNERSTONE 
BEHAVIORAL HEALTHCARE TO FURNISH INFORMATION REGARDING MY DIAGNOSIS AND TREATMENT TO THE 
ABOVE INSURANCE CARRIERS AND/OR MAINECARE, UNLESS I AM SELF-PAY. I HEREBY AUTHORIZE PERMISSION 
FOR TREATMENT BY PROVIDERS OF CORNERSTONE BEHAVIORAL HEALTHCARE.  
 
THIS SIGNATURE ACKNOWLEDGES THAT I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE BILLING 
POLICY, CONSENT, ATTENDANCE POLICY, RIGHTS OF RECIPIENTS, AND DISCLOSURE NOTICE AT CORNERSTONE 
BEHAVIORAL HEALTHCARE. THIS SIGNATURE ALSO ACKNOWLEDGES THE PERMISSION TO TRANSPORT IF 
APPLICABLE AS WELL AS RELEASING CORNERSTONE BEHAVIORAL HEALTHCARE FROM LIABILITY IN CASE OF AN 
ACCIDENT DURING ACTIVITIES RELATED TO CORNERSTONE BEHAVIORAL HEALTHCARE, AS LONG AS NORMAL 
SAFETY PROCEDURES HAVE BEEN TAKEN. 

Signatures: If Service is Substance Abuse child must sign. 
Client(14 years & older): 
 

Date: 

Authorized Rep: 
 

Relationship to Client: Date: 

Witness: 
 

 Date: 

I have been offered a copy of any and all of this paperwork.  ☐ Yes ☐ No  

 

Right to Revoke (Disclosure Notice Only) 
I understand that I may revoke this authorization at any time by giving written notice of revocation to Cornerstone 

Behavioral Healthcare; however, this will not affect information released prior to receiving my statement.  I 
understand that revoking this authorization may be the basis for denial of health benefits or other insurance 

coverage benefits. 
Client(14 years & older): 
 

Date Revoked: 

Authorized Rep: 
 

Relationship to Client: Date Revoked: 

Witness: 
 

 Date Revoked: 

 

2. 



Need For Change (NFC) 
Self-Rating Scale 

 

*Adapted with the permission of Edward S. Casper, Ph.D, by the Maine Medical Center Department of Vocational 

Services  

 

 

Please share with us your opinion about your current education situation 
 
Name: ______________________________________ Age:_______ Circle:  Male  Female Other  
 

Date:  _________________________________________________________ 
 

Education Level:  ________________________________________________ 
 
 

If you are currently employed, respond to the questionnaire on the LEFT below. If you are 
currently out of school, respond to the questionnaire on the RIGHT below. 

Respond below if you are currently                        
IN SCHOOL 

First, read each of the 5 statements below. 
Then, consider which one best describes how 

you now feel about your education.  
Finish by placing an X in the box to the left of 
the statement that best describes how you 

now feel about your education. 
 

□  I am Very Dissatisfied with my 
education, and feel an URGENT 

NEED to change it. 

□  I am Dissatisfied with my 
education, and feel a STRONG 
NEED to change it. 

□  I am Not So Sure how I feel 
about my education, and NOT 
SURE if I want to change it. 

□  I am Satisfied with my education, 
and DON’T WANT to change it 

now, but maybe in the future I 
would. 

□  I am Very Satisfied with my 
education, and DEFINITELY 
DON’T WANT to change it. 

 

Respond below if you are currently   
OUT OF SCHOOL 

First, read each of the 5 statements below. 
Then, consider which one best describes how 

you now feel about being out of school. 
Finish by placing an X in the box to the left of 
the statement that best describes how you 

now feel about being out of school. 
 

□  I am Very Dissatisfied with being 
out of school, and feel an URGENT 

NEED to change. 

□  I am Dissatisfied with being out 
of school, and feel a STRONG 
NEED to change.  

□  I am Not So Sure how I feel 
about being out of school, and 
NOT SURE if I want to change.  

□   I am Satisfied with being out of 
school, and DON’T WANT a 

change now, but maybe in the 
future I would.  

□  I am Very Satisfied with being out 
of school, and DEFINITELY DON’T 
WANT to change now. 

 
 

I would accept a referral to Educational Services (Please Check One) 
( ) In the next 3 months   ( ) Not at all   ( ) In the next 6 months   ( ) I feel I can achieve my education 
goals on my own  

6. 



Need For Change (NFC) 
Self-Rating Scale 

 

*Adapted with the permission of Edward S. Casper, Ph.D, by the Maine Medical Center Department  of Vocational 

Services  

 

Please share with us your opinion about your current employment situation 
 
Name: ______________________________________ Age:_______ Circle:  Male  Female Other  
 

Date:  _________________________________________________________ 
 

Education Level:  ________________________________________________ 
 
Years Employed: ______ months: _____ Years Unemployed: ______ months: _____ 

 
If you are currently employed, respond to the questionnaire on the LEFT below. If you are 

currently unemployed, respond to the questionnaire on the RIGHT below. 

Respond below if you are currently 

EMPLOYED 
First, read each of the 5 statements below. 

Then, consider which one best describes how 
you now feel about your job.                
Finish by placing an X in the box to the left of 

the statement that best describes how you 
now feel about your job. 
 

□  I am Very Dissatisfied with my 
job, and feel an URGENT NEED to 
change it. 

□  I am Dissatisfied with my job, 
and feel a STRONG NEED to 

change it. 

□  I am Not So Sure how I feel 
about my job, and NOT SURE if I 

want to change it. 

□  I am Satisfied with my job, and 
DON’T WANT to change it now, 
but maybe in the future I would. 

□  I am Very Satisfied with my job, 
and DEFINITELY DON’T WANT to 
change it. 

 

Respond below if you are currently 

UNEMPLOYED 
First, read each of the 5 statements below. 

Then, consider which one best describes how 
you now feel about being unemployed.  
Finish by placing an X in the box to the left of 

the statement that best describes how you 
now feel about being unemployed. 
 

□  I am Very Dissatisfied with being 
unemployed, and feel an URGENT 
NEED to change. 

□  I am Dissatisfied with being 
unemployed, and feel a STRONG 

NEED to change.  

□  I am Not So Sure how I feel 
about being unemployed, and 

NOT SURE if I want to change.  

□   I am Satisfied with being 
unemployed, and DON’T WANT a 
change now, but maybe in the 

future I would.  

□  I am Very Satisfied with being 
unemployed, and DEFINITELY 
DON’T WANT to change now. 

 
I would accept a referral to Employment Services (Please Check One) 
( ) In the next 3 months   ( ) Not at all   ( ) In the next 6 months   ( ) I feel I can obtain my own job 
I would like to talk to staff about the impact of work on my benefits 

( ) Yes  ( ) No 

6. 



#7 



8. 

 Date 



09-21-22 CLM, 12-27-22 CLM 

Diagnosis Sheet 

Outside Source 

 

Client Name:  
 
 

Date of Birth:  
 
 

 

Diagnosis ICD 10 Code 

Primary  

 
 
 

 
 
 
 

Secondary   

Tertiary   

 

Date Diagnosed/Reviewed on:  
 

Records attesting to diagnosis are in the client’s chart:  Yes   No 

 

Diagnosing Entity (hospital/office):  
 
 

Provider/Case Manager Signature:  
 
 

Printed Name & Credentials:  
 
 

Fax to Wabanaki Case Management at: (207) 902-907-2048 

9. 



        Cornerstone Behavioral Healthcare               Wabanaki, Division of Cornerstone  #10 
AC-OK Screen for Co-Occurring Disorders - Adults 

(Mental Health, Trauma Related Mental Health Issues & Substance Abuse) 

Client Name: Client# 
 

Paperwork Packet 10-01-21  Page 1 of 1 

 

DOB: Date of Service: 

In the past year: 
1. Have you experienced serious depression (felt sadness, hopelessness, loss of interest, 

change of appetite or sleep pattern, difficulty going about your daily activities)?   

 

☐yes   ☐no                  

2. Have you experienced thoughts of harming yourself?   ☐yes   ☐no 

3. Have you experienced a period of time when your thinking speeds up and you have 
trouble keeping up with your thoughts?   

☐yes   ☐no 

4. Have you attempted suicide?   ☐yes   ☐no 

5. Have you had periods of time where you felt that you could not trust family/friends?   ☐yes   ☐no 

6. Have you been prescribed medication for any psychological or emotional problem?   ☐yes   ☐no 

7. Have you experienced hallucinations (heard or seen things others do not hear/see)?   ☐yes   ☐no 

 Number of ‘yes’ 1-7: 

8. Have you been preoccupied with drinking alcohol and/or using other drugs?   ☐yes   ☐no 

9. Have you experienced problems caused by drinking alcohol and/or using other drugs, 
and you kept using?   

☐yes   ☐no 

10. Do you, at times, drink alcohol and/or use other drugs more than you intended?   ☐yes   ☐no 

11. Have you needed to drink more alcohol and/or use more drugs to get the same effect 
you used to get with less?   

☐yes   ☐no 

12. Do you, at any time, drink alcohol and/or use other drugs to alter the way you feel?   ☐yes   ☐no 

13. Have you tried to stop drinking alcohol and/or using other drugs but couldn’t?   ☐yes   ☐no 

 Number of ‘yes’ 8-13: 

14. Have you ever been hit, slapped, kicked, emotionally or sexually hurt or threatened by 
someone?               

☐yes   ☐no 

15. Have you experienced a traumatic event and have since had repeated nightmares, 
dreams, and/or anxiety which interferes with you leading a normal life?   

☐yes   ☐no 

 Number of ‘yes’ 14-15: 

Client Signature: 

Provider Signature: 

Provider Printed Name & Credentials: 

 

Must be completed at intake and renewed yearly. 



              Cornerstone Behavioral Healthcare                Wabanaki, Division of Cornerstone 
Case Management ISP Signature Page 

Client#  

   

 

03-19-19, 08-19-20 CLM, 02-24-23 CLM, 06-07-23 CLM   Page 1 of 2 

Client Name: 

Date of Plan: 

Type of Plan:       ☐Initial           ☐Review          ☐Other          ☐Annual 

Is this Review late?      ☐Yes    ☐No  (If yes, answer the following) 

• Did the ISP remain in effect?      ☐Yes    ☐No 

• Provide the reason for the review being late: 

☐Client cancellations/no shows     ☐Client did not return for services      ☐Infrequency of client visits     

☐Other (please explain): 

☐Provider error (please explain):      

Address/ Phone Change:   ☐Yes     ☐No (If yes, update): 
 
 

List those involved in ISP development: 

☐Client      ☐Parent/Guardian     ☐Case Manager     ☐Provider      ☐Natural Support/Other: 

• If no natural supports were involved, please explain: 
 

Is client AMHI Class Member?     ☐Yes     ☐No (If yes, answer the following) 

• Does client have an Advance Psychiatric Directive?      ☐Yes     ☐No 

• If yes, was it reviewed?     ☐Yes     ☐No 

Was the Crisis Plan reviewed?    ☐Yes    ☐No   (If no, answer the following) 

• If Crisis Plan was not reviewed, why not? 
 

Domains (The following goal areas should be considered in the context of the individual's recovery. Please 
check each domain that is an active need to be addressed on this treatment plan, indicate a status and 

designate a responsible team member) 

STATUS KEY: GE (Goal Established); AN (Assessed, No Need at this time); AO (Assessment On-going); CC (Client 
Chooses not to address at this time); GA (Goal Achieved); C (Continuing); D (Dissolved): UN (Unmet Need) 

Domain Status 

☐   Housing  

☐   Financial  

☐   Education  

☐   Social & Recreation 

☐Family 

☐Cultural/Gender 

☐Recreational/Social 

 

☐   Peer Support  

☐   Transportation  

☐   Health Care 

☐Dental 

☐Eye Care 

 

12. 



              Cornerstone Behavioral Healthcare                Wabanaki, Division of Cornerstone 
Case Management ISP Signature Page 

Client#  

   

 

03-19-19, 08-19-20 CLM, 02-24-23 CLM, 06-07-23 CLM   Page 2 of 2 

☐Hearing Health 

☐Medical 

☐   Vocation  

☐   Legal  

☐   Living Skills  

☐   Substance Use  

☐   Mental Health 

☐Trauma 

☐Emotional, Psychological 

☐Psychiatric/Medications 

☐Crisis 

 

☐   Spiritual/Cultural  

☐   Outreach  

☐   Other (please specify):   

For all unmet needs listed above, please document the reason and indicate a plan to address these:  

 

Additional Comments: 
 
 

Risk and Benefits Statement 
I have developed my ISP and Safety Plan with my provider.  We have reviewed the risks and benefits 
associated with these plans.  I have been offered a copy of these plans and agree to work towards these goals. 

☐Yes      ☐No (If no, please explain): 

SIGNATURES 
Client Signature 
 
 

Date 

Parent/Guardian Signature 
 
 

Date 

Provider Signature/Credentials Date 
 
 

Supervisor Signature (if applicable) 
 

Date 
 
 

 
 

12. 



 
Cornerstone Behavioral Healthcare                 Wabanaki, Division of Cornerstone    

 

   Crisis/Safety Plan 

01-10-17 SAB, 10-28-19 PWC, 08-19-20 CLM, 09-24-20 CLM, 02-24-23 CLM, 05-26-23 CLM, 01-24-24 CLM  Page 1 of 1 

 

 Client #: 

Client Name: 

Date:   

Emergency Contact Name / Relationship  
(update in Pimsy) 

Telephone Number 

  
Describe what triggers a crisis for you: 
 
  
 
Describe what a crisis feels like for you: 
 
 
 
What is helpful (identify the strategies and techniques that may be utilized to stabilize the situation): 
 
 
 
 
Who is helpful 

Name Relationship Contact Number 

   

   

   
Who/What is not helpful 

 
 
 
 
 

Have you ever called a Crisis Program?   ☐yes      ☐no 

Have you ever been in a crisis unit?    ☐yes     ☐No 

Would you be interested in meeting with a crisis worker in your area to develop crisis plan?   ☐yes     ☐no 

Do you have a crisis plan on file at your local crisis provider?   ☐yes     ☐no 

Do you have a mental health advanced directive? (If so, please attach)  ☐yes     ☐no 

STATEWIDE CRISIS: 1-888-568-1112 LOCAL POLICE: 911 LOCAL FIRE: 911 
STATE POLICE: 1-800-482-0730 SUICIDE & CRISIS LIFELINE: 988 WABANAKI CARELINE:  1-844-844-2622 
POISON CONTROL: 1-800-442-6350 OTHER: 

Client Signature: Date: 

Parent/Guardian Signature: Date: 

Provider Signature: Date: 

Provider Printed Name and Credentials:   

   



             # 41  
Cornerstone Behavioral Healthcare  
157 Park St. Suite 5 
Bangor, Maine 04401 
Phone: (207) 992-0410  Fax: (207) 992-0414                

       Wabanaki, Division of Cornerstone 
                         P.O. Box 1356 

              Bangor Maine 04402 
Phone: (207) 992-0411 Fax: (207) 907-2048 

  
 

Paperwork Packet 10-01-21  Page 1 of 1 

 

PCP Cover Letter 
(To be submitted at the first date of service) 

 

 
Dear: _______________________________________________ ,    
                                                     (Primary Care Provider) 

 
Client, __________________________________________ , is currently being  
                                                   (Client Name) 

 
seen in  either our Bangor or Waterville office by,  __________________________________________,                                                                                                
                                                                                                                                          (Case Manager’s Name) 
 
for either Counseling services, Case Management services or Medication Management services. 
 
 

In an effort to provide integrated services for our client we are requesting current medical  

 
records for coordination of treatment.   

 
 
If we can be of assistance, please feel free to contact us at:______________________________ 
                                                                                                                                                  (Branch Phone Number) 

 
Attached is a signed release from this client to you. 
 

 
  
Sincerely,  

        
Case Management Division  

Cornerstone Behavioral Healthcare 
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Wabanaki Public Health and Wellness  
“The Wab” Peer Run Recovery Center 

Annual Update 
 

Name:_____________________________________________    Date of birth:______________________ 
 
Address:___________________________________________    Phone: (____)_____________________ 
 
              ____________________________________________ 
 
Emergency Contact:__________________________________ Phone: (____)_____________________ 
 
Do you have any allergies?  Yes(  ) No (  )  Any medical conditions we should be aware of? Yes(  ) No(  ) 
 
If yes, please describe:__________________________________________________________________ 
 
Our focus: 

- Promote wellness and encourage healthy behaviors 
- Provide a safe place for our community to go/”haven” 
- Culturally congruent, offering Native American- teachings, spirituality, arts/crafts, etc 
- Integrated with the community supports networks- to create and strengthen relationships 
- Build awareness on various topics (ie: Wellbriety, nutrition, health) 
- Available resources: phone, computer, pamphlets, community and tribal events 
- A place to access intentional peer support 
- A recovery oriented environment 

Expectations for Participation: 

- Participate drug and alcohol free 
- Speak and behave in a kind, respectful, and appropriate manner 
- Supervise and ensure safety of children at all times 
- Be responsible for cleaning up after yourself 
- Be relaxed in the room. No sleeping 
- Keep speaker phones off. Keep phone conversations private 
- Limit phone and computer use to 60 minutes when others are in the room 
- Prevent the spread of germs and illnesses. Please stay home if sick 
- Respect the privacy of others 

 
I understand that Wabanaki Public Health and Wellness Peer Run Recovery Program will keep my 
information confidential.  
 
By signing below, I am confirming that I have reviewed the description and expectations of 
participation. 
 
Signature:_________________________________________ Date:__________________________ 
 
Witness:__________________________________________ Date:__________________________ 



DHHS Authorization Form 1/19 

Page 1 of 2 

 

     

Authorization to Release Information 

 
   We are committed to the privacy of your information. 

Please read this form carefully. 
 

 

Which DHHS office(s) should help you? Please check. 
Office of MaineCare Services  Substance Abuse and Mental Health Services 

Office for Family Independence and Medical Review Team  Office of Child and Family Services 
 Maine Center for Disease Control and Prevention  Office of Aging and Disability Services 
 Dorothea Dix Psychiatric Center  Office of Administrative Hearings 
 Riverview Psychiatric Center  Other: 

 

Whose information is being released? Please print clearly. 
Individual’s Name                                                                                                              Date of Birth               Social Security #          

Home Address                                                                  Town/City          State Zip Code 
 

 Telephone                                                                                Email address 

 (       )             -                                                                                                    @ 

  

 
 

What information should DHHS release? Please check all that apply.  

General permission:  


All health information from the DHHS office(s) checked above 

Claims or encounter data (information about visits to 
health care providers) 
Billing, payment, income, banking, tax, asset, or data 

 needed to see if you qualify for DHHS program benefits  

Limit to the following date(s) or type(s) of information: (for 

example “Lab test dated June 2, 2017” or “Claims from 2015-

2017”)  

_________________________________________________ 

Other:__________________________________________  

Special permission: Drug/Alcohol Referral or Services  

 

Include all drug/alcohol information in the release  

Include only the specific drug/alcohol records checked:

 
Diagnosis and treatment  
Clinical notes and discharge summaries       
 Drug/Alcohol history or summary 
Payment or claims information 

Living situation and social supports 

Medication, dosages or supplies  
Lab results  
Other: ________________________________________________ 

Special permission: Mental/Behavioral Health Services 


Include this information in the release 


I want to review my mental health/behavioral health record 

before release. I understand that the review will be supervised. 

 

Please note:  Maine law allows us to share this information with 

other health care providers and health plans to coordinate your 

care (to help take care of you) so long as we make a reasonable 

effort to notify you of the release.  

Special permission: HIV/AIDS Status/Test Results 


Include this information in the release 

 

Please note: Maine law requires us to tell you of 

possible effects of releasing HIV/AIDS information.  

For example, you may receive more complete care if 

you release this information, but you could experience 

discrimination if your data is misused. DHHS will 

protect your HIV data, and all your information, as the 

law requires. 

 

Are you asking DHHS to send your information by EMAIL?  Yes. 
Although DHHS has privacy and security protections for my information, I understand that email and the internet have 

risks that DHHS cannot control. It is possible that my emailed information could be read by a third party. I ACCEPT 

THOSE RISKS and still ask DHHS to send my information by email.  INITIAL HERE _______ 

Where should DHHS send your information by email? Please print the email address clearly: 

 

 

        A



DHHS Authorization Form 1/19 

Page 2 of 2 

 

 

What is the purpose of the release? Please check or write a response. 

To coordinate or manage my care   For a legal matter, including to provide testimony  

 A personal request   To see if I qualify for benefits or insurance   Other _________________________________ 

 

 
Please check and print clearly below: Send my information to   Get my information from:  

 

I understand and agree that:  

 

•  “Information” may be in written, spoken and/or electronic format.  

 

• This form will expire one year from the date below unless I revoke (take back) my permission sooner.  

 
• To take back my permission, I will fill out the Revocation Form found at 

http://www.maine.gov/dhhs/privacy/index.shtml and send it to the office where I receive services.  It will not 

apply to the information that DHHS already released with my permission.  

 

• If I take back my permission or refuse to release some or all of my information, my choice could lead to an 

improper diagnosis or treatment, o r  denial of insurance coverage. 

 

• I permit the people and/or offices listed on this form to speak to each other for the purpose(s) on this form. 

 

• Health information from other providers (such as doctors, hospitals, and counselors) in my DHHS file is 

included in this release.  

 

• Unless I am applying for benefits, DHHS will not base my treatment, payment for services, or benefits 

on whether I sign this form. 

 

• DHHS offices will keep my information confidential as required by law. If I choose to share my 

information with others who are not required by law to keep it private, it may no longer be protected 

by federal confidentiality laws. 

 

• If alcohol or drug treatment or program (substance use disorder) records are included in this release, 

DHHS will include a notice saying that such information may not be re-released or shared without my 

written permission. 

 

I am signing this form voluntarily.  I have the right to a signed copy of this form if I request one. 

 

Date:    Signature  ____________________________________________________________ 

 

Personal Representative’s authority to sign: ______________________________________________________ 

Name  

_______________________________________________ 

Address 

_______________________________________________ 

City, State, Zip Code 

_______________________________________________ 

Phone                                      Fax No. 

Name 

_______________________________________________ 

Address 

_______________________________________________ 

City, State, Zip Code 

_______________________________________________ 

Phone                                      Fax No. 

Wabanaki Case Management Division of Cornerstone Behavioral Healthcare

PO Box 1356

Bangor ME 04402-1356

(207)992-0411

Wabanaki Case Management Division of Cornerstone Behavioral Healthcare

PO Box 1356

Bangor ME 04402-1356

(207)992-0411

A 

http://www.maine.gov/dhhs/privacy/index.shtml


E. 



E. 



E. 



E. 



 
 

Written Authorization to Release Copies of Healthcare Information 
 

I the undersigned, hereby authorize St Joseph Healthcare and its designated employees or agents to release/obtain/discuss 
medical information from my health record.  
 

Where records are now (release from):           Where records are going (release to): 
Name: 

 

 Name:  

Address: 
 

 Address:  

City, State, Zip: 
 

 City, State, Zip:  

Phone: 
 

 Phone:  

Fax: 
 

 Fax:  
 

The purpose of the release is for: 
 

 Further care 
 Transfer of care (physician practices only) 
 Personal records (i.e. further care; proactive/home file) 
 Attorney request (reasonable fee may be assessed) 
 Other: ____________________________________________ 

Date(s) of service – From:___________________  To:___________________ 
 

Please specify information to be released: 
Physician Reports 
 

 Office Treatment Notes  Emergency Department   Psychiatric/Psychological Evaluation 
 History & Physical   Consultation     Psychosocial Evaluation 
 Discharge Summary  Operative Report    Assessments/Care Plans/Notes 

 

Diagnostic Reports 
 

    Laboratory     Radiology Reports     Radiology Images (CD)     Cardiology     Pathology 
 

Homecare & Hospice Reports 
 

 Assessments     Plans of Care     Progress Notes/Summaries     Medication Profiles     Physician Orders 
 

Other information to be disclosed (specify):____________________________________________________ 
Information that I refuse to disclose (specify):__________________________________________________ 
 

If I have been diagnosed or treated for any of the following, I understand that St. Joseph Healthcare needs my 
specific consent.  I do authorize release of this information and waive the right to review records before they are 
released unless I have specifically initialed under the “I DO NOT” section in the table below. 

 

 

I DO authorize release of information regarding DRUG AND/OR ALCOHOL ABUSE. By federal law, 
such information may not be re-disclosed by the recipient without specific written consent. 

I DO NOT 
_________ 
(initial here) 

 

I DO authorize release of information regarding MENTAL HEALTH treatment. 
 

I DO NOT 
_________ 
(initial here) 

 

I DO authorize disclosure of information regarding HIV INFECTION, ARC OR AIDS. I understand that 
individuals about whom such disclosures have been made have encountered discrimination from others in 
the areas of employment, housing, education, life insurance, health insurance, and social and family 
relationships. 
 

 
I DO NOT 
_________ 
(initial here) 

 

I DO waive the right to review records before they are released. I understand that such review must be 
supervised. 

 

I DO NOT 
_________ 
(initial here) 

Continued on reverse 

 

Patient Name:______________________________ 
 

Date of Birth:______________________________ 
 

Contact Phone #:______________________________ 
 

Wabanaki Case Management 
Division of Cornerstone Behavioral Healthcare

PO Box 1356

Bangor ME  04402-1356

(207)992-0411

 F       



I understand that my treatment is not conditioned on signing this authorization.  I will not be denied treatment if I do not 
sign this form.  I understand that my medical record contains information relating to my diagnosis and treatment and 
authorize the release of all such information listed above except those items I have crossed out or specified. I further 
understand that I may review my records and refuse authorization to disclose all or some of the above health care 
information, but that refusal may result in improper diagnosis or treatment, denial of coverage or claim for health benefits 
from other insurance(s) or other adverse consequences. Partial or incomplete records will be labeled as such.  
 

If I am a parent or legal guardian requesting access to a minor’s information, I further understand that I will not be 
provided access to records related to certain categories of treatment as required by law (for example, a minor’s 
reproductive health records). 
 

I understand that St. Joseph Healthcare may deny this request under limited circumstances as provided for under federal 
and state law protecting the privacy of health information. I understand that in such cases, I may designate a representative 
to review my records on my behalf.  
 

I understand that, if this information is disclosed to a third party, the information may no longer be protected by federal 
privacy regulations and may be re-disclosed by the person or organization that receives the information. 
 

I understand that St. Joseph Healthcare will provide my medical records in the form or format I request (paper or 
electronic format). If this is not easily able to be produced, it needs to be produced in a machine readable electronic form 
or format that is agreed upon by myself and St. Joseph Healthcare. 
 

I understand that St. Joseph Healthcare will notify me of its decision to approve or deny my request to access or obtain a 
copy of the requested information within thirty (30) days of receiving this request.  If St. Joseph Healthcare is unable to 
comply with my approved request for information within thirty (30) days, it may extend the deadline for up to thirty (30) 
more days by notifying me in writing. 
 

This authorization must be renewed annually. Subsequent disclosures by Releaser are permitted until expiration. 
However, I understand that I can revoke this Authorization at any time prior to the above time frame, except for the 
information already disclosed.  To revoke my authorization, I will notify the appropriate Health Information Management 
Department. Such revocation must be in writing, signed, and dated and shall be effective when received, subject to the 
rights of any such person who acted in reliance on the Authorization prior to receiving notice of revocation. I understand 
that revocation may be the basis of denial of health benefits, insurance coverage, benefits, and/or other adverse 
consequences and that I would be responsible for payment for services received. 
 
 
 

I understand that I am entitled to a copy of this authorization form. 
 
 

  

   
Patient Signature           Date & Time 

   
   

Authorized Representative/Relationship  Date & Time 
   
   

Witness  Date & Time 
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Cornerstone Behavioral Healthcare                      Wabanaki, Division of Cornerstone 

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION 
 

09-24-20 CLM, 04-28-23 CLM, 05-19-23 CLM, 05-26-23 CLM  Page 1 of 2 
 
 

 Release for Primary Care Physician  Client#:  

Client Name:  DOB:  

 

I,   hereby authorize  hereby decline to authorize  

                           Client/Guardian  (Sign at bottom in revoke 
   section) 

  to receive  to disclose  to receive & disclose 
                 Provider/Staff/Entity Name 

Information to be received from or disclosed to: 

Name:  Company:  

Address:  Email:  

Phone:  Fax:  

 

Date Range of information to be received/disclosed:  

 

To Receive the following information: To Disclose the following information: 
 None  None 
 Chart Summary  Chart Summary 
 Progress Notes  Progress Notes 
 Assessment/Intake Summary  Assessment/Intake Summary 
 Treatment Plan/Plan of Care  Treatment Plan/Plan of Care 
 Laboratory Results  Laboratory Results 
 Diagnosis  Diagnosis 
 Billing  Billing 
 Verbal Consent  Verbal Consent 
 Only information related to:  Only information related to: 
 Other (specify):  Other (specify): 
  
  
Expiration Date of Release (if earlier than one (1) year):  

  
The purpose of this release is:  Coordination of Service  Obtain Records 
  Clinical Consultation  Other (Specify): 
 
To release sensitive information, check the applicable box(es) below: 
 Alcohol/Drug Use Treatment/Referral  HIV/AIDS-related Treatment 
 Sexually Transmitted Diseases  Mental Health Diagnosis & Treatment 
 Psychotherapy Notes ONLY (by checking this box, I am waiving any psychotherapist-patient 
privilege) 
     

 
  

 
 

 
 

 
 

 

I. 



 
 Client#:  
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I request the provider to send/receive records by:  fax  mail  email 
     
  Other:  

   
I acknowledge that I have been offered a copy of this authorization:  Yes  No 
   
I waive my right to review this information prior to disclosure:  Yes  No 

(If I do not waive my rights, I would like to review the information prior to disclosure) 
   
*If I have been diagnosed or treated for any of the aforementioned, I understand that Cornerstone Behavioral 
Healthcare (CBH) needs my specific consent to disclose related information.  In no event may any such 
information, if applicable, be disclosed without my specific consent.  I authorize the above-mentioned provider 
to make subsequent disclosures to the same recipient pursuant to this authorization.  This consent expires in 
one (1) year, unless earlier revoked. 
I understand that the above information may be covered by the rules of the Maine Department of Health and 
Human Services (the “Rights of Recipients of Mental Health Services” or the “Right of Recipients of Mental 
Health Services Who Are Children in Need of Treatment”). Records covered by federal rules governing 
confidentiality of alcohol and drug abuse treatment programs (FDA 42 CFR 2.31), Records covered by state 
rules governing mental health services or Records concerning my, or my child’s, diagnosis or treatment for 
HIV or AIDS) require my specific authorization to be disclosed. I understand that I may refuse to release some 
or all of the information in the providers records, but that such refusal may result in improper diagnosis or 
treatment, denial of coverage or denial of a claim for health benefits or insurance, or other adverse 
consequences.  The provider will not deny treatment on signing this authorization, unless the health care is 
solely for purpose of creating the information listed above for the person listed above.  I understand that I may 
cross out any words on this form with which I disagree, and that I may revoke this authorization at any time.  I 
understand the matters discussed on this form.  I release the Provider, its employees, officers, medical staff, and 
business associates from any legal responsibility, or liability for the disclosures of the above information to the 
extent indicated and authorized herein.  I understand that information released by CBH might be further 
released by the receiving party noted in “Information to be received from or disclosed to”, and that if this 
occurs, CBH cannot guarantee the protection of this information once disclosed. 

 

Signatures to RELEASE: 

Client Signature:  Date:  

Authorized Rep:  Date:  

Parent   Guardian    

Witness Signature:  Date:  

 
Signatures to REVOKE the receiving or disclosing of information: 

Client Signature:  Date:  

Authorized Rep:  Date:  

Parent   Guardian    

Witness Signature:  Date:  

 

I. 
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CALAIS COMMUNITY HOSPITAL 
24 Hospital Lane     Medical Record #: ____________________________ 
Calais, ME 04619 
 
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 
 

Calais Community Hospital or ______________________________________________ is hereby authorized 

Name of Other Entity 

to disclose my health information with: ______________________________________________________ 

Name of person/entity information is to be released to 

_____________________________________________________________________________________ 

Address (Street, City, Zip) and Telephone Number (if known) 

Patient’s Name: ____________________________ Date of Birth: _____________ SSN: ______________ 

I authorize the following information for the dates of ___________________ to be released:  

___ Discharge Summary ___ Operative Report ___ History/Physical Exam ___ Pathology Report    

___ Radiology Report ___ Radiology Films ___ Laboratory Report ___ Billing Information    

Other: ________________________________________________________________________________ 

 

This information is being release for the following purpose(s): ___ Continued medical care; ___ Marketing endeavors 

by the hospital (if marketing involves direct or indirect remuneration to the hospital from a third party); ___ Legal 

Purposes; ___ Personal Use; __ Other reason:___________________________ 

 
✓ I may revoke all or part of this authorization at any time by notifying the Health Information Management 

Department in writing, subject to the rights of anyone who received or disclosed information prior to receiving my 
revocation.  The revocation must be signed and dated.   

✓ I may refuse to disclosure some of my health information.  
✓ I understand the refusal or revocation to release some or all information may result in improper diagnosis or 

treatment, denial of insurance coverage or a claim for health benefits, or other adverse consequences. 
✓ I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and 

the information may not be protected by federal or state confidentiality rules. (42 CFR Part 2 prohibits 
unauthorized disclosure of substance use disorder records).  

✓ I am entitled to a copy of this authorization and may inspect or copy the information to be disclosed. 
✓ If I have any questions about this disclosure, I can contact the Health Information Department. 
✓ I understand that I may be required to pay a reasonable fee for copying and retrieving these records. 
 
I must specifically consent to release the following information.  CIRCLE the appropriate word(s): 

1. I  DO   DO NOT authorize disclosure of substance use disorder records.   
2. I  DO   DO NOT authorize disclosure of mental health information created by a mental health 

professional. 
3. I  DO   DO NOT wish to review such information prior to its release.  This review must be supervised. 
4. I  DO   DO NOT authorize disclosure of information regarding HIV infection status or any HIV test.  

 
This authorization expires 90 days from the date signed. 
 

________________________     ___________________________________________     _________ 
Witness           Patient or Legal Representative (Identify Relationship)    Date 
 
 
 

Photo ID reviewed: _______         Copy provided to Requestor: ________    

Q. 
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Passamaquoddy Indian  Health Township Health/ 



 U 

Pleasant  Health Point 
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