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Authorization to Disclose Health Information

	Client:
	Case:

	Date of Birth:
	Social Security:


  I, ________________________________, hereby authorize Family Empowerment Services at 2460 Lakeshore Drive,          

  Saint Joseph, MI 49085 to release/exchange the following information to/with 
   ________________________________________________________________________________________________

      (Name of person or organization)



(Address)

____ Verbal exchange

___ Send information to
___Obtain information from

  SPECIFIC INFORMATION TO BE DISCLOSED: (Specific information must be checked)
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   Treatment Plan                         Court reports


         Progress Notes

   Closing Summary                     School reports/attendance/information

         Other: ______________________________________________________________________________________

  I do not want the following information released: _______________________________________________________

  Time frame of records needed: ______________________________________________________________________
  Reason for disclosure: ____________________________________________________________________________

        Coordination of Care          Benefits Determination          Other: _________________________________________

  This authorization will expire one year from date of consumer signature unless otherwise specified.  I understand that my records are protected by State and  

  federal Confidentiality Rules and cannot be disclosed without my written consent unless release is required by other regulations.  I also understand that I may 
  revoke this authorization at any time, by sending a written revocation to Family Empowerment Services, except to the extent that Family 
  Empowerment Services has taken action in reliance on this authorization.  I understand that medical information may include records, if any, on alcohol and 
  drug abuse, psychology, social work and information about HIV, AIDS and RC.  I understand that my continued future treatment by or payment to Family 
  Empowerment Services is not conditioned upon my providing or signing this authorization unless this authorization is provided for the purpose of providing data 
  in connection with medical or clinical trial research.  I have been provided with a copy of this authorization for my records.  

  Client Signature




Date


Printed Name

  Parent/Guardian/Legal Representative Signature
Date


Printed Name

__________________________________________________________________________________________________

  Witness Signature




Date


Printed Name

  NOTE TO RECEIVING AGENCY:  This information has been disclosed to you from records protected by the Mental Health Code 330.1748.  An individual receiving    

   information made confidential by this section shall disclose the information to others only to the extent consistent with the authorization purpose for which the information was  

   obtained.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.
   3133 Lakeshore Drive, Saint Joseph, MI     
Phone: 269-588-3167
Fax: 269-588-3169
   www.familyempowermentservices.com
                                           
coordinator@familyempowermentservices.com

