David C. Wade, Psy. D. PC

1100 E Marina Way Suite 221

Hood River, OR 97031

(541)-386-2998


AUTHORIZATION FOR RELEASE/EXCHANGE OF INFORMATION

	Client Name
	Date of Birth


	


I authorize the release/exchange of information David C. Wade, Psy.D., PC  and

	Name/title of

Person and/or Agency

	Address



	City                                                  State               Zip Code                      Phone #                                           Fax #




The following information may be released and mutually exchanged: Mental Health and Chemical Dependency unless otherwise specified.  Medical conditions, including HIV may be part of the medical record
___ Identifying Information

___ Billing/Insurance Information                   ___ Emergency Information

___ Assessment/Diagnosis/treatment 
___ History and Physical/Medical Info.
___ Appointment Scheduling Info.

___Employer/School Information

___ Consultations


___ Other ________________________

___ Discharge Summary/Information
___ Progress Notes


___  All records
___ Psychological Consultations/Testing
___ Alcohol/Drug Information
___ Family/Significant Other Information

Information may be released for dates of service : _____________________________________________________________

The purpose for the disclosure and/or exchange of this information is:


___ Diagnostic Evaluation/Assessment
___ Legal


___ Follow-up care


___ Other ___________________________________________________


___ Reimbursement

I understand that this authorization may be revoked at any time except to the extent that prior action has been taken as a result of this form.  I have read or have had read to me and fully understand the above information. I understand this information may be electronically transmitted by FAX.   I have asked questions about anything that was not clear to me and I am satisfied with the answers I received. I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not sign this form in order to ensure treatment. I understand that I may inspect or copy the information to be used or disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can discuss it with Dr. Wade before signing this document.

_________________________________________

__________________________________________

Signature of client




Date

_________________________________________

________________________     ________________

Signature of authorized parent/guardian


Relationship to client
          Date

_________________________________________

__________________________________________

Signature of staff/witness




Date

Unless revoked, this authorization will expire 12 months from the date signed.

CONFIDENTIAL:  
This information has been disclosed to you from records whose confidentiality is protected by Federal Law.  Federal Regulations (42 CFR, Part 2) prohibits you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or otherwise permitted by such regulations.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.. 

