ACESO BEHAVIORAL HEALTH
AUTHORIZATION TO DISCLOSE /RECEIVE HEALTHCARE INFORMATION
Patient Full Name: ____________________________________________________ Date of Birth: _____________
(  ) Check here only if you are requesting copies of your own medical records
By signing below, I hereby authorize disclosure of information in the medical record of the patient identified above which includes information that may be stored in a paper and /or other electronic format. Such record may contain information on demographics; financial/insurance  information; general medical care; alcohol and drug abuse treatment; psychiatric treatment; behavioral or mental health treatment; HIV or AIDS; AIDS related treatment; sexually transmitted diseases or infections; venereal disease; tuberculosis; hepatitis. Disclosure shall be limited between the listed entities and to the information obtained during course of treatment. 
I hereby authorize:					(  ) release information to /   (  ) obtain information from                    
	Aceso Behavioral Health
	Name:

	966 Park Street, Suite B-5
	Address:

	Stoughton, Massachusetts 02072
	

	(P) 781-786-2998
	Phone

	(F) 781-786-2902
	Fax


The following information is requested/or to be released: (check all that apply)
__Psychiatric Evaluation/Mental Status	__History & Physical		__Referral Information	__Medical Consultation __Laboratory/Pathology Results		__Discharge Summary/Instructions	__Psychological Test Results	__Treatment Plan __Neurological Test Results	__Progress Notes	__Financial Account Information		__Other:________________________
The purpose for Disclosure: (check all that apply):
[bookmark: _GoBack]__Medical Care	__Insurance/Payment		__Legal Matters	__Vocational purposes	__Coordination of Care __Referral Purposes	__Family Involvement		__Education	__Other: ______________________________________
State and Federal law protects the following information. If this information applies to you, please initial to authorize for release of such specifically protected or privileged information:
___Alcohol and /or substance abuse record          ____HIV /AIDS Testing, Results, and Record          	 ____Mental Health Record         ____Domestic Violence Counseling		___Sexual Assault Counseling		_____Genetic Testing
[bookmark: _gjdgxs]The dates of service being requested are from the time period treatment occurred. If you are limiting release to specific dates please specify: ______________________________________________________________________________________
Disclosure Format (Fax is default if not marked: (Specify Email or another electronic format): ________________
· Authorization is valid only if received within 90 days of being signed and will expire within one year from date of signature or if services are terminated prior to the one year of if otherwise specified: ____________________
· I may revoke this authorization at any time by submitting a written request or through verbal indication. Revocation will not apply to information disclosed prior to receiving notification of revocation. 
· I understand that information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal and state privacy laws.
· I have the right to request a copy of this authorization.
· I understand I have the right to refuse this authorization and treatment will not be contingent on signing this authorization. 
· I have carefully read and understand this authorization and have had any questions answered to my satisfaction.  By signing below, I do hereby expressly and voluntarily authorize disclosure of the above information regarding my health to those persons or agencies listed above.
Patient Signature/Legal Representative_______________________________________________Date____________________
Relationship to Patient (if applicable) _________________________________
