
Deborah L. Conley, Ltd.
825 W. State Street, Suite 117E
Geneva, IL  60134
Phone:  (847) 261-2911
www.dconleytherapy.com

AUTHORIZATION TO DISCLOSE/OBTAIN INFORMATION

I authorize Deborah L. Conley, Ltd. to
 ___ disclose     ___ obtain     ___ disclose and obtain 

___ Discharge Summary     ___ Psychiatric Evaluation     ___ Social History

___ Treatment Plans           ___ Assessments     ____________ (Specify Type)
___ Progress Notes             ___ Interview Summary          ___ Consultations

___ Medical Evaluation      _____ Police/DCFS Reports   ___ Other  ______________________
Concerning the care of the below named person from DATE (or RANGE OF DATES) ________

About (Name):  ________________________

Date of Birth:    ________________________

For purposes of:       ___ Continuity of Care     ___ Financial/Benefits
                            ___ Treatment Planning         ___ State Law/Court         ___ Other __________

Information may be disclosed/obtained:  Mail, In-Person, Phone, E-Mail or by Fax

Restrictions, if any: _____________________________________________________________

                          ___ Disclose To:                                       ___ Obtain From:

___
Police _______________ 

___
Police _______________
___
DCFS _______________

___ 
DCFS _______________

___
State’s Attorney’s Office 

___
State’s Attorney’s Office

___
Medical _____________

___
Medical ______________
___
Mental Health ________

___
Mental Health _________
___
Head Start/Day Care Provider/
___
Head Start/Day Care Provider/School


School

___
Other _______________

___
Other ________________
___
Other _______________

___
Other ________________
This authorization is valid until calendar date:  _______     _______     _______
                                                                             Month           Day           Year

I understand that the above-named agency authorized to receive this information has the right to inspect and copy the information disclosed.  I further understand that if the entity receiving this information is not a healthcare provider/plan covered by HIPAA privacy regulations, the information described above may be re-disclosed and no longer protected by the HIPAA Regulations.

I understand that I may revoke this authorization; however, the revocation must be in writing and must be sent/given to the agency’s record’s department.  I understand that no revocation of this authorization shall be effective to prevent disclosure of records and communications until it is received by the person otherwise authorized to disclose records and communications.

Refusal to sign this form will result in the following consequences:  Information will not be disclosed or obtained.

It is my full understanding that the records and communications to be disclosed WILL include sensitive information such as evaluation, habilitation/treatment for mental health, child abuse, family violence, developmental disabilities, alcohol or substance abuse or HIV/AIDS unless specifically checked below for exclusion.
___ Mental Health     ___ Child Abuse     ___ Family Violence     ___ Alcohol/Substance Abuse

___ HIV/AIDS          ___ Other ______________________________     

_________________________________               _____________________________________

Signature of individual (age 12 or older)                 Signature of Guardian (Under 18 or Disabled)

_________________________________ 
         _____________________________________

Date/Time




         Date/Time

_________________________________               _____________________________________

Witness (or 2nd parent/guardian, if co-custodial)    Date/Time

Signature of staff person disclosing/obtaining information: ______________________________




                                                           ______________________________

                                                                                               Date/Time

Specific information about disclosures and dates shall be documented in the individual’s clinical record.

A facsimile of this original shall have the same force and effect as the original.

