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BEHAVIORAL MEDICINE SPECIALISTS, P.A.
7829 E ROCKHILL SUITE 101 WICHITA, KS 67206
PHONE: 316-686-5195 FAX: 316-686-8714

AUTHORIZATION FOR DISCLOSURE OF MENTAL HEALTH INFORMATION

PATIENT: 	 DATE OF BIRTH: 	 ADDRESS:___________________________________________ CITY, STATE, ZIP: 	 

I, __________________________________ {Name of patient/legal representative} authorize Behavioral Medicine Specialists, PA to disclose to and/or obtain from: ____________________________________
_____________________________________________ {Name of Person/Organization} the following information:
Description of Information to be Disclosed
______ Assessment                                           ______ Continuing Care Plan
______ Diagnosis                                              ______ Progress in Treatment
______ Psychological Evaluation                       ______ Demographic Information
______ Treatment Plan or Summary                  ______ Psychotherapy Notes*
______ Presence/Participation in Treatment     {*Cannot be combined with any other disclosure}	    
______ Medical Information                               ______ Other __________________________________
______ Discharge/Transfer Summary                ______ Other __________________________________
Purpose
This information may be used or disclosed in connection with mental health treatment, payment, or healthcare operations.
If the purpose is other than specified above, please specify:
______________________________________________________________________________________________________________________________________________________________________________________________
I UNDERSTAND THAT IF THE PERSON(S) AND/OR ORGANIZATION(S) LISTED ABOVE ARE NOT HEALTH CARE PROVIDERS, HEALTH PLANS OR HEALTH CARE CLEARINGHOUSES WHO MUST FOLLOW FEDERAL PRIVACY STANDARDS; THE HEALTH INFORMATION DISCLOSED AS A RESULT OF THIS AUTHORIZATION MAY NO LONGER BE PROTECTED BY THE FEDERAL PRIVACY STANDARDS AND MY HEALTH INFORMATION MAY BE RE-DISCLOSED WITHOUT OBTANING MY AUTHORIZATION. YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION: RIGHT TO INSPECT OR COPY THE HEALTH INFORMATION TO BE USED OR DISCLOSED—I MAY ARRANGE TO INSPECT MY HEALTH INFORMATION BY CONTACTING THE OFFICE AT BMS, P.A. RIGHT TO RECEIVE COPY OF THIS AUTHORIZATION—I UNDERSTAND THAT IF I AGREE TO SIGN THIS AUTHORIZATION, WHICH I AM UNDER NO OBLIGATION TO SIGN THIS FORM AND THAT THE PERSON(S) AND/OR ORGANIZATION(S) LISTED ABOVE WHO I AM AUTHORIZING TO USE AND/OR DISCLOSE MY INFORMATION MAY NOT CONDITION TREATMENT, PAYMENT, ENROLLMENT IN A HEALTH PLAN OR ELIGIBILITY FOR HEALTH CARE BENEFITS ON MY DECISION TO SIGN THIS AUTHORIZATION. I UNDERSTAND WRITTEN NOTIFICATION IS NECESSARY TO CANCEL THIS AUTHORIZATION.

AUTHORIZATION IS GOOD UNTIL: 	 OR ONE YEAR FROM THE DATE SIGNED.

SIGNATURE OF PATIENT/LEGAL REPRESENTATIVE: 		 DATE: 		 PRINTED NAME OF PATIENT/LEGAL REPRESENTATIVE: 				 SIGNATURE OF WITNESS: 	 DATE: 		
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