THE GUIDANCE CENTER, INC.
AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION
	Regarding:
	
	SSN:
	
	D.O.B.
	

	
	Client
	
	Last 4 numbers
	
	

		OTHER PARTY:

	Individual or Agency/Designee
	

	Address
	

	
	Street address                                                                        City
	
	                State                                   Zip Code

	Phone #
	
	FAX #
	
	E-MAIL
	




	

	PURPOSE OR NEED FOR DISCLOSURE (Initial all that apply)

		
	Coordination and continuity of care
	
	Diversion/Probation/Parole

	
	Further assessment of treatment needs
	
	Disability Determination

	
	School placement or assessment
	
	Employment

	
	Legal Proceedings
	
	Other
	




	

	INFORMATION TO BE DISCLOSED (Initial all that apply)

	The Guidance Center to Release:
	The Guidance Center to Receive:

	____ Initial Assessment
____ Diagnosis
____ Treatment Plan
____ Psychological Evaluation
____ Psychiatric Evaluation
____ Summary of Treatment
____ Discharge Summary
____ Crisis Report/Screening
____ Program Reports
____ Appointment Information

	____ Info is from A/D treatment    record 
____ KCPC and/or CSRs
____ Lab Results  
____ Medication Prescribed
____ Billing Information
____ Forms/Questionnaires
____ Genetic Testing Results
____ TGC staff has permission to visit my child at school
____ Other _________________
	____ Initial Assessment
____ Diagnosis
____ Treatment Plan
____ Psychological Evaluation
____ Psychiatric Evaluation
____ Program Reports
____ Summary of Treatment
____ Discharge Summary
____ School Records/Reports
____ Information to assist ongoing treatment coordination
	____ Medical History/Physical
____ Lab Results
____ Medication Prescribed
____ Immunization Records
____ A/D  treatment Records
____ KCPC and/or CSRs
____ Forms/Questionnaires
____ Genetic Testing Results
____ Other ___________________
_____________________________


	

		Disclosure may be:
	
	Verbal
	
	Telephonic
	
	Written
	
	E-Mail        ______ Fax    (initial all authorized)




	


I UNDERSTAND that:
1.  My treatment records may include medical, psychiatric, alcohol or drug abuse information. 2. My records are protected by law and cannot be disclosed without my consent except in limited circumstanced. 3. This authorization expires 90 days following closure of this case, or 90 days from date of signature if case is not currently open, unless otherwise specified below. 4. This authorization to disclose may be revoked by me verbally or in writing at any time, although a revocation will not affect information which has already been released. 5. I am aware of my legal rights and acknowledge by this authorization that I am waiving my rights of confidentiality.
	Client or Legal Guardian Signature
	
	Date
	
	Parent or Legal Guardian Signature (if client under 18)



	Printed Name of Person Giving Authorization and Relationship to Client
	
	
	Other specified expiration date



	Witness
	
	Printed name of witness
	
	Date

	
	
	
	
	


Confidentiality of Alcohol/Drug Treatment Records:
The above signed acknowledges that he/she is aware that certain information that he/she is consenting to release is confidential and protected by Federal and State law. The above-signed acknowledges upon signing this consent that they are waiving their rights under these laws and that they are aware of the specific protections they are afforded or they are waiving their right to being informed of the specific provisions of these laws. Statute – 42 CFR– Part 2.

PROHIBITION ON REDISCLOSURE:  This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations state that any person who violates any provision of this law shall be fined not more than $500, in the case of a first offense, and not more than $5,000 in the case of each subsequent offense. Drug Abuse Office and Treatment Act of 1972 (21 USC 1175) Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment, and Rehabilitation Act of 1970 (42 USC 4582).                           (rev.12/16/19)                     

	□ Leavenworth Office
     500 Limit St
     Leavenworth, KS 66048-4435
	□ Atchison Office
     201 Main St
     Atchison, KS 66002-2838
	□ Oskaloosa Office
     1102 Walnut St
     Oskaloosa, KS 66066-4203



