Anne R. Bulger RN, LMFT

207-233-3658

RELEASE OF INFORMATION
Authorization for Use or Disclosure of Protected Health Information (PHI)
I authorize Anne R. Bulger  RN, LMFT to release information (PHI) from the health records of:

Name: ________________________________________________ Date of Birth: ____________________ 

Address: ______________________________________________________________________________
TO  Name: ___________________________________ Telephone: _______________________
Information to be released:             (Please Initial)             
From (Date) ______________________to_____________________ (Date)     
___Comprehensive Assessment


___Medication Records


___Treatment Plan  



___Psychological Testing   

___Progress Notes                 


___Psychiatric Evaluation

___Other (Specify) ______________________________________________________________________ 
Description of the Purpose(s) of the Disclosure:     (Please Initial)
___To provide for ongoing care and treatment

___To coordinate treatment efforts with family and/or support systems             

___________________________________________________________________________
I understand that this health information may include HIV related information and /or information relating to substance abuse and that my signature in this boxed area is specifically authorizing the release of information relating to:

· Substance Abuse (including alcohol/drug abuse)

· Progress Notes

· HIV related information (including AIDS related testing)

The confidentiality of this record is required under Title 42 of the United States Code. This information cannot be released without my authorization as provided in this law.
X____________________________________________                                   _______________________

Signature of Consumer or Legal Guardian                                 

           Date 

1. I understand that Anne Bulger will not condition treatment on my signing this authorization. I understand that I may refuse to sign this form which may result in improper diagnosis or treatment, denial of coverage or a claim for benefits, or other adverse consequences. 

2. I understand that, if this information is to a third party, the information may no longer be protected by the federal privacy regulations and may be re-disclosed by the person or organization that receives the information, except in the case of PHI relating to HIV or substance abuse treatment.
3. You may revoke this authorization in writing at any time to the above address. If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this written authorization. Any use or disclosure already made with your permission cannot be undone.

I have read this authorization, understand it and received a copy after signing it. Unless revoked, this authorization expires 90 days from the date of discharge. 
__________________________________________________________                             _______________________
Signature of Client or Personal Representative                                                                      Date

__________________________________________________________                            

Description of Personal Representative with Authority to Act for Client                                       
