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Authorization for Release of Protected Health Information (PHI)
Client Information
Client Name: __________________________________________________________________________
Date of Birth:  _________________________________________________________________________
Client Address, City, State, Zip Code: _______________________________________________________ 
Client Preferred Phone Number (home/work/mobile):  ________________________________________
Client E-mail Address: ___________________________________________________________________	

Recipient Information

I, _____________________________________________________, do hereby authorize my counselor  

or therapist, ____________________________________________________, and/or Beacon Counseling 
to release my mental health information to the person or facility listed below:
Name of person/facility to receive medical information: _______________________________________
_____________________________________________________________________________________
Address:  _____________________________________________________________________________
Phone Number:  _______________________________________________________________________
E-mail Address: ________________________________________________________________________

Information to be Released 
· My entire mental health record
· Only those portions pertaining to __________________________________________________
· Other:  ________________________________________________________________________
              ________________________________________________________________________


Purpose of Information Release
	· Further mental health care
	· Payment of insurance claim
	· Legal 

	· Applying for insurance
	· Vocational evaluation 
	· Disability determination

	· Request of the individual 
	· Other: _____________________________________________



Authorization and Signature
I authorize the release of my confidential protected health information, as described in the directions above.  I understand that this authorization is voluntary, that the information to be disclosed is protected by law, and the use/disclosure is to be made to conform to my directions.  The information that is used and/or disclosed pursuant to this authorization may be re-disclosed by the recipient unless the recipient is covered by state laws that limit the use and/or disclosure of my confidential protected health information.  I further authorize that a photocopy of this authorization form will be fully acceptable as the original. 

_______________________________________________________               _______________________
Signature 						             Date


_______________________________________________________________________
Signature of Legal Representative – Parent/Guardian of minor, Conservator – If needed


Authorization valid for one year from ______________________ to _____________________________
                                                    			         (start date)				(expiration date)
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