NORTHLAND COUNSELING CENTER

900 5th Street, Suite 305
International Falls, MN 56649

Phone:  (218) 283-3406
         Fax:  (218) 283-3386

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

I, ______________________________________________ authorize Northland Counseling Center to:
                          (Client or responsible person)                                                                          

 FORMCHECKBOX 
 Give information to
           FORMCHECKBOX 
 Give information only upon request to                  FORMCHECKBOX 
 Receive information from
____________________________________________________________________________________________
(Agency or individual’s name and address)
_______________________________________________ Attention: ____________________________________
Regarding: _____________________________________________ 
_________________________________
 (Client’s Name)                                                  (date of birth)
Information may be released and/or received by mail, telephone, fax or verbally and limited as follows:
            Give/Receive



           Give/Receive
 FORMCHECKBOX 
    FORMCHECKBOX 
   Diagnostic Assessment

 FORMCHECKBOX 
     FORMCHECKBOX 
   Physician/medical health records


       
 FORMCHECKBOX 
    FORMCHECKBOX 
  Narrative/Progress Notes

 FORMCHECKBOX 
     FORMCHECKBOX 
  Scheduling/Confirmation of attendance

 FORMCHECKBOX 
    FORMCHECKBOX 
  Treatment Plan or Planning

 FORMCHECKBOX 
     FORMCHECKBOX 
   School/Educational Information

   
 FORMCHECKBOX 
    FORMCHECKBOX 
  Psychological Testing


 FORMCHECKBOX 
     FORMCHECKBOX 
   Chemical Use Assessment/records


 FORMCHECKBOX 
    FORMCHECKBOX 
 Medication Regimen/ records

 FORMCHECKBOX 
     FORMCHECKBOX 
   Inpatient records/Discharge Summary

 FORMCHECKBOX 
    FORMCHECKBOX 
  Treatment Summary


 FORMCHECKBOX 
     FORMCHECKBOX 
    Court Order/legal documents

 FORMCHECKBOX 
    FORMCHECKBOX 
 Other (specify):___________________________________________________________

Approximate date(s) of Information to be released/received:_________________________________

____________________________________________________________________________________

Purpose of receiving/releasing information:_______________________________________________

____________________________________________________________________________________

I understand that information shared may relate to (Substance Abuse (including alcohol/drug use or 
(Behavioral Health (mental health) and I specifically authorize the release of this information. I understand that my authorization terminates one year from the date of my signature.  I understand that I have the right to revoke this authorization in writing prior to the termination date. I understand that Northland Counseling Center cannot release information disclosed by this authorization to anyone other than listed above, unless I give written permission.  I realize that Northland Counseling Center and its therapists cannot prevent the re-disclosure of records released to other parties, releasing them from any and all liability resulting from re-disclosure.  Northland Counseling Center will not condition treatment on my signing this authorization. A copy of this authorization shall be considered as valid as the original.  A fee may be required for the retrieval and photocopying of records.
______________________________ __________
         If signing as the authorized representative
Client/Guardian Signature

         date                 of the patient, I am:  (please check one)







         _____ Court appointed Guardian








         _____ Custodial parent of minor child

______________________________ ___________
         _____ Other: (explain) ______________

Witness

                                 date

          _________________________
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