Bridgeview Community Mental Health Center
AUTHORIZATION TO RELEASE/OBTAIN INFORMATION

	Client Name:
	 
	Date of Birth:
	     



I hereby authorize Bridgeview Community Mental Health Center to release and/or obtain information concerning the above named client with:
	Name of Person or Agency:
	     

	Complete Mailing Address (required if records request):
	[bookmark: Text5]     
	Phone Number (required if records request):
	     



The information being released and/or requested will be used for the following purpose(s):
[bookmark: Check13][bookmark: Check16]|_| Ongoing evaluation and treatment		|_| Referral 				|_| Litigation		
[bookmark: Check17][bookmark: Check14]|_| Coordination of services and supports		|_| Academic planning and placement	|_| Insurance/Benefits  		
[bookmark: Check18][bookmark: Check19]|_| Coordination of medical treatment		|_| Records Request     			|_| Other:      

	MENTAL HEALTH INFORMATION TO BE RELEASED
Note: Bridgeview Community Mental Health Center is a mental health provider and therefore any and all information release by Bridgeview is considered mental health information.
	INFORMATION TO BE OBTAINED

	[bookmark: Check20]|_| Evaluation/Assessment
[bookmark: Check22]|_| Social History
|_| Diagnosis
|_| Treatment or Service Plan
|_| Progress/Prognosis
|_| Copy of Record
|_| Medication List
|_| Discharge Summary
|_| Billing Information
|_| Other:      
	|_| Social & Family History
|_| Health & Treatment History
|_| Evaluation Results
|_| Records of Contact
|_| Discharge Summary
|_| Medication List
|_| Prognoses/ Treatment
|_| Legal Status/Legal History
|_| Grades, Test Scores, Conduct, Attendance
|_| Educational/Vocational Plan
|_| Other:      


This agreement will expire one year from the date of signature, unless previously revoked or otherwise indicated (specify
[bookmark: Text4]date or event of expiration):            

No express revocation shall be needed to terminate my consent, but I understand that I may revoke this consent any time by sending a written notice to the recipient named and to Bridgeview.  I understand that any information released prior to the revocation may be used for the purpose listed above, and does not constitute breach of my rights to confidentiality.  I understand that information used or disclosed may be subject to re-disclosure by the person(s) or class of person(s) receiving it and no longer protected by the federal privacy regulations.  I understand that I may review the disclosed information by contacting the recipient named above or Bridgeview.  I understand that Bridgeview may not condition my services on whether or not I sign this authorization.  
	SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR FEDERAL LAW
I understand that the information disclosed or requested may contain other protected information in the categories listed unless I specifically deny the disclosure of that information.  Check any category you do not want to be disclosed.
	NOT to be disclosed:

[bookmark: Check26]|_|Mental Health
[bookmark: Check24]|_|Substance Abuse
[bookmark: Check25]|_|HIV/AIDS



Unless indicated in the above Specific Authorization section, my signature indicates my understanding that the information shared by Bridgeview is considered mental health information and I am authorizing such disclosures:

Signature of Client/Legal Representative _______________________________________  Date: _______________
Relationship, if NOT the client: _____________________________________
Witness Signature, if applicable: ______________________________________________  Date: _______________
		  Created:06/2021,updated 03/2023
Created:3-11 sjs
