ADVANCED BEHAVIORAL HEALTH CENTER

1799 Salk Avenue    (  Tavares, FL  32778

(352) 742-8300  (  (352) 742-8305

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION
I, 





, hereby authorize (circle one) Luis E. Torres, MD or 

Hector M. DeLeon, MD; or R. Scott Hoffer. MD; or Sandra Holstein, LCSW; or  Wendy Krauss, LMHC, CAS; or Steven Leland, LMHC; or Jeanine D’onofrio Ph.D, LMHC; or Evelyn Baez-Rojas, Ph.D; or Elsie Bowman, LCSW; or Michael Manson, LCSW; or Kirsten Skovmand-Wilson, LMHC to release medical, psychiatric, drug and/or alcohol abuse, HIV testing, ARC or Aids information in my records, for the purpose of coordination of care, to:

Name of Individual or Agency


Address

Name of Individual or Agency


Address

I understand that the specific records disclosed shall include psychiatric assessments and progress notes.

I understand that this consent is revocable upon written notice to the office of Advanced Behavioral Health Center, except to the extent that action by Advanced Behavioral Health Center has been taken in reliance on this authorization, and that this authorization shall remain in force for a reasonable time of 

 days/weeks/months/years in order to effect the purpose for which given.

Alcohol, drug abuse information, if present, has been disclosed from records whose confidentiality is protected by Federal Law; Federal regulations prohibit making any further disclosure of it without the specific written consent of the undersigned, or as otherwise permitted by such regulations.  HIV testing, and/or AIDS related diagnoses further prohibited from further disclosure by State Regulations without the specific written consent from the patient.

_________/_________/________









Date of Authorization (mm/dd/yy)
Patient Signature in Full

_________/_________/________









Date of Birth (mm/dd/yy)
Parent, Legal Guardian, and Authorized Representative

____________________________









Social Security Number
Witness

*PATIENT MAY DELETE ANY OF THE CATEGORIES ABOVE BY MARKING THROUGH
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