ADVANCED BEHAVIORAL HEALTH CENTER

1799 Salk Avenue

Tavares, FL 32778
Please fill out this form completely.

This form is MANDATORY for all Healthease/Healthy Kids patients and OPTIONAL for all other patients.

I, ___________________________________, hereby authorize Advanced Behavioral Health Center to release medical, psychiatric, drug and/or alcohol abuse information in my records, for the purpose of coordination of Care, to:

Primary Care Physician: _________________________________________

Address:   _____________________________________________________

     _____________________________________________________

     _____________________________________________________

Phone:     ___________________________

Fax:         ___________________________

______________________________________

Patient Signature in Full

______________________________________

Parent, Legal Guardian or Authorized Representative

______________________________________

Witness

______/______/______

Date of Authorization







