SINNISSIPPI CENTERS, INC. (SCI)

AUTHORIZATION TO DISCLOSE INFORMATION

CLIENT NAME:                                                                                                      DOB: mo.              /da:              /yr:

Authorization for SCI to disclose information to another source.
I authorize SCI to disclose the following information (check all that apply) from date (or range of dates; beginning date to “present” is acceptable): _________________________________________________________________________________________________

 FORMCHECKBOX 
 psychiatric evaluations


 FORMCHECKBOX 
 psychological evaluations

 FORMCHECKBOX 
 mental health histories



 FORMCHECKBOX 
 mental-health diagnosis/es

 FORMCHECKBOX 
 medication assessment


 FORMCHECKBOX 
 discharge summary/medications

 FORMCHECKBOX 
 presence and progress in treatment
 FORMCHECKBOX 
 treatment plans/level of cooperation 
 FORMCHECKBOX 
 treatment recommendations


 FORMCHECKBOX 
 social and medical history

 FORMCHECKBOX 
 HIV records: Client please initial: ____________
 FORMCHECKBOX 
 current status including verbal and written reports of evaluations/assessment/compliance
 FORMCHECKBOX 
 results of substance use evaluation(s), including diagnosis/es; Client please initial: ___________  


 FORMCHECKBOX 
 other (specify): 

To (agency/individual): ________________________________________________________ (Clients school)
For the purpose of: Evaluation, treatment, and coordination of services

Authorization for another source to disclose information to SCI.
It is recommended that the clinician completing the above also complete this section in case of future phone calls or other communication with the agency/individual. 

I authorize (agency/individual): 

To disclose the following information (check all that apply) from date (or range of dates): 






 FORMCHECKBOX 
 psychiatric evaluations


 FORMCHECKBOX 
 psychological evaluations

 FORMCHECKBOX 
 mental health histories



 FORMCHECKBOX 
 mental-health diagnosis/es

 FORMCHECKBOX 
 medication assessment


 FORMCHECKBOX 
 discharge summary/medications


 FORMCHECKBOX 
 presence and progress in treatment
 FORMCHECKBOX 
 treatment plans/level of cooperation 
 FORMCHECKBOX 
 treatment recommendations


 FORMCHECKBOX 
 social and medical history

 FORMCHECKBOX 
 HIV records: Client please initial: ____________
 FORMCHECKBOX 
 current status including verbal and written reports of evaluations/assessment/compliance
 FORMCHECKBOX 
 results of substance use evaluation(s), including diagnosis/es; Client please initial: ___________  

 FORMCHECKBOX 
 other (specify): 

To SCI for the purpose of: Evaluation, treatment, and coordination of services
If I refuse to sign this Authorization, the consequences are: No disclosure of protected health information.

This Authorization expires on the following date: Month:              Day:                Year: _____   (Not to exceed 12 mos. from date of signature)
Client Signature (includes Minor between 12-18)           Date

Witness Signature


Date

Signature of Parent/Legal guardian 


         Relationship




Date

NOTICE TO AGENCY/INDIVIDUAL: Under the provisions of the Illinois Mental Health and Developmental Disabilities Confidentially Act, you may not re-disclose any of the information unless the person who authorized this disclosure specifically authorizing such re-disclosure.  Under the Federal Act of August 10, 1987 Confidentiality of Alcohol and Drug Abuse Patient Records, no such records, nor information from such records may be further disclosed without specific authorization for such re-disclosure.  

I may cancel this Authorization to Disclose Information AT ANY TIME by written notification or by signing below. A revoked authorization does not affect previous disclosures. I have the right to inspect and copy the information to be disclosed. I may be advised when this Authorization is exercised. SCI will not condition treatment, payment, enrollment, or eligibility for benefits based on your refusal to sign an authorization.
 I REQUEST THAT THIS AUTHORIZATION TO DISCLOSE INFORMATION BE REVOKED.
___________________________________________         _________________________________________________
Client Signature



Date

      Witness Signature



Date
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