LUTHERAN FAMILY SERVICES IN THE CAROLINAS

CLIENT NAME: - | RECORD NUMBER:

service provision, from the date signed unless otherwise indicated below:

Fhis autherization form Trmploments the requirements for client authorizaon 1o use end discloss health Information prolected by the federal Fraalth privacy law (45 C.F K.
pats 160, 164) the federnl drug and aloohol confidentiality lsw (42 C,F.R. past 2) and stale confidentiatity Jaw goveming menta) health, developmantal dicabliities, and
substance abuse services {G.S, 122 C).

L - authorize Z-M%/M Fam f7(/ Seryiceo—
Narme of clfent or client s legally responsible person

Person and agency authiorized 1o use ahd disclose the Information

to use or discioze to/with

Name of person and agency o whom the requested use or disclosure will be mada {tnclude address, if dapplicable)
LHIS DATA SHALL INCLUDE (client must initial beslde data to be wsed or disclosed)
Assessments Setvice Notes Substancs Abuse/Treatment
— Psychiatric Evaluations Service Plans/Goals - HIV/AIDS Information
%/ :____ Psychological Evaluations Discharge Summary Social, Developmental, Medical History
Diagnoses —— . Financial/Reimbursement
___ Other: . '
PURPOSE OF USE OR DISCLOSURE (cllent must Initial beside data to be used op disclosed)
— Atthe request of the individual — . AssessmenVEvaluation Coordination of Service
*- . Court Proceedings — Determination of Benefiis ot

her \
Information requested should be mailed to this address: Y ci) iju\fﬁ/g Me. :,hf%7 D
REDISCLOSURE ‘ /00

Once informalion is disclosed pursuant to this signed authorization, | understand that lhe; federal privacy law (45 C.F.R, Parts 160 & 164 i
health information may not apply to the reciplent of the jnformation and, therefons, may not prohibi i ) prolecting
however, may prohiblt redlsclosure, When we disclose mental health and developmental disabilities information protected
substence abuse lreatment information prolected by federal law (42 C\F.R, Pan 2),

we must inform the recipient of the Information that discl 3
prohibited excepl as permitted or required by theso two laws, Qur Motics of Privac : : ircy solosure fs
permitted or required by these laws, .

bunderstand that, with certain exceptions, | have the right to revoke this authorization at any time, Upon request, the procedure for
how [ may revoke this authortization, 4s well as the oxceptions to my right to revoke wilf be

! C 3 provided to me upon request. These
procedures are explained in Lutheran Family Services’ Notice of Privacy Practices, copy of which will be given to me upon request,
Inot revoked earlier, this consent shall be valid for 90 days for one timae releases or one year when the releasa is required for ongoing

Date of explration (90 days/one year) Lxent, if less than 90 days/ong year
NOTICE OF YOLUNTARINESS :

lunderstand that I may refuse fo sign this authorization form. [ understand that Lutheran Family Services will not deny or refuse to
provide treatment, payment; enroliment in a health plan, or eligibility for benefits if] refuse to sign, )

S
7& Signature of client Date Witness (required if symbol or mark is used by clfent or LRE)
Signature of legally resphsibis porson, I reqired Date
= HE vy o
Please explain LRP authority to act on behalf of the client: - Staff Signature

] power of Atterney ] Guardian []Other

L] A copy of this consent was glven to the client - (cllent nitials verlfying receipt):
FILE IN RECORD WITH OTHER CONSENTS/ COPY TO CLIENT

Dev 4103 (Rev. 1103)  AUTHORIZATION FOR RELEASE/EXCHANGE OF CLIENT INFORMATIOR




