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HEALTH CARE INFORMATION DISCLOSURE AUTHORIZATION

Client Name:  _______________________________________________  Date of Birth:  	
Contact Person:	Ph #:	
Organization:	Fax #:	
Address:	
Check one:	|_| Insurance	|_| Attorney	|_| Physician	|_| Self	|_| Therapist	|_| Other	

Type of release     I authorize Dr. Michael Olson to:
|_|  Release the following information to the person(s) or organization listed above.
|_|  Receive the following information from the person(s) or organization listed above.
|_|  Exchange information with the above person(s) or organization as described below.

Purpose of Disclosure 
[bookmark: Check1]|_|	Legal	|_|	Verify enrollment/status 
[bookmark: Check2][bookmark: Check5]|_|	Insurance	|_|	Coordinate care with other provider
[bookmark: Check3][bookmark: Check6]|_|	Evaluation	|_|	Other (explain):  	

Type of Information to be Disclosed  (check all that apply)
I hereby authorize Michael L. Olson, Ph.D., his employees, and other agents to disclose the following health care information:
[bookmark: Check7]|_|	Intake Evaluation	|_|	Progress Notes
[bookmark: Check11][bookmark: Check10]|_|	Psychiatric Evaluation(s) 	|_|	Treatment Summary
|_|	Psychological Evaluation(s	|_|	Discharge Summary
[bookmark: Check9]|_|	Treatment Plan	|_|	Clinical Impressions
|_|	Attendance/Records of Service	|_|	Other (specify)	
I am aware that these records may contain information concerning the testing, diagnosis and treatment for HIV/AIDS, other sexually transmitted diseases, and/or substance abuse services governed by 42 CFR Part 2, and/or mental health services governed by RCW 71.

Signatures
I understand:	1)	My records are protected under the Federal and State statutes and cannot be disclosed without my written consent unless otherwise provided for in the regulations.  (42.CFR 431-300-431.307.42 CFR Part 2).
	2)	This authorization can be revoked at any time, except to the extent that disclosure made in good faith may have already occurred in reliance on this authorization.
	3)	If not previously revoked by me in writing this authorization will expire 	.
	4)	There may be charges associated with a request for records as allowable under RCW 70.02.
	5)	In addition to telephone and mail, portions of my records may be communicated via |_| fax or |_| email.
	6)	A photocopy of this authorization shall have the same effect as the original.

Any Minor child thirteen (13) years or older has all the rights provided by Chapter 275-56 WAC to clients receiving outpatient services.  Therefore, these minor clients must sign authorizations for release of client information.  It is my practice to obtain the signed consent of a legal guardian in addition to that of the minor client when appropriate.

[bookmark: _Hlk165973961]					            _____________
Initial Signature of Client                                                       Date	Signature of Guardian                                                    Date

			
Witness Signature                                                                 Date


Renewal Date:Initials: _______:_____   ______:_____   ______:_____   _______:_____   ______:_____   ______:_____   ______:_____
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