BRIDGEMARK, INC.
2020 ELMWOOD AVENUE, WARWICK, RI  02888

TELEPHONE: 401-781-2700 / FACSIMILE: 401-781-2790

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

I, ____________________________________________________
Date of Birth: ________________


(please print)

I authorize the use and/or disclosure of the above-named individual’s health information as described in this authorization.  I, therefore, authorize Dr.___________________________________________________ to




___ Release to:


___ Request from:

Name:

_______________________________________________________________

Address:
_______________________________________________________________



_______________________________________________________________

This authorization will have a duration of no longer than 30 days after discharge.  Information may be released by the following methods:




___Telephone/Verbal

Phone #
____________________________



___ Photocopies

Fax #

____________________________



___ Fax



_X_ Other (please describe): Email:____________________________________________
Information to be released includes:

___ Discharge Summary
___Psychiatric Exam

 ____ Treatment Plan

___Progress Notes

___ Psychological Test
 
___History and Physical

 ____ Laboratory Data (including HIV test)


___ Other (Please be specific): ____________________________________________________

This information is needed for the following purposes:

· To provide ongoing treatment.

· To obtain insurance, employment, or government benefits.

· To enable judges, attorneys, probation/parole offices to support treatment goals or to make legal decisions on my behalf. 
· To coordinate treatment efforts
Other: ____________________________________________________________

I understand that my records are protected under the Federal Regulation 42 CFR, Confidentiality of Alcohol and Drug Abuse and under the General Laws of Rhode Island and cannot be disclosed without my written consent except as otherwise specifically provided by law.

I understand that by law, I need not consent to the release of this information. However, I choose to do so willingly and voluntarily for the purpose specified above. This authorization will have duration of consent one month after discharge. I understand that I may revoke it at any time except to the extent that action has been taken in reliance on my consent.

Signature: ________________________________

Date: _________________

Witness: _________________________________

Date: _________________[image: image1.png]
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