Cape/Atlantic I.N.K.

Authorization for Release of Information

I, ___________________________, hereby, authorize Cape/Atlantic, I.N.K. to release/ obtain information contained in my client records to/from the following individual(s) and/ or organization(s), and only under the conditions listed below.

Name of person(s), organization(s) and address to whom disclosure/ exchange is to be made:

______________________________________________________________________
______________________________________________________________________
Specify the type of information to be disclosed/ exchanged:

______________________________________________________________________

______________________________________________________________________

The purpose and need for such disclosure/ exchange: (Check all that Apply)

Continuity of Treatment ______

Family Involvement  ______

After Care Planning 
________

Referral  ________

Other: (Please Specify) __________________________________________

This consent is subject to revocation at any time.  This consent will terminate within one year of signing.

____________________________


_________________________
Client’s Signature




Date

____________________________


_________________________

Parent/ Guardian’s Signature



Date

____________________________


_________________________

Witness’ Signature




Date

The confidentiality of the information disclosed is protected by Federal Law.  Federal regulations (42CFR Part 2) prohibit making any further disclosure of this information without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.







