Nicole Williams, LCSW, LMFT


7410 New LaGrange Rd, Suite 302



Louisville, Kentucky 40222


Phone 502-414-1347
Fax 502-426-0336

PATIENT’S AUTHORIZATION FORM TO RELEASE

PROTECTED HEALTH INFORMATION

The Undersigned hereby authorizes Nicole Williams, Liceased Clinical Socail Worker, Licensed Marriage and Family Therapist  to release Medical, Psychiatric, Psychological, Alcohol and/or Drug Information on:

(Client’s Name)

(Date of Birth)

(Dates of Treatment/Hospitalization beginning on)

Information to be released to:



(Person/Agency)

(Address of Person/Agency to Receive Information)

Purpose for

Release:


It is understood that this authorization for release is subject to revocation by the patient at any time by giving written notice, and that unless another date is specified, this release will expire sixty (60) days after the date it is signed.

Time Limitation of Release:


Prohibition of Disclosure: This information has been disclosed to you from records whose confidentiality is protected by Federal Law. Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of this information except with the specific written consent to the person to whom it pertains or is otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug patient.

I have read or been informed that all blanks were properly filled in prior to my signature and that this form is not required as a condition for treatment. I understand that I have the right to inspect or copy the information to be disclosed and receive a signed copy of this authorization.

Signature of Patient

Date

Parent/Guardian/Representative

Date

