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A Mental Health and Wellness Practice

Release of Protected Health Information
Patient Last Name: _______________________________First______________________________Middle_________________ DOB_________ 

I, (Patient or Guardian if minor) ______________________________________, authorize Visions to:  ( send  ( receive the following records 
to/from the following  individual/organization: ______________________________________________________________________________
Address: ___________________________________________City_________________________________ State: __________Zip: ___________ 

Telephone_______________________ Fax __________________

Dates of Service Release: (Please list the specific date range. If not specified, one year of records will be disclosed and expiring one year after the date of this signed release.)   _________________________ to _______________________

 A SEPARATE AUTHORIZATION, AS DEFINED BY HIPAA, IS REQUIRED FOR PSYCHOTHERAPY NOTES.

 ( Physical Health/Medical Evaluation       ( Lab Results
         ( Psychiatric Evaluation and Medications    ( Psychological Evaluation
 ( Clinical Assessment                                   ( Treatment Plan                  ( Court Order/ Probation Documents          ( Social History

 ( ALL Substance Use (SUD) Records          ( Only these Substance Use (SUD) Records (specific items for disclosure MUST be listed
 

 ____________________________________________________________________________________________________________________

 ( Psychoeducational Evaluation                 ( Grades/ Report Cards       ( Behavior Reports                                           ( IEP/504 Plan                    
 ( Attendance Records                                  ( Other specify ____________________________________________________________________                         
 The above information will be used for the following purposes:
( Planning appropriate treatment or program     ( Continuing appropriate treatment or program

( Determining eligibility for benefits or program ( Care Coordination and Case review 
I understand that this information may be protected by Title 42 (Code of Federal Rules of Privacy of Individually Identifiable Health Information, 

Parts 160 and 164) and Title 45 (Federal Rules of Confidentiality of Alcohol and Drug Abuse Patient Records, Chapter 1, Part 2), plus applicable 
state laws. I further understand that the information disclosed to the recipient may not be protected under these guidelines if they are not a
health care provider covered by state or federal rules.
I understand that this authorization is voluntary, and I may revoke this consent at any time by providing written notice, and after 1 year this consent automatically expires. I have been informed what information will be given, its purpose, and who will receive the information. I understand that I have a right to receive a copy of this authorization. I understand that I have a right to refuse to sign this authorization. I understand there is a potential for any information disclosed pursuant to this authorization to be subject to re-disclosure by the recipient and, therefore, no longer protected by the provisions of the HIPAA Privacy Rule, Substance use disorder records are protected under the Federal regulations governing Confidentiality and Substance Use Disorder Patient Records, Title 42 C.F. R. Chapter 1, Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA) 45 C.F.R Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for by the regulations.  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 abuse patient.  
Visions, its employees, contractors, residents, and student counselors, are hereby released from any legal responsibility for disclosing information as I have authorized by completing and signing this form, or for the use of information by the person or organization receiving it.
If you are the legal guardian or representative appointed by the court for the client, please attach a copy of the court order authorizing you to receive this protected health information.
Patient Signature: ________________________________________________________________________________ Date _______________
Parent/Legal Guardian/Legal Representative Name___________________________________________________________________________

Parent/Legal Guardian/Legal Representative Signature:____________________________________________________  Date_______________
Parent/Legal Guardian/Legal Representative Name___________________________________________________________________________
Parent/Legal Guardian/Legal Representative Signature:____________________________________________________  Date_______________
_______________________________________________________________________________________________530 Southlake Boulevard, Suite A. North Chesterfield, VA 23236  

Phone 804-901-5628 Fax 804-302-7967

www.visionsrva.com
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