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Authorization to Release/Obtain Confidential Records and Information


Name of Patient: ____________________________________   
Date of Birth: _____________________
Name of Parent/Guardian Authorizing Release: ______________________________________________
Address: ____________________________________________________________________________
I hereby request and/or authorize The Center for Autism to release/obtain information pertaining to the patient during the provisions of joint service.  The information that may be released is limited to information which is necessary to provide integrated service to my son/daughter during the program day.  
Record/Information Release
Records/Information to be released to: __The Center for Autism ____________________
Address: ____3905 Ford Road, Suite 6 Philadelphia, PA 19131____________________________
Phone #:_215-878-3400______________
Dates of Service: ______________________________
Purpose of Release: ___________Continuity of Care______________________________________
Record/Information Obtainment
Records/Information to be obtained from:___________________________________________________
Address of Agency/School:_____________________________________________________________

Phone #:_____________________________      Dates of Service:_______________________________
Purpose of Release: ______Continuity of Care_____________________________________________

I hereby authorize (specify facility or individual) ___School Staff Member___ to release the following information to The Center for Autism:  All evaluations, reports, treatment plans, IEPs, etc,                             


_________________________________________________. 
I understand that this authorization is effective as of the date below, and will remain valid until one year from the date of signature, or until otherwise revoked.  I understand that I may revoke this authorization at any time by written or oral request except to the event that action has been taken in reliance thereon. I have also been informed of my right, subject to Pennsylvania Mental Health Records Confidentiality regulations at 55 Pa. Code 5100.31-39, to inspect the information to be released.

I certify that this form has been fully explained to me and that I understand its contents.  I further certify that I fully understand the implications of releasing these confidential records.

_____________________________________

___________

Signature of Patient (14 years of age or older) 

 Date

_____________________________________          
_____________
__________________

Signature of Patient’s Parent/Legal Guardian 

Date


Relationship to Patient

_____________________________________

Signature of Staff Person Obtaining Consent

(  (Check if applicable)  The Patient is physically unable to provide a signature, and has instead freely given verbal consent as authorized above, fully understanding the nature of this form.*

______________________________________

______________________________________

Signature of Staff Person or Witness


Signature of Staff Person or Witness

*Two witness signatures are required when the Patient is physically unable to sign and has given verbal consent.
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