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I, ___                DOB _                SS# ___         authorize Compass Mental Health, LLC, of 4500 N. 32ND Street Phoenix Arizona 85018 to release the information described below to:

Person and Agency___     _

Address____________     _

	 FORMCHECKBOX 
 Psychiatric Assessments / Evaluations
	 FORMCHECKBOX 
 Psychosocial History
	 FORMCHECKBOX 
 Medication

	 FORMCHECKBOX 
 Triage / Discharge Summary
	 FORMCHECKBOX 
 Treatment / Service Plans
	 FORMCHECKBOX 
 Teat Results / Labs

	 FORMCHECKBOX 
 Diagnosis / Prognosis
	 FORMCHECKBOX 
 School Records
	 FORMCHECKBOX 
 Team Staffing

	 FORMCHECKBOX 
 Progress Notes
	 FORMCHECKBOX 
 Verbal Communications
	 FORMCHECKBOX 
 Emergency Contact

	Information From the Following Agencies or Facilities (Specify the Name and Information Needed):      

	 FORMCHECKBOX 
 Other 
     




to include records on drug abuse, alcoholism, Sickle Cell Anemia, Hepatitis, TB, Human Immunodeficiency Virus (HIV) infection, Acquired Immunodeficiency Syndrome (AIDS), or test HIV information. 

For discloser purposes, if the information is requested pursuant to a client appeal, the records provided might subsequently be offered to the patient, therefore, the agency’s Clinical Director or Physician must review the records for contraindication in accordance with A.R.S. §36-507 AND A.A.C. R9-21-209

The Following information is considered contraindicated and will NOT be shared with the patient.

	 FORMCHECKBOX 
 Psychiatric Assessments / Evaluations
	 FORMCHECKBOX 
 Psychosocial History
	 FORMCHECKBOX 
 Medication

	 FORMCHECKBOX 
 Triage / Discharge Summary
	 FORMCHECKBOX 
 Treatment / Service Plans
	 FORMCHECKBOX 
 Teat Results / Labs

	 FORMCHECKBOX 
 Diagnosis / Prognosis
	 FORMCHECKBOX 
 School Records
	 FORMCHECKBOX 
 Team Staffing

	 FORMCHECKBOX 
 Progress Notes
	 FORMCHECKBOX 
 Verbal Communications
	 FORMCHECKBOX 
 Emergency Contact

	Information From the Following Agencies or Facilities (Specify the Name and Information Needed):      

	 FORMCHECKBOX 
 Other 
     




I understand that my records are protected under the Federal Confidentiality Regulations and cannot be disclosed without my consent.  I certify that this consent has been given freely and voluntarily. I understand that services are not contingent upon my consent for release of information.  I may revoke this authorization at anytime in writing, except that action has already been taken on this consent and will automatically expire on the date specified below.


     


     

Patients Signature

Patient ID or Medical Record Number





     


Parent/Guardian if applicable

Date




     


     


Witness

Relationship to Patient

Notice to Recipient: This information has been disclosed to you from records whose confidentiality is protected by Federal Regulations (42CFR Part2) prohibits you from making any further disclosure of it without this specific written consent of the person to whom it pertains, of as otherwise permitted by such regulation.  A general release of medical of other information is not sufficient for this purpose.                                                                                                          © Compass Mental Health, LLC updated 04/23/04
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