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Consent to Release and Receive Information

I 
 D.O.B. 
, 

authorize Compass Mental Health, LLC to release and receive medical and mental health information regarding

	· Psychiatric


Assessments / Evaluations
	· Psychosocial History
	· Medication

	· Triage / Discharge


Summary
	· Treatment / Service Plans
	· Teat Results / Labs

	· Diagnosis / Prognosis
	· School Records
	· Team Staffing

	· Progress Notes
	· Verbal Communications
	· Emergency Contact

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







	· Other 





with, or from, ٱ ValueOptions, ٱ META Services, ٱ Desert Vista, ٱ  EMPACT,    ٱTERROS, ٱ Banner Behavioral Health, ٱ  St. Luke’s Behavioral Health, Counseling Agency ____________________________, Insurance companies, ____________________________________ third party administrators, ____________ ______________ utilization review _____________________________  and government agencies ________ ____________________to advocate on my behalf.  The medical and mental health information may be released to, or from, providers who provide continued care and other government agencies as required by law.  I understand the medical information may include mental health history, diagnosis, medications, past hospitalizations, drug and alcohol abuse, HIV, acquired immune deficiency syndrome (AIDS), or other contagious diseases.

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 by myself, except that action has already been taken on this consent and will automatically expire on the date specified below.

Date ___________ Signature 




Client 

Date ___________ Signature 


Parent/Guardian if applicable

Date ___________ Signature 



Witness 

This Consent to Release and Receive Information Expires One Year After Signing Date on: 
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