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Client Name:  						DOB: 			MR#: 			

I do hereby grant permission to: 										
(Person/Agency that may release information)
to release information to and receive information from Relationship Counseling Services, PLLC for the dates of service from ________ to ________ for the purpose of (check all that apply)

□ Treatment/Treatment Plan 		□ Medication 		□ Psychiatric/Psychological Records
□ Court Proceedings 	□ Educational Info. 	□ Medical/Physical Information
□ Treatment/Discharge Summaries 		□ Substance Abuse Treatment
□ Social History	□ Acknowledgement Applicant’s Presence in Treatment 	
□ Assessment     	□ Care Coordination	□ HIV/AIDS	□ Verbal Communication
 □ Other (Please be specific): 										
This consent will automatically expire on:  				 (not to exceed one year) or 90 days after discharge from services, whichever comes first. I understand authorization is valid indefinitely for financial transactions.

My right to confidentiality has been explained to me, and I understand the information to be released, the purpose of the release, and the statutes and regulations protecting my confidentiality. I understand that this release/disclosure of information may only occur with a consent unless it is an emergency or for other exceptions as detailed in the General Statutes or in 45 CFR 164.512 of HIPAA and all other exceptions detailed in NCGS 122C 53-56, 45 CFR 164.512, and 42 CFR Part 2. I understand I may revoke this consent at any time, in writing, except where releases of information based upon this consent have already occurred. I further understand any action taken on this authorization prior to the rescinded date is legal and binding.

I understand the above recipient party, without my further consent, may not release this information, and that Relationship Counseling Services, PLLC is required by HIPAA privacy law to protect my health information. However, once Relationship Counseling Services, PLLC discloses information, I understand Relationship Counseling Services, PLLC have no control over my privacy with regard to the recipient of the information. I understand my information may not be protected from re-disclosure by the requester of the information; however, if this information is protected by the Federal Substance Abuse Confidentiality Regulations, the recipient may not re-disclose such information without my further written authorization unless otherwise provided for by state or federal law.

I understand if my record contains information relating to HIV infection, AIDS or AIDS-related conditions, alcohol abuse, drug abuse, psychological or psychiatric conditions, or genetic testing, this disclosure will include that information if the applicable box is checked above.  I also understand I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, payment for services, or my eligibility for benefits; however, if a service is requested by a non-treatment provider (e.g., insurance company) for the sole purpose of creating health information (e.g., physical exam), service may be denied if authorization is not given. If treatment is research-related, treatment may be denied if authorization is not given. 

I understand that my records regarding substance use information are protected under the confidentiality and disclosure requirements of 42 CFR Part 2, and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that my records regarding HIV/AIDS-related information are protected under G.S. 130A-143. I understand that my substance use and/or HIV/AIDS-related information will not be disclosed unless I check the applicable box above giving permission to release said information.   

I understand that I may verbally request a copy of this signed authorization and it will be provided to me within 5 business days. 
  
												
Client/Legal Guardian 		 					              Date
												
Licensed Professional Signature/Credentials					Date
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