Lott Behavioral Health

Authorization for Release of Medical Records

ent lbirthdat
P&H’f@ﬂ“' Name Pa*l;;cn /b (5

Patient First & Last Name Patient Date of Birth

| hereby freely and voluntarily authorize Lott Behavioral Health, Ltd. to receive or disclose information from/to:

Person/Facility Name: hame _of person or facil, +X we Can exchange
; informaton wWith
Phone: Fax:
_ put much info as you have - phone, fayx, address —
Address: Pu i ¥ P ) )
Street City State Zip

The purpose of this disclosure is (

_X_ coordination of care ____personal ____disability ___insurance

____transfer of care ____other )

(such as credit card authorization)
By checking the space(s) below, | specifically authorize the release or disclosure of the following information and/or
records, if such information and/or records exist: _ 3
“"Enrtire Record

_X_ ENTIRE RECORD, OR choose from the following: Select ot ___ Physician Orders +hc
___Progress Notes ___Neuropsychological Test Repo ___ Billing Information Simplest™
__ Laboratory Reports ___Psychiatric Evaluation/Assessment ___Treatment Plan one-
____ Medication Record ____ Psychological Test Report

____Discharge Summary ____ Other (Specify)

Approximate Treatment Dates Between VZ 12 999 and 12, 12 4 2045

(please make date range as far into past and future as possible)

Same date below

for end of
| understand that | may refuse to sign this authorization and that my refusal to sign will noy&ffect my ability to  pel/<asSe

obtain treatment. | understand that this information may include details from my historyabout HIV, mental health, alcohol
and other substance use, and genetic test results, and | consent to this disclosure. Ldnderstand that | may revoke this
authorization at any time, provided that | do so in writing and submit it to Lott Beh&vioral Health, Ltd. The revocation will
need to be signed by me and be witnessed by a person who can attest to my igdéntity. Any revocation will take effect when
Lott Behavioral Health, Ltd. receives the revocation, except to the extent thaf Lott Behavioral Health, Ltd. has already
relied on the authorization. | understand | have the right to inspect or cogy any information to be used or disclosed under
this authorization. | understand that no person or agenc y information is disclosed may re-disclose the
information unless | specifically consent to re-dig€losure. Unless otherwise revoked, this authorization will terminate on
any future date of my choosing that | write here\ |/ | 1 2045 or if left blank five years from the date signed.
(insert future treatment date fro i make ROI valid longer than 5 years )

Patient Signature: Sl &N hH ERE Date: MM / Db / YY >’>/
% only if under I8 or if you
Parent/Legal Guardian Signature: haje a guovdian * Date: / /

ONLY REQUIRED for patients under age 18, PLUS different witness signature below (can be the other parent)

Witness Signature: MusT hae 5‘4”0'1‘-““6 of Witness who wl‘)qateldeM(‘fly [S(Q I_YYYY

REQUIRED for ALL patients, (for patnents under age 18, someone other than parent signing above; can be other parent)




