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Clear Form

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION (PHI)

Client Name DOB
Client Address Last 4 Digits of SSN
Client Phone #

Completion of this document authorizes the release and use of your PHI. Failure to
complete all applicable sections of the form may invalidate this Authorization.

l. AUTHORIZATION TO RELEASE PHI

(A) I hereby authorize
(Facility name/Provider name/Other)

(B) To releaseto (Enter name of individual(s) or Entity(ies) in the section below and
specify relationship by answering questionsi and ii)

Individual(s) or Entity (ies) Name(s):

Two-Way Authorization
||

Checking Box authorizes the two-way exchange of your PHI between parties
| identified in Sections | (A) and | (B) of this Authorization.

(C) Indicate the relationship:
(i) Is this a Treating Provider Entity?- [ Yes [ No

(i) Is this a Third-Party Payer? [ Yes [1 No
(This is an entity with no Treating Provider relationship, but is a Third-Party Payer)

(D) If the entity(ies) named in Section (B) facilitates the exchange of health
information (HIE) or is a research institution, you must check and complete the
information for one of the boxes below (required only for SUD disclosures)

() [J Namedindividual participant

(e.g. John Smith)

(i) [ ] Generaldesignationofindividual or entity or class of participants with
atreating provider relationship

(e.g. My treatment team in the Inland Empire Health Information Exchange
(HIE))
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| 1. MENTAL HEALTH SPECIFIC

(E) | specifically authorize release of the following Mental Health treatment
Information

(Clientor legal representative’s initials)

(F) I authorize the release of either:

(i) [ All my health information pertaining to my medical history and/or mental
health condition

Dates From To OR

(i) [1 Only the following specific records or types of medical history and/or
mental health information

Dates From To

[] Assessment [ ] Attendance [ ] ClientPlan

[ ] Diagnosis [ ] DischargeSummary [ ] Lab Results

[ ] Medication ] Psych Clearance [ ] Summary Letter
[] Treatment Notes _] Other

I1l. SUD SPECIFIC

(G) L I specifically authorize release of the following specific records or types of
SUD Treatmentinformation

(Client or legal representative’s initials)

Dates From To

[ ] Assessment ‘[ Attendance [ ] ClientPlan

[ ] Diagnosis [ 1 DischargeSummary [ ] Lab Results

[] Medication [ ] Psych Clearance [ ] Summary Letter
[] Treatment Notes [ Other

V. PURPOSE OF MENTAL HEALTH AND/OR SUD DISCLOSURE

Purpose of requested use or disclosure:
| (H) [ Clientrequest OR [ Other (please list purpose)

List limitations of disclosure, if any:
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V. EXPIRATION (MENTAL HEALTH)

This Authorization expires (insert exact date):

Note: California law requires you enter an exact date; otherwise, DBH cannot
process this Authorization.

VI. REVOCATION (MENTALHEALTH)

| understand that | may cancel this Authorization at any time, but | must do so in
writing by submitting my request for revocation to the health care facility that |
authorized to release my health information. If | revoke this Authorization, | must
submit my written request to the following address:

() Name of Facility/
Provider/ Other

Address

City, State, ZIP

Code,

Phone Number

Fax Number

My cancellation of this Authorization takes effect upon receipt by DBH who will
release no further information based on the cancellation. | understand that any
information DBH released prior to the revocation may be irretrievable.

| VIl. MY RIGHTS (MENTAL HEALTH)

e | may refuse to sign this Authorization. My refusal to sign will not affect my ability
to get treatment, payment or eligibility for benefits.

| have a right to receive a copy of this Authorization.

To the extent permitted by law, | may inspect or obtain a copy of the health
information that | am being asked to allow the use or disclosure of.

| understand the health information | authorized for release could be re-disclosed
by the person/entity | designated to receive the information. | understand DBH
cannot prevent my information previously released by this Authorization from
being re-released by whoever receivediit.

| understand in some cases Californialaw does not prohibit the re-release of my
information and my information may no longer by protected by federal
confidentiality law (HIPAA). However, | understand California law prohibits the
person or entity receiving my health information from making additional
disclosures unless another authorization is obtained from me or unless such
disclosure is specifically required or permitted by law.
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VIIl. EXPIRATION (SUD)

Unless | revoke Authorization earlier, Authorization will expire automatically as
follows:

Describe date, event, or condition upon which consent will expire, which must not
be longer than reasonably necessary to serve the purpose of this consent

| IX. REVOCATION (SUD)

| understand that | may cancel this Authorization at any time, but | must do so either
verbally, or in writing by submitting my request for revocation to the health care
facility that | authorized to release my health information. If | revoke this
Authorization in writing, | must submit my written request to the following address:

(J) Name of Facility/
Provider/ Other
Address

City, State,
ZIP Code

Phone # FAX #

My cancellation of this Authorization takes effect upon receipt by DBH who will
release no further information based on the cancellation. | understand that any
information DBH released prior to the revocation may be irretrievable.

Note: If an SUD Authorization is revoked verbally, the revocation shall be

immediately documented in the client’s medical record. Whenever an Authorization
Is revoked verbally, an effort shall be made to obtain the revocation in writing.
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| X. MY RIGHTS (SUD)

¢ | understand that my substance use disorder records are protected under the
Federal regulations governing Confidentiality and Substance Use Disorder
Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), 45 C.F.R. Sections 160 & 164, and cannot
be disclosed without my written consent unless otherwise provided for by the
regulations.

¢ | understandthat | might be denied service if | refuse to consentto a disclosure
for purpose of treatment, payment, or health care operations, if permitted by state

law.
e | will not be denied services if | refuse to consent to a disclosure for other
purposes.

¢ | will be provided a copy of this form.

| X. MY RIGHTS (SUD), continued

e If | select a “general designation” to allow all my treating providers to receive
specified information, | understand | have the right to obtain a list of
disclosures. If a requestis made in writing (within two (2) years of disclosure)
thirty (30) days from the date the written requestis received,; list of disclosure
shall contain name of entity disclosure was made to, date of disclosure, and
brief description of identifying information released.

| XI. MAILING ADDRESS FORRECORDS

Note: Complete this section only if records are to be mailed/faxed to receiving
party.

(I) Name of Recipient
Address

City, State,
ZIP Code

Phone # FAX #
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| XIl. SIGNATURE
Date: Time: (1 am. [] p.m.

Signature:
(DBH client shall sign, including minor age 12 and up, if havinglegal
and mental capacity)

Signature:
(Legal representative of client or parent/guardianfor minors not having
capacity to consent)

Note: If signed by someone other than the client, state your name and legal
relationship to the client (MUST provide legal documentation to support the legal
relationship).

XIll. NOTICE PROHIBITING RE-DISCLOSURE OF SUBSTANCE USE
DISORDER INFORMATION

Title 42 Code of Federal Regulations Part 2 prohibits unauthorized disclosure of
these records.

Note: This form must be given to every individual and/or entity provided with SUD
treatment information)

COMO001_E (09/20) Compliance Page 6 of 6



303 E. Vanderbilt Way San Bernardino | (909) 388-0900

SAN BERNARDINO

COUNTY Behavioral Health

www.SBCounty.gov

English
ATTENTION: If you speak another language, language assistance services, free of
charge, are available to you. Call [1-888-743-1478] (TTY: [711]).

ATTENTION: Auxiliary aids and services, including but not
limited to large print documents and alternative formats,
are available to you free of charge upon request.

Call 1 (888) 743-1478 (TTY: 7-1-1).

Espafiol (Spanish)
ATENCION: Sihabla espariol, tiene a su disposicion servicios gratuitos de asistencia
linglistica. Llame al [1-888-743-1478] (TTY: [711]).

Tiéng Viét (Vietnamese)
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé tro ngdn ng mién phi danh cho ban.
Goi s6 [1-888-743-1478] (TTY: [711]).

Tagalog (Tagalog-Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa [1-888-743-1478] (TTY: [711]).

ot 0] (Korean)
FOl: o= E AFESHAl= 4%, 20 X[/} MH|AE R &= 0|85 5= ASLICH [1-
888-743-1478] (TTY: [7T11)H 2=

FE2 h XX (Chinese)
AR MREFERAERPX, GRALURBEEGESEMRT. BHE [1-888-743-1478]
(TTY: [711]).

Zugtpk (Armenian)

NRCUANPESNPL Gph funumd bp hugbpbl, wupu dbq winwp jupny ba
npudunpyly (Eqdujut wowligmpjut Swnuympym itp: Quiquhwinptp [1-888-743-
1478] (TTY (hbnunnhwy) [711]):

Pycckun (Russian)
BHAMAHWME: Ecnv Bbl roBOpUTE Ha PYCCKOM 513blKe, TO BaM LOCTYMHbl 6ecnnarHble
ycrnyrn nepesoga. 3soHuTe [1-888-743-1478] (tenetauvn: [711]).
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=4 (Farsi)
dagi Ra b)) e b S8 e i€ Oligns AL &) geay GBG) 5 6) 0 e
aal b e adly L[1-888-743-1478] (TTY: [711]) wba xS

B A :E (Japanese)
FEEE: BAREZEINDGGE. BEHOEEXEZ AV EEZITET, [1-888-
743-1478] (TTY: [711]) £T. BBEEICTITERKCFZELY,

Hmoob (Hmong) LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj
kev pab dawb rau koj. Hu rau [1-888-743-1478] (TTY: [711]).

YAt (Punjabi)
fiors a8 2 37 < amg 8% 3, 3t sm u .09 AofesT R o1 393 Bt Hes Buzfa J|
[1-888-743-1478] (TTY: [711]) 3 & |

4l (Arabic)
A sl 13) i€ Gaaas SN Al Gl Clead Bac L) 45 alll i) g5 &l laally, Jual o8 5, [1-888-743-1478]
(P s aall Sl [711] )

&Y (Hindi) &1 < afg 3y fE Siaa § o simuds for goa & | werdT Jard Sudsy
&1 [1-888-743-1478] (TTY: [711]) R HId B3|

M lne (Thai)

Bou amuams mpasasnsnldusmstmiensnmn W3 Tns [1-888-743-1478] (TTY:
[711]).

121 (Cambodian)
[UWe IS SMEASINW MaNTg 1NN SWY S SAMAN INWE SH &y,
AHGEISHN S AITIDHRAY G § 06 [1-888-743-1478] (TTY: [711])4

w9970 (Lao)

YU0g990: Tho9 VIVCOIWIZI 290, MLO3NWFoBCTBOWWIZ, LosdcSye,
cuvSanlvimmn. tus [1-888-743-1478] (TTY: [711]).
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