SAN BERNARDINO Behavioral Health 303 E. Vanderbilt Way San Bernardino | (909) 388-0900
COUNTY chavioral Hca www.SBCounty.gov

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.

. AUTHORIZATION TO RELEASE PHI

(A) I hereby authorize

(Facility Name/Provider Name/Other)

(B) To release to (Enter name of individual(s) or Entity(ies) in the section below
and specify relationship)

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.

Il. MAILING ADDRESS FOR RECORDS (MENTAL HEALTH AND SUD)

Note: Complete this section only if records are to be mailed/faxed to the receiving
party.
(A) Name of

Recipient

Address

City, State, ZIP

Code
Phone# ( ) FAX# ()
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lll. PURPOSE OF MENTAL HEALTH AND/OR SUD DISCLOSURE

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

List limitations of disclosure, if any:

IV. MENTAL HEALTH SPECIFIC ‘

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

(Client or legal representative’s initials)

(B) | 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) [] Only the following specific records or types of medical history and/or
mental health information

Dates From To

[] Assessment [ ] Attendance [ ] Client Plan

[ ] Diagnosis [ ] Discharge Summary [ ] Lab Results

[ ] Medication [ ] Psych Clearance [ ] Summary Letter

[ ] Treatment Notes [ | Reproductive Health Information (e.g.
Pregnancy status, Women’s Health
Survey)

[ ] Other
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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 (MENTAL HEALTH)

| 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
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.

VII. 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 received it.

| understand in some cases California law 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. SUBSTANCE USE DISORDER (SUD) SPECIFIC

(A) [] 1 specifically authorize release of the following specific records or types of
SUD Treatment information

(Client or legal representative’s initials)

Dates From To
[ ] Assessment [] Attendance [ ] Client Plan
[ ] Diagnosis [ ] Discharge Summary [ | Lab Results

[ ] Medications/dosage [ ] Psych Clearance [ ] Summary Letter
[] Include SUD Medications

[ ] Counseling Notes [ ] AIISUDclaimsand [ ]| Legal proceedings
(Requires separate encounter data (Requires separate
release) release)

[ ] Reproductive Health [ ] Treatment, Payment [ | Other
Information (e.g. and Operations
Pregnancy status, (TPO)*

Women’s Health
Survey)

Note: A copy of this authorization must accompany any records request, redisclosure
requirements will align with HIPAA.

(B) If the entity(ies) named in Section |. Authorization to Release PHI facilitate(s)
the exchange of health information (HIE) or is/are a research institution, you
must check and complete the information for one of the boxes below (required
only for SUD disclosures)

() [ ] Name of individual HIE

participant:

(e.g. Dr. John Smith), OR
(i) ] General designation of individual or entity or class of participants
with a treating provider relationship (must make list of disclosures
available upon request):

(e.g. My treatment team in the Inland Empire Health Information Exchange
(HIE))
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IX. 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.

X. 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:

(D) 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 a 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.

Xl. MY RIGHTS (SUD)

e | 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.

e | understand that | might be denied service if | refuse to consent to 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.
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e | will be provided a copy of this form.

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 request is made in writing (within two (2) years of disclosure) thirty (30) days
from the date the written request is received,; list of disclosure shall contain name
of entity disclosure was made to, date of disclosure, and brief description of
identifying information released.

XlIl. SUD 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)

XIll. SIGNATURE (MENTAL HEALTH AND SUD)
Date: Time: [ ] am. [] pm.

Signature:

(DBH client shall sign, including minor age 12 and up, if having legal
and mental capacity)

Signature:

(Legal representative of client or parent/guardian for 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).
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SAN BERNARDINO Behavioral Health 303 E. Vanderbilt Way San Bernardino | (909) 388-0900

COUNTY www.SBCounty.gov

LANGUAGE TAGLINES

English Tagline

ATTENTION: If you need help in your language call 1-888-743-1478 (TTY: 711). Aids
and services for people with disabilities, like documents in braille and large print, are
also available. Call 1-888-743-1478 (TTY: 711). These services are free of charge.

(Arabic) du b Hlaidl

1-888-743-1478 3 Jwailé cclisly sucluwll J] el 13] 0LV (22,

By syl &9:Sall oliiad) o «BBleYl (593 Loleadl Gledsdly wilaclunall Ll Lg5 ((TTY: 711)
1-888-743-1478 - Juail . aS lasdlg

Al wleasdl oda (TTY: 711)

Zuytinkt whwwl (Armenian)

NhTUNPRESNPL: Bph Qbq ogunipjnit E hwupuynp 26np (kqyny, quuquhwpkp
1-888-743-1478 (TTY: 711): GYwl twl odwunul] Uhgngutp ni swnwynipniuubp
hwpdwlnuunipinit ntubkgnn wbhdwig hwdwp, ophtiwly® Fpuyih gqpunhwyny nu
hunonpunun muyugpus Wyniptp: Quuquhwnptp 1-888-743-1478 (TTY: 711): Uy,
dwnwynipinibbpt wuyLwp b

UN I EN TN 6NE2 (Cambodian)

Sam: 10g/A (87 MINSW Man IUIHS gy SIednisiiug 1-888-743-1478 (TTY:
711)4 SSW SH 1UNAY (U NSOMI ZGNARNIIINITNH SN
NENUNSOMITE S YRS IgimMHERINYE SMGIRSRHINM SInumins
1-888-743-1478 (TTY: 711)1 wuhmygsidis:BsAnigigu

Bk 3XHFIE (Chinese)

BEE | NREFZUEHREREAE), 152 1-888-743-1478

(TTY: 711), BARIREE W REA LHREBIARSS, HIINE XAFERAKFHEEE, B
EHEIRAR, 1BEREE 1-888-743-1478 (TTY: 711), XLERFEZ R,

(Farsi) (qutd gl 49 llaa

28 4 1-888-743-1478  (TTY: 711) L easS il 0 S 353 gl 40wl i e Sl 14a 55

Cad dgase oS ma bala s iy dad slada aile «Cul glaa (5l )y 3l i) (a sade Ciladd 5 lacSS
g e 3l ) GBG)) lexd 0l 2,80 il 1-888-743-1478 (TTY: 711) b
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&t ST (Hindi)

& &: 3R 3MTSH! YT HTHT & TSR D1 ATaIH T § af 1-888-743-1478

(TTY: 711) R Hid B | I dTd AN b fod FeTadT 3R ATy, o o 3R 8 file &
1t TXATAS IUT B | 1-888-743-1478 (TTY: 711) R HId B | Y JaTC 7 Yewb g |

Nge Lus Hmoob Cob (Hmongq)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-888-743-1478 (TTY:
711). Muaj cov kev pab txhawb thiab kev pab cuam rau cov neeg xiam oob ghab, xws li
puav leej muaj ua cov ntawv su thiab luam tawm ua tus ntawv loj. Hu rau 1-888-743-
1478 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

HAEERED (Japanese)

FERARZBTCOFISHIMERIGE L 1-888-743-1478 (TTY: 7T11)~AEBEELZE W, =
@éﬂﬁi%@%k%m@&\&#u&zh%wﬁwtbwﬂ EXHEELTWE

9, 1-888-743-1478 (TTY: 7T1)~BBFEL I L, INHLDO Y —EX I TREL

TWEd,

ot=10{ Ef 12}l (Korean)

FOIALR: o] HOE =2t 4 O A|TH 1-888-743-1478 (TTY: 711) HCO =
OISt A| . FALE 2 A2 E A2 20| FHoj7t U= 252 flot =21
MH|AE 0| & 7hsBL|Ct. 1-888-743-1478 (TTY: 711) tdei =25t Al 2. o] 2{5t
MHALE 222 H2E LT}

ccunnlowrz970 (Laotian)

Urn90: Trarancisgnivaosvgoscisuwizrzeguonluilnmacs 1-888-743-1478 (TTY:
711) eguaowaoecmecca £NIVOINIVTIFVOVLWNIV

cQuceNs smmchensevvvcco :5LBnlms loitvnmacs

1-888-743-1478 (TTY: 711). mvU:J:mDcmg)vumagcsem?a%‘)@?og.

Mien Tagline (Mien)

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx faan
benx meih nyei waac nor douc waac daaih lorx taux 1-888-743-1478

(TTY: 711). Liouh lorx jauv-louc tengx aengx caux nzie gong bun taux ninh mbuo
wuaaic fangx mienh, beiv taux longc benx nzangc-pokc bun hluo mbiutc aengx caux
aamz mborqgv benx domh sou se mbenc nzoih bun longc. Douc waac daaih lorx 1-888-
743-1478 (TTY: 711). Naaiv deix nzie weih gong-bou jauv-louc se benx wang-henh
tengx mv zugc cuotv nyaanh oc.

YTt ¢SS (Punjabi)

fomrres 6. / 3a1g »inyet g fdw Hee E’T SE ?r EUCEs: Jd 1-888-743-1478
(TTY: 711). Wutde & St ATTEST w3 A, i fa 9% w3 Al surd feg
TH3eH, < 8 JI6| & FJ 1-888-743-1478 (TTY: 711).
feaﬁaeﬂjaza?ﬂ
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Pycckun cnoraH (Russian)

BHUMAHWE! Ecnun Bam Hy>XHa NOMOLLb Ha BaweM pPoaHOM A3blKe, 3BOHUTE N0 HOMeEpPY
1-888-743-1478 (nuHna TTY: 711). Takke npeqoCTaBnaTCA CpeacTsa U yecnyrn onsg
noaen ¢ orpaHNYEHHbIMU BO3MOXHOCTSMU, HanpumMmep AOKYMEHTbI KPYMHbIM LWpUGTOM
unu wpudTtom bpanna. 3soHuTe no Homepy 1-888-743-1478 (nuHna TTY: 711). Takne
ycnyru npegocraBnsoTca 6ecnnaTHo.

Mensaje en espaifol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-888-743-1478

(TTY: 711). También ofrecemos asistencia y servicios para personas con
discapacidades, como documentos en braille y con letras grandes. Llame al
1-888-743-1478 (TTY: 711). Estos servicios son gratuitos.

Tagalog Tagline (Tagalog)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa
1-888-743-1478 (TTY: 711). Mayroon ding mga tulong at serbisyo para sa mga taong
may kapansanan,tulad ng mga dokumento sa braille at malaking print. Tumawag sa
1-888-743-1478 (TTY: 711). Libre ang mga serbisyong ito.

wiinlavinasn'lng (Thai)

Tdsanau: wnaasasnIsaNubamudaiiunwaasan asan nsAwildAvunaa
1-888-743-1478 (TTY: 711) uanannll dywsanlvmnuaainlauazusniseig 9
fuduyaAaianINANT LU 1@ARITENN 9 .
Milludnesiusaduaziangsniuvmadanesuuialug nsaninsd@nwiildivanaia
1-888-743-1478 (TTY: 711) Lisienldanadnsuusnisimanil

Mpumitka ykpaiHcbkoto (Ukrainian)

YBAIA! Akwo Bam noTtpibHa gonomora BaLlo PigHOK MOBOK, TENEdOHYNTE HA HOMEP
1-888-743-1478 (TTY: 711). Iltogn 3 0OGMEXEHNMN MOXIMBOCTAMMN TAKOX MOXYTb
ckopucTaTucs AONOMiKHUMMK 3acobamum Ta nocryramu, Hanpuknaa, oTpumaTti
AOKYMEHTW, HagpyKoBaHi wpudtom bpanns ta senuknum wpudtomM. TenedoHyinte Ha
Homep 1-888-743-1478 (TTY: 711). Lli nocnyrn 6e3koLTOBHI.

Khau hiéu tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro giup bang ngdn nglr ciia minh, vui long goi sb
1-888-743-1478 (TTY: 711). Chuang tbi ciing hé tro va cung cép cac dich vu danh cho
ngudi khuyét tat, nhw tai liéu bang chiv ndi Braille va chir khé I&n (chir hoa). Vui long
goi sb6 1-888-743-1478 (TTY: 711). Céc dich vu nay déu mién phi.
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