CONNECTIONS COUNSELING, LLC
900 Corbitt Drive

Wilmore, KY 40390

859-509-8468 o 859-806-0813

Request and Authorization for the Release of Information

Patient Information
Name: Birth Date:

Social Security Number:

I , authorize Connections Counseling, LLC. to: [J Receive from [J Distlose to

Name of Agency or Facility

Street Address City/State/2ip

The following specific information will be received/disclosed from the above named patient’s record:
O Evaluation/Assessment O Progress Notes O Discharge Summary

O Treatment/Service O Other:

Date(s) of treatment:

1 understand that the purpose of this disclosure is for:

O Use in treatment O other:

I hereby release the above named agency from all liability that may arise from the release of information requested. |
expect that the information will be handled in a confidential manner.

Time Limitation: This authorization expires one year from the date of signature of the parent and/or guardian or client.
This release is subject to revocation at any time.

PROHIBITION ON REDISCLOSURE: According to 45 CFR 164.508 c2Ciii health information may be redisclosed by the recipient. However, pursuant to KRS
304.17A-555, Patient’s Right of Privacy Regarding Mental Health or Chemical Dependency-Authorized Disclosure mental health/chemical dependency info
may not be used and/or shared by the recipient of said information unless specific, written consent for redisclosure is authorized by the person to whom it pertains,
Additionally, Federal Regulations 42 CFR, Part 2 prohibits any further disclosure of this information without the specific written consent of the persen to whom
it pertains or as otherwise permitted by law. A general authorization for the release of medical or other information is NOT sufficient for this purpose.

I acknowledge that | have read and fully understand this authorization.

Client/Parent/Guardian Signature Relationship to Patient Date

Witness Date

Please send via mail: Connections Counseling, LLC
900 Corbitt Drive
Wilmore, KY 40390



