S      T      I      L      L      W      A      T      E      R      S
Counseling and Psychotherapy

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize Stillwaters Counseling to release treatment records (including drug and/or alcohol records and HIV testing results) regarding my/my minor child’s treatment to my/my minor child’s  health insurance company or other such health coverage entity.
I understand Federal Law 42 CFR Part 2 protects the confidentiality of drug and alcohol abuse patient records maintained by this facility.  This information will not be released without my permission.  This authorization may be revoked at any time except to the extent that action has been taken in reliance on it.  If not otherwise, this authorization will expire six (6) months from the date of signature of the client or parent/guardian.  

This authorization may be relied upon when transmitted by facsimile:   XX Yes   __ No

This authorization is signed with the understanding that the information will not be passed on to anyone else without my written permission and will not be used for any other purpose than that specified above.  

Client’s Signature ___________________________________ Date ________________

Parent or 

Guardian’s Signature  ___________________________________ Date ________________
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