CAROL MILES MSW, LCSW








110 East Seventh Ave











        Covington, LA 70433

cmileslcsw@hushmail.com
 985-893-1248

AUTHORIZATION TO USE/DISCLOSE PROTECTED HEALTH INFORMATION

I, _____________________________________________, born__________________, understanding that all information in the record of 

_______________________________, born ___________, is confidential, authorize Carol Miles , MSW, LCSW, of 110 East Seventh Avenue, Covington, LA 70433 to use/(   ) disclose, (   ) obtain information (   ) to   (   ) from:

Individual/Employee Position/Organization______________________________________________________________________________

Phone/Address_____________________________________________________________________________________________________

Such disclosure shall be limited to the following specific types of information and communication:

_____Correspondence



_____Telephone Consultation


_____Psychosocial Assessment 

_____Initial Assessment



_____Treatment Plan & Revisions

_____Session Progress Notes

_____Progress Report



_____Psychological Testing Report

_____Discharge Summary

_____Aftercare Plan



_____Attendance Report



_____Physician Consultation

_____All Progress Notes



_____Psychiatric Evaluation Report

_____Assessment/DX. Report

_____Complete Record



_____Other:___________________

_____Other:__________________

I understand that this will include mental health information relating to (check of applicable): 


· HIV(Human Immunodeficiency Virus) infection


· Mental Heath

· Treatment for alcohol and/or drug abuse


· Psychological Testing

The disclosure(s) will be used for the following purposes: _____________________________________________________

The designated information about _______________________________    (   ) may    (   ) may not    be transmitted by fax, electronic mail, or other electronic file transfer mechanisms and (   ) may  (   ) may not be discussed by telephone.

This request and authorization to release information is based on my understanding of the content being released, the use of the information once it is released, and my understanding that the source of the information cannot be responsible for the protection of my privacy once the information is conveyed.  

I understand the person I am authorizing to use and/or disclose the information may receive compensation only for copying and mailing costs in accordance with La. R.S. 40:1299.96

I understand that neither my ability to receive benefit payment, my eligibility for benefits nor the willingness of Carol Miles MSW, LCSW to treat me is affected by my willingness or lack thereof to sign this release.

I understand that the recipient of the requested information, ONLY if a healthcare provider, health care plan, or business associate of a “covered entity” as defined by HIPAA regulations is prohibited by federal law (CFR 42, Part 2) and HIPAA regulations from making any further disclosure of it without my specific written permission.  The information described above may be redisclosed and no longer protected by these regulations if the recipient is not a healthcare provider or health care plan.  However, any recipient may be prohibited from disclosing substance abuse information under the Federal Substance Abuse Confidentiality Requirements.

I understand that this release of information is intended to allow me to provide informed consent to waive my privilege of confidentiality and the protection of my privacy guaranteed under federal and state law, including but not limited to the Federal Privacy Act of 1974 (P.L. 93-579), the Freedom of Information Act of 1974 (P.L. 93-502), and CFR 42, Part 2, La.R.S. 13:3734.D and LCE Art. 510.

I understand that I may inspect, or request copies of any information disclosed by this authorization.  

I may revoke, in writing, this authorization at any time except to the extent that action has been taken in reliance upon it, and if not earlier revoked, it shall terminate on _____________, or on the date that the following event occurs: _____________________________________________________________________, without express revocation.

A copy of this document is to be taken as the original. 
My signature below indicates full understanding and acceptance of the entire content of this document and that I am signing of my own free will and accord.

___________________________________________________

__________________________________________________

Patient/Authorized Representative Signature      
Date


Witness Signature (If available)


Date

