Access Behavioral Health Services, Inc.
1276 River St., Suite 100, Boise, ID 83702		3307 Caldwell Blvd, Suite 104, Nampa, ID 83651
Phone:  Boise 208-338-4966, Nampa 208-465-4833 
Fax: Boise (By floors 1st, 2nd, 3rd) 208-344-0127, 208-985-4135, 208-344-0127; Nampa 208-467-2654 

Authorization For Release of Protected Health Information

Client Name ____				_______   DOB __				______
Client Home Address __							__________________
Phone ___				_______ SS# __		___			______

Access Behavioral Health Services Inc, information exchange be released to or requested from:
|_| Self	|_|Parent/Guardian: _________________________________________________
|_| Person: _____________________  |_| Agency/Organization: _________________________
	Phone number: ___________________	Fax number:_________________________
Address: ______________________________________________________________________
Email Address: _________________________________________________________________

Requested health information can be sent or received via:  |_| Verbal   |_| Written

Purpose of Disclosure: |_| Treatment/Continued Care  |_| School  |_| Insurance
|_| Legal Coordination |_| Child Custody |_| Disability Determination |_| Personal Use
|_| Emergency Contact |_| Scheduling, verifying or canceling appointments |_| other: ________

Records covered under this release: (MH = Mental Health, SUD = Substance Use)
|_| CDA    |_| SUD assessment(s)  |_| MH Treatment plan(s)/Review(s) |_| MH Discharge  
|_| SUD Treatment plan(s)/Review(s) |_| SUD Discharge |_| Drug Testing results
|_| Person Centered Plans  |_| Plan of Service |_| WRAP plan |_| Supported Living plan(s)
|_| CANS |_| SIB-R/MSDA |_| Psychiatric/Psychological Testing |_| Psychiatric Evaluation(s)
|_| Medication Management Notes |_| Lab work  |_| Lab orders  |_| Medication list  
|_| History and Physical  |_| Medical Records |_| HIV/AIDS status
|_| IEP/504/BIP  |_| Court Records/Orders  |_| Attendance and appointments 
|_| Other (please specify): ______________________________________________

This authorization covers services beginning ___/___/____ through ___/___/___ , or starting at date of signature and until the expiration of this authorization if left blank.  
  
This authorization will expire on ___/___/___. (If not included will expire one year from signature date)

I understand that I am under no obligation to sign this form and the person and/or organization listed above, who I am authorizing to use and/or disclose my information may not condition treatment, payment, enrollment in a health plan, or eligibility for healthcare benefits or my decision to sign this authorization.  I understand that if the person and/or organization listed above are not healthcare providers, health plans, or healthcare clearinghouses that must follow the federal privacy standards that the health information disclosed as a result of this authorization may no longer be protected by the federal privacy standards and my health information could be re-disclosed without my authorization. I understand I have the right to revoke this authorization at any time by submitting a written request to any Access Behavioral Health Representative. 

I understand that I have the right to inspect or copy the health information I have authorized to be used or disclosed by this authorization.  I understand that I have a right to receive a copy of this authorization.  Copy requested and received ____Yes No 	      I do not want a copy of this.

I release the person/agency disclosing this information from any liability arising from the release of information to the agency or person designated above.  Federal rules prohibit further disclosure of this information unless expressly permitted by the written consent of the person to whom it pertains or otherwise permitted by 42 CFR Part 2.
________________________________________________     _________________________
Client and/or guardian (individual over 14, both sign here)		Date
_________________________________________________     _________________________
Witness								Date
