Authorization For Release of Records
Substance Abuse Disorder

Client Name: ____________________________________       Date of Birth: __________________________
Federal law (42 Code of Federal Regulations Part 2) protects records that identify a person as having applied for or received services related to substance use disorder, SUD, (including alcohol or drug use treatment).
These records cannot be used or disclosed without your written permission unless federal law allows it.
What Information Is Covered
This consent applies to records relating to diagnosis, treatment, or referral for substance use disorder services provided by [Your Practice Name]
How Your Information May Be Used or Disclosed
By signing this form, you allow us to use and disclose your records relating to substance use disorder treatment for the following purposes:
· Treatment (for example, sharing information with other health care providers involved in your care)
· Payment (for example, billing your insurance company)
· Health care operations (for example, quality review, compliance, care coordination, and administrative services)
This may include disclosure to:
· Physicians, therapists, or other health care providers
· Hospitals or treatment facilities
· Health insurance plans
· Billing companies
· Business associates who assist our practice
· Care coordination organizations
Redisclosure
By signing the authorization, you agree that we may disclose SUD care and treatment records, whether performed in this office or rendered by another provider, and allow all future uses and disclosures for the treatment, payment and operations as described above.
If your information is disclosed to a health care provider, health plan, or business associate that is covered by the Health Insurance Portability and Accountability Act (HIPAA), that person or entity may further use or disclose the information as permitted by HIPAA.
However, federal law prohibits the use or disclosure of your records relating to substance use disorder treatment in civil, criminal, administrative, or legislative proceedings against you unless:
· You provide separate written authorization for that specific purpose, or
· A court issues a special order that complies with federal law.
Expiration of This Consent
This consent will expire:
☐ One year from the date you sign it
☐ When you revoke it in writing
☐ On this date: _____________________
If no box is checked, this consent will expire one year from the date signed.
Your Right to Revoke
You may revoke this consent at any time by providing written notice to our practice.
Revocation will not affect information already disclosed in reliance on this consent.
Refusal to Sign
You are not required to sign this form. Refusing to sign will not affect your right to receive treatment, except where disclosure is necessary for payment or health care operations.

Client Signature: ____________________________________			Date: _____________________

Printed Name: ______________________________________
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