BORST COUNSELING SERVICES, LLC                           Providing a Lifeline to Families in Central Iowa
2601 Border St. Norwalk Iowa 50211     
                                                        Satellite Office: 706 W. School St.  Winterset
515.240.9474(o) 515.897.2413(f)                                                                                                       624 Husky Dr. Winterset

AUTHORIZATION FOR RELEASE OF INFORMATION

Client’s Name: ___________________________       Date of Birth: ______________________
  

Address: ___________________________________________________________

City: ______________________          State: ______________________Zip: ___________

Soc. Sec. No.:  _________________
Phone (home):  ___________        (work):___________

I, ____________________hereby authorize Borst Counseling Services LLC to  Release to,  Exchange with, or  obtain from,   Confidential information


Person / Organization:  __________________________________________________________


Address:  _____________________________________________________________________


City:  _________________     State:  ________     Zip:  __________        Phone: _____________

Specific type of Information to be released: 


      Mental Health
     Substance Abuse
      AIDS/HIV Information
      Other (Must Specify)

      Intake    Psychosocial Assessment   Discharge Report   Psychological Tests   Legal Histories  Diagnosis      Service Plans   Progress Notes,  Psychiatric Assessments  Other (Must Specify)_______________________
Purpose(s) to release information: ________________________________________________
I understand that I have the right to see the information disclosed at any time, upon proper notification and in the presence of my therapist / counselor / other mental health professionals. I understand that I have the right to revoke the use of this signed Authorization for Release of Information by written statement to the office of my therapist / counselor at any time preceding the expiration date of this release.  I may revoke this consent to release of information except where action has already been taken on the basis of this release.  This information becomes invalid on this date or when case is closed:  __________________ (not to exceed one year).  Managed Care clients’ authorizations are valid until all fees for services are paid.  
__________________________________________
          

________________________________

(Client’s and/or Parent/Guardian Signature)     Date
          

 (Counselor Signature)         Date
PROHIBITION FOR RE-DISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by Federal and/or State Law. The Authorization for Release of Medical Information form does not authorize re-disclosure of medical information beyond the limits of this consent.  Federal Law (42 CFR Part 2) for Alcohol/Drug abuse, and State Law for Mental Health, and HIV/AIDS treatment, prohibit information disclosed from records protected by these laws from being re-disclosed, even to the patient, without the specific written consent of the patient or as otherwise permitted by such laws and/or regulations.  A general authorization for the release of medical information is NOT sufficient for these purposes.  Civil and Criminal penalties may attach for unauthorized disclosure of alcohol/drug abuse, mental health, or HIV/SIDS information.

