VAN NUYS ALCOHOL & DRUG TREATMENT PROGRAM

14558 Sylvan St. Van Nuys, Ca. 91411 

CONSENT FOR RELEASE OF PSYCHIATRIC / MEDICAL RECORDS
Name: __________________________________   DOB: _______________ SS#: _____________________

   This authorization for release of information is to be used for disclosure of psychiatric / medical information, including diagnosis, medications and treatment of mental disorders / conditions and or medical conditions related to but not limited to alcohol / drug abuse.

RELEASE TO: __________________________________________________________________________

                                                           (program name / address and program director’s name)
   I herby authorize the following person / agency to furnish the above named recipient with the records and information listed below:

__________________________________________________________________________________________________________

The recipient may use the information only for the following purposes: 

________________________________________________________________________________________
This authorization shall remain in effect until: _________________ 
                                                                                        (date)
   I understand that I may revoke this authorization at any time, except to the extent that the person / agency has already acted in reliance on it. 

   I understand that the recipient may not further use or disclose this information this information unless another authorization is obtained from me or unless such use or disclosure is specifically required or permitted by law.

I further understand that I have a right to receive a copy of this authorization upon my request.

YES ________ NO ________ (initial)

Information Requested:

     Medical Examination                Medication Records            Diagnosis        Financial Records

      Psychological Evaluation         Psychiatric Evaluation        Screening Evaluation
      Summary of Treatment           Progress Notes                     Discharge Summary

      Other _______________________________________________________________________________

Authorizing Client Signature: ____________________________________              Date: ______________ 

Program Representative: ________________________________________              Date: ______________ 







