Shipowick- Smith Counseling

326 N. Miller St

Wenatchee, WA

509-667-0679

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

 RELEASE OF CONFIDENTIAL INFORMATION

I , ____________________________________________, authorize Shipowick-Smith Counseling 

And (agency)__________________________________________________________________________

Address______________________________________ phone number_______________________

To release the following confidential information to one another:
___Full Assessment 


            ___Diagnosis                            ___Financial Record

___Treatment Plans



___Prognosis                             ___Insurance data

___UA Results



___Progress                               ___Police report/DCH/
___Presence and Attendance


___Discharge Summary                    Drivers abstract
___Continuing Care Plan


___Self-help Attendance
___Medical History Sheet/Labs

___Doctor/Clinician Notes

___Prescription History


___Current Prescriptions

___Other, specify _________________________________________

The purpose of the disclosure is to:

___Facilitate Treatment


___Resolve Legal Issues

___Emergency Contact


___Employment-related

___Other, specify _________________________________________

I understand that my records are protected under federal regulations governing confidentiality of alcohol and drug abuse patient records, 42 CFR Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 CFR parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for in the regulation. Shipowick-Smith Counseling has my permission to exchange information by mail, telephone, fax, e-mail, or in person. I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that in any event, this consent expires on: 

___60 days from discharge from Shipowick- Smith Counseling

___Other, (date or event of expiration)__________________________

Parent/guardian signature if required _________________________________ Date ____

Client Signature ____________________________________ Date _________________

Staff signature ______________________________________ Date ________________

NOTICE OF REDISCLOSURE OF CONFIDENTIAL INFORMATION

This notice accompanies a disclosure of information concerning a client in alcohol/drug treatment, made to you with the consent of such client.  This information has been disclosed to you from records protected by federal confidentiality rules (42 C.F.R part 2).  The federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 C.F.R. part2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.  Criminal history information obtained from the criminal justice system is protected not only by federal regulations but the State of Washington (RCW 10.97.050). This information CANNOT be released by Shipowick- Smith Counseling to any other agency or person under any circumstances. REVISED  11/4/11
