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YOUTH PSYCHOLOGY





AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION



I, _____________________________________, give permission for Sageview Youth Psychology to: 
    Your Name





    

(initial each):
____ Release to

____ Receive from

____ Speak with

Person/organization________________________________________________Telephone #: _________________________

regarding information pertaining to my educational, medical, or mental health information (as indicated below)


· The purpose of this release of information is to coordinate care and facilitate my child’s ongoing adaptation and treatment at Sageview Youth Psychology. I authorize the disclosed information to include:

(initial each):

____  Teacher/counselor/principal observations and impressions;

_____  Educational evaluations or testing results;

____  Treatment and/or Therapy progress notes

____  History and physical examinations;

____  Medical, psychological, or psychiatric intake evaluations, treatment and discharge summaries

____  __________________________________________________________________________



Including Dates of Service (check one):

· All Dates on File 


· Dates from  _________________ to _________________.

· I understand:

1. I may revoke this authorization in writing, at any time, except if disclosure is made to obtain payment, treatment, operation, or as stated in the Office Policies/Privacy Practice document received at your first visit to our office.

2. This authorization expires in 1 (one) year from date signed or sooner if specified here ___________________

3. Protected Health Information is disclosed to those not required to comply with federal privacy protections. Such information may be re-disclosed and would no longer be protected by federal privacy protections. This facility, Dr. Grewe and all employees are herby released from any legal responsibility or liability for disclosure of above information to extent indicated and authorized herein.

4. I do not have to sign this authorization as a condition of receiving treatment at Sageview Youth Psychology.

5. I have the right to inspect and receive copies of my Protected Health Information in accordance with the provisions of the federal privacy standards.

6. There may be charges associated with my request for records that may not exceed those allowable under RCW 70.02.

​​​​​​​​​
__________________________dob__________

______________________________

Name (signature)






Witness

_________________________

Date
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1950-O Keene Road, Richland WA 99352

Tel: 509-627-2600  Fax: 509-627-2060  www.sagviewpsych.com


