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DOB:

Authorization for the Release of Medical Information:

I hereby authorize _PCP-____________________________________________ to release information to and obtain information from:

Minding Your Health, LLC
Jennifer Nolan, PMHNP-BC, APRN
Phone: 860-262-3747
Fax: 860-880-3054

For the purpose of ____collaboration________________________________-.

The following information may be released/obtained by written and verbal means:
	1.  Entire record
	2.
	3.

I understand that mental health records constitute privileged information, the confidentiality of which is required under Chapter 899 of the Connecticut State General Statutes.  I further. Understand that drug and alcohol abuse records constitute protected information under the Federal Confidentiality Rules (42 CFR, part 2), and release of such information is prohibited without my written consent.  Federal rules restrict this protected information from being used to investigate or prosecute any patient who abuses drugs or alcohol.  

I further understand that, under Connecticut State Law, a general release of information of medical information is not enough, and that information related to mental health, substance abuse and HIV specific written consent is required.  My signature below attests to my understanding of and consent for this purpose.  

I understand that I can revoke his consent, either verbally or in writing, at any time of my choosing.  I further. Understand that if I choose to revoke this authorization, the revocation cannot apply to information released when my authorization was still in effect.  

I further understand that treatment by Minding Your Health, LLC/Jennifer Nolan, APRN is not contingent upon my decision to sign this document and that I have the right to inspect the information disclosed to and by Minding Your Health, LLC/Jennifer Nolan, APRN.

I thereby authorize Minding Your Health, LLC/Jennifer Nolan, APRN the following timeframe, for one year following date of signature for the exchange of above records or information.  

Patient or legal guardian (print): ______________________________________Date:______________

Patient or legal guardian (signature): ______________________________________

Office representative:_______________________________________________Date:______________
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