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DiscJosure of Health Care Information Form: 1.

(This f?r:n when completed ~nd Rign~dby you author~es the Center to release protected info~atioJ1 from

yourcl1n1cnl1;'ccotd,Furthermformatlonis printed onthebackoftmsAuthoriz«tionform.) : J 'I,
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(pleaseprint your nllD1e) I
authorize mYP/lychologist/counselor ancVorthe 1IJan~gerfor the Center fOl'Student Dev61opm~nt (C.S.D,)
to release: protectecl health information to carry out treatment and obtain additional treatment authori?fltion.
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This authorization511nl1remainin effocteitherone year followingtrea1mentor until datespecifiedon back,
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I have tho right to revoke this authorization. in writing, at any time by Bondingsuch :written no~ficlltionto

the Center's office address or completing a Revocation of Authorization Form I!\'ailable upon Jjequest.
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I Wldcrstand that information used or disc1osed pursuant to the authorization may bo subject tore.di~clo5ure
bythorccipielltofmyinfonnationandnolongerprotectedbytheHIPAAPrivacyRule. ;
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If the authoIlzation is sign~d by a pOtBonalrepresentative of the client, Itdescription of such roproRcntative~8
authorityto act ror thepatient m1.l-~tbe provided.

Pc~cll1al Represcntative's Name Re1atiocswp to Client

Disclosure of lIealtb Care Information

I. -~...,. .have had thl-.opportunity to review the cottttjntRof!JIs
Center flit Student Develuomcntts Tennessee NotiteForm: Notice or Psycl1oloeJ~ts' Policics and
Practices to frotcd the FrlVllcvoCYourHcalth Information, effectiveApril 14, 2003.

Signature: -. Date:

Please IJesure the information reqrdred on the back o/thlslol'm I.'icompleted.


