1941. S. 42™ Street Ste. 129
Omaha, NE 68105

phone: 402-871-9979
fax: 402-614-9947

Counseling &
Consulting PC

Authorization for Use and Disclosure of Health Information

| hereby authorize

(name of person/agency with information)
to release/receive information to/from Hill Counseling and Consulting, P.C.
(name of person/agency to receive information)
At 1941 S. 42™ Street #129, Omaha, NE 68105, 402-871-9979 and (fax) 402-614-9947

(address, phone, fax)

The information released will be of:

Client Name: Date of Birth:

Information to be disclosed/obtained (check all that apply):

U Psychological History/Treatment Summary

O Attendance/Compliance Information Q Alcohol/Drug Use Summary
Q Family History and Social Information O Assessment/Evaluation Reports
O Progress Notes U4 Discharge Summary
Q Treatment Plans O Other,
Purpose of release (check all that apply):
U Continuity of Treatment U Assessment/Evaluation
U Coordination of Care 4 Follow-up
U Contact with Referral Source 4 Family Involvement/Support
U Alcohol/Drug Treatment Facilitation 4 Other

U Case Management

As the person signing this consent, | understand that | am giving my permission to the above-named person/agency for disclosure of protected health
information as defined under the Health Insurance Portability and Accountability Act (HIPAA). | understand that once my protected health information is
used/disclosed pursuant to this authorization, the information may no longer be protected by the privacy regulations and may be subject to redisclosure
by the recipient(s). | understand that | have the right to revoke this authorization at any time. My revocation must be in writing. | am aware that my
revocation is not effective to the extent that | have authorized the use and/or disclosure of my health information and such use and/or disclosure has
already occurred. | may inspect or obtain a copy of the health information that | am being asked to allow the use or disclosure of. Persons/agencies who
request information under this release may use a copy or facsimile of this form in place of the original signed authorization form. | understand that | do
not have to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment from Hill Counseling and Consulting, PC.

This authorization will automatically expire 1 year from the date | sign, unless otherwise revoked or an earlier date is specified
. (date not to exceed 1 year)

By signing this form, | acknowledge that | have read and understand this Authorization and had a chance to ask questions and receive
adequate answers about the disclosure of the health information. | authorize the use/disclosure of my health information in the manner
described above. Additionally, | have been provided a copy of this form.

Client’s Signature Date

If Client is under 19 years of age the Parent/Legal Guardian must sign.

Parent/Legal Guardian’s Signature Date

Relationship to Client

| hereby revoke my authorization and consent for release of information to the person/facility listed
Client’s Signature Date

Revocation

“We strive to improve the quality of life for individuals and families by helping them find acceptance,
guidance, and hope while providing the best community service possible.”



