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Authorization to Use and Disclose Protected Health Information (PHI)
Authorization to release the protected health information (PHI) of:
Patient Name: 

Social Security #:  

Current Address:  

City: 

State: 

Zip:  

Phone Number: (
)

Date of Birth:  

This form authorizes Herndon Psychotherapy and Evaluation, PLLC to exchange PHI with:
Facility/Provider/Other: 
Relationship to patient:  

Address:  

City: 

State: 

Zip:  

Phone Number: (
)

Fax Number: (
)

Dates of service requested:
 
/ 
/ 


to 
/ 
/ 


OR
ALL past, present and future periods.
What information would you like released?
Progress Notes/Diagnosis
Evaluations/Reports
Other
If other, please specify:  

I understand the following:  I am releasing Dr. Natalie Cox Herndon, Herndon Psychotherapy and Evaluation, PLLC, and their employees from any legal responsibility for the release and/or exchange of information indicated above. I understand that my request to revoke this consent will not be in effect to the extent that information has already been disclosed as a result of this consent, or if this consent was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim under that insurance coverage.  I understand that information used or disclosed as a result of this consent may be subject to re-disclosure by the recipient of my information and is no longer protected by the HIPPA Privacy Rule. In consideration of this consent, I hereby release the above party from any liability for the release and/or exchange of this information. If applicable, I understand that based on dates, providers and information I have designated above; the disclosure Herndon Psychotherapy and Evaluation, PLLC makes pursuant to this authorization may include information regarding my participation in a substance abuse treatment program. However, the recipient may be prohibited from disclosing substance abuse information under the Federal Substance Abuse Confidentiality Requirements. I understand that Herndon Psychotherapy and Evaluation, PLLC will not condition treatment, payment, enrollment or eligibility for benefits on whether I sign this authorization. I may inspect or copy any information used or disclosed under this authorization. I understand that I may revoke this authorization in writing at any time by mailing a written revocation of authorization to Herndon Psychotherapy and Evaluation, PLLC.
I understand that my revocation is not effective to the extent that action has been taken in reliance on this authorization. Unless otherwise this authorization will expire 90 days after the termination of services.  Prior to that time, consent may be revoked in writing.  This authorization expires:
1 year from the date below
One time disclosure only
Other:  

I understand that I may be charged for this information and I agree to be financially responsible for the charge.
Print Name of Patient: 
Date:  

Signature of Patient or Legal Representative:  
  Personal Representative (Please supply proper documentation when necessary):
Parent/Guardian
Power of Attorney
Other  

