Consent for the Release of Confidential Information
Name: ____________________________________            Date of Birth: ____/____/_______

I hereby authorize recovery center staff to disclose and receive information from:
[Full name, Address, phone number to which disclosure is authorized]
I authorize the following information to be disclosed in written or verbal form
_______ Presence at recovery center
_______ Current treatment status

_______ Treatment Discharge plans

_______ Legal Status

I understand the purpose and need for such disclosure to be:

_______ Admission to treatment

_______ Coordination with Treatment Program
_______ Other  (must be fully explained)

______________________________________________________________________________

I understand that any records of my involvement here are protected under Federal Confidentiality Regulations, 42 CFR, Part 2, and can not be disclosed without my written consent. I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically ninety (90) days from the date of signing.

______________________________________________________________________________Participant Signature & Date
______________________________________________________________________________Parent or Guardian Signature & Date 

______________________________________________________________________________Witness Signature & Date
