AKRON FAMILY INSTITUTE, INC.

3469 Fortuna Drive

Akron, Ohio 44312

Phone: 330-644-3469 Fax: 330-644-8519
AUTHORIZATION FOR RELEASE OF INFORMATION

From The Records Of:

Name:






 Date: 





Date of Birth: 




  Social Security #: 





I authorize Akron Family Institute, Inc. to (check one or both)


Release to _____   Obtain From _____ 

        Release Format: Verbal _____   Written _____


Facility/Individual 











Address 











I AUTHORIZE THE RELEASE OF THE FOLLOWING INFORMATION TO/FROM AKRON FAMILY INSTITUTE, INC.


Summary of Treatment _____


Evaluation of Emotional Status _____


Other (please specify) 










I AUTHORIZE THE RELEASE OF INFORMATION VIA FAX AND THE INTERNET OR UNENCRYPTED E-MAIL WHEN INFORMATION IS REQUESTED VIA THE COMPUTER.




SIGNATURE




            DATE

PURPOSE OR NEED FOR INFORMATION: 








UNLESS REVOKED RELEASE WILL EXPIRE ON: 


 DATE REVOKED: 




I expressly consent to the release of information designated above.  I understand and acknowledge that this authorization extends to all or any part of the records designated above, which may include treatment for mental illness, alcohol/drug abuse, and/or Human Immunodeficiency Virus (HIV) / Acquired Immune Deficiency Syndrome (AIDS) test results, diagnosis or Protected Health Information (PHI).  I understand that my records are protected under the applicable state law governing health care information and under the Federal regulation and HIPAA regulation governing Confidentiality and cannot be disclosed without my written consent unless otherwise provided for in state or federal regulations or HIPAA regulation.

This authorization can be revoked at any time by providing written notice to the undersigned.  I understand that any information released prior to revocation cannot be retrieved and that the undersigned will not be held responsible for such.  I hereby release the undersigned from all legal responsibilities or liability that may arise from this act.



 Therapist Signature





     Date

I have read and understand the above information regarding the release of medical information.



 Patient Signature





     
     Date



 Legal Guardian Signature & Relationship



     Date



Witness







     Date

NOT VALID AFTER NINETY (90) DAYS OF ISSUANCE UNLESS OTHERWISE SPECIFIED

