Noema Counseling, LLC
AUTHORIZATION TO OBTAIN OR RELEASE HEALTH CARE INFORMATION

	Name:
	SS#:

	Date of Birth:
	Guardian:


I authorize the following individual or agency to share written and oral information (two-way or reciprocal) about my needs and the services I receive…

	Name or agency to release and receive information:  Noema Counseling, LLC

	Address:  3330 Southgate Ct. SW

	City/State/Zip:  Cedar Rapids, IA  52404

	Phone:  
	Fax:


With the following individual or agency:
	Name or agency to receive and release information: 

	Address: 

	City/State/Zip: 

	Phone: 
	Fax:


The information released or shared may include:


⃞  Social History and/or Assessment


⃞  Psychiatric Reports
⃞  Medical Evaluations

⃞  Progress Notes/Reports



⃞  Psychological Reports
⃞  Discharge Summary

⃞  Financial & Insurance Information


⃞  Services/Treatment Plans
⃞  Educational Records

⃞  Verbal Exchange of information to review

⃞  Vocational Records

⃞  Correspondence/Letters

status in treatment and/or refer for services

⃞  Court Documents

⃞  Other (please specify)

	Other (note exceptions or limits to this release):



	This information is being used ONLY for (state purpose):



	⃞  Case Consultation & Collaboration


⃞  Assist in assessment, treatment and/or diagnosis

⃞  Self






⃞  Insurance or Third Party Payor Request

⃞  Legal Purposes (including litigation)


⃞  Other (please specify)




· I understand that the information maybe given verbally, electronically or in written form and the release includes permission to furnish copies.

· I understand that I may inspect or request a copy of any information disclosed under this authorization, except for information that maybe withheld from me pursuant to the law, by contacting the individual or agency releasing the information.

· I understand that this authorization is voluntary and that I may cancel this authorization to release information at any time by sending written notice to the Noema Counseling, LLC 3330 Southgate Ct. SW Cedar Rapids, IA  52404.

· I understand that my revocation or refusal to sign will not affect my ability to obtain health care services.

· I understand that if I revoke this authorization, the revocation will take effect on the day it is received in writing by Chatham Oaks Inc. except to the extent that Noema Counseling, LLC. has already acted in reliance on it.

· I understand that disclosure of this information carries with it the potential for unauthorized re-disclosure and once information is disclosed it may no longer be protected by the federal privacy regulations (HIPPA).
_______________________________________________________________________________________________________

Signature of Individual or Legal Guardian






Date

_______________________________________________________________________________________________________

Address





City


State 

Zip Code

_______________________________________________
___________________________________________________

Relationship, if NOT the Individual



Witness




Date

(over)

	SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR FEDERAL LAW

	I specifically authorize the release of data and information relating to:  (check appropriate box)

	⃞  Mental Health
	⃞  Substance Abuse
	⃞  HIV Related Information

	*__________________________________________________________________________________________

Signature of Individual or Legal Guardian                                                                            Date



	*In order for this information to be released, you MUST sign here and above as well as check the appropriate box(es).


This Authorization will automatically expire one year from the date of signature (______________), unless otherwise specified here _____________________________________.

            Specify expiration date or event

RECORD OF DISCLOSURES

Date

Name of Recipient


Contents Disclosed


Sent by

1.

2.

3.

4.

5.

NOTICE TO RECIPIENTS OF MENTAL HEALTH INFORMATION

In accordance with “Disclosure of Mental Health and Psychological Information” (Iowa Code, Chapter 228), a recipient of mental health information may further disclose this information only with the written authorization of the subject or the subject’s legal representative or as otherwise provided in Chapter 228 and 229.  Unauthorized disclosure is unlawful and civil damages and criminal penalties may apply.  Federal confidentiality rules (42 CFR Part 2) restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

NOTICE TO RECIPENTS OF SUBSTANCE ABUSE INFORMATION

This information has been disclosed from records whose confidentiality is protected by federal law.  Iowa Code, Chapter 125 and federal regulations (42 CFR, Part 2) prohibit any further disclosure without the specific written authorization of the person to whom the information pertains, or as otherwise permitted by such statute and regulations.  A general authorization for the release of medical or other information is not sufficient for this purpose.  Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

NOTICE TO RECIPIENTS OF HIV-RELATED TESTING INFORMATION

This information has been disclosed to you from records whose confidentiality is protected by state law.  State law prohibits you from making any further disclosure of the information without specific written consent of the person to whom it pertains, or as otherwise permitted by law.  A general authorization for the release of medical or other information is not sufficient for this purpose.  (Iowa Code Section 141A.9)  Federal confidentiality rules (42 CFR, Part 2) restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

Distribution after release is signed:

Original to Medical Record

**Copy 1 to Individual

**Copy 2 to Legal Guardian (if applicable)

**Copy 3 to be delivered with Information Requested

* *A photocopy of this form shall be considered as acceptable as the original.

