A Moment’s Reflection

Elizabeth Polomik, LPC

8510 Six Forks Road, Suite 101

Raleigh, NC 27615

          (919) 602-8572 phone

(919) 747-4172 fax

Client Name: _______________________
DOB: ______________
Insurance: ___________________
I hereby Authorize Elizabeth Polomik, LPC to share/exchange the specified information in my client record with ____________________________________. Phone: ______________________
Address:__________________________________________________ Fax: _________________

This data shall include (client/legal guardian needs to initial next to each item to be released): 

	Psychological Eval.
	             
	HIV/AIDS
	          
	School Attendance Record
	                        

	Psychiatric Evaluation
	
	Alcohol/DrugTreatment*
	
	School Conduct Record
	

	Screening
	
	Hepatitis
	
	Education information
	

	Client profile
	
	Medication information
	
	Summary of Eval/Treatment
	

	Diagnosis
	
	Financial reimbursement
	
	Intake Information
	

	Service plan
	
	Progress Notes
	
	Discharge Summary
	

	Other disclosure: 

_________________
	


If not produced by Elizabeth Polomik, LPC : Name of document(s): _______________________

Produced by: ______________ Agency: _______________ Date of Document(s): ____________

The Purpose of this disclosure: ( Assist with treatment  ( Referral   ( At Request of Client

           ( Other ______________________________________________

I Hereby acknowledge that Elizabeth Polomik, LPC has not conditioned my treatment on signing this authorization, and that I may refuse to sign this authorization if I so desire. I also recognize that I retain the right to revoke this authorization expect to the extent that the agency has already taken action in reliance on the consent. Once information is disclosed pursuant to this signed authorization, I understand that the HIPPA privacy law (45 C.F.R. Part 164) protecting health information may not apply to the recipient of the information, and therefore, may not prohibit the recipient from disclosing it. Other laws, however, nay prohibit disclosure. Upon disclosure of mental health and developmental disabilities information protected by state law (G.S. 122-C) or substance abuse treatment information protected by federal law (42 C.F.R. Part 2). This organization informs the recipient of the information that re-disclosure is prohibited except as permitted or required by these two laws. 
If not revoked earlier, this authorization expires automatically on ___________________ or one year from the date it is signed, whichever is earlier. 

I have read this information and understand that there are statues and regulations protecting the confidentiality of authorized information. I hereby acknowledge that this authorization is truly voluntary and that I am the protected client or am authorized to act on behalf of the client to sign this document. I fully agree with the above stated terms. I understand that I may request a copy of this authorization once it has been signed. I understand that Elizabeth Polomik, LPC may charge a reasonable fee for copies of my medical records.
________________________
_______

____________________________
      _______

Client



Date
and/or
Legally Responsible Individual
       Date
________________________ 
______

_______________________________________

Witness



Date

Relationship to Client

* Client must sign whether a child or adult, information protected by Federal Regulations 42 CFR part 2

