Geoff Genser, LCSW, LLC

Authorization For Release of Protected Health Information 

Name: _________________________               Date of Birth: _______________

Address: _____________________________   Phone Number: ______________


_____________________________


_____________________________   Social Security No.:  __________


I authorize the use or disclosure of my protected health information by Geoff Genser, LCSW, LLC as specified below.  I understand that signing this authorization is voluntary and that Geoff Genser, LCSW, LLC,  may not require me to sign this authorization before Geoff Genser, LCSW, LLC, provides me with treatment.  I understand that I have the right to revoke this authorization at any time by providing a signed, written notice of such revocation to Geoff Genser, LCSW, LLC,.  

I understand that the information released pursuant to this authorization may no longer be protected by law or regulation and may be redisclosed by the recipient. 

1)
a)
Please use or disclose the following health information, if such 

information exists:


____
The entire medical record (all information maintained by Geoff Genser, LCSW, LLC, for the time period indicated below); or


____
The following limited health information



______________________________________________________



______________________________________________________



______________________________________________________

b)
Geoff Genser, LCSW, LLC, cannot use or disclose certain information unless you specifically authorize such use or disclosure.  Please initial next to each item below if you specifically authorize the release of health information relating to the testing, diagnosis or treatment for: 


____
HIV/AIDS


____
Drug and alcohol abuse 


____
Mental health/psychiatric disorders

2)
Please specify the time period during which you wish the information described above to be disclosed:



(   All information maintained at any time by Geoff Genser, LCSW, LLC, or



(   From:  ____/____/_____
To:  ____/____/_____

3)
Please specify the individual(s) or entity (or entities) that may use or receive the information requested by this authorization: 

__________________________________________________

__________________________________________________

__________________________________________________

4)
Please specify the purpose(s) for which the information is being requested by this authorization: 


(
At the request of the individual requesting the information, or


(
Other:  











[“at the request of the individual” is sufficient when an individual initiates the authorization and does not or elects not to provide a statement of the purpose].

___________________________________________________________________________________________________________________________________________________________________________

[If authorization is being obtained for marketing purposes and if the marketing is expected to result in a direct or indirect remuneration to the covered entity from a third party, the authorization must state that such remuneration is expected; See HIPAA §164.508(a)(3)(B)(ii)].

[A covered entity or health plan may condition the provision of research-related treatment, enrollment in the health plan or eligibility for benefits under certain circumstances as long as the authorization is not for psychotherapy notes.  A covered entity may also condition the provision of health care that is solely for the purpose of creating PHI created solely for the purpose of disclosing to a 3rd party.  HIPAA §164.508(b)(4)  However, when a covered entity has conditioned the provision of treatment, payment, enrollment or eligibility for benefits on the provision of an authorization, the covered entity may NOT combine authorizations. See HIPAA §164.508(a)(3)(iii).  See separate Authorizations for Research Purposes, Health Plans and Employment Determinations]  

Unless earlier revoked, this authorization will expire on the following date: ___/____/____.   

[For example, a valid authorization may state that it expires upon acceptance or rejection of an application for insurance or upon the termination of employment (for example, in an authorization for disclosure of protected health information for fitness-for-duty purposes) or similar event. The expiration event must, however, be related to the individual or the purpose of the use or disclosure. An authorization that purported to expire on the date when the stock market reached a specified level would not be valid].  [“End of research” or similar language is sufficient if the authorization is for use or disclosure of PHI for research.  “None” or similar language is sufficient if the authorization is for the covered entity to use or disclose PHI for the creation and maintenance of a research database or research repository].

By signing below, I understand and acknowledge the following:

· I have read and understand this Authorization; 

· I am authorizing Geoff Genser, LCSW, LLC, to use or disclose the health information to the person(s) and for the purpose(s) identified in this authorization; and

· If I have any questions about disclosure of my protected health information pursuant to this authorization, I may contact:

Geoff Genser, LCSW, LLC
Geoff Genser, LCSW
15 N Main St
3rd Floor

West Hartford, CT 06107

__________________________________________


Print Name of Individual or Personal Representative



__________________________________________
_____________________

Signature of Individual or Personal Representative


Date


If signed by the individual’s personal representative, describe the legal authority of the representative to act on behalf of the individual: ______________________________

                  -  Legal authority of representative verified by:  _____________________
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