
Landmark Center for Behavioral Health 

433 South Main Street 

West Hartford, CT 06110 

P:860-207-9449 F: 815-717-7564 

AUTHORIZATION TO OBTAIN/RELEASE/ EXCHANGE HEALTH TREATMENT INFORMATION 

I, _______________ hereby authorize Landmark Center for Behavioral Health to release 
to, receive from, or exchange with the names below (or you may decline and, write "NO".): 

My Primary Care Physician (PCP) __________________________ _ 

Other Mental Health Provider(s) ____________________________ _ 

Insurance Company/Managed Care Company 

This authorization pertains to any portion of my medical record, including alcohol/drug treatment, and 
mental health information, and is intended to be used for insurance authorization, treatment planning, and 
follow-up care. 

This authorization begins today and expires one ( 1) year from my last appointment with Landmark Center 
for Behavioral Health Inc. I understand I may revoke this authorization at any time by providing a written 
statement to the Office Manager at the above office location. 

The information furnished is prohibited for any purpose other than that stated above AND the recipient 
is prohibited from disclosing this information to any other party, except as allowed or required by law or 
regulation. Therefore, information released by us may be subject to redisclosure and might no longer be 
protected. 

A photocopy of this document has the same authorization as the original. 

I understand if I have questions about disclosure of my health information, I can contact the Office 
Manager at the above address or phone/fax numbers. 

Approve A ppointment Reminder Calls/Text Messages/EMail:     Yes or No: _____

These automated calls are generally made the day before your appointment, on Saturday/or Monday appointments. 

If YES, please use this email ______________________________ _ 

If YES, please use this Phone# _____________________________ _ 

Parent/Legal Guardian ____________________ _ Date ________ _ 

Patient Signature ______________________ _ Date ________ _ 
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