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Name: ____________________________________________________   Date of Birth: ____________________

Address: __________________________________________________    Phone Number: __________________

I, __________________________________________________, authorize Systemic Wellness, P.C. to disclose to and/or obtain from: ___________________________________________________________ (Name of Person, Organization or Company)

The following information:

(Please check each item to be disclosed and/or obtained)


Contact information for (Person, Organization or Company information is being requested from): ________________________________________________________________________________________ (name)
Phone Number: __________________________________    Email: ________________________________________

I understand this information may be used or disclosed in connection with mental health treatment, payment or healthcare operations. 
I understand that I have a right to revoke this release of information, in writing, at any time by notifying my team at Systemic Wellness; however I understand that I cannot revoke my emergency contact release without providing a new one. 
I understand I have the right to inspect and copy and information that is being disclosed or obtained. 

I understand that there is the potential that the protected health information that is disclosed pursuant to this authorization may be redisclosed by the recipient and the protected health information will no longer be protected by the HIPAA privacy regulations.
This authorization expires 365 days from the date signed; unless otherwise indicated. 
Signature: ______________________________________________________             Date: ________________________

Signature of Parent/Guardian: ______________________________________
       Date: ________________________
Witness: _______________________________________________________              Date: ________________________
Release of Information (ROI)





____ Medication Management Information


____ Treatment Plan/Discharge Summary


____ Treatment Attendance Records


____ Progress in Treatment


____ Educational Information


____ Other _____________________





____ Assessment


____ Diagnosis


____ History and Physical


____ Medical Information


____ Psychosocial Evaluation


____ Psychiatric Evaluation











