Georgia Department of Behavioral Health & Name of Individual/Consumer/Patient/Applicant
Developmental Disabilities

DBHDD Date of Birth AND/OR Social Security Number

AUTHORIZATION FOR RELEASE OF INFORMATION - STANDARD REQUEST

I hereby authorize the disclosure of records/information

From:

(Name of health care provider holding the information - releasing agency)

(Address) (Phone/Fax)
To: DBHDD Community Forensic Services--

(Name of Person or Agency to whom information should be given - requesting agency)

(Address) (Phone/Fax)

I authorize the following information from my records (and any specific portion thereof):

Initials  Mental Health Treatment Records, including: (levaluations Clprogress notes [ medications [ discharge summaries

General Medical Records, including: [ evaluations L] progress notes [ discharge summaries [1substance abuse
treatment and testing

School Records, including:[] 1EPs [ evaluations [ attendance records [ disciplinary records [1 grade reports

I authorize the disclosure of alcohol or drug abuse information, if any. (Please see paragraph 2 below). If I am a minor,
Initials my parent/guardian/court-ordered custodian and BOTH must initial here in order for this information to be released.

Initials

I authorize the disclosure of information, if any, concerning testing for HIV (Human Immunodeficiency Virus)
and/or treatment for HIV or AIDS (Acquired Immune Deficiency Syndrome) and any related condition

Initials

The above disclosure of information is for the purpose of: Court-ordered evaluation and/or treatment

1. I understand that the information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and
no longer protected by federal privacy regulations or other applicable state or federal laws (except as set forth in paragraph 2
below).

2. lunderstand that, pursuant to 42 C.F.R Part 2, alcohol and drug abuse records that | authorize to be disclosed pursuant to
this document may not be further re-disclosed without my written consent, except by a court order that complies with the
preconditions set forth at 42 C.F.R. 2.61 et seq., or the other limited circumstances specifically permitted by 42 C.F.R. Part 2.
Any individual that makes such a disclosure in violation of these provisions may be reported to the United States Attorney
and be subject to criminal penalties.

3. lunderstand that DBHDD or my healthcare provider will not condition my treatment, payment, or eligibility for any
applicable benefits on whether | provide authorization for the requested release of information.

4. lintend this document to be a valid authorization conforming to all requirements of the Privacy Rule and State law, and
understand that my authorization will remain in effect for: (PLEASE CHECK ONE)

[ one(1)year OR [ | untilI am discharged from all DBHDD services.

1 understand that unless otherwise limited by state or federal regulation, and except to the extent that action has been
taken based upon it, I may revoke this authorization at any time as shown in the space below.

Signature of Individual/Consumer/Patient/Applicant Print Name Date Time am/pm

OR Signature of other person authorized to sign for Individual (check one): Print Name Date Time am/pm

[ Parent of Minor [ Guardian[~| Court-appointed Custodian of Minor [| Agent designated by Individual’s advance directive
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DBHDD
USE THIS SPACE ONLY IF AUTHORIZATION IS WITHDRAWN
I hereby revoke this authorization and will send written notice of my withdrawal of this authorization to the staff of the healthcare provider
who is providing services to me, OR to DBHDD's Privacy Officer at HIPAA@DBHDD.ga.gov or 200 Piedmont Avenue, S.E., West Tower,
Atlanta, GA 30334.

Signature of Individual or Legally Authorized Person Date Time am/pm

If you have any concerns about your record request and the use of this form, you may also contact DBHDD's Privacy
Officer at HIPAA@DBHDD.ga.gov, or by or by phone at (404) 272-7123.
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D-BHDD

NOTICE OF NONDISCRIMINATION:
The Georgia Department of Behavioral Health and Developmental Disabilities (DBHDD) complies with
applicable federal civil rights laws and does not discriminate based on race, color, national origin, age,
disability, or sex. DBHDD does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex. To communicate effectively with us, DBHDD provides to people with
disabilities free aids and services such as interpreters, and written information in other formats (large print,
audio, accessible electronic formats). To communicate effectively with us, DBHDD provides to people whose
primary language is not English free language services such as: interpreters and information written in other
languages. If you need these services, contact Constituent Services at (404) 657-5964.

ATENCION: si habla espaiiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al
(404.657.5964)

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu ho tro ngén ngir mién phi danh cho ban. Goi s6 (404.657.5964).
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IE MREERARRETY, EALABESESENRE, F3E (404.657.5964).

AY oll: A AN A% Al vllddl S, dl otel:2A¢; 5 MINL S A1) dHIRLHIZ GUdo B, §lol 53] (404.657.5964).

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez
le (404.657.5964).

M FOF: PEI%T €12 AMCE WY PHCHI° ACRF BCEFFT N1R ALTINPT +HIE+PA: ML Mh+A® &ML
£ 20/ (404.657.5964).

©cHE0 Tag MU § oo d aiad g¢ ot 3 AT G Heép HINT WETIT HATE IUTG &0 (404.657.5964).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele (404.657.5964).

BHMUMAHME: Ecnu BbI roBOpUTE Ha PyCCKOM A3biKe, TO BaM AOCTYMHbI 6ecnnaTHbie ycnyru nepeBoaa. 3BOHUTE
(404.657.5964).

5964-657)404( pd: Juail, claally el ) 55 4 gill) Saelsal) cilasd b (Aill) €Y Ciaali i€ 13): Aigala

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para (404.657.5964).

)404( 5964-657 L. sy o ab) b ladi o) g3 Iy ey () llogoaad S g KA a5 4 8 4ol

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: (404.657.5964)

IREE : BABEECWLEE, BEHOSEXEZ CHAVEENTEY ., (404.657.5964) =T, HEIEICTIERKS
S,
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