Authorization for Request/Release of Records
The confidentiality of mental health client records is protected by Federal and State laws and regulations.  Release of such information is limited and requires a written release from the client.

I, the undersigned client herby authorize: Focus Counseling Services LLC to request/release information from/to PerformCare regarding my diagnosis and treatment.  The following information is requested:

__ ___  Psychiatric Evaluation

___X___ Psychosocial History

______  Medical Evaluation & History
_______ Progress Notes

__ ___  Medication Regime

___X___  Discharge Summary

______  Other:______________

_______  Psychological Testing

The purpose of this request is:  Coordination of Treatment Services

I am aware that at any time I can withdraw this consent.

_________________________________


________________

Signature of Client (14 yrs of age or older)



Date

________________________________________


___________________

Signature of Parent or Guardian





Date

________________________________________


___________________

Signature of Witness






Date

Expiration of Consent is:  Upon discharge from treatment services

_________  Client accepted copy

________  Client declined copy

This information is disclosed from records whose confidentiality is protected by PA Code Title 55 5100.4, 5100.33, 5200.41, 5210.56, 5221.52, and Federal Regulations 42 CFR Chapter IV
