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Release of Information

Patient's First Name Patient's Last Name Patient's Date of Birth

Information or Records Being Released To

Person or Entity Name Receiving
Records

Phone Fax

Address Address 2 City

State Zip Code

(copy)

Information or Records Being Released From

Person or Entity Name Phone Fax

Address Address 2 City

State Zip Code

I am approving the following information to be released

ALL Records Only Progress Notes Only Medication List

Only Labs Only Imaging Only Billing Documents

Only Letters

Reason for the Release of Information

Continuation of Care Insurance Claims Requested by Patient

Please Choose Best Option

I hereby consent to the release of ALL my medical records EXCEPT information protected by state/federal law as listed
below

I hereby consent to the release of ALL my medical records INCLUDING information protected by state/federal law related
to alcohol and drug abuse, communicable disease, and HIV testing unless otherwise directed below
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From To All Dates of Records

Expiration Date 

This Authorization is good until the following date or One Year if no date is listed.

Date

I understand information in my health record may include information relating to Sexually Transmitted Disease, Acquired immunodeficiency Syndrome 

(AIDS), Human Immunodeficiency Virus (HIV) and other communicable diseases, genetic testing, Developmental/Behavioral Health/Psychiatric Care, and 

treatment of alcohol and/or drug abuse. My signature authorizes such release as indicated above. I understand that the information disclosed by this 

authorization may be subject to redisclosure by the recipient and no longer protected by the Health Insurance Portability and Accountability Act of 1996 or 

other applicable federal and state law. I understand that I am entitled to a signed copy of this form. Right to Refuse to Sign This Authorization- I understand 

that I am under no obligation to sign this form and that the person(s) and/or organization(s) listed above who I am authorizing to use and/or disclose my 

information may not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this authorization. 

Right to Withdraw This Authorization- I understand written notification is necessary to cancel this authorization by submitting my written request to: Alevea 

Mental Health, 2034 E Southern AVE. Unit E. Tempe, AZ, 85282 or via fax to: (602)-419-3101. I may revoke this consent at any time except to the extent that 

action based on this authorization has already been taken. I have had an opportunity to review and understand the content of this authorization form. By 

signing this Authorization, I am confirming that it accurately reflects my wishes. I release Alevea Mental Health LLC, its employees, contractors, and its 

agents from any legal responsibility or liability for the disclosure of the above information.

I have read and understand the
above information

E-Signature (draw, upload or type)

Date:

Date Description of Authority to Sign if
Legal Representative.


