
I hereky authorize:

A SEPAFIATE
FORM !S

R:E,Qd¥:RrE.P_FP.Rj
EACH ENTITY

Touse,release,andexchangementalhealthandmedicalinformationandrecordsobtainedduringthecoLlrseoftreatmentof:

Patient Name:

Approximate Date(s) of Service:

Theinformationistobedisclosed/exchangedwiththe

Professional Counseling Services
17732 Oak Park Avenue

Tinley Park, Illinois 60062

(708) 342-1773
Fax: (708) 342-1780

2.

following:

Date of Birth:

Patient No-

(if available)

Purpose:  The purpose Of the use or disclosure is for:
I Treatment Planning
H At the request of the parent and/or legal guardian
I Other:

Persons Authorized and informat.ron to be used or disclosed:
The information to  be used or disclosed by  Professional  Counseling Services includes only those items checked below.  I
nd that this authorization p`rfonAc +A =I] ^f ]r", n-+ ^f +L`^ .____-_ .:_I_ _      ..,.

_   __   __    ___..__ .... I,  ~.. r,`r --,..- iuuco  `7.iiy   L.]u>c  fLt=I[I>  Cr[ecIcea  Z}e[O\A/.   I
understandthatthisauthorizationextendstoawofan.ypartOftherecords/informationdesignatedbeiowwhichitiayincludetreatment
forphvsicalandmentalillnes,alcohol/drugabuse,sexuallytransmitteddisease,HIV/AIDStestresultsordiagnoses.Theinformationtobe
used or released includes:

1] Discharge Summary
I Integrated Assessments
I  Psychiatric Evaluation
I Physician orders
I  Physician Progress Notes
E Therapist/Social Services Progress Notes
D Treatment plans
B clinical Aftercare plan
I Laboratory Data

1]  Psychological Testing
I  History and Physical Exam
I  Consultation Reports
I Education -clinical Progress
I  Education - IEP/School Assessments
I  Education -School Assignments
1]  Medication Records
I Verbal Communication Only -No Restrictions
H  ALL INFORMATION WITHOUT RESTRICTION

This authorization is limited to only that information requested above to be disclosed to Professional
CounselingServices.I/weherebyreleaseProfessionalCounselingServicesfroma"legalre5ponsibilitiesorliabilfty
thatmayarisefromt+.euseordisclosureOfmedicaiorotherrecordsandotherhealthinformationirirelianceon
this authorization.



REaplERT LAST NAME:

Mandated.rdie±

1.    Exp§ratien: i/we understand gjrat urfess i revoke the aacifeoriz3tjon

earifer,thisachzationtRE``aLdemascaftyexp§reon

EGuardian     Ecther

2.    Redisctosure: I/we understand that infomation used or disclosed in accordance with this authorization may no
longerbeprotectedbyfederallaw,andcouldbeusedorredisdosedbythereceivingparty,pursuanttoany
agreement I may have with such party.

3.    Rrfusal to sign"/we understand that I/we may refuse to sign this authorization and the result would be that the
records would pg± be disclosed.

i
4.     Certification: The undersigned affims that I am (check whichever applies):  fo

Z]Therecipient,andtheedentificationthatI.haveprovidedisrfueandcorrect.
B::r:#=£Saa:thfr:Za:dre£Les±nfa#:.£9ot::.pth:.£eeng=.to::#:t¥frofauthorftythatl/We

5.R~tion:I/wehavetherighttostoptheuseorreleaseofth-Isinfomatonatanyqueif1dosoin
writing,althoughl/weunderstandthatl/wecannotdoanythingabowiigforffiattonalreadyusedor
disclosed pursuam to this authorization.

6.    Copy Recel.ved"/we understand that I/we will receive a copy of this completed fom.

7.    Inspect and copy:  I/we understand that I/we have the right to inspect and copy the information to be
disclosed.

8.    Chattenge"/we understand that I/we have the right to challenge the¢armraey of any information
contained in the subject file.

9.    Effect of copiesH/we intend that fax, copies or electronic versions of this document shall cany the same force and
effect as the original.

10.  Alcohol/Substance Abuse Files:

ELrsg#us¥¥~~=orordng=g=tendT=T;g=REtr#deTggry~r=itpe:#as
ad~pemcatryFederaldsAgedatderizatinfordeuseorrdersOfmedealerodyirfu36ontsinfhaforttsptpeeFederalrtyq=
restrictteeofteififoTmationfbrcrininalinvestigationorpresecutionOfatryakxfrolordngatxpsepeeen;

PrmERTS"rmE

WITRETOPrmENTSraeLrmRE

PERsoRALREPRESEtrrATfveSiGRA"RE

(GUAIDIANORO"ERAU"ORqEDAGENI)

wl"EssTOpERsomLREPREsrmAiwEslcArmJRE

N:\HoiD\NEunANN\MEtrALHEAI"REconDSRELEASEFORM(ADUIT}.Doc

PRive NbeE

PRfroNAre

PflRTEDNI


