Thrive Mental Health Services, 106 Mission Ct., Ste 102B, Franklin, TN 37067
Tel. (615) 499-8636 / Fax: (615) 261-8898

Authorization for Release of Mental Health Record

Authorization is not required for the use or disclosure of information related to treatment, payment or healthcare
operations of Thrive Mental Health Services or if required or permitted by law.

Client Name: DOB:

Address (Mailing) Phone #

| hereby authorize Thrive Mental Health Services to use or disclose protected health information from my mental health
record to:

Name: Phone:
(individual, provider, facility)

Address: Fax:

Dates of Treatment:

Information to be Released: [] Treatment Plan [] Progress Notes [1 Evaluations [ Diagnosis
[] Mental Health Record Summary [1Discharge Summary____
) Information Required for Coordination of Care/Treatment
] Information Required for Scheduling/Cancellation/Rescheduling Purposes
[ List of Appointment Dates
] Other

Purpose of Disclosure: [1Request of Client [ Ongoing treatment [ Consultation [ Evaluation [ Coordination of Care

[J Transfer [J Court Ordered [J Legal Issues
Other

Method of Contact: Fax Secure E-mail Telephone____ In Person Land mail

e | understand that | can revoke my authorization at any time by notifying Thrive Mental Health Services in writing at
the address above, except to the extent that action has already been taken based upon this authorization

e | understand that unless this authorization is revoked, the authorization will expire in 12 months from the date of
signature or upon this event or condition being met:

e | understand that a photocopy of this authorization is as valid as the original

e | understand | have the right to a copy of the signed authorization

e | understand that | am under no obligation to sign this authorization

e | understand that information disclosed whilst acting upon this authorization maybe subject to re-disclosure by the
recipient and no longer protected by Federal law, unless the recipient is covered by Federal law limiting the use and
disclosure of protected health information

e | understand that Thrive Mental Health Services is mandated by law to release PHI information under very specific
circumstances: In the event that the client or any person attending the mental health session poses risk/there is
reasonable suspicion of risk of immediate danger to self or others; There has been abuse or neglect/there is risk of
abuse or neglect; or there has been a Court Order to release information.

e | understand that In the State of Tennessee, everyone in Tennessee is a mandated reporter in cases of abuse or
neglect.

e | release Thrive Mental Health Services from any liability resulting from the release of this information
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Thrive Mental Health Services, 106 Mission Ct., Ste 102B, Franklin, TN 37067
Tel. (615) 499-8636 / Fax: (615) 261-8898

| certify that | have read, understood and fully accept the terms within this authorization, and that the
information it contains is accurate and consistent with my directions. | also certify that | have had the
opportunity to ask questions about the use and disclosure of my protected health information and
sign this authorization voluntarily.

Signature of Client: Date:

Printed Name:

Signature of Personal Representative Date:

Printed Name: Relationship to Client: Parent
*Legal guardian
*Other (specify):

*provide documentation supporting your legal authority to act on behalf of the client.

For Office Use Only

Client identification verified Date initials
( ) copy accepted ( ) copy declined Date provided initials
Authorization added to client’s mental health record Date initials
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