Cynthia Seager, MA, LMHCA                      

   



              206-484-9178

Therapist & ADD/Life Skills Coach
           Fax: 888-267-5663

 cynthia@cynthiaseager.com
             
Authorization for Release of Medical Information 
Patient Name: _______________________   Date of Birth: _________  SSN: ____________________
I authorize Cynthia Seager to send and receive medical records and information with the following individual(s), facility(s) or provider(s):
To: (name and address): ________________________________________________________________

____________________________________________________________________________________

Phone: ___________________ Fax: ___________________ Email: ______________________________
To: (name and address): ________________________________________________________________

____________________________________________________________________________________

Phone: ___________________ Fax: ___________________ Email: ______________________________
Patient authorization: 
I understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS, sexually transmitted diseases, drug and/or alcohol abuse, mental illness or psychiatric treatment. I give my specific authorization for these records to be released. 


EXCLUDE the following information from the records released (please initial):

_____Drug/Alcohol abuse/treatment & diagnosis
_____Sexually transmitted disease

_____HIV/AIDS diagnosis/treatment/testing

_____Mental illness or Psychiatric diagnosis/treatment

                   Special Authorization for the Release of Records to Health Insurance Company
(Initials:) _______ I authorize the release of records concerning the patient above to the patient’s Health Insurance Company.  Insurance Company Name: _____________________________________

List any information that is to be withheld from the Insurance Company: ________________________

___________________________________________________________________________________
Patient rights: 

I understand that I do not have to sign this authorization in order to obtain health care benefits, and that I may revoke this authorization in writing at any time. I understand that once the health information I have authorized to be disclosed reaches the noted recipient, that person or organization may re-disclose it, at which time I may no longer be protected under the Privacy Laws. However, Cynthia Seager will not release your information to another party without your permission according to HIPPA regulations. 
Print name: ________________________  Signature: ________________________ Date: ___/___/___

Relationship to Patient: (self, parent, guardian, spouse, etc): __________________________________
