
Request Records

* indicates a required field

* Client's name:

* DOB

* I authorize Personal Visions Counseling and Wellness to:

* The following information:

* To : Name of Organization, address and specific person it needs to
be addressed to (All information is required)

* Phone:

Send

All of my health information

My health information relating to a specific treatment or condition

My health information in a certain date range

Other



* Email:

* The above information will be used for the following purposes:

Additional Consent for Certain Conditions

* Additional Consent for HIV/AIDS This medical record may contain
information concerning HIV testing and/or AIDS diagnosis or
treatment. Separate consent must be given to have this information
released.

I understand I have the right to refuse to sign this form, and that I may revoke my
consent at any time (except to the extent that the information has already been
released). Unless consent is revoked, this consent shall become null and void after
one year. I understand that my health care and payment for my health care may
continue if I do not sign this form. However, I do understand that if I refuse to allow
Personal Visions Counseling and Wellness, LLC. to procure certain information, that
the quality of my treatment may be compromised, and under certain circumstances,
may result in the termination of the treatment. I understand, once information is sent
outside this office, Personal Visions Counseling and Wellness, LLC. cannot control
and is no longer responsible for its use or dissemination.

Planning appropriate treatment or program

Continuing appropriate treatment or program

Determining eligibility for benefits or program

Case review

Updating files

Other



I understand that this information may be protected by Title 42 (Code of Federal
Rules of Privacy of Individually Identifiable Health Information, Parts 160 and 164)
and Title 45 (Federal Rules of Confidentiality of Alcohol and Drug Abuse Patient
Records, Chapter 1, Part 2), plus applicable state laws. I further understand that the
information disclosed to the recipient may not be protected under these guidelines if
they are not a health care provider covered by state or federal rules.

I have been informed what information will be given, its purpose, and who will receive
the information. I understand that I have a right to receive a copy of this
authorization. I understand that I have a right to refuse to sign this authorization.

If you are the legal guardian or representative appointed by the court for the client,
please attach a copy of this authorization to receive this protected health
information.

* Date:

Witness signature (if client is unable to sign):

Witness Date:

*
I consent to sharing information provided here.

Signature:


