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AUTHORIZATION FOR USE/DISCLOSURE OF HEALTH INFORMATION

Name:  ________________________
Date of Birth:  ________________________

I voluntarily authorize: _______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 

 to disclose my health information during the term of this Authorization to 



2





05.11
            Mindy Hutchinson, MD
615 Washington Road #503
Pittsburgh, PA 15228 
Phone 412-465-3695
Fax     603-370-3225
 

Purpose:  I authorize the release of my health information for the following purpose(s):

□    Continuity of Care
□    Coordination of Medical and Psychotherapy Treatments 
□    Coordination of Academic Program and Psychiatric Treatment 
□    Insurance application or legal procedure

□    Other _______________________________________________________________________. 

Information to be disclosed:  I authorize the release of the following health information: (check the applicable box below)

□  All of my health information that the provider has in his or her possession, including information relating to assessment and treatment of any medical, mental health, or substance abuse concerns
· Only the following records or types of health information: __________________________________________________________________.

Term:  I understand that this Authorization will remain in effect:
· From the date of this Authorization until the _____ day of ________, 20___.
· Until the I rescind the Authorization       Other________________________

 ________________________	           _________________		__________________
Signature 				           Date				Signature of Witness

If Individual is less than 18 years old or unable to sign this Authorization, complete the information below:

	                             ________________________	      _______________
[bookmark: _GoBack]Name of Parent/Guardian 		           Legal Relationship  	                  Date				 
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PSYCHIATRIC CONSULTATION AND TREATMENT
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