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This form authorizes the release of your health information. You control what is released, to whom, and for how long. You may revoke this

authorization at any time in writing. Signing is voluntary; it does not affect your treatment.

1  PATIENT INFORMATION

Patient Full Name Date of Birth (MM/DD/YYYY) Last 4 SSN (optional) Phone

Patient Address City State ZIP

2  DIRECTION OF RELEASE (CHECK ONE)

RELEASE TO: Authorize this practice to RELEASE information TO the individual/organization below

OBTAIN FROM: Authorize this practice to OBTAIN information FROM the individual/organization below

3  OTHER PARTY (WHO RECEIVES OR PROVIDES INFORMATION)

Name of Individual or Organization Attention / Dept.

Address City State ZIP

Phone Fax Email (if secure)

4  INFORMATION TO BE RELEASED / OBTAINED

Check all that apply:

Psychiatric evaluation(s) and consultation notes

Psychotherapy notes / progress notes

Medication records (list of medications, prescribing history)

Laboratory results

Discharge summary

Treatment plan

Substance use disorder treatment records (also requires 42 CFR Part 2 consent — see Form 5)

HIV/AIDS-related information (requires specific authorization under RCW 70.02.220)

Records pertaining to dates of service:   From: _____________ To: _____________

Complete medical record
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Other (specify):

5  PURPOSE OF RELEASE / REQUEST

Continuing medical care / care coordination

Second opinion or specialist consultation

Personal use by patient / family

Legal proceedings (specify below)

Insurance / disability evaluation

School or educational records
Other purpose (specify):

6  EXPIRATION

This authorization expires on (check one):

Specific date:   ___________________________

Upon occurrence of event:   ___________________________

One (1) year from the date I sign below

Upon completion of the stated purpose
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7  YOUR RIGHTS AND IMPORTANT NOTICES

RIGHT TO REVOKE: You may revoke this authorization at any time by submitting a written revocation to Backcountry Mental Health at

support@backcountrymentalhealth.com. Revocation does not affect disclosures already made in good-faith reliance on this authorization.

VOLUNTARY: Signing is entirely voluntary. We will not deny you treatment or alter your care if you refuse to sign or later revoke this

authorization.

RE-DISCLOSURE: Once your information is disclosed, it may no longer be protected by HIPAA and could be re-disclosed by the recipient.

Exception: SUD records released under 42 CFR Part 2 may NOT be re-disclosed without your separate written consent.

PSYCHOTHERAPY NOTES: If you are requesting release of psychotherapy notes specifically, a separate authorization is required under 45

CFR §164.508(a)(2).

8  SIGNATURE

By signing below, I authorize the use and disclosure of my health information as described above. I have had the opportunity to review this

form and ask questions.

Patient Signature Printed Name Date

If signed by a parent, guardian, or personal representative:

Representative Name Relationship / Legal Authority

For Office Use Only:

Received by: ________________________ Date: ___________ Records sent / received on: ___________ Method: Fax / Mail / Portal / Pickup
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