Christi Carver
Clinical Nurse Specialist, Board Certified in Adult Psychiatric Nursing
2217 Princess Anne St.   Suite 322    Fredericksburg, VA 22401    540-370-4344

           
                 CONSENT FOR RELEASE  OF CONFIDENTIAL INFORMATION


I, _______________________________________________________________, authorize Christi Carver to exchange information verbally or in writing with the following person or facility:

Name: 

Address:

Telephone or Fax: 

I authorize the release of my health record, (required by the Health Insurance Portability and Accountability Act) or with the exception of the following information: 1. Mental Health records  2. Alcohol or drug treatment  3.  Other, (please specify) ____________________________________________________________________

The authorization for release of information of healthcare will be in effect until _______________________(date or event), at which time this authorization expires.

I understand I have the right to revoke this authorization, in writing, at any time. 

This medical information may be used by the person I authorize for medical treatment or consultation and for billing or claims payment.

I understand that my treatment, payment or eligibility for benefits will not be conditioned on whether I sign this authorization.

I understand I have the right to view more explicit  HIPAA privacy information, extracted from a government website, on Christi Carver’s web site or by asking to see a copy in the office. 


Signature_________________________________________________date

Printed name______________________________________________date
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