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AuthorizaƟon For Release of Medical InformaƟon 

 
Client Name:________________________________________ Date of Birth:_______/_______/__________ 
 
Clinic Name:_________________________________________ Clinic Fax:____________________________ 
 
I authorize Peoples Development Services (PDS) to exchange with clinic:______________________________ 
 
I (Client Name)______________________________________authorize PDS to release and exchange (both 
releasing and obtaining) of the following protected health informaƟon: 
 

InformaƟon to be released: 
____Medical History/Summary 
____Medical Reports 
____Assessment/DiagnosƟc Findings 
____Psychiatric EvaluaƟon 
____Discharge Summary 
____Chemical Dependency History/Assessment Reports & Treatment Records 
____Progress Notes 
____EducaƟon/School Records 
____Medical Treatment Plan 
____Other: ______________________________________ 
 
Purpose of releasing informaƟon: 
____ConƟnuing Care 
____Behavioral Health Treatment 
____Client Request 
____CoordinaƟon of Services 
____Social Security Income or Benefits 

 
This consent expires automaƟcally twelve (12) months from the date this consent is signed, unless revoked by 
me. 
I understand that I may cancel this authorizaƟon at any Ɵme. To cancel this authorizaƟon, I must noƟfy PDS in 
wriƟng. This authorizaƟon will be canceled once PDS has received my wriƩen 
noƟce. The expectaƟon to this would be if would be if my informaƟon has already been 
released prior to me signing this authorizaƟon. In that case, this informaƟon would not have 
been protected by federal privacy regulaƟon. 
 
__________________________________      _______/_______/______       ______________________________ 
Client Signature                                                      Date                                              Parent/Legal Guardian 
 


