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SHASTA COUNTY HEALTH AND HUMAN SERVICES AGENCY 
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
Failure to provide all information requested may invalidate this authorization.  I hereby authorize use or disclosure of the named individual's health information as described below.
CLIENT INFORMATION:
The following information is to be disclosed.  Please initial each item of information to be disclosed.
____ Entire Record
____ Discharge Summary
____ Assessments/Evaluations
____ Dates of Treatment Only
____ Diagnosis
____ Other:
____ Medication/Prescription Information
____ Psychological Testing
____ Treatment/Service Plan
____ Education Tests/Reports
____ Lab/X-Ray Reports
____ Inpatient Record
THE FOLLOWING IS AUTHORIZED TO MAKE THE DISCLOSURE:
PURPOSE OF REQUESTED USE OR DISCLOSURE (check one):
OR
Client or Legal Representative's Initials: _________
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THIS INFORMATION MAY BE DISCLOSED TO AND USED BY THE FOLLOWING:
Note: To authorize additional individuals or entities please complete ATTACHMENT A.
Expiration:  Unless otherwise stated, this authorization expires one year from the date of signature.  Alternate date of expiration (insert desired expiration date not to exceed one year):
I understand that the revocation will not apply to information that has already been released based on this authorization. 
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Right to Revoke: I understand that I have the right to revoke this authorization.  I understand if I revoke this authorization I must do so in writing and submit it to the following address:
Re-disclosure: If I have authorized the disclosure of my health information to someone who is not legally required to keep it confidential, I understand it may be re-disclosed and no longer protected.
Other Rights: I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I do not need to sign this form to assure treatment or payment, enrollment, or eligibility for benefits with respect to services provided by the Shasta County Public Health Department or Shasta County Department of Mental Health.  I understand that I may inspect or obtain a copy of the information to be used or disclosed. I have the right to receive a copy of this authorization.
SIGNATURE OF CLIENT OR LEGAL REPRESENTATIVE
Signature: ____________________________________________
Notice:
_______ Initials.  Rate for copying not to exceed those authorized by California Health & Safety Code §123110(b) or Evidence Code §1563(b). 
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