
Release of Information 
 
I ______________________________________________________________________,  
hereby authorize, _________________________________________________________, 
to disclose to or request from  
(Name)_________________________________________________________________ 
(Address)_______________________________________________________________ 
(Phone)_________________________________________________________________ 
(Fax)___________________________________________________________________ 

 
The following information from my records as indicated: 
 
( ) Evaluation/Assessment     ( ) Dates of Attendance 
( ) Treatment Recommendations    ( ) Status Reports(s) 
( ) Admission Date      ( ) Participation 
( ) Progress in Treatment     ( ) Discharge Summary 
( ) UA/BAC Results     ( ) Diagnostic Impression/Prognosis 
 
Dates of 
Disclosure:___________________________To:_________________________________ 
 
 
This Release of Information may be revoked by me at any time except to the extent that 
action has been taken in reliance thereon.  This Release of Information (unless expressly 
revoked earlier) expires in one (1) year from the date of signature. 
 
Signature of Client:________________________________________Date:__________________________ 
 
Signature of Witness:______________________________________Date:__________________________ 
 
_______________________________________________________Date:__________________________ 
Signature of Parent, Guardian or Legal Representative 
 
Specify Relationship:__________________________________________ 
 
I understand that my records are protected under Federal Confidentiality Regulations and cannot be 
disclosed without my written consent to a Release of Information unless provided for in the Regulations. 
 

PROHIBITION OF REDISCLOSURE 
 
“This information has been disclosed to you from records protected by Federal Confidentiality rules (42 CFR Part 2).  The Federal 
Rules prohibit you from making further disclosure of this information unless further disclosure is expressly permitted by the written 
consent of the person to whom it pertains or as otherwise permitted by (42 CFR Part 2).  A general authorization for the release of 
medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally 
investigate or prosecute any alcohol or drug abuse patient.” 
 
 

Quinn & Associates LLC 
P.O. Box 167 

Ellicott City, MD 21043 
 

Tel:  (800) 778-3277       Fax:  (443) 3787379 


