SHIRLEY CRENSHAW, MSW, LCSW

ST. LOUIS, MO 63146

AUTHORIZATION TO OBTAIN HEALTH CARE INFORMATION

I authorize_________________________,_______________________________________________         

(Name)                                                                  (Agency Name)                                                          

___________________________________________________________________________________________________





(Address)






to release the following information to Shirley Crenshaw, MSW, LCSW

about ________________________________________, ________, _____________, _____________




(Name of client)



DOB
    Soc. Sec. #
        Previous Name(s)

Information authorized for release:  

_________
Health care information relating to the following treatment or condition:________________
 

_________
Health care information for the following date(s) :___________________________________


 FORMCHECKBOX 
History and physical


 FORMCHECKBOX 
Psychosocial history

 FORMCHECKBOX 
Psychiatric evaluation

 FORMCHECKBOX 
Admission summary


 FORMCHECKBOX 
Treatment recommendations
 FORMCHECKBOX 
Chemical dependency assessment

 FORMCHECKBOX 
Discharge summary


 FORMCHECKBOX 
Treatment plan

 FORMCHECKBOX 
Mental status assessment

 FORMCHECKBOX 
Progress notes



 FORMCHECKBOX 
Other___________________________________________

for the purpose of  FORMCHECKBOX 
continuity of care   FORMCHECKBOX 
legal representation   FORMCHECKBOX 
to obtain disability   FORMCHECKBOX 
other_________________

_____________________________________________________________________________________________

This authorization ends:
 FORMCHECKBOX 
 on ___________________________; (insert expiration date) or 



 FORMCHECKBOX 
 when the following occurs:___________________________

I understand I may cancel this authorization in writing as allowed by law.  This would not affect any actions already taken based upon my original request. There are three ways for me to cancel this authorization:

1)
Sign and date a revocation form. This form is available from Shirley Crenshaw; or

2)
Write, sign and date a letter to Shirley Crenshaw to cancel the authorization; or

3)
Sign, date and write "CANCEL" on this original form

Once Shirley Crenshaw, MSW, LCSW, obtains the above information, she will not redisclose any of the information within the limits specified by the following statutes.  Under 42CFR, Confidentiality of Alcohol and Drug Abuse Patient Records, and State of Missouri statutes, no substance abuse or mental health records may be further disclosed without specific authorization for such redisclosure.

It has been explained to me that if I refuse to consent to this Authorization to Release Health Care Information, the following are the consequences (specify, if any):______________________________________________ FORMCHECKBOX 
None

________________________________________


____________________________________

      (Client Signature)







(Witness)

________________________________________


____________________________________


        (Date)







(Date)

Relationship to patient if signed on behalf of the patient by parent, legal guardian, personal representative, etc.:

SEADOCS:130098.1 

SEADOCS:130098.1 


