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Authorization to Release Protected Health Information
By signing this form, you are giving permission for Pioneer Human Services and the agencies and/or individuals listed below to use and share confidential information about you.  Pioneer Human Services cannot refuse you services if you do not sign this form unless your consent is needed to determine your eligibility.  If you do not sign this form, Pioneer Human Services may still share information about you to the extent allowed by law.  If you have questions about how Pioneer Human Services shares confidential information or your privacy rights, please consult the Pioneer Human Services Notice of Privacy Practices or ask the person giving you this form. Failure to follow instructions, located on the back, may result in a processing delay. Estimated turnaround time is 7-14 business days. 
1. Client Information:
2. Information to be RELEASED FROM:
Pioneer Human Services 7440 West Marginal Way S Seattle, WA 98108
3. Information to be RELEASED TO:
Pioneer Human Services 7440 West Marginal Way S Seattle, WA 98108
Phone: 206-768-1990 Fax: 206-768-8910
4. PURPOSE of Release:
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
5. TYPE of Information Requested:
5. Type of Information Requested:
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
6. DESCRIPTION of the information to be used/disclosed:
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
(____ Initial SUD)
7. My Rights / My Authorization
I understand: that my substance use disorder records are protected under the federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 Code of Federal Regulations (CFR) Part 2, and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 CFR, Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for in the regulations. I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it, and that in any event this consent expires automatically as follows:
Unless revoked, this authorization will automatically expire:                                                                  (Note: Authorizations to disclose your information to an employer or financial institution can only be effective for a maximum of 90 days from the date signed by you. 
8. Signed Authorization:
By signing this form, I acknowledge that I have read and agree to the terms on this form. 
Signature: ____________________________________________________
Date: ________________________
Signature: ____________________________________________________
Date: ________________________
Legal/personal representative if not signed by client
Relationship
Any questions regarding the Release of Information process at Pioneer Human Services, please contact Client Medical Records at 206-768-1990.
INSTRUCTIONS  - Please print legibly. Failure to follow instructions may result in a delay in processing your request. 
1.   CLIENT INFORMATION: Print client's name, date of birth and social security number and contact phone number. 
2.   INFORMATION TO BE RELEASED FROM: Select Pioneer Human Services OR select Other and provide the name of the organization and the   
      specific provider(s). Include the address, phone and fax number. 
3.   INFORMATION TO BE RELEASED TO: Select Pioneer Human Services OR select Other and provide the name of the organization and the  
      specific provider(s). Include the address, phone and fax number. 
4.   PURPOSE OF RELEASE: Select the reason records are being requested. 
5.   TYPE OF INFORMATION REQUESTED: Specify what type of information to be released. 
6.   DESCRIPTION OF THE INFORMATION TO BE USED/DISCLOSED: Describe the type of information that is to be disclosed. 
7.   MY RIGHTS / MY AUTHORIZATION: Please read your rights and indicate when the authorization to disclose would expire. 
8.   SIGNATURE: Sign and date as indicated. If not signed by the client, documentation may be required to prove authority to sign on behalf of the 
      client. Please read information below: 
 
AUTHORIZED PERSONAL REPRESENTATIVE FOR ADULT PATIENTS NOT COMPETENT 
A personal representative is an individual who may act on behalf of a patient when the patient lacks decision-making capacity to make health care treatment decisions. The personal representative may need legal documentation to demonstrate authority to sign for the patient. A member of one of the following classes of persons may sign for an adult patient who lacks capacity to consent, in the following order of priority: (a) the appointed guardian of the patient, if any; (b) the individual, if any, to whom the patient has given a durable power of attorney that includes the authority to make health care decisions; (c) the patient's spouse or state registered domestic partner; (d) children of the patient who are at least eighteen years of age; (e) parents of the patient; and (f) adult brothers and sisters of the patient. If a person is not 
available in a given class to provide authority regarding health care decisions, then a person (or group of persons acting as one) must be found in the next successive class. [RCW 7.70.065(1)]. 
 
AUTHORIZED PERSONAL REPRESENTATION FOR MINORS 
A member of one of the following classes of persons may sign for a minor patient in the following order of priority: (a) the appointed guardian or authorized legal custodian (Title 26); (b) a person appointed by the court to consent to medical care for a child in out of home placement pursuant to RCW 13.32A or RCW 13.34; (c) parents; (d) an individual to whom a parent has given a signed authorization to make health care decisions for the child; and (e) an adult representing him or herself as responsible for the health care of the minor (a health care provider may, at its discretion, require documentation of this person's claimed status). [RCW 7.70.065(2)] Note: Under state law each parent has full and equal access to the health care records of their child absent a court order to the contrary. Neither parent may veto the access requested by the other parent. [RCW 26.09.225] A minor patient's signature is required to release the following information: 
1) Information related to reproductive care such as birth control and pregnancy-related services; 
2) Sexually transmitted diseases, including HIV/AIDS (age 14 and older); 
3) Substance abuse and mental health treatments (age 13 and older). 
REDISCLOSURE PROHIBITED: State and federal laws specially protect information containing drug and alcohol abuse records. These laws prohibit the recipient of these records from making any further disclosure of this information without the specific written consent of the person to whom it pertains or permission from an authorized personal representative for patients not competent. A general authorization to release these records is not sufficient  - it must be specific. Various laws and regulations may restrict use of this information. HIV/STD: This information has been disclosed to you from records whose confidentiality is protected by state law. State law prohibits you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by state law. A general authorization for the release of medical or other information is not sufficient for this purpose. Potential for redisclosure: General patient health information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal/state law. 
 
INFORMATION PROTECTED BY STATE / FEDERAL LAW State and federal laws protect Mental Health, Alcohol and Drug Abuse, Sexually Transmitted Diseases (Including HIV/AIDS), psychotherapy notes and certain Minor Treatment Records. Disclosures of these types of information require specific patient authorization. 
 
DRUG AND ALCOHOL ABUSE TREATMENT INFORMATION * Federal regulations (42 C.F.R. part 2) prohibit any further disclosure of this information except with specific written consent of the person to whom the information pertains or the parent or legal guardian of a minor child to whom it pertains, unless otherwise permitted by federal and state law. A general authorization for the release of information is not sufficient for this purpose. This consent is subject to revocation at any time except to the extent that the program, which is to make the disclosure, has already taken action in reliance on it. The Federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug abuse patient. Federal regulations state that any person who violates any provision of the law shall be fined not more than $500 in the case of a first offense and not more than $5,000 in the case of each subsequent offense. (See 42 U.S.C. 290dd-3 and 42 U.S.C. 290ee3.) 
 
MENTAL ILLNESS INFORMATION ** State law prohibits any further disclosure of mental illness information without specific written consent of the person, to whom the information pertains, or the parent or legal guardian or a minor child to whom it pertains, unless otherwise permitted by State Law. A general authorization to release information is NOT sufficient for this purpose. (See RCW 71.05.390 through RCW 71.05.410.) 
 
SEXUALLY TRANSMITTED DISEASE INFORMATION (includes HIV / AIDS) *** State law prohibits any further disclosure of sexually transmitted disease information without specific written consent of the person, to whom the information pertains, or the parent or legal guardian of a minor child to whom it pertains, unless otherwise permitted by State Law. A general authorization is NOT sufficient for this purpose. Any violation of the law is a gross misdemeanor, and the law creates civil remedies for any violation which includes a $1,000 fine for a negligent violation, a $2,000 fine for an intentional or reckless violation or actual damages, whichever is greater, and attorney fees. [RCW 70.24 and WAC 248-100.] 
 
PSYCHOTHERAPY NOTES Federal law prohibits an authorization for release of information pertaining to psychotherapy notes from being combined with an authorization for release of any other kind of records. [45 CFR 164.508(b)(3)(ii)] 
 
AUTHORIZED PERSONAL REPRESENTATIVE FOR PATIENTS NOT COMPETENT A personal representative is an individual that may act on behalf of a patient when a patient is not competent and cannot make his or her own health care treatment decisions. In most cases, the personal representative needs legal documentation to demonstrate their authority to sign for the patient. A member of one of the following classes of persons may sign for a patient who is not competent to consent, stated in the following order of priority: (a) The appointed guardian of the patient, if any; (b) The individual, if any, to whom the patient has given a durable power of attorney that includes the authority to make health care decisions; (c) The patient's spouse; (d) Children of the patient who are at least eighteen years of age; (e) Parents of the patient, if unanimous; and (f) Adult brothers and sisters of the patient, if unanimous. If a person is not available in a given class to provide authority regarding health care decisions, then a person (or group of persons acting as one) must be found in the next successive class. [RCW 7.70.065]. 
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