Georgia Department of Behavioral Health & Name of Individual/Patient/Employee or Staff/Applicant
Developmental Disabilities

DBHDD Date of Birth AND/OR Social Security Number

AUTHORIZATION FOR RELEASE OF INFORMATION - STANDARD REQUEST
| hereby authorize the disclosure of records/information

From:
(Name of health care provider holding the information - releasing agency)
(Address) (Phone/Fax)

To:
(Name of Person or Agency to whom information should be given - requesting agency)
(Address) (Phone/Fax)

I authorize the following information from my records (and any specific portion thereof):
Initials

I authorize the disclosure of alcohol or drug abuse information, if any. (Please see paragraph 2 below). If I am a minor,
Initials  my parent/guardian/court-ordered custodian and BOTH must initial here in order for this information to be released.

Initials

| authorize the disclosure of information, if any, concerning testing for HI\VV (Human Immunodeficiency Virus)
and/or treatment for HIV or AIDS (Acquired Immune Deficiency Syndrome) and any related conditions.

Initials

The above disclosure of information is for the purpose of:

1. | understand that the information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and
no longer protected by federal privacy regulations or other applicable state or federal laws (except as set forth in paragraph 2
below).

2. lunderstand that, pursuant to 42 C.F.R Part 2, alcohol and drug abuse records that | authorize to be disclosed pursuant to
this document may not be further re-disclosed without my written consent, except by a court order that complies with the
preconditions set forth at 42 C.F.R. 2.61 et seq., or the other limited circumstances specifically permitted by 42 C.F.R. Part 2.
Any individual that makes such a disclosure in violation of these provisions may be reported to the United States Attorney
and be subject to criminal penalties.

3. lunderstand that DBHDD or my healthcare provider will not condition my treatment, payment, or eligibility for any
applicable benefits on whether | provide authorization for the requested release of information.

4. lintend this document to be a valid authorization conforming to all requirements of the Privacy Rule and State law, and
understand that my authorization will remain in effect for: (PLEASE CHECK ONE)

[] one (1) year OR [] the period necessary to complete all transactions on matters related to services provided to me.

I understand that unless otherwise limited by state or federal regulation, and except to the extent that action has been
taken based upon it, | may revoke this authorization at any time as shown in the space below.

Signature of Individual/Consumer/Patient/Employee or Staff/Applicant Print Name Date Time am/pm

OR Signature of other person authorized to sign for Individual (check one): Print Name Date Time am/pm

|:| Parent of Minor Child |:| Guardian |:| Court-appointed Custodian of Minor
|:| Agent designated by Individual’s advance directive
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USE THIS SPACE ONLY IF AUTHORIZATION IS WITHDRAWN
I hereby revoke this authorization and will send written notice of my withdrawal of this authorization to the staff of the healthcare provider
who is providing services to me, OR to DBHDDs Office of Legal Services at 200 Piedmont Avenue S.E., Suite 510-6, West Tower, Atlanta, GA
30334-9026.

Date this authorization is revoked Time am/pm Signature of Individual or Legally Authorized Representative
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D-BHDD

NOTICE OF NONDISCRIMINATION:
The Georgia Department of Behavioral Health and Developmental Disabilities (DBHDD) complies
with applicable federal civil rights laws and does not discriminate based on race, color, national
origin, age, disability, or sex. DBHDD does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex. To communicate effectively with us, DBHDD
provides to people with disabilities free aids and services such as interpreters; and written information
in other formats (large print, audio, accessible electronic formats). To communicate effectively with
us, DBHDD provides to people whose primary language is not English free language services such as:

interpreters and information written in other languages. If you need these services, contact Constituent
Services at 404-657-5964 or 888-785-6954.

ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame al
(404.657.5964 or 888.785.6954)

YA GO TOT 3T QT O TIaq 8¢ dq-TT-1-T MUP QATH T HO H Y Hg dd
qHqu
SUclq U@ |
(404.657.5964 or 888.785.6954)
CHU Y: Né&u ban néi Tiéng Viét, cé cac dich vu hd tro ngon ngir mi&n phi danh cho ban. Goi s&
(404.657.5964 or 888.785.6954)
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele

(404.657.5964 or 888.785.6954)

FO|: St 0| & ALESIA = B%, A0 X MU A8 FRZ20|85H4 = ASL|C}
(404.657.5964 or 888.785.6954) HO 2 HIls| T A2,

BHUMAHMUE: Ecnu BbI roBopuTe Ha pycCKOM A3blke, TO BaMAOCTYNHbI 6ecnnaTtHble ycnyru nepesoaa. 3BOHUTE
(404.657.5964 or 888.785.6954).
TR MREEARREDX, BRLKBEEGEERMERE. FHRE
(404.657.5964 or 888.785.6954).
pln Glaally Al 8 655 Ay gall) Baclivall ciladd ()8 (dall) S3) Eiaath CuiS )); ddhgala
(404.657.5964 or 888.785.6954) i
| ol:@C5 CLINL ASIY AdIA] dHIRL HI2@ GudsY B, sl

o% all: %l dd % Udl wlddl &), dl [
£2)

(404.657.5964 or 888.785.6954).
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
(404.657.5964 or 888.785.6954).
ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
(404.657.5964 or 888.785.6954).
2L, b Lk (o) OB ey (Al gl (S e BRI B ) 4y SN 4 )
(404.657.5964 or 888.785.6954) ad) 2
MAFOHPMTI$ERTR ATCE NPIPTCHP ACSFECEFTT NIRALIHPHHHIEHPA: ML Mh+AR-¢MC LLOMN
(404.657.5964 or 888.785.6954)
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer:
(404.657.5964 or 888.785.6954)
EEEHE: BAEZ2ESNSGE. REOEEXBZCHRAVEETEY,
(404.657.5964 or 888.785.6954).
FT. BEEFEICTITERCES,
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