FAMILY SERVICE, INC.
2210 W Brown Place

Sioux Falls, SD 57105

Telephone: (605) 336-1974 ** Fax (605) 336-9031

email fsisd@msn.com


Patient             Name:___________________________________________Date of Birth:____________
Identification   Address:_________________________________________ Phone:__________________

                           City/State/Zip:____________________________________________________________
                           Maiden/Previous Names/Nickname:___________________________________________
                           Social Security Number:_____________________________________________________


Provider            Provider/Facility Name:_______________________________________________________
(Who is                Address:__________________________________________________________________________
releasing               City/State/Zip:_____________________________________________________________________
information?)


Disclose              Provider/Facility Name:______________________________________________________________
Information      Address:__________________________________________________________________________
To:                     City/State/Zip:______________________________________________________________________
(Where is               To protect confidentiality, Family Service will send record via first class mail. Family Service will transmit records
information            via-mail or facsimile only when requested and expressly authorized by the client. 
to be sent?)


Information     ___Diagnosis


___Mental Status Exam

___Recommendation
to be                  ___Attendance                              ___Physical Examination

___Discharge Summary
Disclosed:         ___Progress


___Mediation


___SAP Evaluation

          ___Prognosis


___Case Notes/Record
                ___Other___________________

                          ___Drug/Alcohol History
___Treatment Summary

___All of the Above

          ___Social/Psychological/Psychiatric Evaluation


Purpose of       ___Continuity of Treatment
___Legal



___Other___________________
Disclosure:      ___Family Involvement

___Referral
(Please Be        ___Aftercare Planning

___Insurance
Specific)           ___Coordination/consult with other providers


Expiration      This authorization will expire one year from the date of the signature or on:_______________________
Date:


Revocation:    I understand that I may revoke this authorization at any time by sending a written notice to the mental 

                        health facility or provider named above in the “Disclosure Information To”. I understand that the 

                        information to be released may include information regarding mental health, alcohol and drug usage,

                        and HIV-related information. I understand that once the information is disclosed, it may be subject to 

                        re-disclosure by the recipient and may no longer be protected. I understand this authorization is

                        voluntary and that I may refuse to sign this authorization. Unless allowed by law, my refusal to sign

                        will not affect my ability to obtain treatment, receive payments, or eligibility for benefits. 



Authorization:  I hereby authorize the above facility/provider to disclose medical information concerning the above              

                         named client to the party identified in the section entitled “Disclose Information To”. I understand that    

                         the information to be released may include information regarding mental health, alcohol and drug 

                         usage, and HIV-related information. I understand that once the information is disclosed, it may be 

                         subject to re-disclosure by the recipient and may no longer be protected. I understand that this 

                         authorization is voluntary and I may refuse to sign this authorization. Unless allowed by law, my refusal

                         to sign will not affect by ability to obtain treatment; receive payment; or eligibility for benefits. 

                         __________________________________________        _____________________________________

                         Signature of patient/representative                                     Date

                         __________________________________________       _____________________________________

                         (Relationship to patient, if signed by representative)        (Witness- optional)


Disposition:    For office use only:

                         Date sent: ___________________________________ Sent by:________________________________

Rev. 7/08          
