
 
 

AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION 

 
Client Name: _____________________________________________________________DOB: ___________________ 

 

My signature below hereby gives consent for the exchange of confidential information between Barcelona 

Counseling, LLC and______________________________________________________________________________ 

  

The purpose of such disclosures is to facilitate informal, general case planning, mental health assessments and 

diagnosis, mental health treatments, progresses notes, and coordination of mental health counseling, and all other 

services deemed necessary by Barcelona Counseling, LLC. 

 

The information that may be shared includes (initial all that apply): 

 

________Medical records and treatment records, including hospitals 

________Mental health evaluations/assessments and other mental health records 

________Psychological and/or psychiatric evaluations 

________Alcohol and drug history, evaluations and treatment records 

________Other specific information as indicated: _______________________________________________________ 

 

 

The information will be used for the following purposes (initial all that apply): 

 

________Facilitate case planning 

________Coordinate client services 

________Allow face-to-face contact at school, residential facility, or mental health organization 

________Other specific purpose: _____________________________________________________________________ 

 

 

I understand that my records are under Federal regulations and Oregon statues governing confidentiality, 

including those governing the confidentiality of alcohol and drug client records. This information cannot be 

disclosed without my written authorization unless otherwise provided for in the regulations. I understand that I 

may refuse to sign this authorization and that my refusal will not affect my ability to obtain treatment, payment or 

eligibility of benefits. I may revoke this consent at any time by notifying Barcelona Counseling, LLC in writing. I 

understand that the revocation is effective after it is received and that any use or disclosure of information made 

prior to the revocation will not be affected. I understand that if my information is released to an entity not covered 

by federal privacy regulation it may be re-disclosed. A copy of this form shall have the same validity as the 

original. Barcelona Counseling, LLC is neither authorized nor funded to pay fees for information received. 

 

This authorization and consent for disclosure of confidential information will remain in effect until one year after 

the date of my signature, or until the termination of my services with Barcelona Counselling, LLC, whichever 

occurs first. 

 

 

Full Name (legal Guardian)         Todays Date 

 

 

__________________________________________________________________________________________________

Signature (legal Guardian) 


