ORAYRO0TS

CRISIS INTERVENTION

AUTHORIZATION FOR THE RELEASE OF CLIENT RECORDS

TO: GRASSROOTS CRISIS INTERVENTION - (Name of Healthcare Provider/Physician/Facility) located at
6700 Freetown Road, Columbia, Maryland, 21044

RE: Client Name:

Date of Birth: Social Security Number:

| authorize and request the disclosure of all protected information for the purpose of obtaining my
records or the records of an individual that is under my guardianship. | expressly request that the
designated record custodian of all covered entities under HIPAA identified above disclose full and
complete protected information including the following:

Identify the exact type records | would like access to:

I understand the information to be released or disclosed may include information relating to: abuse or
neglect of a minor or adult, sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS),
or human immunodeficiency virus (HIV), and mental health or alcohol and drug use disorders. |
authorize the release or disclosure of this type of information.

This protected health information is disclosed for the following purposes:

This authorization is given in compliance with the federal consent requirements for release of
alcohol or substance abuse records of 42 CFR 2.31, the restrictions of which have been
specifically considered and expressly waived.

Any facsimile, copy or photocopy of the authorization shall authorize you to release the records
requested herein. This authorization shall be in force and effect until one year from date of
execution at which time this authorization expires.

Signature of Client Date

Name and Relationship of Legally Authorized Representative to the Client Date

Signature of Legally Authorized Representative to the Client Date



