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Revocation only Internp) Use Oply

DIFlle: Do not send infarmation &t this tine
DIsend documeants upon signature of client

i AUTHORIZATION FOR USE OR DISCLOSURE OF
MEDICAL RECORD INFORMATION
ZepfCenter

Overkal Dwrltten

Client Name (First, Middle, Last)

Dale of Birth:
Social Security #: Dates of Service to be Released: to
RELEASE INFORMATION TO:
I hereby authorize Zepf Center 6605 W, Central Avenuz, Tolede, Ohlo 43617 to;
[Jebizin figmor  Drelezsstoor  Dlsharefdisclose with
Check only ohe: :
CIColumbia Gazs ; [ JLucas County Sherif's Office 18\, Paul's Community Center []Syivania Municipal Courls
[IDepartment of Jobs and Family Services (DJFS)  [JLucas Metropoliian Housing (LMHA) IS4 Vincent Medical Center L Unison Behavioral Health
{53= amily Services of NW Ohio [Lutheran Soclal Services [ )Social Security Administration Group
[_Flower Hospltal [CINeighbarhond Health Association (NHA) CJSyivania Municipa! Courls {_JWashingion Lacal Schools
- arhor CINeighborhood Properiies inc. (NPI)  []Toledo Edison OIProbationParole Officer:
[_JJuvenils Detention [CJRescue Mental Health Services {7oledo Hospita!
[Luces Cotnty Board of DD ' L]st. Charlas Hospital ' [ Toledo Municipal Courts [Primary Care Physician:
(L ucas County Children's Services {18t Luke's Hospital [Toleds Pubiic Schools (TPS)
L ucas County Court System ;
COther:

{include Complete Name of Person/Entity and address including City, State and Zip Cogz)

INFORMATION TO BE RELEASED & PURPOSE:

By slgning this form, | voluntarlly authorize access, use and disclosure of my: (inltial each of ihe foliowing you authorize)
Manlal healih dizgnosis and geatment Information Aloohol & ather drug diagnosis and treatment information
FIVIAIDSIARC Testing and/or Status Genelic Testing

Check the foilowing information to he released (chack all that apply):

L1 Entir= miedical racord (doss not inclisde HIV/AIDS/ARGC Testing andfor Staus, Genetic Tesfing or Alcoho! and Other D)

1y diagnosis and.Jor {reztment information uniess infiialed above.) OR
[ |Diagnosfic Assessment CJCurent TreatmentiSanvice Plans [Iniadical Prograss Moles [IPsyehiatric Diagnostic Evaivetions
Civiedicalions [ Urine ScreensfLah Rasults [21AQD Progress Notes [JCPST/Cese Managemeni Hotes
[JAtendance Reoonds (] Discharge Summary CDiagnosts CWritten Letter f Correspondenca
)T herspy Stmmary [ Biling Informafion CJ0ther. {spasify),

Purpose: The information shared will be used: (chack all thet apply) *
[T o help with my treatment and care coordinafion

[1To aeslst the provider or organizalion to improve the way they conduct work

L ]To halp pay for freaiment 370 help me apply for benefits or assistance with uilliies of housing
[Legl (lOther (spectfy), ]
EXPIRATION OF DISCLOSURE:! :

This authorization for the relezsz/obtaining of Information will automatically expire In six months (180 days) after the date of auihorization unfass | expect to conilnue

receiving services beyond the 180 days and extend the authorization to a meximum of one year (355 d2ys) after the dats of authorization es indicated below:

Expiration defe: Condition date or event of eariar / later expiration:

. | understand thet the Information disciosed Is protscted by law and may not be redisclosed without my wiitien authorization or 2s ehenwise autharizad by law. Howaver, § undarstand that
Zgp! Genter cannof control the recipient's useof the Infémgia———""

I understand that authorizing tha Lise of disclosure of the above Information ks voluntary and Zepl Center vl ot condition freatmant, payment, enroliment, or ellgibiity for benefits on tha
execution of this Authorzation.

N f understand that this authortzation can be revoked by me or my authorized agant &t any fime, exc

Ept to the extent thal action has been taken by Zepf Center In refiance on the authorzation
and that the revoceton must be In willing and signed and dated by 1= or my authorized egant (upon revocation of consent, further relezse of information shall ceases immediately. A varbal
revocation may serve unill awritten revocation czn be obtained by calling Zepf Centar; 419-841-7701 and speaking with a Releasa Clark,

For more information about your privacy rights, plsase refer to Zepf Center's HIPAA Notice of Privacy Practices nd 42 GFR Part 2 Summary Shest

Signature of Client or Legally Authorized Representative

Date

Relationship of Authorized Agent (if different than Client) Name of staff member faciltation this response

CONFIDENTIALITY STATEMENT: This information has been “disclosed fo you from records profected by Federal confldentiality laws. The Federal rules prohibit
you from making any further dlsclosure of this Iiformation unless further disclosure s expressly permitted by the written consent of the person to whom it
pertains or as otherwise permited by 42 C.F.R. Part 2, A general authorizatlon for the release of medical or other

] ¢ Informeation 15 not sufficlent for
The Federal rules restrict any use of information fo criminally investigate or prosecute any alcohol

thls purpose,
or drug abuse client”

{ heraby rvoke my consent for relea se of Information above:_

Signature of Cilent or Legally Authorizad Representalive Date .

Staff Member Faciiitating Revocation (yiiiife:of, Vérban Ffiective Date:
fom C0%s

Fevisag 372016



