Authorization for Release of Information
Client Name_________________________________________________

Date of Birth________________________

This form, when completed and signed by you,
_____ authorizes Laura Asbell, PhD, to release protected information from your clinical record to the person you
designate and/or
_____ authorizes the person you designate to release information to Laura Asbell, PhD.
Name/Organization:____________________________________________________________________________
Address: _______________________________________ City/State/Zip: _______________________________
Telephone: _____________________________________ Fax:________________________________________
This authorization for disclosure of protected information applies to the following types of information:
___Clinical Information
___Clinical Record
Other (Please specify) ___________________________
I am requesting the release of this information for the following reasons, and subject to the following limitations:
___Continuity of Care

Other (Please specify)____________________________________________________

Limitations__________________________________________________________________________________
This authorization shall remain in effect until: (Fill in an expiration date or an event that relates to the purpose of the
disclosure.) ___Termination of Services Other (Please specify) _________________________________________
If this authorization does not contain an expiration date or event, it expires 90 days from the date of my signature.
Revocation: I understand I have the right to revoke this authorization, in writing, at any time, by sending such written
notice to Asbell Health Strategies. However, my revocation will not be effective to the extent that action has been taken in
reliance on my authorization or if this authorization was obtained as a condition of obtaining insurance and the insurer has
a legal right to contest a claim.
Condition: I understand that Dr Asbell generally may not condition services upon my signing an authorization unless the
services are provided for the purpose of creating health information for a third party.
Redisclosure: I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure
by the recipient of my information and no longer protected by the HIPAA Privacy Rule.
I have read and understand the nature of this release.
Signature of Client ____________________________________________

Date________________________

Signature of Parent/Legal Guardian/DPOA_________________________

Date________________________

Note: A photocopy or facsimile of the above signatures shall be considered in lieu of the original.
If there is a fee for this service, please obtain prior approval from Asbell Health Strategies.
505 W. Riverside, Suite 500, Spokane, Washington 99201
(509) 534-1731

laura@asbellhealth.com

Fax: (877) 795-9240

17080 W. Laura Lane, Post Falls, Idaho 83854
www.asbellhealth.com

(509) 534-1731

