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[bookmark: _GoBack]Consent to Release Treatment Information

In order to help keep your information private, we have to get your permission to talk to other healthcare providers about your treatment for opioid use disorder. We cannot treat you without this permission, as we have to supply information about your diagnosis to people like the pharmacist who will fill your prescription and any mental or behavioral health providers you see such as a therapist, psychiatrist, psychologist, or social worker. Please fill out the form below and specify who you would like us to be able to speak with. We can update this form whenever you change providers.

I, _____________________________ (patient name), authorize _________________________________ (medical provider) to disclose my medical record data relevant to screening and treatment for opioid use disorder, and any information needed to confirm the validity of prescriptions and for submission for payment for services or prescriptions, to the individuals and entities listed below. This consent is subject to revocation at any time except to the extent that the program which is to make the disclosure has already taken action in reliance on it. Unless I revoke my consent earlier, this consent will expire automatically as follows: _____________________________________________________________________
		(Describe date, event or condition on which consent will expire)

I understand that my substance abuse disorder records are protected under the Federal regulations governing Confidentiality and Substance Use Disorder Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), 45 C.F.R. pts 160 & 164, and cannot be disclosed without my written consent unless otherwise provided for by the regulations.

The information authorized for release may include records which may indicate the presence of a communicable or noncommunicable disease. 						(63 O.S. 1-502.2 B eff. 11/1/2007)

Pharmacist/Pharmacy:

_________________________________________________________	__________________________
Business Name	(if applicable)						Phone Number

_____________________________________________________________________________________
Address (Street, City, State, Zip)

_____________________________________________________________________________________
Point of Contact Name

Mental/Behavioral Health Provider:

_________________________________________________________	__________________________
Business Name	(if applicable)						Phone Number

_____________________________________________________________________________________
Address (Street, City, State, Zip)

_____________________________________________________________________________________
Point of Contact Name


____________________________	____________________________	__________________
Name of Patient (please print)		Patient Signature			Date			
			
_______________________________________________________	__________________
Signature of Authorized Representative/ Guardian (when required)/ Date		Relationship to Patient 

____________________________	___________________________	__________________
Name of Person Obtaining Consent	Person Obtaining Consent Signature	Date
