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Address: 6200 Aurora Ave, Suite 401E, Urbandale, I1A 50322-2866
Phone: 515-331-0303 Fax: 515-331-9086

Release of Information
l, (patient), (date of birth), authorize
Heartland Christian Counseling to release written and/or verbal information regarding my condition
and treatment to the following person/agency:

|, the undersigned, authorize

to release written and/or verbal information regarding my condition and treatment to Heartland
Christian Counseling.

This authorization is effective for 12 months from the date on which it is signed. | understand that | may refuse
to sign this authorization or revoke this authorization at any time, except to the extent that action has already
been taken in reliance upon it, by giving notice to the healthcare provider.

| understand that records released will contain information regarding my mental health treatment and may

include information regarding any drug and alcohol treatment/abuse. | understand that the confidentiality of

these records will be protected in compliance with state and/or federal law. | specifically authorize the release

of confidential information relating to the following. Information being requested or disclosed is related to:
__X__Mental Health __X__Substance Abuse

| understand that | have the right to inspect the information to be disclosed upon proper notification to and under
appropriate conditions established by Heartland Christian Counseling.

| understand that my health care and payment for my health care will not be affected if | do not sign this form.

I understand that if the organization authorized to receive the information is not a health plan or health care provider, the
released information may no longer be protected from federal privacy regulations.

| understand this authorization is voluntary.

This information is being requested or disclosed for the purpose of

OR
Patient Signature Patient Representative (Relationship)

Date Witness



