Kolpia Counseling Services, Inc.

AUTHORIZATION FOR THE RELEASE OF CONFIDENTIAL & PROTECTED HEALTH INFORMATION

I, ___________________________________________________, authorize



(Name of Patient)

Kolpia Counseling to: disclose information to and to receive information from my insurance company.

Name of Insurance Company _________________________________________________________

Address_________________________________________ Phone # __________________________

Policy # _____________________________ Policy Holders Name____________________________

Policy Holders SS# _______________________________ D. O. B. ___________________________

Client must initial each item to be released/obtained: 

____Eligibility/Benefits
____Authorization     ____Assessment/Diagnosis       ____Progress in Treatment


____Treatment Recommendations 
____Expected Length of Treatment 
____Attendance Records

____Billing Information
____UA Results

____Other (Please specify):____________________

The purpose of the disclosure authorized hererin is to: Acquire benefit information and for billing purposes

I understand that my records are protected under the Federal regulation governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2, and that any information that identifies me as a patient in an alcohol or other drug abuse program cannot be disclosed without my written consent except in limited circumstances as provided for in the regulations. 

I understand that my records are also currently protected under the Federal privacy regulations within the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 & 164. I understand that my health information specified above will be disclosed pursuant to this authorization, and that the recipient of the information may redisclose the information and it may no longer be protected by the HIPAA privacy law. The Federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2, noted above, however, will continue to protect the confidentiality of information that identifies me as a patient in an alcohol or other drug program from redisclosure.

I also understand that I may revoke this authorization at any time except to the extent that action has been taken in reliance on it, and that in any event this authorization expires automatically as follows:

(Specification of the date, event, or condition upon which this consent expires)

I understand that the covered entity seeking this authorization is permitted under the HIPAA regulations, in accordance with 45 C.F. R. Section 164.508(b)(4), to condition my signing of this authorization on the provision of insurance payment and eligibility for insurance benefits and that by refusing to sign this authorization, I may be faced with the following consequences: Paying out of pocket for all services. 

I understand that I am entitled to receive a copy of this authorization after it is signed.

_________________________________


____________________________

Signature





Date

_________________________________


____________________________

Parent/Guardian





Witness

