Pathways Drop-In Center, Inc.

Authorization for Release of Confidential Information

I, _______________________________________________________________________hereby authorize

                                                        (Client Name)

___                                                               .  _________________________________________________

                           (Agency/Individual Name Who Is To Release Information)

___                                 _________________________________________________________________

                                              (Address of Above Agency/Individual)

___                                __________________________________________________________________

                                                         (City, State and Zip)

Information to be released:    The current psychiatric diagnosis contained in my record to:
 

____Pathways Drop-In Center, Inc.   _____________________________________________________

                              (Agency/Individual Name Who Is To Receive Information)

____1313   30th  Street_________________________________________________________________

                                         (Address of Above Agency/Individual)

____Orlando, FL  32805 _______________________________________________________________

                                                           (City, State and Zip)

For The Purpose Of ___Determining eligibility for Pathways services____________________________

                                                          (Specific Purpose for Disclosure of Information)

I understand that this consent is revocable upon written notice to the facility, except to the extent that action by the facility has been taken in reliance on this authorization, and that this consent shall remain in force for a reasonable time  (_______________________) in order to effect the purpose for which it is given.

                                              Expiration Date

Psychiatric, Alcohol/Drug Abuse, or HIV/AIDS information disclosed from records whose confidentiality is protectedby state and federal laws (FSS, 394, 397 & 381; 42CFR, Part II; and 45CFR, Parts 160 and 164,) may be subject to redisclosure by the recipient and no longer protected.  Further disclosure will not be produced without the specific written consent of the authorized individual, or as otherwise permitted by such regulations.

Mental Health Professional:  Please write the DSM-IV diagnosis and codes on the top front of the Pathways Drop-In Center, Inc. member application form that is stapled to this release form.  The Pathways member application form is to be returned to Pathways Drop-In Center, Inc.

____________________________  

____________________________________

 (Date of Authorization)                                                                 (Client Signature In Full)
____________________________


____________________________________

 (Social Security Number                                                                     (Date of Birth)
