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AUTHORIZATION TO DISCLOSE/OBTAIN MENTAL HEALTH INFORMATION 

 
The undersigned client or legal representative hereby authorizes reVision Studio LLC Therapy 
and Counseling Services to use or disclose health information, including information relating to 
the diagnosis or treatment of mental illness, drug and/or alcohol abuse, HIV and related 
information regarding: 
 
Client’s full name: _____________________________________ Date of Birth: ____________ 
 
The information may be disclosed to and/or 
obtained from the following:  
    
Name:______________________________ 
Relationship:_________________________ 
Address:____________________________ 
___________________________________
___________________________________ 
___________________________________ 
Phone:______________________________ 
Fax: _______________________________  
 

INFORMATION TO BE RELEASED: 
Psychotherapy notes only_______________ 
Other (describe)______________________ 
___________________________________ 
 
PURPOSE OF DISCLOSURE: 
My request__________________________   
Other (describe) ______________________ 
___________________________________
___________________________________
___________________________________

 
I authorize the release of my protected health information as described in the directions above for 
a period of one year, unless otherwise specified, from the date of signature below.  I understand 
that I may revoke this authorization at any time by notifying reVision Studio LLC in writing, but 
if I do, it will have no bearing on disclosures made by reVision Studio LLC before receiving the 
revocation. 
 
I understand that under applicable law the information disclosed under this authorization may be 
subject to further disclosure by the recipient and thus, may no longer be protected by federal 
privacy regulations.  
 
I understand that this authorization is voluntary and that my treatment or continued treatment at 
reVision Studio LLC is in no way conditioned on whether or not I sign this authorization. 
 
I understand that I may inspect or copy the information to be used or disclosed by written 
advance request. 
 
 
_______________________________________        ____________ 
Client signature         Date 
 
 
_______________________________________    ______________________ ____________ 
Signature of legal representative (if applicable)     Relationship      Date 


