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 AUTHORIZATION FOR THE RELEASE OF PATIENT INFORMATION
TO: ___________________________________________________________        ___________ 

Name of Provider/Facility/Third Party Payor /Person to receive information
_______________________________________________________________ ____        _______ 

Address, City, State and Zip Code

RE: Patient Name: ________________          __________________________________________ 

Date of Birth: _________________ 

 

I authorize and request the disclosure of all protected information for the purposes described below.  I expressly request that Charles Bowman, LCSW, LMFT, LCAC and the Provider/Facility/Third Party Payor /Person named above to disclose full and complete protected medical information including the following: 

(
All medical records including but not limited to: office notes, face sheets, history and consultation notes, 
inpatient or outpatient treatment, progress notes, treatment plans, discharge summaries, consultations, and 
records received by other medical providers. 

(
All disability, Medicaid or Medicare records including claim forms and record of denial of benefits. 

(
All billing records including all statements, insurance claim forms, itemized bills, and records of billing to 
third party payers and payment or denial of benefits. 

This protected health information is disclosed for the following purposes:
(
Coordination of Medical or EAP Benefits

(
Coordination of care with another Provider/Facility/Third Party Payor /Person  

(
Disclosure of treatment progress, planning and prognosis per Patient request

(
Compliance with legal requirement

(
Other:_________________________________________________________________
I understand the following: 

a. I have a right to revoke this authorization in writing at any time. 

b. The information released in response to this authorization may be re-disclosed to other parties. 

c. My treatment or payment for my treatment is not conditioned on signing this authorization.

d. Any facsimile, copy or photocopy of this authorization shall authorize you to release the records requested. This authorization shall be in effect for two years. 

____________________________             ____________

 ______________________ 

Signature of Patient or Legally Authorized Representative

Date

_____________________________________________________________________________ 

Name and Relationship of Legally Authorized Representative to Patient 

___________________________________________


 ______________________ 

Witness Signature 






Date 
Charlie Bowman, LSCW, LMFT, LCAC





Office:  317.670.9202


Fax:      317.219.7327


charlie@bowmancounseling.com


www.bowmancounseling.com





Indianapolis:			Noblesville:


9292 N. Meridian, #311		144 N. 10th Street


Indianapolis, IN 46260		Noblesville, IN 46060
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