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FOR INTE RNAL  USE ONLY  
Date Request Received:         Processed By:       

AUT HO RIZ A TION TO EX CH A N GE PR OTECTE D H E ALT H  INFO RMA T ION  (PHI) 

I authorize PCPA to:   release  /   obtain inf ormation from the records of:  

Patient Name:      Birth Date:      

INFORMATION TO BE  EXCHANG ED  WITH:  

Organization/In dividual:           

Mailing  Addres s:          

Te lephone:      
Facsimile:  

      

I authorize my   records to be fa xed to the nu mber prov ided  above.   Patient Initials:        

INFORMATION TO BE  EXCHANG ED:  
Discharge Su mmary   Outpatient psychiatric ev alua tion  OT/PT /Speech  reports  
      

Inpatient ps ychi atric discharg e 

summary  

Psy ch ol ogica l testing/asse ssment  Laborator y/test reports  

      

Summary   of medica l or psych iatric  

history   and treatment, inclu di ng  
progress notes   

Psychiatric treatment/termination  

summary  

Chemical d ep ende ncy  r  records 

      

Crisis plan  Tr eatment plan  All record s  
      

Progress notes  for dates:  
      

Psychiatric me dical  notes for dates:  
      

Other:   

FOR THE  PURP OS ES  OF:  

Participation i n ps yc hiatric eval ua tion  and/or treatment services  
      

Coordin atio n of care bet we en  multiple  provid ers  
      

Tr ansfer of care to a new  pro vider  
      

Other (please specif y):  

I unders ta nd that   only th e pati ent who h as  cons ented  for care (i nclu ding  minors  13 ye ars of  age an d old er) c an au thoriz e for re leas e of rec ords .
  I unders ta nd that  thes e recor ds  may  contai n infor mat ion rel ati ng to HIV/A IDS, s ex ually tr ans mitte d dise ases ,  and/or dr ug/alc oh o l abus e.   I giv e 

my s pecific  author iz ation  for thes e re cords  to be rel eased.  I unders tand  that  authoriz ing t he  disc los ure  of this   health  informa tio n  is v olunt ary.  I  
do not  need t o s ig n th is form  in  orde r to as sure  treatm ent  or pay men t. I  unders tan d that I  can c ance l th is aut horizat ion at  an y ti me by writ in g to 
Vāla nt Med ic al So lutio ns ™, LLC  at  126 NW Ca nal Stre et, Suite  220, S eattle, WA  9810 7. I u ndersta nd  that o nc e th e infor mati on  has   been  
release d ac cord ing to  the ter ms  of this  author izatio n, that t he  inform ation  can n ot b e rec alle d. I  unders ta nd th at any  disc los ure of  infor mati on  

carries  with it th e  potenti al for f urth er  releas e or  distrib utio n by  the r ec ipi ent that  may  not  be pro tec ted by 

 
fed eral c onfi den tia lity  rules.  I may 

canc el this  author it y at a ny  time, ex cept t o t he  extent  that ac tion  has a lrea dy  been t ak en.   To rev ok e Aut horizat ion t o Rel ease  Patient Health 

Informat ion, I  must  do so  in writin g.   Unless  I canc el  earlier,  this a uth oriza tion  will  expire  when tr eatmen t wit h  PCPA has  ende d  or one  (1)  
year aft er d ate  of  las t v is it, un less  otherwis e s pecif ied  here:    

Patient Signature:    Date:       

The authorizati on belo w is  given on th e  patient’s beh alf because the  patient is either a mi nor or unab le to sign.  

Name:       Relationship to Patient:      

Signature:       Date:          


