Provider Name here.
Address
Somewhere, OH  442--
(555) 555-1212
Fax:  (555) 555-1213
AUTHORIZATION TO RELEASE MENTAL HEALTH INFORMATION
Client Name:  _______________________________________    D.O.B. ___________________

Date of Release:  ____________________  Purpose: ___________________________________

I, or my authorized representative, authorize that health information regarding my care and treatment be released as set forth on this form, and in accordance with state law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I understand that:
I authorize __(Enter Provider Name here)__ to record, edit, transmit, make, or otherwise ascertain audio and/or video recording(s) of therapeutic and/or administrative mental health sessions for the purpose of insuring effective implementation of the Parenting with Love and Limits® (PLL) Model as well as for general training purposes.  It is my understanding that this recording is a reflection of the counseling services I received or will receive, with a PLL trained therapist. I hereby give permission to __(Enter Provider Name here)__  to allow these recordings and materials to be viewed, edited, transmitted, or used otherwise by PLL and other  professionals who are deemed interested in the application of the PLL model in various settings.  The term “other professionals” includes, but is not limited to:  juvenile justices, judges, probation officers, attorneys, mental health workers, mental health service agencies, government officials, elected officials, ministers, and clergy. However, my surname will not be revealed in the audio or video recordings, and the recordings will not be revealed to any persons or for any other purposes than those described above. 
I understand that this authorization is voluntary.  I understand that my health information may be protected by the  Federal Rules for Privacy of Individually Identifiable Health Information (Title 45 of the Code of Federal Regulations, Parts 160 and 164), the Federal Rules for Confidentiality of Alcohol and Drug Abuse Patient Records (Title 42 of the Code of Federal Regulations, Chapter I, Part 2), and/or state law.  I understand that my health information described above will be given to PLL for the limited uses described above, and, though PLL has agreed to limit the use of my protected health information as described herein, PLL is not a health plan or health care provider and  the released information may not  be protected by the HIPPA privacy regulations.

I understand that I may revoke this authorization at any time by notifying __(Enter Provider Name here)__  in writing, but if I do, it will not have any effect on any actions __(Enter Provider Name here)__  took before it received the revocation.
I am receiving a copy of this authorization.
This authorization will be valid from __(enter date here)___ until __(enter date here)___, not to exceed one year (or as set forth by other applicable federal or state law).
________________________________   ___________________________  _______________________

Client/Legal Guardian Signature
    Client/Legal Guardian Name           Date

________________________________   ___________________________  _______________________

Counselor/Witness Signature

    Counselor/Witness Name
             Date
I hereby revoke the above release except to the extent that it has already been implemented.

________________________________   ___________________________  _______________________

Client/Legal Guardian Signature
     Client/Legal Guardian Name         Date

________________________________   ___________________________  _______________________

Counselor/Witness Signature

    Counselor/Witness Name
            Date

