Susan J. Bramlette, LMFT

Licensed Marriage and Family Therapist
2250 NW Flanders St. #310  Portland, OR  97210  www.susanbramlette.com 503.956.5144
Authorization to Release or Disclose Medical Records

__________________________________________________________________________ authorizes

Susan Bramlette, LMFT, to release to or accept information from:

____________________________________________________________________________________________________________________________________________________________________________Address/telephone number___________________________________________________________
Specifically, the following health care information:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
The purpose of this disclosure:  client requests________________________________________
By initialing the following, the patient agrees to release to or accept from recipient, health care information that has further protection under Oregon State Laws:

_____HIV/AIDS related records

______Mental Health Records 

_____Genetic Testing Information
           ______Substance Abuse Treatment
______ Health Records


______Other:________________________________
_____This authorization for release of treatment information is limited to the following (including dates):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This authorization may be revoked at any time. Unless revoked earlier, this consent will expire 180 days from the date of signing or shall remain in effect for the period reasonably needed to complete the request.

HIPAA and Oregon Law permits Susan Bramlette, LMFT, to charge a reasonable fee for preparing health information sent to recipients.  







         As per fee disclosure chart,
For this release (check one of the following):
_____The patient paid a fee of $30, .15c/pg., plus postage =______________

_____The recipient will be billed:___________
____Other fee paid=__________________
Signature of Patient








Date
Signature of person authorized to release information



Date

Release1/08
