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Oregon State

UNIVERSITY



University Counseling and Psychological Services (UCPS)

500 Snell Hall, Corvallis, Oregon 97331-1644

Telephone 541-737-2131
Confidential Fax 541-737-2518
                                                      CONSENT/AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Name:  _____________________________________ ID #:  _________________________ DOB:   _____________________

I hereby consent and authorize, Oregon State University, University Counseling and Psychological Services to:
_____  release mental or physical health information to:
_____  obtain mental or physical health information from: 
Name:  _____________________________________________________
Phone:  ______________________________
Address: ______________________________________________________________________________________________

_______________________________________________________  Fax: __________________________________________

For the purpose of: Coordination of Care  ___  Request of Client: ___ Other:  __________________________________

If the information to be disclosed contains any of the types of records or information listed below, additional laws relating to the use and disclosure of the information may apply. I understand and agree that this information will be disclosed if I place my  INITIALS  in the applicable space next to the type of information.
Initial (if applicable):  _____    Mental Health Information, Counseling Information, Psychiatric Information

Initial (if applicable):  _____    Drug/Alcohol diagnosis, treatment or referral information

Initial (if applicable):  _____    HIV AIDS related records 

Initial (if applicable):  _____    Genetic Testing Information


I understand that once the information is used or disclosed pursuant to this authorization it may be re-disclosed by the recipient and that UCPS cannot guarantee the same standards of confidentiality or protection by federal privacy regulations. However, I also understand that federal or state law may restrict re-disclosure of any of the above-initialed categories of information.

If and to the degree this consent is required to release personally identifiable information in these records under the Family Educational Rights and Privacy Act, 20 USC 1232(g) (collectively referred to as FERPA), this document signifies such consent.

Refusal to sign this authorization will not adversely affect your ability to receive emergency health care services. Refusal to sign will lead to your not receiving health care services if health care services are solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure.

UCPS cannot guarantee the confidentiality of documents transmitted by fax. 

Do you consent to information being sent by:  FAX    Yes ____     No ____

I have read this authorization and I understand it.  _________________________________________________________








Date

Signature of Client or Person Authorized by Law

Date Received: ___/___/___
Date Mailed/Given/Faxed/Emailed  (circle which):  ___/___/___


revised 8/04

�





Information about Revoking the Authorization:


You may revoke this authorization in writing at any time. If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this written authorization, except for action already taken. 





To revoke this authorization, please send a written statement to Bert Epstein, Clinical Director, UCPS-OSU, 500 Snell Hall Corvallis, OR 97331-1644 and state that you are revoking this authorization.  Revocation will not apply to information that has already been released in response to this authorization. Unless revoked earlier, this consent will expire one year from the date of signing.








