
HILLCREST FAMILY SERVICES

AUTttORtZATION FOR RELEASE AND/OR RECEIPT OF CONFIDENTIAL INFOI_MATION

SS #: DOB:

I/We hereby authorize _.J STAFF of HilIcrest Fam]iy S_rvic_s' :.....

P;o_am, (program address:) f!_.SU_TE 200 DUBUQUI_,, IOWA 5.200!
obtain fi_e informalion indka_gd below regarding the abov¢-nam.ed client With:
Nmue of Person/Ag=n_y: RECORDS DEPOSITION SERVICE, INC.

Comp_¢t¢ Address: 120 w. MADISON STREET, STE. 300, CHICAGO, IL 60602 P: 312-553-8900 F: 312-553-8901

lvlt_N_L HRALT_ CENTE_

to release and/or

The information being mleas_d ,gill he used re? the following purpose(s);
Harming and iraplevaeatafion ofmy individua! Pmgrmu
C_ ordinatiorJmonitoring of services

Referral ofr_¢W sepJi_¢S

X Other (specify: FOR DISCOVERYBEFORETRIAL

INFORMATION TO BE RELEAS ED!OBT,_NED (Pt_s_ be _ specie _s possibte fn¢luding fronito dates. For e_ample: Lab results, Sa_tal
Ht_tory, Progress Reports, Treatmgnl Plan, MedlcaI History, Educational/Vocational Records, Psychological Testtng/F, valuations, Psychiatr_
Evah_tion_, ¢tc,): _ALL P,.E_OP,D , VERBAL & WRIT_ N CO_IC_ZION (/_bESS OTHERWISE SPECIFIED)

This authorization is ¢ffectiw for t2-months (or
_evoked30_lay_ after disch_g_,

.....) after the date it is signed, This r_le_e will autorpmticalIy be

This information hag been dtsclos_fl to you from. re_ords protected by Federal a_d Iowa Sta_¢ Confidentiality rul_s CFR 42, Par_ 2, Iowa Chapter 228
of _h¢ Iowa Code. These rules prohibit you from making ar_yfurther fli_clogu_ of thi_ i_rmation unless further disclosure is expressly permitted by
the written _onsen_ of the person to whom it pe.rtains_ or a_ otherwise perrr,i_ted by su_h reguI_tion_. A general a_horizatiou f_r th_ release of
medica! and ether information is NOT suffi_ie-_t for tbAs purpose. F_daraI rules re_triot any use of this information to crkrtin_Ily invesfigat_ or
prosecute any alcohol or drug abuse p_t, I understated that 1m_y review _he disclosed infon_adoa by _nta¢fing the Director of Clinical Scrvice_o
Hilla'est Family Services, 2005 A_bury Koad, Dubuque, IA 52001. HilI_r_st Family S_rvices will _ot make the signing of th_ Release of
Information a condition of your trea_r_m, enrollment, or eligibility for s_rvic_,

SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTBD BY STATE OK FEDERAL LAW

I specifically authorize the _-$l.¢aseof d_ta and ip.formation r_latiag to:
.._____X Subs_ce Abuse X Mental Heahh H1V l_el_ted Information

Client Signature: Dat_:
?aretWGuardian/LegaIR,prcseatat{v¢: Dat,:

Ino_der for this informa_on to be r¢t_asedo you must sign h_t, _nd below,

AUTHORITY TO RE-DISCLOSE

I und*rstand that the information that is fumhhe4 to Hillcq¢_t Vaa,.ily Services may be divulged in a t,ourt proceeding or in an administrative ageacy
proceeding. Without further authorization, I authorize Hill_rest Family Services to re-disclose the infourmtion they r_eeive to administrative ager_ey
or eo_ judici_! officers hearing a case which involves me that I underst_md such disclo_ure may be furnishing the apl_ropfiat_ agency or cou_
officials with the documcn*s HHicre_cthas obtained or by providing a summm_zation or synthesis ofth, docur_nt_.

I understand that I may r,vok¢ this authorization by providing a written stateme.nt to the recipient named above and to Hillcrest FamiIy Se_Aces. I
ats_r'undcrsta_d.that my _tfformation reI,_.md_nor to my mvoc_ion aM which was made inretJanc¢ upon this authorizaZioa:sh_t not constitut_ a
brga_h ofmy rights to confidentiality.

Client Signature Date

CIiem Signature Dam

Pm'cnt/Guardian/Lega! Representative Da.t_

Witness Da_

t3.00 FomxgM_ter Foetus!t3.00 Ret¢_¢ of information 07-t6-07 jaf


