AUTHORIZATION FOR RECIPROCAL RELEASE OF PROTECTED HEALTH INFORMATION

This form is optional and only needs to be completed if you would like Aligned Counseling,
PLLC to communicate with another individual or organization involved in your care.

Examples may include:

* Your primary care physician

* A psychiatrist or psychiatric nurse practitioner

» Another therapist or healthcare provider

* A school, college, or university

* An attorney

* A family member or support person

* Any other individual or organization you would like involved in your treatment

Completing this form allows Aligned Counseling, PLLC to coordinate care, exchange relevant
treatment information, and collaborate with other providers when doing so may support your
treatment goals.

Your information will not be released without your written authorization except as required or
permitted by law. You may revoke this authorization at any time in writing, subject to applicable
legal limitations.

If you do not wish for Aligned Counseling, PLLC to communicate with anyone outside of the
practice, you do not need to complete this form.

Legal Name:

l, , hereby authorize Aligned Counseling, PLLC to
release information to and/or obtain information from:

Agency/Facility/Person:




Email Address:

Telephone Number:

This authorization permits the exchange of the following information:
____ Medical History and Evaluations
_______Mental Health Evaluations
__ Discharge Summary
__ Developmental and/or Social History
Educational Records
____ Progress Notes
__ Treatment Plans
_ Record Abstract (All of the Above)

Other (please specify):

This authorization may include sensitive information such as substance use history, HIV/AIDS
information, and other protected health information unless specifically excluded below.

Only check if you do NOT want this information shared:
Substance Use Information

HIV/AIDS Information



Other:

These records are released for the purpose of (check all that apply):
_____ Continuity of Care
_______Attorney/Client Relationship
Determining Eligibility for Benefits or Programs
At the Request of the Client

Other:

This authorization shall remain in effect until the following event and/or date:

Unless otherwise specified above, this authorization will expire one (1) year from the date of
signature.

| understand that | have the right to revoke this authorization in writing at any time by sending
written notification to:

Molly McLeese Weiss, LCPC
Aligned Counseling, PLLC
molly@alignedcounselingchicago.com

I understand that this information may be protected by federal and state confidentiality laws,
including HIPAA and other applicable privacy regulations.

Federal law provides additional protections for certain reproductive health information. Certain
disclosures relating to lawful reproductive healthcare may be prohibited under applicable federal
law.

I understand that information disclosed pursuant to this authorization may be subject to
redisclosure by the recipient and may no longer be protected by federal HIPAA privacy
regulations.



Records may be transmitted through secure electronic systems, encrypted email, secure fax,
secure client portals, or other HIPAA-compliant methods.

I understand that this authorization is voluntary. | have been informed what information will be
disclosed, the purpose of the disclosure, and who will receive the information. | understand that
| have the right to receive a copy of this authorization and the right to refuse to sign this
authorization.

If you are the legal guardian or court-appointed representative for the client, please provide
documentation of your authority to act on the client's behalf.

Signature of Client or Legally Authorized Representative Date

Relationship to Client

Signature of Witness (if applicable) Date



