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Behavioral Health of Brighton 

Client and Therapist Please use this specific Release of Information with 

any young adults (18+) who are covered on a parent's insurance policy or 

whose parents. legal guardian. etc will be involved in payment on their 

account. This allows the Billing Dept to facilitate payment and straighten 

out billing/payment problems. Please send this completed form along 

with other initial paperwork to Billing and keep the original in the chart 

Client's Address 

City, State, Zip Code 

Client's Date of Birth Phone Number 
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I authorize: 

to disclose information contained in my medical record, including alcohol and drug 
abuse records. protected under Code 42 of the Federal Regulations, Part 2. (if 
any) mental health or physical health infonnation. including communications made 
by me to a social worker, psychologist, psychiatrist, medical doctor, or primary 

care physician to: 

-e
Behavioral Health of Brighton 

INFORMATION TO BE RELEASED 

I authorize to release information contained in my medical records 
including alcohol and drug abuse records protected under Code 42 of Federal 
Regulations, Part 2, (if any}, mental heal!/1 recorcfs, psychiatric records, including 
communications made be me to a social worker, psychologist. psychiatrist. to the 
individuals or organizations listed below, only under the conditions listed below: 

Parent. Legal Guardian, Insurance Holder or Responsible Party 

Address 

Suite 

City, State, Zip Code 

& REASON FOR DISCLOSURE: 

...._ __ M_u_st_S __ p_ e_c __ ify'-a_ t_l_ea_s_t _o _n _e:_ O_r_R_ e _le_a_s_e _N_O _T_V_a _li _d _ _..l � .... I __ M_u_st_S...;p_ e_c--ify:;._at_l_ea_s_t_o_n _e:_ O_r_R_ e_le_ a_ s_ e _N_O _T_V_a _fi_d _ ____, 

D All Therapy Chart Forms 

D Initial Assessment, and Discharge Summary Only 

D Phone C onsulta ti on with Provider List ed 

D Change of Provider 

D Psychia tric Chart Only D Soc ial Security/ Disability Certification 

D Both Psychiatric Chart & Therapy Chart D At t orney Inquiry/ Legal Matter 

0 O ther:(sp ecify} [J Other:(specify) 

REVOCATION CLAUSE/ SIGNATURE 

This consent may be revoke d a t  any time. not re spon sible for information r eleased prior to revocation. 
I understand that in order to re voke this a uthorization, I m ust do so in wr iting and pres ent my written revocation 
to A nn Arbor Consulta ti on Servic es. 

Signa ture of Client, Paren t, or Legal Repres entative Witnessed By: 

Date: Date: 

Relationsl1ip: □Client □Parent □ Legal Represent ative = (mus( inr.lu,:Jc co:;y of guardianship papers or a Power of littam�y) 

Revised 10/2007 
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