LUKE BUCKMAN, LCSW
245 S, LIMESTONE 339 S, BURNS AVE.
LEXINGTON, KY 40508 WINCHESTER, KY 403921
P859-229-4527 F-855-4690522
LUKEBUCKMANLCSW@GMAIL.COM
WWW.LUKEBUCKMAN.COM

AUTHORIZATION TO USE AND DISCLOSE
INFORMATION

Name of Client
Last Flrst Middie
Other Possible Names -
Date of Birth Phone
Address
City/State Zip Code

Name
Address
Phone Fax

Information may be: [] Malled [] Reviewed Only [] Picked up by:

{ Personal identifying Information [J Assessment [J Diagnosis [ Psychosocial Evaluation [J Treatment
Plan O Current Treatment Update [J Presence/Participation in Treatment U Discharge/Transfer
Summary [J Continuing Care Plan O Progress in Treatment T Demographic information O Billing and
Payment Information OJ Other

| understand that information to be used and disclosed may include protected heaith
information, HIV-related information, and/or information refating to diagnosis or treatment of
mental iliness and/or substance abuse and that by signing this Authorization, | am authorizing
the use and disclosure of information relating to {(check all that apply):

[0 substance Abuse (including alcohol/drug abuse)

[0 Mental Health Treatment

O HIV related information {including AIDS related testing)

Purpose for the use and disclosure {check all that apply):
{3 Changing provider OJ Second opinion [ Continuing care [1 Legal (1 Personal
O tnsurance [ Workers’ Compensation {J School [0 Payment [J Other,

Lunderstand and agree as follows:

a. This Authorization will expire 6 months from my last date of service provided by the Provider. | may
shorten, extend, or revoke this Authorization at any time by notifying the Provider in writing at 1008
South Broadway, Lexington, Kentucky 40504, which will b= effective on the date the notice is received
except to the extent action has been taken in reliance upon this Authorization;

b. If | am receiving treatment related to mental health or suistance abuse, | authdrize the Provider (i) to
use information maintained by Office Ally and Practice Mate, to obtain payment for services rendered
and (i) to use and disclose my information, including but no: fimited to my protected health information,
to obtair pavment from such entitles for services renderes nd



c. | have received a copy of this Authorization after | sign it or refuse to sign it. A photocopy of this
Authorization will be considered as valid as the original.

Signature ofClient; ... ... _ _ . . . . . .
Date:

Signature of Parent, Guardian or
Responsible Party of a Client who is a Minor;
Date:

: Check here if Authorization not given

The Provider will not condition treatment or payment on this Authorization. Information disclosed
pursuant to this Authorization may be subject to redisclosure by the recipient and no longer protected by
applicable law, rule, or regulation.

This information has been disclosed to you from records protected by Federal confidentiality rules (42
CFR Part 2). The Federal rules prohibit you from making any further disclosure of this information unless
further disclosure is expressly permitted by the written consent of the person to whom it pertains or as
otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other
information is NOT sufficient for this purpose. The Federal rules restrict any use of the information to
criminally investigate or prosecute any alcohol or drug abuse patient.




