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RELEASE OF INFORMATION

Patient Name: _______________________ _ Date of Birth: _________ _ 

Patient ID Number: ____________________ _ Last 4 digits of SSN: _______ _ 

Crossroads Center Name:--------------------------------­

Authorization for Use/Disclosure of Information: I voluntarily consent to and authorize my above listed Crossroads Treatment 
Centers ("Crossroads") health care provider to disclose my health information during the term of this Authorization to the recipient( s) 
identified below. 

Recipient: I __________________ (please print first and last name) authorize my health care information 
to be released to the following recipient(s): 

Individual or Entity Name:---------------------------------------

If entity, title of the individual designated to receive the information: _______________________ _ 

Individual or Entity Address:------------------------------------­

Individual or Entity Phone Number:-----------------------------------­

Purpose for Disclosure: I authorize the release of my health information, which I expressly acknowledge includes the release of 
my drug and alcohol treatment information for the following specific purpose (if released related to a court order, include name of 
court and court order number/case number): 

Information to be Disclosed: I understand that the information that I authorize to be disclosed is protected by federal confidentiality 
rules (including 42 C.F.R. Part 2 and HIPAA). The federal rules prohibit Crossroads from making any further disclosure of this 
information unless further disclosure is expressly permitted by my written consent or as otherwise permitted by federal 
confidentiality rules. 

I understand that a general authorization for the release of medical or other information is NOT sufficient to allow Crossroads to 
disclose my health information including drug and alcohol treatment notes. 

I understand that the federal confidentiality rules restrict any use of my health information that includes drug and alcohol treatment 
notes to criminally investigate or prosecute me as an alcohol or drug abuse patient. 

I understand that certain HIV-related information is protected by federal and state law. Federal and state law prohibits further 
disclosures of this HIV-related information unless further disclosure is expressly permitted by my written consent or is authorized 
by the federal Confidentiality of HIV-Related Information Act. 

I authorize the release of the following health information: (check all applicable boxes below) 

D All of my health information including drug and alcohol treatment notes by Crossroads providers, that the provider has in 

his or her possession, including information relating to any medical history or physical condition and any treatment received by 
me. This does NOT include toxicology reports, mental health (therapy) information, or lab (blood testing) reports. 

D All toxicology (urine or oral swabs) reports ordered by Crossroads providers. 

D All lab (blood test) results-This may include HIV/AIDS and other sensitive results. 




