AUTHORIZATION AND CONSENT
TO RELEASE PSYCHOTHERAPY NOTES

Name of Individual:

Social Security Number:

Date of Birth:

Provider Name:

TO:

All physicians, hospitals, clinics and institutions, pharmacists and other healthcare providers

The Veteran's Administration and all Veteran's Administration hospitals, clinics, physicians and
employees

The Social Security Administration
Open Records, Administrative Specialist, Department of Workers' Claims

All employers or other persons, firms, corporations, schools and other educational institutions

The undersigned individual herby authorizes each entity included in any of the above categories to
furnish and disclose to (VENDOR) and its authorized representatives, with
true and correct copies of all "psychotherapy notes”, as such term is defined by the Health Insurance Portability
and Accountability Act, 45 CFR 8164.501. Under HIPAA, the term "psychotherapy notes" means notes
recorded (in any medium) by a health care provider who is a mental health professional documenting or
analyzing the contents of conversation during a private counseling session or a group, joint or family counseling
session and that are separated from the rest of the individual's record. This authorization does not authorize ex
parte communication concerning same.

This authorization provides for the disclosure of the above-named patient's protected health
information for purposes of the following litigation matter: (Style of Case)

The undersigned individual is hereby notified and acknowledges that any health care provider or
health plan disclosing the above requested information may not condition treatment, payment,
enrollment or eligibility for benefits on whether the individual signs this authorization.

The undersigned individual is hereby notified and acknowledges that he or she may revoke this
authorization by providing written notice to either
(Law firm for Defendant) and to (VENDOR) and/or to one
or more entities listed in the above categories, except to the extent that any such entity has taken
action in reliance on this authorization.

The undersigned is hereby notified and acknowledges that he or she is aware of the potential that
protected health information disclosed and furnished to the recipient pursuant to this
authorization is subject to redisclosure by the recipient for the purposes of this litigation in a
manner that will not be protected by the Standards for the Privacy of Individually Identifiable
Health Information contained in the HIPAA regulations (45 CFR 8§8164.500-164.534).



. The undersigned is hereby notified that he/she is aware that any and all protected health
information disclosed and ultimately furnished to
(Law firm for Defendant) in accordance with orders of the court pursuant to this authorization
will be shared with anv and all co-defendants in the matter of

(Style of Case) and is subject
to redisclosure by the recipient for the purposes of this litigation in a manner that will not be
protected by the Standards for the Privacy of Individually Identifiable Health Information
contained in the HIPAA regulations (45 CFR 88164.500-164.534).

. A photocopy of this authorization shall be considered as effective and valid as the original, and
this authorization will remain in effect until the earlier of: (i) the date of settlement or final
disposition of (Style of Case) or (ii) five (5) years after the date of signature of the undersigned
below.

I have carefully read and understand the above and do hereby expressly and voluntarily authorize the
disclosure of all of my above information to (VENDOR) and its
authorized representatives, by any entities included in the categories listed above.

Date:

Signature of Individual or Individual's Representative

Individual's Name and Address:

Printed Name of Individual's Representative (If applicable)

Relationship of Representative to Individual (If applicable)

Description of Representative's authority to act for Individual (If
applicable)

This authorization is designed to be in compliance with the Health Insurance Portability and
Accountability Act, and the regulations promulgated thereunder, 45 CFR Parts 160 and 164 (collectively,
"HIPAA™).
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