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1718 Andover Lane

San Jose, CA  95124

408-216-8867  Fax: 408-979-9769

Lic# 434408767

Authorization To Release & Exchange Confidential Information

(Please see page two of this form for release information)

Child's Full Legal Name:
    DOB:  



(Please print clearly)

I, 
 authorize care providers at Learning Springs Academy, to receive, release / disclose and/or exchange the following information with:


 (
)
 (
)


Name of Agency / Party
  Phone Number

Fax Number


Mailing Address of Agency / Party

For the purpose of 
.




(Records will not be disclosed without a valid reason listed above)

Disclosures shall be limited to the following specific information:

Check all that apply:

	1. ____ Diagnosis/es

2. ____ Summary of psychosocial & 
psychiatric history

3. ____ Educational assessment and/or 
behavioral reports (includes school 
observation & educational testing)

4. ____ Legal Status
	5. ____ Results of psychological

6. ____ Medical information:



______________________________

7. ____ Other:


8. ____ Dates of Service: _______________


Printed Name/Signature of Parent/Legal Guardian
Relationship to student
Date

***Parent must have legal custody. Legal guardian/conservators must have proof of status.


Address

(
)
  (
)
  


Phone Number
Fax Number
E-Mail address

Signature of Learning Springs Academy's Director

Date


1718 Andover Lane

San Jose, CA  95124

408-216-8867  Fax: 408-979-9769

Lic# 434408767

Authorization To Release & Exchange Confidential Information

(Please see page one of this form for release information)

As the parent/legal guardian for ______________________(child's name), listed on page 1 of this form, I authorize care providers at Learning Springs Academy, to receive, release / disclose and/or exchange the following information noted on page 1 with knowledge such release discloses the name of the child receiving services.

I understand that the information to be disclosed is protected under the Lanterman-Petris- Short Act (CA, Welfare & Institutions Code Section 5000 et seq., 1999) and the Federal Health Insurance Portability and Accountability Act (HIPAA) of 1996, and can not be re-released to any other entity or individual without my additional signed consent unless otherwise provided by the regulations.  However, in contradiction the Federal HIPAA Privacy Regulation, Text 45, CFR legislation, 2002, requires care providers to inform each client that his or her protected health information may be re-disclosed by other entities or individuals.

As set forth in the Notice of Privacy Practices, I understand that I may withdraw this authorization at any time.  If not revoked, this Authorization will be valid and include release/exchange of information for up to 1 year from signature date on page 1 or until discharge date (whichever comes first).

I have read and understand the above statement.

Parent / Legal Guardian's Signature

Date
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