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UCCS WELLNESS CENTER AUTHORIZATION FOR RELEASE AND EXCHANGE OF INFORMATIONPatient’s Name_______________________________________________________ Phone # ________________________
Date of Birth ___________________________________                       Student ID #________________________________
Please check one:  □ Current Student or      
□ Former Student (Year Graduated ______) (Legal name (if different at time of enrollment) __________________________)
Please check one and provide the requested information:
□ I hereby authorize ____________________________________________    Phone/Fax____________________                to disclose my health information to the UCCS Wellness Center.  Please fax records to: (719) 255-4446
□ I hereby authorize UCCS Wellness Center to disclose my health information to the following:
Name/ Organization:___________________________________________________________________________________
Address:__________________________________________________City:___________________________State:_______
Zip Code:_______________ Phone #:_________________________________ Fax #:______________________________
The above information will be used/disclosed for the following purposes:
□ Patient Review      □ Continuation of Care    □ Payment of Claim   □ Attorney Request   □ Academic Purposes/ Support     
□ Other (specify)______________________________________________________________________________________







Medical Treatment: The following information is to be disclosed:
□ Verbal Communication between individuals/offices  	□ Entire medical record		□ Lab results
□ Women’s Health/ Pap Results			□ X-ray and imaging reports		□ Prescriptions
□ Immunizations 					□ Other ________________________________			
I understand that the information in my health record may include information relating to sexually transmitted, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency (HIV).  It may also include information about treatment for alcohol or drug abuse.  I authorize the UCCS Wellness Center to disclose any of the following information: 	
□ Sexually transmitted diseases   □ AIDS/HIV   □ Alcohol/Drug abuse   

REVOCATION: I understand that I have the right to revoke (withdraw) this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present the written withdrawal to the entity that I have authorized to release this information.  I understand that revocation will not apply to information that has already been released in response to this authorization.
RE-DISCLOSURE: I understand that authorizing the disclosure of health information is voluntary and that I am entitled to a copy of this authorization and acknowledge receipt of a copy thereof.  I understand any disclosure of information carries with it the potential for an unauthorized re-disclosure by the person(s) or “practice/facility” to which it has been disclosed, and the information may not be protected by federal confidentiality.
I understand I give my permission for the records and/or information to be obtained from or released to only the person(s) or organization(s) indicated above. I agree a copy of this release or electronic or faxed submission of this release shall be as valid as this original release.  
I understand this authorization shall expire in one year (365 days) or on _________________ (list specific date, if less than one year), and must, if needed, be re-obtained one year from the date below or after the identified dated listed. 
_________________________________	__________________________________	 __________________ Signature of Client (or Legal Guardian)	                Printed Name of Client (or Legal Guardian)                         Date
Behavioral/ Mental Health Treatment: The following information is to be disclosed:
□ Verbal Communication between individuals/offices  	□ Diagnosis 		□ Attendance
□ Alcohol/Drug abuse	□ Termination Summary	□ Letter of Support		□ Other ______________________

I understand there are a few limited exceptions to these provisions in the Colorado Statutes. These require the reporting of threats of violence, harm, or child or elder abuse and neglect (from either evidence or suspicion), or when subpoenaed by the courts, to proper authorities. Certain other exceptions exist and will be explained as necessary.
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